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23 April 2020 

 

David Crum 

Chief Executive 

New Zealand Dental Association  

PO Box 28084 

Remuera 

AUCKLAND 1541 

 

Dear David, 

Guidelines for oral health services at COVID-19 Alert Level 3 

Having finalised the guidelines with the Ministry of Health yesterday and issued them to the 

profession last night, Council can now provide responses to the NZDA submission points. 

You will be aware that following the Prime Minister’s announcement on alert level 3 on Monday 20 

Apr 20, we have advised practitioners that the Guidelines for oral health services at COVID-19 Alert 

Level 3 are now available on the Council’s website.  

I want to thank you for the feedback you provided on the draft guidelines. Your comments were 

considered along with the feedback received from other key professional associations. As a result, a 

number of changes were made when finalising the guidelines. 

I also wish to acknowledge the challenges practitioners are facing as a result of the COVID-19 

outbreak in New Zealand, and the support the NZDA is providing for its members at what is an 

extremely difficult time for many. 

Please find the Council’s response to your feedback, comments and questions under the headings 

‘General comments’ and ‘Specific comments relating to the Draft Level 3 guidelines’. 

General comments  

Provisions for care 

The NZDA expressed its concern that the guidelines for level 3 do not adequately address the 

deepening issue of un-managed oral disease resulting from the restriction of dental practice to only 

urgent or emergency care during level 4; and that the proposed guideline does not allow practitioners 

to deliver the treatment required for a growing number of patients requiring more than conservative 

treatment. 

The guidelines for oral health services at COVID-19 alert level 3 and 4, have been developed in the 

context of the government’s alert level response to the COVID-19 outbreak. The measures to be 

applied at alert level 3 to manage risk of transmission focus on limited face-to-face interactions in line 
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with the government’s direction1 of ‘stay at home and keep 2 metres away from anybody not in your 

bubble’ 

Consistent with these measures, the level 3 guidelines limit the provision of oral health services to 

only urgent and emergency care, with triage by phone first. Non-urgent care is to be deferred to limit 

unnecessary face-to-face contact to prevent the spread of COVID-19.  

It seems that in alert level 4 some practitioners have been unsure as to when they could see a patient 

and provide needed care, with many believing they needed to prescribe medication in the first 

instance for management of pain and/or infection. 

With the level 3 guidelines we have tried to make it clear that if in the practitioner’s professional 

judgement they need to see the patient for a face-to-face assessment, and/or treatment to effectively 

manage the patient’s urgent/emergency dental condition, they can do so – as long as they can meet 

the room and PPE requirements.  

Under level 3 patients can and should receive appropriate and effective management for their urgent 

or emergency dental needs.  

The NZDA also questioned why, if proper use of standard and transmission-based precautions 

mitigates the risk of using aerosol-generating procedures to a large extent, practitioners are limited to 

providing only urgent and emergency care. 

Within the construct of the New Zealand government’s response to the COVID-19 outbreak (Alert 

levels), practitioners can only see those with urgent health needs at levels 3 and 4, minimising 

interpersonal contact; this is in line with international guidelines and practice. When care is needed for 

urgent or emergency dental conditions, appropriate measures must be taken to minimise the risk of 

COVID-19 transmission, including proper use of standard and transmission-based precautions (for 

aerosol-generating procedures). 

Supporting documentation and/or procedural flow information  

The NZDA has expressed interest in developing supporting documentation for the guidelines.  

The Council recognises the role of the NZDA in developing supporting documentation and would 

encourage such to support its members in this way. Interpretation and operationalisation of policy is 

often challenging and assistance from associations is of value to all. 

Specific comments relating to the draft level 3 guidelines  

1. Page 1 - Blue box  

All dental treatment for urgent or emergency care which cannot be deferred should continue where 

possible. What is meant by – ‘where possible’ and what happens to other patients that don’t fit the 

'where possible’?  

This has been expanded and clarified. ‘Where possible’ has been replaced with ‘where PPE and room 

requirements can be met’. 

 

“If in your professional judgement the patient needs a face-to-face assessment, and/or treatment to 

effectively manage their urgent/emergency dental condition you can see the patient if you can meet 

 
1     https://www.health.govt.nz/our-work/diseases-and-conditions/covid-19-novel-coronavirus/covid-19-

current-situation/health-and-disability-services-alert-level-3#community 

https://www.health.govt.nz/our-work/diseases-and-conditions/covid-19-novel-coronavirus/covid-19-current-situation/health-and-disability-services-alert-level-3#community
https://www.health.govt.nz/our-work/diseases-and-conditions/covid-19-novel-coronavirus/covid-19-current-situation/health-and-disability-services-alert-level-3#community
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the room and PPE requirements. If you are unable to meet these requirements, and the patient 

requires emergency care, then refer the patient to where they can receive this.”  

 

The room requirements appear unrealistic and unachievable for the high-risk group. At Level 3 you 

are describing care being given in negative pressure rooms. 

The room requirements have been amended but for the high-risk care group (COVID positive) were 

determined by the Ministry of Health and are based on infectious disease specialist advice. 

 

If you are continuing to make that a requirement of patients getting care have you considered, and 

can you answer the following:  

• Where are these rooms and how do patients throughout New Zealand get access to such facilities 

so that conforming to the Guideline actually allows care to be given?  

• How is a practitioner to know where they can refer a patient?  

• Is there a list of providers that meet all the requirements?  

• Who is going to generate and maintain this list?  

• Who is going to audit it? 

 

We are not aware of any current systems that have captured this information.  

We understand that the NZDA and some of its branches have been collecting information from 

practices that are able to provide urgent and emergency care during the lockdown. Some DHBs have 

also established local networks to provide dental services within the community. At minimum, if the 

relevant information is not generally available to the practitioner or the local practitioner network, then 

the patient should be referred to the closest public hospital for emergency dental services. You may 

want to encourage practitioners to contact their local DHB oral health department (or look on their 

website) to see if they have any further information available. 

The NZDA could gather such information as a member service. We do not consider it the role of the 

Council to use resource to research such.  

PPE Grey box page 2  

What have been the changes to the Infection Prevention and Control practice standard? Can these be 

made readily identifiable in the standard?  

The text in this box has been amended to read: ‘The guidelines for oral health services at COVID-19 

alert level 3 should be read in conjunction with the existing Infection prevention and control practice 

standard’. 

 

Electric handpieces – page 2 

When aerosol-generating procedures are necessary: 

 - preferably use an electric drill that operates at ≤ 40000 rpm, to minimise the aerosol generated 

during the procedure  

- wear at minimum an N95 or FFP2 mask** and a long-sleeved impervious gown.  

 

Our impression is that most practices in NZ use air-turbines not electric drills as dental practitioners 

do in the USA. What about the use of the surgical drill, sonics etc?  

Perhaps this should read:  

When aerosol-generating procedures are necessary:  

- If using rotary instruments ensure aerosol generation is minimised  

- Apply transmission based precautions including the use of higher levels of respiratory protection 
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This section has been reworded, and now reads: 

• When aerosol-generating procedures are necessary: 

o wear at minimum an N95 or FFP2 mask*, and a long sleeved impervious gown  

o use measures aimed at reducing the extent of aerosol and splatter as appropriate, for 

example, high volume evacuation systems, use of rubber dam, and pre-procedural 

antiseptic mouth rinse 

o preferably use an electric drill that operates at ≤ 40000 rpm, to minimise the aerosol 

generated during the procedure. 

2. Definition of COVID-19 Page 4  

We are not sure what COVID-19 case definitions this group has used, but the case definitions were 

updated yesterday (16 April). The case definition of a suspected case includes Any acute respiratory 

infection with at least one of the following symptoms: cough, sore throat, shortness of breath, coryza, 

anosmia with or without fever.  

The definition has been amended to reflect the updated Ministry of Health COVID-19 case definition 

published on 16 April 2020. 

The questions asked in the guideline need to reflect the Ministry of Health definitions. It does not do 

this.  

The triage questions have been amended to reflect this. 

The removal of reference to travel and added quarantine seems appropriate.  

The guideline does not give any advice as to which risk group a patient falls into should they have any 

of the upper respiratory tract type symptoms e.g. cough, sore throat, head cold. What group do these 

patients sit in?  

If exhibiting any of these symptoms, they will be considered as likely to be COVID positive, based on 
their symptoms, if care is needed. This means, those patients will be treated under the pathways for 
Medium Risk A or High Risk care, depending on the type of procedures planned for the dental 
treatment.  

3. N95 masks  

Document relies heavily on N95 masks and we understand that these are almost totally unavailable 

(N95 being the USA Code and claims that most exports have been stopped at US borders). In terms 

of N95 masks in particular, has the DCNZ COVID group considered the following evidence and points 

and if so, why have they been discounted?  

a. The Radonovich et al JAMA study (RCT, 4 years in length, 137 test sites, ~2400 nurse participants) 

from 2019 pretty much quashed the idea that N95 respirators provide any benefit vs. surgical masks 

as PPE in preventing flu illnesses.  

b. The Loeb et al JAMA study = ~450 nurses = no differences seen between N95 vs. surgical masks.  

c. The MacIntyre et al Emerging Infectious Diseases study. Surgical masks were shown to have the 

same overall effectiveness as the N95 respirators (called a P2).  

d. The FDA 21 CFR Part 820, and similar CDC quality standards for N95 respirators, establish a 0.3-

micron particle filtration threshold.  



5 

 

e. COVID-19 virus average particle size is 0.125 microns (60 - 140 nm range). Therefore, some N95 

respirators may not actually be capable of filtering 95% of all COVID-19 viral particles. That being 

said, some N95s can filter particulate matter down to 0.007 microns. 

 f. There are several different types of "N95" respirators, including from industrial to surgical 

applications. Valve vs. no-valve, fitted vs. non-fitted, etc. Consequently, N95 respirators can vary 

greatly in their ultimate filtration capabilities.  

g. We have been told that the FDA has recently relaxed its rules for N95 respirator use, in light of the 

COVID-19 crisis and accompanying respirator shortages, such that industrial quality versions (non-

FDA) can be used within healthcare settings. This rule change is only temporary.  

h. Accordingly in the US one expert has stated if the CDC eventually mandate the use of N95 masks 

for dentists, for procedures when aerosols are generated, we will be likely to fall within under the most 

stringent FDA N95 surgical respirator design regulations (same as those used in hospital operating 

rooms).  

i. Aerosols created within dentistry, from different types of dentists and from different procedures, are 

not all the same. Therefore, a single DCNZ / MOH standard that equates them all cannot be fairly 

applied to all clinical instances.  

N95 masks are proven to provide a greater ‘protective’ effect compared to a surgical mask (technical 
specifications). ‘Infected’ aerosols from aerosol generating procedures (AGP) represent a potential 
route for transmission for COVID-19.  AGPs carry a higher risk of exposure and transmission, 
compared to non-aerosol generating procedures. There have been documented cases of 
asymptomatic COVID-19 transmission. Therefore, it is reasonable during an AGP that you would seek 
a higher level of protection than a surgical mask when performing an AGP. This is in line with the 
Ministry of Health and WHO recommendations for AGPs. 

The consideration of N95 vs surgical masks is most relevant for the dental setting when AGPs are 
performed - rather than delivery of healthcare in general (for example, by nurses performing normal 
care). 

In the current New Zealand environment, with the possibility of asymptomatic cases of highly 
infectious COVID-19 and the potential heightened risk of transmission and infection following 
exposure when performing AGPs, a single standard for all oral health practitioners when performing 
AGPs is deemed appropriate and simplest for practitioners to utilise effectively. 

4. High risk case  

For the high-risk case, available literature does recommend treatment in a negative pressure room. 

We are not aware of where such rooms are available. They are certainly not available in the biggest 

hospital service in the country (ADHB, CMDHB, WDHB, NDHB). We believe in this situation the 

guideline needs to make it clear that if a negative pressure room is not available then a single 

standard room is acceptable provided that the room is appropriately prepared. 

The room requirements for the high-risk care group (COVID positive) were determined by the Ministry 
of Health; based on infectious disease specialist advice.  

According to Ministry of Health figures (March 2020), there are 330 negative pressure rooms across 
the country. For example, Auckland DHB: 5, Counties Manukau: 63, Waitemata DHB: 15, and 
Northland: 19.  

 

 

 



6 

 

5. Visual alerts – Page 10 

The visual alerts in appropriate languages - Is the MoH providing these for practitioners? 

The Ministry of Health has posters available in Chinese and Te Reo Māori. 

https://www.health.govt.nz/our-work/diseases-and-conditions/covid-19-novel-coronavirus/covid-19-

novel-coronavirus-resources 

6.  Rubber Dam – page 10  

Rubber dam and pre-procedural mouth rinse - just a consideration or should this be a stronger 

statement e.g. use rubber dam where possible?  

The word ‘consider’ has been changed to ‘use’ and this wording now also appears in the blue box on 

page 2 of the guidelines, and is repeated on page 10. 

 

7. Cleaning and decontamination – page 11  

The guide should state what PPE should be worn when cleaning the treatment room as there is a lot 

of confusion here.   

To address this point, the wording now reads: ‘Appropriate PPE should be worn for cleaning down the 

room. At minimum wear a gown, gloves, surgical mask and protective eyewear.’ 

Similarly, in terms of the wipe down process, our understanding is that there can be a one stage wipe 

down and that the two-stage detergent then disinfectant may not necessarily be the only option. They 

have also repeated the wipe down guidance in this section.   

The repeated wording has been removed.  

Please define the appropriate PPE for cleaning down the room. What does hospital grade disinfectant 

mean? Is there a standard attached to that and how do we know whether any of them have been 

tested for activity against the virus? There needs to be some clarification about wiping down the hard 

surfaces twice. We believe this paragraph needs some work.  

WHO recommends a 2- step process for cleaning environmental surfaces, and this has been 

approved by the MOH experts.   

A footnote has been added on page 13:  ‘Based on current available literature inactivation of COVID-

19 on surfaces within 1 minute using 62-71% ethanol, 0.5% hydrogen peroxide or 0.1% sodium 

hypochlorite’  

Kampf G et al. Persistence of coronaviruses on inanimate surfaces and their inactivation with biocidal 

agents. Journal of Hospital Infection (2020). 

8. PPE doffing – Page 11  

Is the sequence correct or should it be? 

PPE must be removed (doffing) with close attention to the correct sequence of removal.  

1. Remove gloves then perform hand hygiene 

2. Remove gown then perform hand hygiene  

https://www.health.govt.nz/our-work/diseases-and-conditions/covid-19-novel-coronavirus/covid-19-novel-coronavirus-resources
https://www.health.govt.nz/our-work/diseases-and-conditions/covid-19-novel-coronavirus/covid-19-novel-coronavirus-resources
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3. Remove eye protection, remove mask/respirator by touching the tie, loop or band only, do not 

touch the front of the mask, discard the mask, perform hand hygiene again. 

The order of doffing has been updated based on the MOH guidelines and was confirmed with the 

MOH experts. This is aligned with the order listed in your submission, with additional hand hygiene 

between removal of the protective eyewear and masks. 

 9. Flow diagram  

Please consider the following  

Medium risk - columns should be switched around so when the diagram is read from left to right you 

go up the scale from non-COVID to COVID patients and correspondingly ascend the additional PPE 

and room requirements. Currently the chart ranks in order of aerosol use rather than order of COVID 

positivity and additional PPE / room requirements.  

We have considered your suggestion. However, the diagrams have not been switched so they remain 

consistent with level 4 guidelines which practitioners are already familiar with. 

10. Appliances 

If following the definition of urgent and emergency care as defined in this document in what 

circumstance would a dental technician be repairing an appliance?  

In response to the NZIDT submission, we have added an example: ‘(for example ability to eat)’, on 

pg.3.  

11. Questions to help us write supporting documents and advise members.  

Please could we see the evidence:  

• that all rotary handpieces generate aerosol?  

• that a handpiece at 40,000 revs is any safer than a high speed?  

Please see the following papers regarding rotary instruments: 

Harrell, Stephen K et al. Aerosols and splatter in dentistry. A brief review of the literature and 

infection control implications JADA, Vol.135, April 2004. 

Szymanska J. Dental Bioaerosols as an occupational hazard in a dentist’s workplace. Ann Agric 

Environ Med (2007). 

• relating to why 20min stand down between patients is the correct time? 

This is based on Ministry of Health expert advice. This is based on the minimum number of air 

changes within negative pressure settings. 

  

https://www.health.govt.nz/our-work/diseases-and-conditions/covid-19-novel-coronavirus/covid-19-novel-coronavirus-information-specific-audiences/general-cleaning-information-following-suspected-probable-or-confirmed-case-covid-19
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 Be informed as to:  

• how binding is the ‘Guideline’?  

• Whether this Guideline is a mandatory practice standard or an advisory guideline?  

Within the context of the COVID-alert period practitioners need to comply with the requirements in the 

guidelines. This has been highlighted in the context on page 2 of the guideline, by the following 

addition:  

Oral health practitioners must comply with the requirements in this document on the triaging 

of patients over the phone, when patients can be seen, what type of treatment can be 

provided, and what conditions are required when treatment is necessary (room and PPE 

requirements). 

Optional suggestions for practitioners are highlighted as such throughout the document. 

•    Where dentists receive training on doffing/donning PPE?  

• Have you decided what the appropriate training for using PPE is? 

For ‘standard’ PPE, the knowledge of how to don and doff PPE is part of expected practitioner 

competencies. Where PPE usage is new to the practitioner, the practitioner has an obligation to find 

resources to educate themselves on proper use, as with any other new equipment/material they use. 

As part of providing supporting documentation the NZDA could assist members with such. 

• Triplex syringe - Are triplex syringes no longer considered to provide aerosols?  

The definition has been updated on page 2 in the blue box, and now reads: All rotary handpieces 

generate aerosols, regardless of whether the motor is electric or air-driven (with or without water). 

Other aerosol generating instruments commonly used in oral health care include ultrasonic and sonic 

scalers, triplex syringe, air-abrasion and air-polishing etc.’.  

• Full Face shields -Are these expected to be disposable or can they be disinfected and reused?  

Provision for cleaning and disinfecting has been added in the contamination section and reads: ‘Clean 

and disinfect re-usable PPE as per the manufacturer’s instructions’. 

The Association’s involvement at this time  

We fully understand that treatment scenarios at Level 3 essentially remain the same as at level 4 and 

practitioners can only provide urgent and emergency care. The Association is dismayed that it has 

taken 3 weeks to produce a guideline limited to Level 3. Practitioners were expecting a guideline 

relating to all 4 levels or at the very least levels 3 and 2.  

 

We urgently require guidance for levels at which dentists can effectively resume practice or begin 

giving positive messages to their patients in need. At this stage without Guidelines for all levels, 

dentists cannot even pre purchase PPE gear (we have long wait times for delivery) so that they can 

be back addressing patient needs as soon as possible.  

 

We do not understand why the process has not been inclusive and collaborative.  

It is our absolute desire to be working in tandem with DCNZ at every step and we feel that there Is so 

much resource and procedural flow information that should have been being developed in tandem 
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with these guidelines. We hope that will occur with us from the outset in the development phases of 

further guidelines (i.e. Level 2 and 1). 

 

It is our view that there is much more to this than the development of Guidelines and that the 

Association requests the Ministry and DCNZ engage with us on an active plan to get practitioners 

back to providing needed care to their patients.  

 

We wish disclosure of who is currently on the MoH / DCNZ COVID group and also request to speak to 

this ‘submission’ directly with them. 

 

We understand that all practitioners require certainty as soon as possible and are working through the 

complexities to achieve this as soon as possible. The details of healthcare at each level are different 

during a de-escalation compared to escalation. These details at each level are determined by subject 

matter experts at the Ministry of Health and recommendations made to Cabinet. Cabinet will review 

how we are tracking in level 3 and will make further decisions on 11 May regarding a move to level 2 

together with the details of such. Council is therefore not in a position to confirm draft guidelines prior 

to Cabinet decisions. To do so would be pre-emptive and unhelpful, particularly in light of the 

constantly evolving and changing environment in which decisions are being made as well as previous 

criticism of inaccuracies and constant changes.     

Therefore, until clarity is provided by the government as to what the environment/rules will be at levels 

2 and 1, we will be unable to release guidelines for those alert levels. The advisory group has been 

working on level 2 guidelines based on what information we have to date. Once again, we will engage 

and collaborate with the association for input and feedback at the earliest opportunity as we have 

done at all level guidelines development.  

The DCNZ has engaged with some of the NZDA executive members at every stage of guidelines 

development, with the exception of the Alert level 4 guidelines during escalation as the move between 

level 3 and 4 was extremely tight - 48 hours. During de-escalation the Council consulted key 

associations last week with regard to Alert level 3. All members of the advisory group are NZDA 

members and representative of the national oral health sector. We have worked in tandem with NZDA 

members at every step and we agree that there is so much resource and procedural flow information 

that can be developed in tandem to these guidelines by the association. 

Thank you for providing valuable input and feedback on the guidelines. Your feedback, as well as that 

received from other key associations and educational institutions is valued by the Council and has 

contributed directly to the final version of the guidelines released. 

We look forward to engaging and working with you further. 

Yours sincerely, 
 
 
 
 

Marie Warner  

Chief Executive 


