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11 May 2020 
 
 
David Crum 
Chief Executive 
New Zealand Dental Association  
PO Box 28084 
Remuera 
AUCKLAND 1541 
 
 
Email:  david@nzda.org.nz    
 
 
Dear David 
 

Thank you for taking the time to respond to the draft alert level 2 guidelines. Please see our response to 

the comments raised in the NZDA’s submission (NZDA submission in blue text):  

 
1. General Comment 

The Association is very supportive of the draft Level 2 Guidelines.  

We are also aware that within some DHB’s there is the belief that, in comparison to the Medical 

Council and following feedback from various surgical Colleges, DCNZ has applied the Government’s 

Alert Levels for dentistry inconsistently when compared to other surgical specialties.   

The contention is that dental practitioners following these proposed Guidelines, could work safely 

right now (within Alert Level 3). There are various surgical specialities including ENT better meeting 

the health needs of New Zealanders by doing just that.  

We note the commentary. As previously communicated, the parameters within which community 

health services are delivered during alert level 3 are defined by the MOH; dentistry falls within that 

category. We also understand that most medical surgical specialties have been working within 

hospital settings during levels 4 & 3. Dental practitioners can provide urgent and emergency dental 

treatment during levels 4 & 3.  

2. The Association requests these Guidelines be applied immediately rather than awaiting Government 

declaring we are at Level 2 and submits the following comments:  

These guidelines, co-issued with the MOH, will only come into effect when the country moves to 

level 2, confirmed today as Thursday 14 May 2020.  

3. Screening questions  

The COVID-19 screening questions help practitioners to make logical decisions about COVID 19 risk 

and accordingly the infection prevention and control (IPC) precautions necessary for individual 

patients.  

a) It is our preference that the actual questions practitioners and their staff are to ask, be what is 

contained in the Guideline flow chart. There is no need to use terms coryza and anosmia in the 

question sheet as these terms are not what practitioners / staff will be asking. This also removes 

the need for some footnotes at various places within the document.  
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e.g. Do you have any of the following symptoms (with or without fever)?  

o Cough  

o Sore throat  

o Shortness of breath  

o Runny nose, sneezing, post-nasal drip (Coryza)  

o Loss of smell (Anosmia)  

We have made the suggested changes throughout the document. 

b) Did you consider whether the following question should be asked in addition to ‘are you in 

quarantine’? Have you travelled internationally in the last 14 days?  

This is more consistent with the Ministry of Health COVID-19 case definition. We are unsure whether 

international travel will be allowed at any point during Level 2 and if there is any possibility that travel may 

occur then it would be sensible for this question to be included from the outset.  

Valid point, to future proof any potential changes to international travel during level 2 (especially with focus 

on an Australasian travel bubble) the quarantine question was replaced with Have you travelled 

internationally in the last 14 days?  It will achieve the same outcome, but is less prescriptive should 

quarantine or self-isolation responses change for international travel.  

4. Steps in assessing a patient for care (Page 3)  

It is our belief that undertaking this screening process with every patient and documenting this is highly 

important and as such please consider adding the following instructions to be added at the top of this page 

(page 3 above the flowchart)  

Patients must be screened, and the results of the screening recorded in the patient’s health record on three 

separate occasions:  

o By telephone prior to dental treatment  

o On presentation at the dental surgery by reception staff  

o By clinical staff confirming reception question details  

We agree with the intent but included less-specific provisions on how, when and by whom the information 

is collected or confirmed – these are processes individual practices can refine. (added to Steps to 

assessing a patient). 

5.  COVID -19 patients (page 3)  

We believe that the Council are confusing the consequences of a vulnerable person catching COVID-

19 with the need to identify patients who are at risk of having COVID 19 and the necessary IPC 

procedures to manage each individual.  To that end the flowchart on page 3 could be dramatically 

simplified into a ‘Yes’ and ‘No’ pathway (the two right side boxes removed) with a simple statement 

about checking the patient’s medical status and age to allow for the scheduling vulnerable patients to 

minimise contact with others.   

We found this (and the flow chart) quite difficult to understand given that we are trying to minimise contact 

with others for everyone not only the vulnerable.  As this is currently presented it implies that this is only a 

measure for the vulnerable group (and not to worry for everybody else).  

Suggested text:   
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As part of the initial patient telephone screening vulnerable patients should be identified and 

scheduled to attend the practice at a time that minimises contact with others.  Patients considered to 

have increased vulnerability to COVID-19 infection include those with serious respiratory disease, 

serious heart conditions, immunocompromise, severe obesity, diabetes, chronic kidney disease or 

those undergoing dialysis, liver disease.  Patients over 70 years of age and pregnant woman are 

also considered at increased vulnerability.  

On reflection, with the removal of other provisions within the patient management section from the draft 

before consulting with the associations - apart from the proposed scheduling provision, no other specific 

advice remains that necessitate such differentiation of these patient groups. Similar comments were raised 

by others.  

We removed the age and medical condition boxes from the illustration. However, without the additional 

content there was little value in the remaining information, and the flow chart became redundant and was 

removed from the document. The screening questions remain as text in the Steps to assessing a patient 

section. 

6. Medical issues and assisting to stop the spread of COVID-19  

The Guideline and Flowchart only cover the dental treatment aspects and neglect to provide advice on 

wider and very pertinent matters.   

Please consider adding: 

o Patient responds ‘yes’ to any screening question  

o The dentist is to be advised of the patient answering ‘yes’ to the screening questions prior to 

confirmation of any appointment time.  The dentist is to determine if the patient is a confirmed, 

probable or a suspected case or if they are close or casual contact.  The dentist must  determine the 

COVID-19 test status of the patient and advise the patient to contact Healthline (0800 358 5453) or 

their GP for advice as necessary.  

o If the patient has symptoms of acute respiratory infection the patient should be advised to contact 

Healthline (0800 358 5453) or their GP for advice.  

o Dental treatment should be deferred if possible. If the dental care is essential and cannot be deferred 

the patient should be scheduled for care in accordance with the principles for managing a high-risk 

case (see below). 

Within Steps in assessing a patient for care section, we clarified that if a patient answers “Yes” to any of 

the questions to manage the patient as a ‘high risk patient’, that only urgent or emergency care can be 

provided and all other care deferred.  

7. Infection prevention and control (IPC)  

The Guideline directs practitioner to another document (Infection Prevention and Control (IPC) Standard)  

The Association believes there is merit in presenting the most relevant IPC information directly within the 

Guideline and suggests consideration be given to the following layout and information, which clearly brings 

the important IPC measures into immediate view.  

We appreciate the effort in drawing up these diagrams. However, we are concerned that the risk of 

introducing some of the IPC principles in the table, and not others, may imply that those are not needed, or 

of less importance – for example hand hygiene.  

We have highlighted the key IPC principles in the Steps to limit transmission for all patients, and we want 

practitioners to be reminded of all these measures, and have highlighted their relevance within the COVID-

19 context. We believe adding some of these measures in the diagrams will lead to confusion or incorrect 

interpretation of significance, or otherwise.  
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It is assumed that practitioners know and can apply the core IPC principles, and know the obligations 

under the Dental Council IPC practice standard – as they declare as such during each APC cycle. 

However, some email inquiries have cast doubt on how well practitioners do know the IPC practice 

standard – so practitioners reading the level 2 guidelines and re-familiarising themselves with the Council’s 

IPC practice standard at this point may not be a bad idea.   

8. Gloves and Outer Protective clothing (Page 6)  

We hope the Dental Council is agreeable to our suggested layout (inclusive of IPC information as outlined 

above) and also make the comment regarding the content of your page 6.  

o Gloves  

o Outer protective clothing as per the IPC practice standard and an additional impervious layer e.g. 

apron.  

This information is confusing. This is HIGH Risk patient and why would you wear a plastic apron over a 

disposable impermeable gown? (the gown is impervious and being disposed after use following the 

patient’s treatment).  

Perhaps it would be better to say  

o Outer protective clothing as per Standard Precautions in the IPC practice standard. In addition, an 

impervious single use layer e.g. apron must be worn with reusable PPE.  

We have accepted the proposed rewording but replaced reusable PPE with reusable outer protective 

clothing.  

9. Page 7 – in graphic just put in ‘head cold runny nose’  

Made the change (and corresponding for Anosmia) 

10. General Principles  

We believe the Guideline could benefit from a General principles section inclusive of:  

o Patients are to come to appointments unaccompanied. The exceptions are if the patient is under 18 

years of age and needs assistance with treatment decisions, consent or support during care, or if the 

patient has special care requirements (any age) that necessitates an escort or advocate. If an 

accompanying person is required, only one should be permitted.  

The MOH agreed with the allowance of support people, including confirmed or suspected COVID-19 

patients. 

o A detailed log is to be maintained of all people coming into the dental practice including time of 

entry/exit, the people coming into contact with the individual and the full contact details of the 

individual. 

We slightly expanded the existing provision to provide the following pointers: date and time of entry/exit 

and the person’s phone and email details.  

o All patients (and accompanying people) are to be asked the ‘screening’ questions. If the 

accompanying person answers ‘o any of the screening questions, they are to be actively 

discouraged from attending with the patient.  If an alternative person to accompany the patient is 

unavailable the accompanying person is advised that they must be correctly wearing a surgical mask 
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on arrival and are to be reminded of the need for careful attention to hand hygiene and cough 

etiquette.  If the accompanying person has no access to a mask, they should be advised that one 

will be available to them on arrival for the appointment.  They need to maintain social distancing 

when collecting the mask. 

We included the principles - If the support person answers ‘yes’ to any of the COVID-19 screening 

questions, and no alternative support person is available, ask the support person to wear a surgical mask 

before entering the practice.   

o Patients are to be advised that they must attend at the scheduled time. If they are late for their 

appointment they may not be seen.  They are not to attend their appointment more than 15 minutes 

prior to the scheduled time.  If they are earlier than this, they should wait outside the building.  

We included the principle - encourage patients to arrive as close as possible to their appointment time. 

o Remind patients to manage respiratory and cough hygiene. Cover coughs. Used tissues discarded 

into the lidded bin. Encourage hand hygiene after sneezing, coughing, wiping or blowing the nose.  

Encourage patients to keep hands away from eyes, mouth and nose.    

We consider that these principles are already covered with:   

▪ Post visual alerts (e.g. signs, posters) at the entrance and in strategic places (e.g. waiting areas, 

elevators) to provide patients and health care practitioners with instructions (in appropriate languages) 

about hand hygiene, respiratory hygiene, and cough etiquette.  

▪ Instructions should include to cough into the crook of your elbow or to use tissues to cover nose and 

mouth when coughing or sneezing, to dispose of tissues and contaminated items in waste 

receptacles, and how and when to perform hand hygiene. 

o Patients should be discouraged from bringing unnecessary bags, umbrellas and similar.  

Not included - considered it a very minimal risk if the patient is the only person touching it, and patients and 

staff perform regular hand hygiene.  

o Be generous with appointment times to allow, careful, unrushed attention to IPC protocols. A general 

‘slow-down’ approach is recommended overall.  

Good suggestion – added.  

11. Page 8  

We believe the first sentences are confusing.  Consider changing -  

From: Triage all patients who are confirmed or suspected to have COVID-19 by phone first and decide 

whether they require urgent or emergency care. If a patient’s dental condition can be accurately diagnosed 

and effectively managed without needing to see the patient, then that is best.  

To:  Patients who are confirmed or suspected to have COVID-19 must be triaged by phone before an 

appointment is given to them to determine if they require urgent or emergency care.  If the patient’s dental 

condition can be accurately diagnosed and effectively managed without needing to see the patient, then 

that is best.  

We refined the wording to provide clarity and to ensure the original intent remain: If the patient answers 

‘YES’ to ANY of the questions, manage the patient as a ‘high risk patient’.You can provide only urgent or 

emergency care for these patients, defer all other care. Triage these patients by phone first and decide 

whether they require urgent or emeregency care.  If a patient’s dental condition can be accurately 

diagnosed and effectively managed without needing to see the patient, then that is best. 
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We are not sure what ‘chip air’ is?    

o Preferably use a slow speed handpiece that operates at = 40000 rpm, and where possible turn off 

the air component of the air/water spray, to minimise the aerosol generated during the procedure.  

This was added on advice from an orthodontist – it is a function available on air-driven equipment 

commonly used in orthodontic practices. 

In terms of the pre-procedural mouthwash.   

Some DHB’s are using 0.2% chlorhexidine as there has been very significant supply challenges around 

hydrogen peroxide. We are not sure if these supply issues have been resolved or not? We think the 

inclusion of 0.2% chlorhexidine as a pre-procedural mouthwash should be recommended given this.  

We acknowledge the very limited research in this area. The effectiveness of chlorhexidine on COVID-19 is 

unclear/questioned based on an online search. In the absence of clear guidance on its effectiveness we do 

not consider it appropriate to include as a potential example. However, it does not preclude practitioners to 

continue to use it, as its use to decrease microbial load is well documented in dentistry. We have added a 

sentence expressing this to the mouthwash footnote. 

Patient scheduling and management (page10)  

Please consider adding the following to better provide clarity to this section of the guideline:  

o Patients who have answered no to the screening questions should be scheduled to minimise the 

number of people in the waiting room and the time spent in the waiting room.    

We considered this already covered, and applicable to all patients:  

▪ Schedule and manage patients to limit the time they will spend in a common area and their 

contact with others.  

o Patients who have answered yes to the screening questions should be scheduled to so that the 

patient does not come into contact with any other patient nor non-practice staff.  

We considered this already covered in Assessing and managing confirmed or suspected COVID-19 

patients:   

▪ Schedule and manage the patient in a way that minimises unnecessary face-to-face interaction 

with others (e.g. at the end of day or session). 

Some further provisions in the additional steps to limit transmission for confirmed or suspected COVID-19 

patients   

o Information sheets are clearly visible – how to ‘hand sanitise’, respiratory hygiene and cough 

etiquette  

We considered this already covered  

▪ Post visual alerts (e.g. signs, posters) at the entrance and in strategic places (e.g. waiting areas, 

elevators) to provide patients and health care practitioners with instructions (in appropriate 

languages) about hand hygiene, respiratory hygiene, and cough etiquette.  

o A lined and lidded bin is available for disposal of patient -owned PPE, used tissues etc.  

Added lined to the no touch waste receptacle. 
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12. Waiting areas (Page 11)  

Please consider the addition of the following:  

o All unnecessary items are to be removed from the waiting room and surfaces kept clear and clean. 

This includes magazines and toys. 

Added to the Steps to limit transmission for all patients section. 

13. Questions  

We have the following questions to submit on behalf of members. Answers to these questions might lead 

the CAG to place additional material or further clarifications within the final Guideline.   

o Use measures aimed at reducing aerosol wherever possible - ‘wherever possible’ is quite broad, 

e.g. with ultrasonics it’s not feasible to use rubber dam, so does that mean it’s ok to go ahead 

anyway - or should this sort of treatment be deferred until Level 1? 

No specific procedures are deferred under level 2, including when these additional measures cannot be 

used to further limit the bioaerosol. These measures are desirable, and when these can be used, they 

should be used.  

On balance, based on the low number of COVID-19 positive patients with low community transmission, 

upfront triage of confirmed or suspected COVID-19 patients, strong IPC principles in place for dental 

practices that include appropriate PPE - we do not consider it a risk proportional approach to preclude or 

limit specific patient treatment within Alert Level 2.  

o The draft indicates room requirements as normal. Air con - will it be ok to have on as normal?  

Yes, as stated earlier. For COVID-19 positive patients will be in negative pressure rooms when generating 

aerosol. 

o What is the status of “recovered” patients? Is it COVID +ve YES - but low risk? 

There is no evidence of re-infection of recovered patients, so treat recovered patients as low risk patients. 

Added a sentence to clarify this.  

o Is taking temperatures no longer useful? (missing from the guidelines)  

The MOH of Health approved the following provision in the guidelines: Consider introducing measures to 

monitor your own health and that of your team.  

Practices may choose to implement temperature checks and respiratory symptom monitoring.  

It is the Association’s view that, when this guideline is released to practitioners, it is likely there will be more 

questions than we have been able to assemble during the consultation period. Once actioned these 

Guidelines will require operational context and support documents developed by the Association (see our 

Safety Standard document developed 20 March – NZDA COVID website).  

The Association’s Executive requests we be allowed to work directly with some or all members of the 

Council’s COVID Advisory Group, to allow us to meet, in the very short time available, practitioners’ 

expectations relating to operational guidelines.  

Questions on clinical interpretation of the Council/MOH guidelines can be directed to the Council 

Professional Advisors: 
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Duchesne Hall: duchesne.hall@dcnz.org.nz 

Dexter Bambery: dexter.bambery@dcnz.org.nz 

If needed, issues can be escalated to the clinical advisory group, via the professional advisors. 

Again, thank you for taking the time to give us your feedback so quickly during this unprecedented time.  

 
 
Yours sincerely 

 
 
 
 

Marie Warner  
Chief Executive  
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