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ABSTRACT
Background: As one of the measures taken by the IDF in order to contain the 
COVID-19 spread in its ranks, all non-emergency dental procedures were stopped 
by March 1st 2020, only to gradually return under strict infection control measures 
by the beginning of May 2020. Previous reports, regarding otolaryngologists, 
painted a dark picture concerning the future of the dental profession. It was 
our aim to shed light on the transmission rates of COVID-19 amongst IDF dental 
practitioners and patients when personal protective equipment and measures 
were appropriately used.

Methods: 33 COVID-19-positive patients were treated in IDF dental clinics by a total 
of 64 dental staff members. Dental procedures performed included routine dental 
examinations )36.36%(, dental restorations )30.3%(, dental hygiene procedures 
)15.15%(, extractions )12.12%(, extirpation )3%( and impressions )3%( with a mean 
treatment duration of 32.58±2.51 minutes. Appropriate and identical sterilization 
and surface disinfection methods were implemented in all cases, but different 
types of personal protective gear )PPG( were used.

Results: While continuing to perform aerosol-producing dental procedures )with a 
potentially increased risk of transmission( and with a relatively long mean exposure 
time, yet complying with the instructed infection control measures, not even one 
confirmed case of patient-to-dental staff infection was reported in the IDF.

Conclusions: This report may indicate that when appropriate safety measures are 
implemented, the COVID-19 transmission risk is lower than previously thought. 

Introduction
The first case cluster of COVID-19, caused by the SARS-CoV2 virus, was reported in 
the city of Wuhan, China on the 31st of December 2019.]1[ Since the initial report, the 
disease has rapidly spread throughout the world. On the 30th of January 2020, the 
World Health Organization declared the novel coronavirus outbreak a Public Health 
Emergency of International Concern.]2[ The first case in Israel was reported on the 
27th of February 2020.]3[ As the virus spread among the Israeli population and case 
numbers began to rise, Israel’s Ministry of Health and the IDF Medical Corps had to 
respond quickly, applying several measures to try to preserve the IDFs operational 
capabilities and contain the pandemic. 
As part of this strategy, all non-emergency dental procedures were stopped 
between March 1st and May 7th, followed by a gradual return of all dental services 
under new guidelines. Strict infection control measures were implemented with an 
emphasis on personal protective equipment )PPE(. )Fig.1(
Dental practitioners and dental staff are considered at high risk of COVID-19 
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infection due to their close and prolonged contact 
with patients and the performance of aerosol-
producing procedures.]4[ Initial reports from Wuhan 
indicated high risk of nosocomial spread amongst 
otolaryngologists.]5[ 
Otolaryngology and dentistry share many of the 
aforementioned risk factors. Nevertheless, there is 
insufficient data in the literature concerning COVID-19 
transmission in dental clinics. 
As the pandemic continues, civilian and military dental 
services will face difficult decisions concerning the 
availability of dental treatments in light of the risk of 
disease transmission. More data is needed about the 
transmission rate of COVID-19 after the implementation 
of what are considered to be appropriate infection 
control measures.
The purpose of this article is to shed light on the 
transmission rates of COVID-19 in dental clinics in 
the face of the implementation of personal protective 
equipment.

Methods
The IDF Medical Corps routinely keep track of all 
potential exposure incidents of medical staff to 
confirmed COVID-19 cases, as part of standard 
epidemiological investigations.
All known interactions of dental staff with patients 
who were later confirmed as COVID-19 positive 
have been identified. The following information was 
collected about each case:

1.  Parameters concerning the dental clinic 
and staff at the potential exposure event:

1.1.    Location of the dental clinic.

1.2.    Identity of the dentist.

1.3.    Identity of the dental assistant.

1.4.    Waiting room capacity.

1.5.    Identity of the next patient.

1.6.     COVID-19 diagnosis of next patient 
)positive RT-PCR test result(.

1.7.     COVID-19 diagnoses of dentist and 
assistant )positive RT-PCR test result(.

2.  Parameters concerning the patient in 
question:

2.1.    Identity of the patient.

2.2.     Date of COVID-19 diagnosis )positive RT-
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PCR test result(.

2.3.    Date of first symptom onset.

2.4.    Disease symptoms.

3.  Parameters concerning the dental 
treatment given to the patient in question:

3.1.    Date of dental appointment.

3.2.     Type of dental treatment administered

3.3.    Duration of dental treatment.

4.  Parameters concerning infection control 
measures:

4.1.    Type of face mask used )surgical/N95(.

4.2.    Disposable single use robe )yes/no(.

4.3.    Protective face screen )yes/no(.

4.4.     Implementation of appropriate surface 
disinfection protocols )yes/no(.

4.5.     Was the dental staff placed in quarantine 
)yes/no(.

The data will be presented using descriptive statistics. 

Results
33 cases of potential exposure to confirmed COVID-19 
cases in IDF dental clinics were identified.  
The above figure included 31 teams of a dentist and 
a dental assistant )total of 62 staff members( and 2 
dental hygienists. Overall, a total of 64 dental staff 
members were potentially exposed. 
An average of 7.56±2.51 days passed between dental 
treatment and patient COVID-19 diagnosis, with an 
average of 6±3.58 days between dental treatment and 
the patient seeking a COVID-19 test.
The dental procedures performed on the later 
confirmed patients were: routine dental examinations 
)12 – 36.36%(, dental restorations )10 – 30.3%(, dental 
hygiene procedures )5 – 15.15%(, extractions )4 – 
12.12%(, extirpation )1 – 3%(, impressions )1 – 3%( )fig 1(
Mean treatment duration was 32.58±2.51 minutes.
The dental staff wore a face mask in all cases. In 
10 cases )30.3%( all dental staff members used a 
surgical mask, in 15 cases )45.45%( all staff members 
used a FFP2/N95 mask and in 8 cases )24.24%( the 
dentist used a FFP2/N95 mask while the assistant 
used a surgical mask. In 32 cases )97%( a single-use, 
disposable robe was used and in 20 cases )60.6%( a 
face shield was used. For all cases, it was reported 



★ ARTICLES | Journal of Israeli Military Medicine | Vol. 18, No. 4 (52) | December 2021

37

Figure 1.  Dental procedures performed at time of exposure.

Figure 2.  Infection control measures required in IDF dental services during the COVID-19 pandemic.

Personal protective equipment:

1.  Disposable medical gloves.

2.  Disposable, long sleeve, water-resistant 
robe.

3. Face mask.

a.     FFP2/N95 – for aerosol-producing 
procedures.

b.     Surgical mask – for non-aerosol-
producing procedures.

4. Transparent face shield. 

Sterilization and disinfection methods:

1.  Standard sterilization protocol – all non-
disposable instruments )including hand 
pieces( must be properly sterilized in an 
autoclave.

2.  All surfaces must be disinfected with a 
chlorine solution after each patient.

3.  Only the equipment needed for the 
intended procedure can be placed on the 
tray or left open in the area surrounding 
the patient. Everything else must be 
covered or kept in a closed drawer.

Measures concerning the patient:

1.  Patients exhibiting signs suspected as 
COVID-19 symptoms less than 48 hours 
before their scheduled dental treatment 
will not be able to enter the clinic )a 
special clinic was set up for emergency 
cases(.

2.  Patients must wear a face mask at all 
times up to the dental procedure itself 
and after it.

3.  Patients must disinfect their hands 
with a-70% ethanol solution both when 
entering the medical facility and upon 
entering the dental treatment room itself. 

ImpressionsExtirpationsExtracions   Dental hygine procedureRestorationsExaminations
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that appropriate sterilization and surface disinfection 
methods were implemented.
9 staff members were required to self-quarantine. 
No staff members were diagnosed with COVID-19 
following the potential exposure incidents.

Discussion
COVID-19 has caused much loss and taken a great 
toll on the world, with doctors bearing the brunt of 
physical burnout, mental stress, and occupational 
risk of infection with increased risk of morbidity and 
mortality, being front-line workers.
The Indian Medical Association )IMA( National 
COVID-19 registry data suggests that more than 1,000 
doctors have been infected with SARS-CoV-2, with 
75% of them being over the age of 50 ]6[. Doctors face 
multiple challenges while dealing with this pandemic 
- most notably insufficient personal protective 
equipment )PPE(, training, rest, and rotation, and 
worst of all – loss of life due to coronavirus infection 
]7,8[. 
Italy reported its 100th COVID-19 casualty amongst 
doctors back in April 2020 ]9[. Potential reasons for 
the death toll are unpreparedness of these countries 
in terms of PPE, delayed implementation of social 
distancing and infection prevention strategies, and a 
delay in initiating lockdown in the early phase of the 
pandemic.
Physicians from certain fields of medicine such as 
anesthesiology, dentistry and otorhinolaryngology 
are more prone to contracting COVID-19 as their work 
involves intubation, oral/nasal treatment or other 
aerosol-generating procedures, which may put them 
at an increased risk for infection ]10[.
Subsequently, guidelines issued by the Centers for 
Disease Control and Prevention )CDC( in the USA 
and other national public health agencies have 
strengthened necessary infection prevention and 
control strategies, including standards for personal 
protective equipment )PPE( intended to protect both 
patients and health care workers ]11,12[.
As information about SARS-CoV-2 transmission 
emerged during the early stages of the pandemic, 
concern regarding the transmission of virus-
containing airborne particles in dental clinics was also 
brought to the forefront. It has been suggested that 
there is greater potential for SARS-CoV-2 transmission 
in dental settings during the performance of aerosol-
generating dental procedures )AGDPs(. These AGDPs 
might be potential vectors for patient-to-practitioner 

and patient-to-patient transmission, as the aerosols 
and droplets produced during such procedures can 
contain infectious materials ]13[.
In June 2020, an estimated 0.9% )95% confidence 
interval, 0.5 to 1.5( of US dentists had been infected 
with COVID-19. This is similar to infection rates 
reported in health care workers in the Netherlands 
)0.9%( and China )1.1%(, but lower than the rate in 
Seattle, Washington )5.3%( ]14[.
IDF dental personnel reportedly complied with the 
instructed infection control measures, adhering more 
strictly to the use of masks, disposable robes, and 
sterilization and surface disinfection protocols. This 
retrospective study included data going back to first 
days of the COVID-19 outbreak in Israel. For the first 
few days and prior to the publication of a new, stricter 
PPE regimen, dentists continued using basic PPE.
Most dental procedures involved were aerosol-
producing and the mean exposure time was 
relatively long. In the majority of cases, two dental 
staff members were present during the procedure, 
increasing the risk of at least one of them contracting 
the disease.
Despite dentistry being considered a high risk field 
for COVID-19 transmission, not even one confirmed 
case of patient-to-dental staff infection was reported 
in the IDF.
This data may indicate that when appropriate infection 
control measures are implemented, COVID-19 infection 
risk is lower than previously thought.
Nevertheless, further research is needed due to the 
relatively small sample size.
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