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INTRODUCTION: 

Since the beginning of 2020, severe acute respiratory 
syndrome coronavirus 2 (SARS-CoV-2; first named 
as the 2019-novel coronavirus or 2019-nCoV) causes 
coronavirus disease 2019 (COVID-19) has speedily 
spread all over the inhabited world and led to 
unparalleled significant health, humanitarian, and 
financial predicaments. Thus, efforts have been made 
to contain the spread of the disease led to major 
disturbances, compelling local and, in most cases, 
national emergencies and lockdowns, leaving only 
essential services to continue. In several such efforts, 
performing elective tasks, including orthodontic 
treatment, were required to be suspended on orders 

of the centralized, regional/state, and local and 
public health or professional regulatory bodies. Since 
orthodontic treatment is a lengthy and continuous 
process, millions of patients are already undergoing 
orthodontic treatment when planned care was 
abruptly suspended. The coronavirus disease 2019 
(COVID-19) pandemic has therefore posed a threat to 
public health around the world that even when we 
have managed to defeat the infection through 
effective treatment and by developing vaccination. 
Dramatic and long-lasting changes are anticipated to 
affect the way we live, work, and relate to each other. 
Thus, this pandemic will continue to directly impact 
all social settings and professions, and orthodontics 
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will be no exception. It has been nine months since 
the first lockdown in India and six months since the 
unlock of the same began. However, still 
consolidated information and guidelines for the 
clinical orthodontic management of patients during 
the COVID-19 pandemic are lacking.  
This review aims to provide an all
summary of the implications of COVID
dentistry in general and orthodontic treatment in 
specific and to discuss the contingency management 
and provision of orthodontic care, using currently 
available data and literature. 
 
Background 
Coronavirus-19 (COVID-19) is believed to have 
originated from the country of China in the city 
Wuhan and is caused due to SARS
Structurally, the COVID-19 virus is a single
RNA virus that belongs to a family called 
Coronaviridae, which includes the known severe 
acute respiratory syndrome coronavirus (SARS
2002 and even the Middle East respiratory syndrome 
coronavirus (MERS-CoV) that was seen in 2012. It 
has been identified that bats are the primary source 
of the SARS-CoV-2 coronavirus, and therefore 
COVID-19 is a cross-species viral-mediated disease. 
The disease is said to be zoonotic, thus suggesting it 
is a disease that usually occurs in animals but can 
infect humans and spread from animals to people, or, 
more specifically. The virus's genomics was mapped, 
and it was found to share 79.5% of the genomic 
sequence with the SARS-CoV virus.1,2 
Symptomatology and Source of Transmission
 On average, for symptoms to develop in a 
person is exposed to the virus, it usually takes 5
days. But it can also be found that it can take up to 14 
days and, rarely, even longer.3,4 
 COVID-19 affects in different ways to 
different people. The most common symptoms are 
similar to very much that of the seasonal flu. Patients 
experience a rising fever, tiredness or shortness of 
breath and dry cough. Some patients have even been 
recognized as having joint pains, headache, loss of 
taste or smell, sore throat, rashes, and diarrhoea. 
Some asymptomatic patients can act as "carriers" and 
act as a pool of infection.5 
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and it was found to share 79.5% of the genomic 

Symptomatology and Source of Transmission 
On average, for symptoms to develop in a 

person is exposed to the virus, it usually takes 5-6 
days. But it can also be found that it can take up to 14 

19 affects in different ways to 
different people. The most common symptoms are 
similar to very much that of the seasonal flu. Patients 
experience a rising fever, tiredness or shortness of 
breath and dry cough. Some patients have even been 

ized as having joint pains, headache, loss of 
taste or smell, sore throat, rashes, and diarrhoea. 
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Chest radiography studies show ground
opacities in patients with progr
patients with no comorbidities and good immunity 
get over these symptoms with time by developing 
the necessary antibodies. Development of 
complications like severe respiratory distress or 
pneumonia, and the downward spiral into the 
disease is seen in patients who have a compromised 
state.2,6 
SARS-CoV-2 is seen to bind with the human 
angiotensin-converting enzyme
receptors are in abundance in the salivary glands of 
humans. Thus, there is a high possibility for the 
spread of COVID-19 via respiratory droplets in the 
air, which can quickly spread to a radius of no less 
than 4 to 6 feet and thus can enter the body directly 
through the nose, eyes, ears, or the mouth. On 
average, a person touches their face 23 times an hour
and then some of the other items around. The virus 
can survive for up to 2-3 days on such objects and 
surfaces and the spread of the virus can also occur in 
this way. The incubation period is known to last for 1 
to 2 weeks.6,7 
At the time of inscription t
vaccine exists to cure this deadly virus, though 
numerous expedited trials are underway.
 

 
Figure 1. (A) Diagram of the ultrastructure of the 
coronavirus (Centers for Disease Control and 
Prevention, CDC); (B) Transmission electron 
micrograph image of an isolate from the first U.S. 
case of COVID-19 showing the viral particles (blue) 
(CDC, Bullock HA, Tamim A).
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Figure2. Incubation, latency, symptomatic, and 
contagious periods of COVID-19.5 

 
Populations at Risk 
People of all ages are vulnerable to being infected 
with SARS-CoV-2. The age dispersion of COVID
may differ among nations. Based on currently 
available evidence, individuals with certain risk 
factors are at higher risk of developing severe illness 
from SARS-CoV-2. These include older age 
(particularly individuals aged 65 years and older), 
presence of pre-existing medical conditions in 
individuals of any age (e.g., moderate
asthma, heart disease with complications, diabetes, 
chronic lung disease hypertension, renal failure, liver 
disease, immunocompromised), and close contact 
with a person detected with COVID-19. Although the 
symptoms usually are less severe in children with 
COVID-19, young children, predominantly infants, 
were shown to be more susceptible and also likely to 
manifest as harsh or critical cases.8 
 
The implication of COVID-19 on dental practice
All dental professionals, as well as orthodontists, 
may be at risk of contracting COVID
multiple transmission routes, including the 
following:  
(1) Respiratory droplets from sneezing and coughing 
or generated during dental practice. 
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ildren, predominantly infants, 
were shown to be more susceptible and also likely to 

19 on dental practice 
All dental professionals, as well as orthodontists, 

D-19 through 
multiple transmission routes, including the 

(1) Respiratory droplets from sneezing and coughing 

(2) Indirect contact where viral droplets fall on a 
surface that the dental professional or Ortho
later contacts,  
(3) Aerosols created during dental or orthodontic 
procedures,  
(4) Treating patients who may have had indirect 
contact from removing and replacing aligners, 
appliances, and rubber bands
(5) Coming in contact with multiple such pers
including those who accompany the patients.
SARS-CoV-2 has also been detected in the saliva of 
infected individuals, 10 and this poses an additional 
risk for dental professionals and their patients.
Dental care procedures may also spread viral 
particles from saliva during treatment in the same 
way as coughing and sneezing. Dental aerosol
generating procedures (AGPs) are associated with 
the use of ultrasonic instruments, air/water syringes, 
and handpieces.12 They have been seen to be 
responsible for the transmission and infection for 
healthy patients, but at the same time, they also pose 
a high risk for the dental health care personnel 
(DHCP). 
AGPs can produce droplets having a diameter 
ranging from 0.1 µm to 900 µm. Liu Y et al. classified 
the droplets into five groups, with the largest group 
ranging from 0.25 µm to 1 µm.
this diameter can spread to the alveolus. Droplets < 
0.25 µm, with pathogenic microorganisms, can reach 
up to 20 feet,14 so the 1
recommended by WHO is not always enough to 
prevent cross-infection between DHCP and patients. 
The minimal aerosol viral load needed for infection is 
still unknown; however, in vitro experiments show 
that aerosol contains viable viruses for up to 16 
hours.15 Infectiveness of aerosol of COVID
shown to cause an outburst in conference rooms and 
buses.16 Treatment sittings on the dentist chair 
should be separated into two groups:  without AGP 
and with AGP. Each of them must be managed with 
proper Personal Protective Equipment (PPE).
Centres for Disease Control and Prevention (CDC) 
recommends using N95 respirators and not surgical 
face masks, whenever AGPs are performed.
Moreover, if AGP is required for patients who are 
suspected of being infected with COVID
precautions should be strictly followed in a room 
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with negative pressure and with adequate PPE and, 
relative to the surrounding area, becomes 
mandatory.18 Unfortunately, there is no reliable and 
efficient test to identify asymptomatic carriers; 
therefore, everybody should be suspected to be 
infective. 
 Orthodontists must be especially aware of the latest 
updated evidence to deliver a safe setting for 
themselves and also their patients, and the entire 
orthodontic team. 
 

 

Figure 3 SARS-CoV-2 Virus Route of Transmission 
in Dental/Orthodontic Care Setup19  

 
Orthodontic practice in this new reality of COVID
19 
The pandemic has affected more than 66 million 
people all over the world, and India is the second 
most affected nation after the United States of 
America has close to 10 million confirmed cases with 
more than a hundred and thirty-five thousand lives 
lost to the deadly virus in India as reported until 
December 5, 2020.  
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Figure 4: A Snapshot of the COVID
Global Cases20 
Although most of the confirmed cases are 
asymptomatic but contagious,
priority triage in appointments. As proposed by Aziz 
S and Kapoor P, for patient management in 
orthodontic emergencies, minimal in
as well as ensuring regular maintenance a 
customized orthodontic triage is projected.

 
Orthodontic treatment can broadly be grouped under 
emergency, urgent, delayed, and minimal treatment 
needs, as per severity.21 

 

Table 1 Orthodontic Issues or Emergencies
on Urgent Treatment Need 

Virtual Assistance 
A virtual triage using pictures, videos, and video
calling can be of immense aid to separate and order 
the actual orthodontic emergency that needs 
immediate care in the clinics from the problem that 
can be self-managed by a home remedy and delayed 
without reporting to the clinic. A proper dental 
emergency is one with intractable pain, bleeding, 
infection, swelling, trauma to teeth or the bones. As 
concerns, orthodontic emergencies are severe pain or 
disease that arises due to the embedment of an 
orthodontic appliance into the gingiva, situations 
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associated to dental trauma, or a condition in which a 
lack of intervention that leads to patient injury 
should be attended.22,23 
Several messenger apps and video-calling apps are 
accessible currently. A dental clinic or hospital can 
use a smartphone messenger with a video
facility to connect with patients. If an orthodontic 
emergency emerges when the patient is at home, it i
suggested that discussion occurs over the phone or 
using a video-calling service along with the 
Orthodontist. It is advisable to obtain electronically 
signed or verbal consent to provide the advice in this 
way and saved as a record. It is a professional 
counsel and direct the patient on handling minor 
orthodontic emergencies at home.  
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It seems that the concept of normality in 
orthodontics, as in many other areas, will never 
be the same, and only the professionals who 
manage to adapt to the new scenario will be able 
to go ahead. Thus, Orthodontics has to adjust to 
the ongoing scenario to continue its journey in 
treating patients and creating better smiles and at 
the same time, be safe from the deadly virus.
 
History recording and patient evaluation
A thorough and detailed COVID
questionnaire, including social 
gatherings, meetings, medical history, and travel 
history to assess the emergency, is reported as 
soon as a patient visits the clinic. Trained dental 
staff must measure the patient’s body 
temperature, using a non-contact infrared 
thermal sensor.24,25 As suggested by Center for 
Disease Control and Prevention (CDC) 
guidelines, persons exposed to an individual with 
COVID-19 or a patient reporting with fever 
(99.32°F/37.4°C or higher), and any high
patient suspected as answered in the 
questionnaire should wear a mask to cover cough 
and be offered separate space to wait.
Suspected patients are informed about checking 
their health regularly, recording it daily and self
quarantining. Based on the evaluation of the 
nature of the emergency, clinicians 
the true extent of the dental condition in severity, 
which might be helpful by either accepting the 
patient or deferring immediate dental 
care.23,26 Further, the patient should be motivated 
to make a payment for the related orthodontic 
services and consultation over online mode only, 
as the exchange of currency notes might act as a 
potential source for the spread of the SARS
2 virus. 
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Figure 5. Informed Consent Form for Orthodontic 
Treatment During COVID-19 Outbreak
 

 
It is a given that the COVID-19 pandemic will have a 
long-lasting impact on orthodontic practice the 
essential adaptations concern four areas of the 
orthodontist practice 

 Microbiologic control measures
 Social distancing 
 New ergonomics 
 Bioethical considerations
 Microbiologic control measures

o ADA recommended antibacterial mouth rinses 
and thus the orthodontic patient is asked to 
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perform an oral rinse with 1% solution of H2O2 
(1 part of 10 vol 30% and two parts of water) or 
with 0.2% povidone-iodine for 30
prior the orthodontic procedure to decrease the 
viral count in the patient’s saliva as viruses are 
sensitive to structural lysis and oxidation by these 
agents. It has been observed that SARS
virus is not sensitive to routinely used oral 
chlorhexidine rinse27 and hence 1.5% hydrogen 
peroxide is recommended before treatment, to 
reduce the viral load. Mouth rinses containing β
cyclodextrins combined with flavonoids agents 
have been proposed for COVID-
should rinse only under adult supervis

o Extended use of personal protective equipment 
(PPE)  
In our regular practice, orthodontists and clinical 
staff use gloves, surgical masks, and gowns, but 
as a result of the pandemic, the routine use of 
complete personal protective equipment may be 
advisable, not only when required by the health 
authorities in each country, but also because of an 
increase in demand moved by a traumatized 
society experiencing the effects of COVID19.
The COVID-19 virus is chiefly spread via the 
oronasal route, as the viral load is mostly in the 
nasopharyngeal region of the diseased person. 
Therefore, it is necessary to take actions to avoid 
the spread of infection from one patient to 
another by dental instruments and equipment; it 
is thus recommended to add a layer of 
contact safety measures to the routine 
orthodontic practice, minimizing the risk of virus 
transmission. The drawback of this is that it 
hinders psychological interaction with the 
patient—a fundamental tool in the treatment of 
children and adults.  
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Table 3: Recommended PPEs for Orthodontic and 
Dental Setup19 
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Table 4: Rationale for using PPEs in Orthodontic 
and Dental setup19 

 
Figure 6. Sequence for Putting on and Removal of 
PPEs30 

After the end of clinical procedures, it is 
important to remove and appropriately dispose of 
the PPEs to prevent environmentally and cross 
infection. In this aspect, the CDC has stated clear 
guidelines that must be strictly followed.

 
Minimize the use of aerosol-generating procedures
Many orthodontic procedures such as the bonding 
and debonding of brackets and attachments generate 
a substantial number of aerosols which, in turn, pose 
potential risks of infection transmission. Depending 
on the size of the office, it will be advisable to 
designate an isolated and adequately equipped space 
to carry out those procedures that require the use of 
rotatory instruments as handpieces or ultrasonic 
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infection. In this aspect, the CDC has stated clear 
guidelines that must be strictly followed.  

generating procedures 
orthodontic procedures such as the bonding 

and debonding of brackets and attachments generate 
a substantial number of aerosols which, in turn, pose 
potential risks of infection transmission. Depending 
on the size of the office, it will be advisable to 

ignate an isolated and adequately equipped space 
to carry out those procedures that require the use of 
rotatory instruments as handpieces or ultrasonic 

scalers and, if possible, concentrate these 
appointments when organizing the agenda.
orthodontic procedure includes the use of rotary 
instruments such as airotor and water, then negative 
pressure should be regulated in the operatory; this 
will minimize the spread of aerosol. This is for the 
reason that long-distance transmission is likely when 
viral particles become suspended in the air, and they 
may persist in aerosols for up to 3 hours.
Organizational changes in the dental operatory are 
advised, whenever acceptable.
get consultation of a professional before venturing 
for the same. Additional to this, air change per hour 
should be kept at least 8 to 10 times for effective 
removal and to improve the quality of air in the 
operatory; also, it minimizes the hazard exposure to 
the dental surgeon and supporting the team. High
efficiency particulate air (HEPA) filters should be 
thought of in a situation where regulated negative 
pressure operatory is not possible. In addition to this, 
a suitable humidity level must be maintained, i.e. in 
the range between 40% to 60%. Judicious use of l
volume and high-volume evacuators (HVEs) should 
be done throughout dental procedures.  A reduction 
of aerosols in the dental operatory of up to 90% is 
observed when using the HVEs.
limitation, then it is advisable to perform aeros
generating procedure in a closed space/room with 
negative pressure airflow, high airflow rate, and with 
optional Ultraviolet-C (UV-C) lamps for irradiation 
after each procedure to keep the operatory safe for 
the next procedure. 
 
Treatment considerations 
Intraoral imaging (IOPA) should be avoided due to 
excessive salivation and gag reflex, and thus 
extraoral radiographs like the orthopantomogram 
(OPG) should be used.34 If a local anaesthesia 
application is required, the gel form of local 
anaesthetics is preferred over the spray type as it 
might generate the aerosol; this might cause the 
potential spread of the virus in the air.
single-use instruments and devices should be 
preferred whenever possible to reduce the cross
infection risks.35 
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scalers and, if possible, concentrate these 
appointments when organizing the agenda.31  If the 

ic procedure includes the use of rotary 
instruments such as airotor and water, then negative 
pressure should be regulated in the operatory; this 
will minimize the spread of aerosol. This is for the 

distance transmission is likely when 
l particles become suspended in the air, and they 

may persist in aerosols for up to 3 hours.8 
Organizational changes in the dental operatory are 
advised, whenever acceptable.  It is recommended to 
get consultation of a professional before venturing 

same. Additional to this, air change per hour 
should be kept at least 8 to 10 times for effective 
removal and to improve the quality of air in the 
operatory; also, it minimizes the hazard exposure to 
the dental surgeon and supporting the team. High-

ency particulate air (HEPA) filters should be 
thought of in a situation where regulated negative 
pressure operatory is not possible. In addition to this, 
a suitable humidity level must be maintained, i.e. in 
the range between 40% to 60%. Judicious use of low-

volume evacuators (HVEs) should 
be done throughout dental procedures.  A reduction 
of aerosols in the dental operatory of up to 90% is 
observed when using the HVEs.32,33 If space is not a 
limitation, then it is advisable to perform aerosol-
generating procedure in a closed space/room with 
negative pressure airflow, high airflow rate, and with 

C) lamps for irradiation 
after each procedure to keep the operatory safe for 

Intraoral imaging (IOPA) should be avoided due to 
excessive salivation and gag reflex, and thus 
extraoral radiographs like the orthopantomogram 

If a local anaesthesia 
application is required, the gel form of local 

referred over the spray type as it 
might generate the aerosol; this might cause the 
potential spread of the virus in the air. Disposable, 

use instruments and devices should be 
preferred whenever possible to reduce the cross-
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Various hands-free intraoral lower vacuum 
evacuators along with HVE and external mobile 
suction units with appropriate face masks and PPEs 
must be used during the AGPs like bonding and 
debonding. Prior to the initial bonding is carried out, 
the patient must be asked to rinse his/her mouth 
with 1% H2O2 or 0.2% povidone-iodine for at least 
30 seconds. Tooth surfaces must be cleaned with 
pumice and then rinsing with water, followed by blot 
drying using a cotton roll. Increased viscosity should 
be present in the etchant so that it should not spread 
to the nearby area, thus increasing effort into 
cleaning it.36 Before curing the resin, an excess flash 
of it should be removed using hand instruments.  
Care should be taken to reduce the generation of 
aerosol during debonding. To remove the composite 
resin, the tungsten carbide burs should be used with 
adequate water spray and HVEs. Anti-retraction 
valves should be present in the handpiece to prevent 
the backflow of water, thus reducing the risk of 
contamination.37 Additional to this, external mobile 
aerosol suction units, which can be positioned near 
the area of operation during the dental procedure, 
should be used to reduce the aerosol in the dental 
operatory further. 
The COVID-19 pandemic has brought many 
challenges to the Orthodontist, and changes in the 
view regarding the various aspects of treatment 
planning and its execution. For mild-to-moderate 
malocclusion, the aligner treatment can be 
considered as an alternate option. The treatment 
outcome for aligner treatment is similar to the 
conventional fixed orthodontic treatment with 
satisfactory clinical results. They decrease the 
number of follow-up visits for patients to the 
Orthodontist. Such treatments can improve the 
practice of social distancing in these challenging 
situations.36,38 

 
New cleaning and sterilization procedures  
In addition to the thorough cleaning and sterilization 
of instruments and other supplies, which are 
routinely carried out in dental offices, during the 
pandemic it has been considered paramount to 
implement other systematic cleaning protocols 
between patients regarding the waiting room 
furniture, toilets, floors, and other surfaces. These 

new protocols will probably continue to be applied, 
at least partially, in the future, even if they slow 
down the pace of practice. Orthodontic practices 
must follow rigorous and strict disinfection 
protocols, after the end of an elective or emergency 
treatment, to reduce spread via fomites. Between 
consecutive patients in the operatory area and the 
waiting room, natural fresh air is always allowed. 
The means to achieve this: first, by opening a 
window, which allows the influx of fresh air (if there 
is provision for a window) and, second, by using a 
medical-grade purifier with appropriate air filters. 
Appliance parts and steel wires that are cut or 
removed should be treated as highly infected 
medical waste and disposed of as a medical hazard. 
All surfaces should be carefully sanitized using 
disinfectants like sodium hypochlorite.35 
Numerous studies have recommended that sodium 
hypochlorite at 0.1% to 0.2% concentration is an 
effective disinfectant against the SARS-CoV-2 virus 
when the time of contact is kept at 1 minute 
compared to the quaternary ammonium 
compounds.39 Sodium hypochlorite is generally used 
in the dental operatory as a disinfectant for its broad-
spectrum activity against capsulated and non-
capsulated viruses, bacteria, and other 
microorganisms; they are prepared, and they can 
dissolve the organic materials that come into their 
contact.40 Yet, its major drawback is that it causes 
corrosion of the carbon steel part of the orthodontic 
appliance and its smell after regular use.41 
Quaternary ammonium compounds are also believed 
to be a potential disinfectant, but their potency for 
the SARS-CoV-2 virus is less than sodium 
hypochlorite.36 They are comparatively expensive 
and need more time compared to sodium 
hypochlorite for sanitizing the inanimate surfaces. 
The operatory room can be done effectively 
decontaminated with hydrogen peroxide vapour.42 

Dental waterlines remain a worry for a potential 
source of contamination and thus causing microbial 
colonization. A valve to stop the backflow of water 
containing the microorganisms in the modern water 
systems. However, they can be a probable source and 
spread of infection in the dental operatory. The 
waterline system should be adequately purged 
following the use to prevent a backflow of 
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pathogens, which can reside in the plastic tubing. 
The instruments should be appropriately disinfected 
and sterilized immediately. All used, as well as 
unused items that were within the exposed area of 
the operatory, should be presumed to be infected and 
disposed of as infected medical waste. An earlier 
study demonstrated that the SARS-CoV-2 virus 
might become resuspended in the air during the 
removal of contaminated PPE or from the floor, by 
the movement of healthcare providers.43 Therefore, 
the clinician and the assistant must remove the PPE 
in a separate closed area. 
After the completion of clinical procedures of the 
day, all surfaces must be wiped with 0.1% bleach 
solution. If any surface is soiled, then it is first 
cleaned with detergent and water, dried, and wiped 
with 1,000 ppm of bleach solution. Further, the 
operatory should have high-efficiency filters for 
purification of operatory air and, regular checks are 
essential. Formaldehyde solution is used for the 
fumigation of the clinic at the end of the working 
day, and the area should be closed for 2 hours at 
least. After thorough air ventilation, the next day’s 
operation should be commenced.43 
Dental office waste must be routinely disposed of as 
standard regulated medical waste (RMW) with 
colour-coded bins/bags/containers. The CDC RMW 
Guidelines should be strictly adhered, and it states 
the follows: 
 A single, leak impervious biohazard bag is 

usually adequate for the containment of RMW 
wastes, provided the bag is sturdy, and the waste 
can be discarded without contaminating the bag’s 
exterior. 

 All bags should be tightly closed for disposal. 
 Contamination or puncturing of the bag requires 

placement into a second biohazard bag.43 
Dental waste produced from the treatment of an 
emergency of confirmed COVID-19 patients are 
considered as medically hazardous waste and must 
maintain proper exclusion and must be strictly 
disposed of. For this, double-layer medical waste 
package bags, ensuring adequate strength without 
leaks. Compulsory labelling of “COVID-19” to store 
COVID-19 waste and separating them in the 
temporary storage room is carried out before 
handing them over to the authorized staff of the 

common biological waste (CBW) treatment facilities’ 
collection vans.44 
Of all the PPEs, N95 face mask must be used for a 
prolonged time up to 7-8 hours and limited re-use up 
to five times under acceptable circumstances as per 
the CDC guidelines, following their appropriate 
decontamination.  

 
MEASURES TO INCREASE SOCIAL 
DISTANCING45 
 
Redistribution of spaces  
Orthodontic clinics often have several chairs that are 
relatively close together in open spaces sharing 
common facilities. To achieve the appropriate 
physical distance, it may be necessary to rearrange 
chairs and place partitions between them. In many 
cases, this will require costly structural 
refurbishments, which can make it difficult for the 
Orthodontist and their staff to move around the 
clinical area.  

o Decreasing the number of patients in the clinic  
In orthodontics practice, it is common for the 
Orthodontist to treat several patients simultaneously, 
especially if they are children. The need to increase 
interpersonal distances may require changing this 
form of collaborative and dynamic work in addition 
to reducing the number of patients seen per day. This 
approach could potentially have a negative economic 
impact at a time when the expenses derived from 
adaptations hinder the survival of many practices.  

o Reduce the number of companions 
The adult patient should go to the office alone. 
Children should be accompanied by a single adult 
who, unless instructed to do otherwise, should 
remain in the waiting room. This change can be a 
problem for some parents who pick up the patient 
from school with one or more siblings and go directly 
to the Orthodontist's office. Moreover, many 
orthodontists prefer parents (or legal guardians) to 
be present during procedures to request and offer 
information and also to involve them in the decision-
making process while increasing psychosocial 
interaction. 
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NEW FORM OF ERGONOMICS45 
Throughout its history, orthodontics has undergone 
many changes, some of them temporary, but a small 
number have been real milestones in its evolution, 
among them the advent of brackets, 3-dimensional 
radiology, skeletal anchorage, digitalization of 
records, or invisible orthodontics. The effects of the 
COVID-19 pandemic will accelerate another 
fundamental change: a new ergonomic approach to 
our line of work, 1 of those main objectives will be to 
reduce the number of face-to-face appointments and 
meetings. To do so, it will be necessary to do the 
following:  
(1) Enhance internet communication, telemonitoring, 
and virtual assistance for managing continued and 
urgent patient care.30 this new way of working 
necessitates learning and a change of attitude from 
the Orthodontist and his team. Creating and 
updating the messaging systems and Web sites 
according to the changing needs is time-consuming. 
If the professional lacks experience in this area, 
specialized help will be needed.  
(2) Promote the use of appliances and supplies that 
require fewer changes and activations and avoid 
devices that can give rise to unscheduled 
appointments due to damage, debonding, injuries to 
the oral mucosa, etc. This strategy may compel the 
Orthodontist to change their habits and preferences 
concerning some appliances they have always 
trusted.  
 
NEW BIOETHICAL CONSIDERATIONS45 
In orthodontics, as in all health professions, the 
biopsychosocial approach to the patient's pathology 
has always been critical. At present, and presumably 
more so in the future, this broad vision will be 
essential. Many families may be victims of 
unemployment and the financial repercussions of 
this pandemic that may extend over time. 
Orthodontists must consider these circumstances 
when deciding on issues regarding suitable times to 
begin treatments or the advisability of postponing 
them, or when assessing the cost-effectiveness of 
some treatments. Orthodontics is important for the 
patient and their family, but in the current 
circumstances, its importance is only relative in 
many cases, and orthodontists can never lose the 

ethical perspective behind their speciality. In these 
difficult times and those to come, orthodontists must 
more than ever prioritize the psychosocial interests of 
patients and the community, while continuing to 
convey, without pressure, the role of oral health in 
society. 
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