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Last month, we briefly described the characteristics of the aerosolized biological particles that are released from patients’

mouths during dental procedures. This month, we continue the discussion by addressing the CDC’s, the ADA’s, and OSHA’s 

risk assessment for dentistry concerning SARS-CoV-2 airborne exposure and answering questions about recent infection 

control guidelines that modify established standard precautions.

COVID-19 continues to spread globally, and as a result, we are experiencing what has become the worst pandemic since 

the 1918-1919 Spanish influenza. Every nation has felt the impact of COVID-19’s staggering morbidity and mortality toll, 

as well as the economic consequences from shutting down much of the world’s economy for months. Many of us 

continue to experience the seismic changes that have occurred in our personal lives and workplaces since we welcomed 

in the New Year on January 1, 2020.

Until recently, dental practices were one of the health professional workplaces that were either closed or were only able 

to treat patients requiring emergency care. As dental facilities re-open for patients, questions remain about the potential 

risks from aerosols generated during many dental procedures and how to implement recent CDC, OSHA, and ADA 

infection control recommendations. In this article, we’ll address some of those concerns and provide links to additional 

information on specific recommendations.

Q: What is OSHA’s assessment of suspected COVID-19 occupational risk for dentists, dental 
hygienists, and dental assistants?

Dr. Molinari: In late March 2020, OSHA published its Guidance on Preparing Workplaces for COVID-191 advisory, which 
provided important information for employers and employees about SARS-CoV-2 infection, COVID-19 disease, and OSHA’s 
recommendations for safe re-opening of businesses. Workers’ risk of occupational exposure to SARS-CoV-2 was classified
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using the categories of very high, high, 
medium, and lower risk. Jobs and tasks for 
each occupation were classified based on 
three COVID-19 risk factors: physical 
proximity, exposure to disease and 
infections, and contact with others. While 
most worker groups fell into the medium-
to lower-risk categories, dentists, 
hygienists, and assistants were found to 
have high to very high-risk exposure 
(Figure 1). In this advisory, OSHA made 
recommendations for reducing workers’ 
risks1, and many have been incorporated 
into the recent CDC2 and ADA3 interim 
COVID-19 infection control 
recommendations for dentistry.



Q: How do the “interim” CDC and ADA infection control guidelines address dentistry’s 
COVID-19 risks?

Dr. Molinari: Documenting healthcare workers’ occupational risks is fundamental for determining where infection 
control measures must be updated.  The CDC, the ADA, and other health organizations continue to evaluate and 
examine occupational risk data and prepare for a thorough review and update of published infection control 
precautions.

While the CDC is investigating exposure risks for many work groups, it did initially provide dental professionals with 
early guidance in April 2020.4-5 Application of Standard Precautions during treatment of all patients (regardless of a 
suspected or confirmed COVID-19 diagnosis) was reinforced as the foundation for effective infection prevention. The 
CDC also provided insight about future modifications of the Standard Precautions used before COVID-19, by discussing 
the addition of transmission-based (i.e., contact, droplet, and airborne) precautions. 

Airborne precautions were thought to be the most problematic for dentistry, since aerosols generated from use of 
handpieces, ultrasonic scalers, and air-water syringes can remain in the air longer than larger spatter droplets. This 
issue was raised in the following statement by the CDC:

Dental practices have routinely utilized high volume evacuation (HVE) and rubber dams during treatment procedures, 
and these have been effective at reducing extra-oral bacterial concentrations.7 The CDC, the ADA, and OSHA attempted 
to further address the issue of droplet- and airborne-spread viruses. 

Current guidelines now include adopting enhanced personal protective equipment (PPE) and environmental control 
strategies in order to achieve more efficient airborne precautions in clinical dental facilities. These include the use of 
N95 respirators during aerosol-generating procedures, consideration for face shields as additional PPE, and suggested 
approaches for improving air quality in treatment areas.1-3

In recent years, a variety of air filtration and recirculation technologies have been developed and tested. Some require 
renovation to existing building air flow systems, others are stand-alone units, while others function at chairside using 
portable devices. It is important to remember that facility needs may differ from each other, depending on the practice 
type and setting and the understanding that OSHA previously mandated workplace air recirculation standards several 
years ago.

Facilities should determine their current system by consulting with a heating, ventilation, and air conditioning (HVAC) 
engineer to investigate the practice’s current ventilation status and to suggest available technologies that can increase 
the filtration efficiency. Filtration is the first step toward accomplishing acceptable air quality, and a variety of air 
filtration and recirculation technologies have been developed and tested in recent years. High Efficiency Particulate Air 
(HEPA) filters and Upper Room Germicidal Irradiation (UVGI) as adjuncts to increase ventilation and air cleaning rates.2

We want to thank Dr. Molinari for answering our question, and we invite you to evaluate our 
wide range of solutions designed to protect patients from radiation during dental procedures. 

“When practicing in the absence of Airborne Precautions, the risk of SARS-CoV-2 transmission 
during aerosol-generating dental procedures cannot be eliminated. Caring for patients requiring 
Airborne Precautions is not possible in most dental settings, as they are not designed for or 
equipped to provide this standard of care. For example, most dental settings do not have airborne 
infection isolation rooms or single-patient rooms, do not have a respiratory protection program, 
and do not routinely stock N95 respirators.”6
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