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Abstract: Dental-care workers operate very close to the patient’s mouth and are at high risk of 

contamination by SARS-CoV-2. Droplets may be contaminated by patient’s saliva and exhaled 

breath particles. All asymptomatic patients should be considered as Coronavirus positive. All dental 

procedures must be revised after positive identification of SARS-Cov-2. Novel recommendations as 

the use of novel suction cannula designed for fast spray/saliva aspiration, use of Tyvek suits and 

innovative sprayhoods designed for dental-care worker protections are proposed to prevent virus 

transmission. New tailored operative and clinical procedures are being currently developed by 

university dental clinics and hospitals in attempt to reduce risk for dental workers and patients. 

Keywords: SARS-CoV-2 infection; severe acute respiratory syndrome coronavirus 2; Coronavirus 

disease 2019 (Covid-19) diffusion; aerosol; droplets; dental offices; dental chair unit 

 

1. Introduction 

A SARS-Cov-2 pandemic wave has spread across Europe and other world countries. It is 

expected that further pandemic recrudescence will occur in the next months and probably years. 

Latest updates in Italy reveal an ever-growing number of positives, close to 40,000 cases per day 

during the month of November 2020. Therefore, it is very important that all patients treated in dental 

clinics must be pre-evaluated for triage to reduce and prevent the risk of contamination.  

The large number of healthcare workers (HCWs) positive to SARS-CoV-2 in Italy during the 

current emergency was related to the work in high-risk areas—potentially infected environments—

where aerosol-generating procedures are performed as in intensive care units, emergency rooms, 

departments of pulmonology and infectious diseases, and mostly in dental clinics. The face-to-face 

contact (within 0.5 m) between patients and dental care workers (DCWs) in the dental clinic 

represents a high-risk condition [1], that requires consideration and need for innovative 

countermeasures to limit viral contamination. 

There is a need to study practical measures and predispose new guidelines for clinicians—

specifically designed for each medical specialty—for the prevention of SARS-CoV-2 transmission, 

particularly in at-risk health dental care workers [2]. 
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In the present commentary the authors want to perform a clinical picture of the dental 

procedures and focus on the several causes for high concern and to propose new devices to help to 

reduce the risk of contamination. 

2. Situation during the Second Wave  

The risk for HCWs and DCWs was extremely high during the first Covid-19 emergency. Both 

general practitioners and dentists faced a high number of deaths to Covid-19, revealing some of the 

most exposed medical professions during lock-down. The high number of affected DCWs closely 

mirrored the curve of new cases among Italian population, which confirmed that the exposure to 

SARS-CoV-2 also reflects a similar inauspicious outcome of doctors on duty [3]. 

To try to limit SARS-CoV-2 diffusion among dentists and patients, a number of clinical 

recommendations for a safe treatment during the Covid-19 emergency was reported [2,4]. This 

included a mandatory telephone triage to define the patients real need for emergency treatment and 

absence of recent exposition to Covid-19 positive patients, body temperature registration with a 

contactless thermometer to ascertain the absence of fever (<37.5 °C), hand disinfection, limit of patient 

number in the waiting room (one patient at a time) and removal of all potentially contaminated 

objects [2,4]. 

Unfortunately, the risk for virus transmission may still represent a tremendous hazard during 

the second waves of Coronavirus by the presence of a number of asymptomatic or paucisymptomatic 

patients still positive for SARS-CoV-2 [2]. 

An apparently healthy patient (positive for SARS-CoV-2) may potentially create the condition 

for a sequence of serious contamination of dental clinic personnel and other patients. This risk may 

be extremely high during SARS-Cov-2 s pandemic wave and will remain high until the vaccination 

of a large part of population. It is therefore important to design clinical solutions to prevent SARS-

CoV-2 diffusion and to treat all patients and not only patient with dental emergency. These 

procedures must be maintained until the resolution of the pandemic emergency. 

3. Routes of Infection in Dental Clinics 

Nevertheless, the principal problem in dental clinics is constituted by the great number of 

aerosols and droplets generated by dental procedures and mixed with patient saliva and breath, 

which may contain a high number of pathogenic microorganisms, including bacteria (such as 

Mycobacterium Tuberculosis) [5,6] or viruses (such as influenza, measles or SARS-CoV-2) [7,8].  

Dental chair unit (DCU) instruments, such as high-speed water-cooled hand pieces, ultrasonic 

instruments, low-speed polishing handpieces and dental air-water spray guns create a great number 

of water droplets and aerosols in front of the patient’s face [1,5,9].  

The second important problem is connected with close (within 1 m) and prolonged contact of 

the operators with the patients. As example, an endodontic emergency for acute pulpitis may require 

at least 30–40 min but a normal session lasts more than one hour. Furthermore, the presence of 2–3 

DCWs positioned close to the patient completes the description of the working area. High number of 

DCUs in close contact and not separated represents a great risk for virus diffusion, especially in 

presence of airflows that may diffuse droplets areas around dental equipment [10].  

Therefore, after a single clinical session, all the operators are likely contaminated by a large 

number of aerosol particles (saliva, water, blood) produced by the DCU instruments on all protective 

surfaces as masks, goggles/face shields, gowns, glasses and also surfaces of equipment/furniture and 

floor. Conjunctiva and other part of the operator’s body may be exposed to the droplets and are at 

risk for contamination. 

Other airborne particles—composed by dentin-enamel debris, dentin smear layer, fragments of 

composite/provisional cement/pastes—are usually produced into the mouth by the hand-pieces and 

remain suspended for a long time and diffused by air turbulences created by instruments and 

operator movements [1,5,9]. 

The presence of warm DCU lights may create convective forces that contribute to the diffusion 

of particles. Indeed, it is frequent to observe small droplets of saliva, water and blood into the external 
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surface of light unit of DCU. New DCU LED lights may generate less heat than traditional halogen 

lights in relation to the convective forces that contributes to particles diffusion.  

Contaminated hands are another important potential mode of virus transmission due to the 

frequent contact with bracket dental table, benchtops, DCU light handles etc. [1]. 

4. Droplets Movement around DC 

Diffusion of droplets and aerosols around DCU has been previously reported [6]. Airborne 

transmission of infections refers to expelled particles that can remain suspended in air for long time 

(hours) and thus potentially expose operators at a great distance from the source of infection.  

A recent study, which used adenosine triphosphate (ATP) bioluminescence as a biomarker of 

bacteria viability, found high levels of contamination on goggles and masks of dental operators and 

assistants [9].  

Aerosolised viral particles may be potentially more dangerous than bacteria as they can remain 

airborne for longer periods of times, given the lower particle size, and the lower settling speed [8].  

The movements of operators just around the DCU create air turbulences with a traslocation of 

the aerosols and droplets from the area in front of the patient to somewhere in a range of meters 

(Figure 1).  

 

Figure 1. Areas of virus exposure around the dental unit. 

The droplets have time enough to create an indoor airborne diffusion [9]. Normal speaking 

generates numerous small droplets (12–21 µm diameter prior desiccation), potentially containing 

encapsulated SARS-CoV-2 copies which remain airborne in a closed environment and able to reach 

patient and operator lower respiratory tract [9] (the use of ffp2 masks significantly reduce the risk of 

contamination). 
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Many variables are involved in the aerodynamics of particles. Air turbulence around the DCU 

like indoor temperature variations, air conditioning turbulence and door movements, may greatly 

influence the area and the surfaces where (infected) droplets may settle. In other words, aerosols and 

droplets may remain suspended in the air for hours inside the dental clinic and can be inhaled 

afterwards by DCWs and patients [11,12] and later may settle down on all surrounding surfaces and 

create many contaminated surfaces.  

Droplets spread following a ballistic trajectory through the air with a deposition range of 3 feet. 

On the contrary, aerosol and droplet nuclei (dried particles) remain suspended in air and disperse 

over long distances following airflow streamlines and are inhaled and deposited in the human 

respiratory tract, from the glottis down to the alveolar space depending on their size and propulsive 

force [11,12]. The viral load entrapped in aerosols and droplet nuclei of about 1–5 micron in diameter, 

may be carried by air current and flow tides over considerable distance from the DCU [12].  

Another critical variable that must be considered is the rate of particles desiccation. Particles 

begin desiccating immediately upon expulsion into the air, with a rate mainly depending on room 

temperature and relative humidity. Rapid desiccation is a concern since the smaller and lighter the 

infectious particle, the longer it will remain airborne [11,12].  

Hence, even when infectious agents are expelled from the respiratory tract as large particles of 

mucus and saliva secretions, their rapid desiccation can lengthen the time they remain airborne [8].  

Noteworthy is that both relative humidity and temperature—factors influencing the size/weight 

of the infectious aerosol and droplets—are strongly influenced by the production of water spray from 

dental hand-pieces and other DCU instruments.  

5. Strategies and Solutions to Prevent Airborne and Aerosol Diffusion in Dental Clinics 

WHO recommends the use of protective respirators as protective as N95 masks or FFP2 masks 

when performing aerosol generating procedures in most of medical branches [13]. In the present 

commentary the Authors propose new solutions to prevent the diffusion of aerosol from DCU and 

patient breathing in dental clinics. 

Tables 1–3 resume some innovative concepts—new PPE for personnel, equipment and 

environmental recommendations—that must be considered in dental procedures to reduce the 

rebound of droplets containing microorganisms from the patients exhaled breath. 

Table 1. Proposed equipment to reduce by removing spray diffusion produced by the water-cooled 

handpiece and by the nasal breathing of the patient. 

1 Oral lip aspiration kit to be applied into the internal lip area for spray suction; 

2 
New aspiration kit with multiple aspiration cannulas connected with a new adjunctive 

(powerful) pump suction to adapt to pre-existent DCU or to use in association with; 

3 

Novel designed kit constituted by a composite dental dam arch with a sliding suction cannula 

(Water-saliva-aerosol (WSA) defender system) connected with DCU suction pump. The 

system may be applied around the patient’s mouth as a normal dam arch (with/without the 

rubber sheet); 

4 

Use of oral disinfectant solutions such as povidone-iodine 0.23%, [14] hydrogen peroxide [15] 

in association with silver particles [16], as mouth-washing/antimicrobial rinses (before any 

clinical procedures) to reduce the viral load of saliva and droplets generated by spray 

eventually contaminated by patient; 
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Table 2. Proposed solutions to prevent personnel contamination. All these equipment and procedures 

should be used in association for all patients to try to reduce the contamination risks. 

1 Use of N95 (FFP2/3) respirators for all patients and all PPE such as gloves, glasses, gown etc.; 

2 

-Individual waterproof sprayhood as protective hat (helmets with cover) with a solid sealing 

transparent area for all dental staff, as special PPE to use face-to-face with the patient may 

help to prevent spray droplet contact with neck, eyes, face; 

or alternatively: 

-Full facepiece Powered Air Purifying Respirators (PARPs) with blowers to create positive 

pressure inside the facepiece for example in emergency with Covid-19 positive patients; 

3 
Tyvek suit full body protection; a mono-use gown may be applied on Tyvek suits. 

Alternatively use of impervious disposable gown with head cap; 

4 
Waterproof protection for shoes and for trousers to avoid the collection of wet and dry 

contaminated droplets from office floor that must be used with gowns and other devices; 

Table 3. Proposed solutions and new processes to prevent environment contamination in dental 

clinics surfaces. 

1 

Removal of any small objects and boxes from DCU and technical furnishing (i.e., cotton roll 

containers, drills, bur boxes, endodontic instruments, composite resin tubes, etc.). Use of 70% 

isopropyl alcohol and to disinfect any small objects and devices manipulated during the 

clinical procedures (i.e., composite tubes, light-curing units etc.) [15]. All in-office surfaces 

furniture must be flush-deck and easy to clean; 

2 

All suction circuit pipes and DCU sink must be irrigated with disinfectants such as 0.5% 

sodium hypochlorite solutions immediately after patient discharge to remove and to break 

down any infected reflux from hydraulic circuits; 

3 

Use 0.1% sodium hypochlorite and 70% isopropyl alcohol solutions to clean and remove any 

droplets deposited on surfaces and objects present in the room and exposed to droplets 

contaminations (i.e., radiographic device; operator chair; endodontic microscope etc.); 

4 

Removal of any biological wastes from each patient (i.e., gowns, towels etc.) and rapidly 

sealed up and isolated inside plastic containers or trash bags to avoid secondary 

aerosolization. After all cleaning procedures for DCU and dental clinics (approximately 15–30 

min) all operators must remove their exhaust gown, mask, sprayhood and inserted in another 

plastic trash bags before replacing them with new disposables/gown etc. for the next patient. 

The main strategy that we suggest is the instant removal of the spray produced by hand-pieces 

and ultrasounds from the mouth-nose area, namely from the patient face and from the rubber dam 

surface (when present). We propose the use of some new designed suction devices positioned just 

around the mouth of the patient and on the side of the rubber dam or the patient lip. 

A simple suction device may be a recently developed cheek retractor combined to a suction 

cannula to be positioned in the internal lip of patient to increase the saliva and droplet aspiration (lip 

suction cannula). 

Another new device is constituted by a double rubber-dam arch with a sliding suction pipe able 

to uptake spray produced in the mouth and by the nose. The authors contributed to the development 

of a preliminary 3D-printed version of the device reported in Figure 2A.  
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Figure 2. New solutions to prevent operator and patient’s contamination. (A) Preliminary version of 

resin 3D-printed device dental dam arch with a sliding suction cannula connected to the wider bore 

of DCU suction pump, designed during Covid-19 emergency to prevent aerosol diffusion of 

ultrasonic devices and burs. This system may be used for all aerosol-generating procedures, with or 

without dental dam sheet. (B) Commercial dental arch dam now in use in the Dental school to prevent 

water-saliva aerosol diffusion. The device differs from the prototype as it was designed with a wider 

operative area, having an easier access to the more distal teeth. It may be reused after heat sterilization 

cycles at 121 °C. (C) Individual waterproof sprayhood with polycarbonate transparent area which 

may be disinfected and cold sterilized. This device may be used in association with surgical loupes. 

Ventilation holes are present in the posterior area, in correspondence to the operator nape to avoid 

fog-up. (D) Operator equipment used during COVID-19 emergency and currently used at the 

moment in Bologna dental schools and dental clinics, constituted of a surgical sterilizable sprayhood, 

N95 respirators and sterilizable waterproof suits. (E) Patient vestment to avoid cross contamination 

during dental procedures. 

The recently introduced water saliva aerosol defender (WS Aerosol Defender, Cefla Medical 

Equipment, Modena, Italy), significantly reduced aereosol diffusion, according to the manufacturer 

declaration. A new commercial sliding suction pipe (Figure 2B) present a special configuration to be 

positioned just around the mouth in the more convenient position. The flow rate of 280–320 L/min 

has been declared when mounted on DCU wider suction bore. No clinical data are now available, 

however, the simultaneous use of conventional saliva ejector seems to not compromise the spray 

uptake. Further studies are being assessed. 

The device can be applied with or without the rubber dam and potentially used in all oral 

procedures (i.e., surgery, extractions, hygiene procedures etc.).  

When used in procedures that do not require dental dam application, the system may be easily 

applied and removed, in case of patients’ necessities, or operator procedures, such as dental 
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impressions, or prosthetic rehabilitation check. Moreover, the suction pipe may be moved to different 

sites, in case of multiple rehabilitations. 

The system is able to remove a large portion of spray produced in the oral cavity and may reduce 

the diffusion of spray and exhalation of patients. Information of this device use and its deployment 

is reported in Figure 3. 

 

Figure 3. Images of Water saliva Air Defender, a new suction device designed to reduce aerosols 

dissemination during dental procedures. (A) The device is constituted of a dental dam arch connected 

to a sliding suction mouth. (B) The suction mouth may be moved according to the necessities on the 

lower or upper arch and on right or left quadrants. It is suitable for suction connections and complies 

with ISO 7494-2 “Dentistry Dental units Part 2: Air, water, suction and wastewater systems”. (C) 

Removal and disassembling of the device for autoclave sterilization procedures, which can be 

performed at 121 °C. (D) Schematic representation reporting the positionment on patient mouth. 

Innovative full-face impermeable sprayhood designed with a polycarbonate shield may ensure 

the complete closure of the face/neck region and the complete sealing of all the external surfaces that 

prevent spray penetration of contaminated aerosol. The use of sprayhoods is proposed as an 

additional physical barrier. Other studies demonstrated that the application of a physical barrier 

significantly reduce the aerosol diffusion [17–19]. 
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Different models have been recently developed by many companies. Sprayhoods and similar 

devices such as surgical shield helmets are recently developed to prevent any contact of (infected) 

droplets with eyes and nose mucosa of operator and to avoid any particles inhalation (Figure 2C). 

At this moment some different type of sprayhoods have been developed by different companies 

in Italy (Olisail, Trieste, Italy; Cartesio, Forlì, Italy; Cefla, Modena, Italy and by Biomet-Zimmer, 

Carlsbad, CA, USA) and have been introduced as routine device in ambulance staff and in Covid-19 

hospital departments). Three different models, tested during the Covid-19 emergency and used in 

post-lock down period, are reported in Figure 4.  

 

Figure 4. Three different sprayhoods tested during the Covid-19 emergency and used in post lock 

down period to prevent the operator contamination during dental procedures. All these devices may 

be cold sterilized and reused. (A) Full face impermeable sprayhood, lateral portion was reduced to 

prevent fog-up with breathing. (B) Protective cold sterilizable face mask which can be used in 

association with impermeable suit. (C) A modified version, with a larger polycarbonate shield to 

avoid droplets contamination from the lower margin of the shield, has been used in the dental clinic. 

Sprayhoods must be used by DCWs during all the dental operative procedures and changed 

after each patient.  

All the devices may undergo cold sterilization procedures and treatment with isopropyl alcohol 

and/or with 0.6% NaOCl solution to clean the entire external and internal surface. It is possible to use 

surgical loupes as visible in Figure 2C. To facilitate internal ventilation and to prevent fog up with 

breathing, some air holes are designed in the posterior area (in correspondence with the operator nape).  

It may ensure a better fit and prevent large part of the inward leakage of aerosol derived from 

dental spray. A number of prototypes of sprayhood are being tested in dental schools, but no robust 

clinical data are available on their efficacy. However, in accordance with the maximum precaution 

principle the use of a sealing face shield may reduce the risk for spray contamination in operators 

such as dentists highly exposed for a long time.  

A full-face piece powered air purifying respirator (PARP) connected with a blower and filter 

able to create positive pressure inside the face piece may be introduced in the dental clinics (especially 

for treatment of Covid-19 positive patients).  

These samples have been tested in general surgery and otorhinolaryngologic surgeries hospitals. 

Their efficacy must be proved in future especially considering that new developed facemasks are 

now produced for critical patients.  
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Tyvek suits must be used by all the dental operators and usually covered by monouse gown, 

spray hoods and obviously facemask. All university dental schools in Italy are now working with 

these devices. All large rooms of many university dental schools in Italy have been reorganized. In 

Bologna University we have introduced Plexiglas and drywall divisions to isolate any dental chairs 

(with the creation of boxes completely closed by doors and isolated).  

All daily organization have been redesigned to prevent virus diffusion caused by fluctuating 

droplets [4]. Dentists must immediately change their operative procedures and try to reduce spray 

droplets and particles production. They have to innovatively improve all environmental disinfection 

procedures for rooms and laboratories surfaces (Table 3). Reception personnel must avoid any 

contact with the surgery rooms where spray droplets may be captured by clothes and hairs if not 

protected. 

6. Salivary Diagnostics to Detect SARS-CoV2 Positive Patients and Their Potential Use in Dental 

Clinics 

After lockdown period, the attention moved to the detection of the high number of Sars-CoV2 

asymptomatic patients. Real time PCR of nasopharyngeal swabs are currently standard technique to 

detect Sars-CoV2 positive patients [20]. 

However, some drawbacks are reported, including the long time to achieve a response (24–72 h) 

invasiveness for the patients and potential risk of transmission of the operators [21]. 

Recently, a lateral flow immunochromatographic assay was designed (Biocredits, BioVendor, 

Brno, Czech Republic), to detect Sars CoV-2 antigens, which may be potentially used in dental clinics 

and university departments due to the reduced processing time (approx. 5 min). The test showed 

comparable sensitivity and specificity percentages were reported when used in collecting 

nasopharyngeal swabs in patients with high viral load samples (>80%). The possibility to be used 

also in other oral fluids, such as sputum or saliva has been investigated, showing however lower 

capability of detecting Sars-CoV2, the values reported were 28.6% and 56.85% [22].  

Other tests are being implemented in clinical practice, to overcome these limitations. 

Saliva is a potential source of Sars-Cov2 contamination, the presence of Sars-CoV2 in saliva is 

related to different access ways, namely the direct access of the virus into the oral cavity via 

lower/upper respiratory tract, through gingival crevicular fluids or via salivary fluids from infected 

salivary glands [21,23]. Due to the high presence of Sars-Cov2 replicas, saliva recently gained 

particular attention as a potential new approach for COVID-19 diagnosis [24,25]. 

Salivary diagnostics shows numerous advantages when compared to traditional 

nasopharyngeal swabs: it is low invasive, relatively cheap and easier to be handled and collected, 

possibly avoiding operator contamination [21]. Recent studies revealed a comparable detection rate 

of Sars-CoV2 in saliva, when compared to nasopharyngeal swabs, the range was 85–91% according 

with several studies [24,26,27]. 

The two main strategies of salivary tests are detection of Sars-CoV2 spike protein [24,28,29] or 

anti-SARS-CoV-2 IgG and IgM [30]. Innovatively new salivary tests allow the detection of in saliva 

in less than 5 min with a 90–95% sensitivity [24,28,29]. 

IgM and IgG test cassettes detection kit is based on a chromatographic lateral flow immunoassay 

for the qualitative detection in 15 min of anti-SARS-CoV-2 IgG and IgM in human whole blood, serum 

or plasma samples. [30] 

Implementation of these new fast tests may play a positive role in dental clinics and dental 

schools. Dentists may be able to perform saliva screening or IgM IgG rapid detection tests to intercept 

symptomless and low symptomatic patients with virus infection. 

7. Conclusions 

In conclusion, the great number of patients needing routine dental treatments in the SARS-CoV-

2 s pandemic wave still requires great attention. The risk may result extremely high by the presence 

of asymptomatic patients positive for coronavirus. An apparently healthy patient may potentially 

create the condition for a sequence of serious contaminations. For these reasons, HDWs i.e., dentists, 
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dental staff personnel, students and patients must be protected (Figure 2D,E), in particular whose 

affected by systemic diseases [31].   

The present commentary wants to emphasize the need for novel protection measurements from 

droplets spray for dental staff and patient and new operative approaches in the management and 

organization of the dental service.  

In all cases the new dental routine proposed should be maintained for a long time, even after the 

development of a new SARS-CoV2 vaccine. New cases of seroconversion and secondary infection of 

COVID-19 recovered patients are reported in literature, and there are few data on the duration of 

immunity after Sars-CoV2 infection [32]. The Covid-19 era is imposing a new pragmatic approach to 

future dental routines.  

Author Contributions: Conceptualization, M.M.G. and C.P.; Investigation, F.Z. and C.P.; Methodology, M.M.G.; 

Supervision, M.M.G. and C.P.; Visualization, F.Z. and A.S.; Writing—Original draft, F.Z. and C.P.; Writing—

Review & editing, M.M.G., A.S. and V.S. All authors have read and agreed to the published version of the 

manuscript. 

Funding: This research received no external funding.  

Conflicts of Interest: The authors declare no conflict of interest. 

References 

1. Tan, L.I.F. Preventing the transmission of COVID-19 amongst healthcare workers. J Hosp. Infect. 2020, 

doi:1016/j.jhin.2020.04. 008 (epub ahead of print). 

2. Prati, C.; Pelliccioni, G.; Sambri, V.; Chersoni, S.; Gandolfi, M.G. COVID-19: Its impact on dental schools in 

Italy, clinical problems in endodontic therapy and general considerations. Int. Endod. J. 2020, 53, 723–725. 

3. Nava, S.; Tonelli, R.; Clini, E.M. An Italian sacrifice to the COVID-19 epidemic. Eur. Respir. J. 2020, 55, 

2001445. 

4. Izzetti, R.; Nisi, M.; Gabriele, M.; Graziani, F. COVID-19 Transmission in Dental Practice: Brief Review of 

Preventive Measures in Italy. J. Dent. Res. 2020, 17, doi:10.1177/0022034520920580. 

5. Bennett, A.M.; Fulford, M.R.; Walker, J.T.; Bradshaw, D.J.; Martin, M.V.; Marsh, P.D. Microbial aerosols in 

general dental practice. Br. Dent. J. 2000, 189, 664–6677. 

6. Fennelly, K.P.; Jones-López, E.C.; Ayakaka, I.; Kim, S.; Menyha, H.; Kirenga, B.; Muchwa, C.; Joloba, M.; 

Dryden-Peterson, S.; Reilly, N.; et al. Variability of infectious aerosols produced during coughing by 

patients with pulmonary tuberculosis. Am. J. Respir. Crit. Care Med. 2012, 186, 450–457. 

7. Yan, J.; Grantham, M.; Pantelic, J.; De Mesquita, P.J.B.; Albert, B.; Liu, F.; Ehrman, S.; Milton, D.K.; EMIT 

Consortium. Infectious virus in exhaled breath of symptomatic seasonal influenza cases from a college 

community. Proc. Natl. Acad. Sci. USA 2018, 115, 1081–1086. 

8. Stadnytskyi, V.; Bax, C.E.; Bax, A.; Anfinrud, P. The airborne lifetime of small speech droplets and their 

potential importance in SARS-CoV-2 transmission. Proc. Natl. Acad. Sci. USA 2020, 117, 11875–11877. 

9. Watanabe, A.; Tamaki, N.; Yokota, K.; Matsuyama, M.; Kokeguchi, S. Use of ATP bioluminescence to 

survey the spread of aerosol and splatter during dental treatments. J. Hosp. Infect. 2018, 99, 303–305. 

10. Lu, J.; Gu, J.; Li, K.; Xu, C.; Su, W.; Lai, Z.; Zhou, D.; Yu, C.; Xu, B.; Yang, Z. COVID-19 Outbreak Associated 

with Air Conditioning in Restaurant, Guangzhou, China, 2020. Emerg. Infect. Dis. 2020, 26, 

doi:10.3201/eid2607.200764. 

11. Wei, J.; Li, Y. Airborne spread of infectious agents in the indoor environment. Am. J. Infect. Control 2016, 44, 

102–108. 

12. Ijaz, M.K.; Zargar, B.; Wright, K.E.; Rubino, J.R.; Sattar, S.A. Generic aspects of the airborne spread of 

human pathogens indoors and emerging air decontamination technologies. Am. J. Infect. Control 2016, 44, 

109–120. 

13. WHO. Infection Prevention and Control of Epidemic- and Pandemic-Prone Acute Respiratory Infections in Health 

Care: WHO Guidelines 2014; World Health Organization: Geneva, Switzerland, 2014; Available online: 

http://www.who.int/csr/bioriskreduction/infection_control/publication/en/ (accessed on 10 June 2020). 

14. Eggers, M.; Koburger-Janssen, T.; Eickmann, M.; Zorn, J. In vitro bactericidal and virucidal efficacy of 

povidone-iodine gargle/mouthwash against respiratory and oral tract pathogens. Infect. Dis. Ther. 2018, 7, 

249–259. 



Int. J. Environ. Res. Public Health 2020, 17, 8954 11 of 11 

 

15. Kampf, G.; Todt, D.; Pfaender, S.; Steinmann, E. Persistence of coronavirus on inanimate surfaces and their 

inactivation with biocidal agents. J. Hosp. Infect. 2020, 104, 246–251. 

16. Zhou, J.; Hu, Z.; Zabihi, F.; Chen, Z.; Zhu, M. Progress and Perspective of Antiviral Protective Material. 

Adv. Fiber. Mater. 2020, 23, 1–17, doi:10.1007/s42765-020-00047-7. 

17. Canelli, R.; Connor, C.W.; Gonzalez, M.; Nozari, A.; Ortega, R. Barrier enclosure during endotracheal 

intubation. N. Engl. J. Med. 2020, 382, 1957–1958. 

18. Cubillos, J.; Querney, J.; Rankin, A.; Moore, J.; Armstrong, K. A multipurpose portable negative air flow 

isolationchamber for aerosol generating medical procedures duringthe COVID-19 pandemic. Br. J. Anaesth. 

2020, 125, 179–181. 

19. Teichert-Filho, R.; Baldasso, C.N.; Campos, M.M.; Gomes, M.S. Protective device to reduce aerosol 

dispersion in dental clinics during the COVID-19 pandemic. Int. Endod. J. 2020, 31, doi:10.1111/iej.13373 

(epub ahead of print). 

20. Fogarty, A.; Joseph, A.; Shaw, D. Pooled saliva samples for COVID-19 surveillance programme. Lancet 

Respir. Med. 2020, 22, 2213-2600(20)30444-6. 

21. Sapkota, D.; Sølad, T.M.; Galtung, H.K.; Sand LP, Giannecchini S.; To KKW.; Mendes-Correa MC.; Giglio 

D.; Hasséus B.; Braz-Silva PH. COVID-19 salivary signature: Diagnostic and research opportunities. J. Clin. 

Pathol. 2020 in press. 

22. Mak, G.C.; Cheng, P.K.; Lau, S.S.; Wong, K.K.; Lau, C.S.; Lam, E.T.; Chan, R.C.; Tsang, D.N. Evaluation of 

rapid antigen test for detection of SARS-CoV-2 virus. J. Clin. Virol. 2020, 129, 104500. 

23. Xu, J.; Li, Y.; Gan, F.; Yao, Y. Salivary glands: Potential reservoirs for COVID-19 asymptomatic infection. J. 

Dent. Res. 2020, 99, 989. 

24. Azzi, L.; Carcano, G.; Gianfagna, F.; Grossi, P.; Gasperina, D.D.; Genoni, A.; Fasano, M.; Sessa, F.; 

Tettamanti, L.; Carinci, F.; et al. Saliva is a reliable tool to detect SARS-CoV-2. J. Infect. 2020, 81, 45–50. 

25. Azzi, L.; Carcano, G.; Dalla Gasperina, D.; Sessa, F.; Maurino, V.; Baj, A. Two cases of COVID-19 with 

positive salivary and negative pharyngeal or respiratory swabs at hospital discharge: A rising concern. 

Oral. Dis. 2020, doi:10.1111/odi.13368. 

26. Kojima, N.T.F.; Slepnev, V.; Bacelar, A.; Deming, L.; Kodeboyina, S.; Klausner, J.D. Self-Collected oral fluid 

and nasal swabs demonstrate comparable sensitivity to clinician collected nasopharyngeal swabs for 

Covid-19 detection. medRxiv 2020, doi:10.1101/2020.04.11.20062372. 

27. Pasomsub, E.; Watcharananan, S.P.; Boonyawat, K.; Janchompoo, P.; Wongtabtim, G.; Suksuwan, W.; 

Sungkanuparph, S.; Phuphuakrat, A. Saliva sample as a non-invasive specimen for the diagnosis of 

coronavirus disease 2019: A cross-sectional study. Clin. Microbiol. Infect. 2020, doi:10.1016/j.cmi.2020.05.001. 

28. Wyllie, A.L.; Fournier, J.; Casanovas-Massana, A.; Campbell, M.; Tokuyama, M.; Vijayakumar, P.; Warren, 

J.L.; Geng, B.; Muenker, M.C.; Moore, A.J.; et al. Saliva or Nasopharyngeal Swab Specimens for Detection 

of SARS-CoV-2. N. Engl. J. Med. 2020, 24, 1283–1286. 

29. Azzi, L.; Baj, A.; Alberio, T.; Lualdi, M.; Veronesi, G.; Carcano, G.; Ageno, W.; Gambarini, C.; Maffioli, L.; 

di Saverio, S.; et al. Rapid Salivary Test suitable for a mass screening program to detect SARS-CoV-2: A 

diagnostic accuracy study. J. Infect. 2020, 81, 75–78, doi:10.1016/j.jinf.2020.06.042. 

30. Li, Z.; Yi, Y.; Luo, X.; Xiong, N.; Liu, Y.; Li, S.; Sun, R.; Wang, Y.; Hu, B.; Chen, W.; et al. Development and 

clinical application of a rapid IgM-IgG combined antibody test for SARS-CoV-2 infection diagnosis. J. Med. 

Virol. 2020 in press.  

31. Zamparini, F.; Pelliccioni, G.A.; Spinelli, A.; Gissi, D.B; Gandolfi, M.G.; Prati, C.; Root canal treatment of 

compromised teeth as alternative treatment for patients receiving bisphosphonates: 60-month results of a 

prospective clinical study. Int Endod J. 2020, in press 

32. Tillett, R.L.; Sevinsky, J.R.; Hartley, P.D.; Kerwin, H.; Crawford, N.; Gorzalski, A.; Laverdure, C.; Verma, 

S.C.; Rossetto, C.C.; Jackson, D.; et al. Genomic evidence for reinfection with SARS-CoV-2: A case study. 

Lancet Infect. Dis. 2020, 12, 1473-3099(20)30764-7. 

Publisher’s Note: MDPI stays neutral with regard to jurisdictional claims in published maps and institutional 

affiliations. 

 

© 2020 by the authors. Licensee MDPI, Basel, Switzerland. This article is an open access 

article distributed under the terms and conditions of the Creative Commons Attribution 

(CC BY) license (http://creativecommons.org/licenses/by/4.0/). 

 


