
 

SARS CoV-2  
Phase Four SOP


This SOP proposal has been written on behalf of the IOMDA after careful analysis of 
several countries around the world where National and Regional Governments and 
professional organisations had published recommendations or guidance for the re-opening 
of dental services during the SARS CoV- 2 Pandemic.  
Thank you to the colleagues of the IOMDA that have assisted in the formulation of this 
proposal for the Isle of Man.  
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1. Introduction and Current Position - Phase Three 

This Operational Plan is to propose some suggestions about the Phase Three 

approach related to the provision of dentistry on the Isle of Man as a result of 

the SARS-CoV-2 pandemic in the 2020. The evidence base on COVID-19 is 

rapidly evolving and further updates may be made to this document as new 

detail or evidence emerges.  

A paucity of robust scientific research has led to further differing opinion as to 

the most appropriate pathways and procedures to enable dentistry to be 

completed in a safe environment for both patients and operators.  

Emergency dental care for the populace of the Isle of Man has been provided 

in terms of advice, analgesia and antimicrobial prescription with direct 

treatment for life threatening conditions (typically tooth extractions) from a 

central location since 27 March 2020. This followed the directed closure of all 

dental practices.  

Due to the relatively low number of Covid-19 cases, the Island has been in a 

position to supersede the care provision in the United Kingdom. Guidance 

from jurisdictions in nearby countries, from which the Island would normally 

take direction (e.g. England) could soon be considered insufficiently advanced 

for the Island’s position.  

The Isle of Man dental service has been subsequently allowed to operate on 

Phase Two.  A second practice has been used by the Department of Health  for 
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the delivery of the services previously being delivered solely at CDS.  This 

decision has been taken in order to create more capacity. This practice 

(Hillside) is a government-owned property, managed by one of the General 

Dental Service (GDS) Dental Providers. It is also within the same site as the 

CDS.  This service has been running since 20 May 2020. 

CDS changed its remit and commenced more extensive treatments for patients 

via referral from General Dental Practitioners (GDPs).  This required a 

relaxation on the suspension of AGPs at the CDS and allowed CDS to be the 

focus for Level 3 PPE. 

This phase has seen the provision of Urgent Dental Care split into 2 pathways: 

• Tier 1 – GDP Triage and Referral Service  

Management of all patients through remote triage , providing advice, 

prescription of analgesia and antimicrobials, non-AGP treatments and 

appropriate referrals for treatment. 

• Tier 2 – CDS Referral and Treatment Service 

Working on a referral only basis; receiving patients and delivering treatments 

as required with the use of AGPs. 

Since 4 June 2020 the Island dental service is operating on Phase Three which 

has seen the level of services provided being limited to Essential treatments 

and the highest level of PPE and precautions. 

Due to the present situation the Isle of Man finds itself in, with a no or 

extremely low level of transmission of SARS  CoV-2 the island is able to 

proceed to the next phase in the provision of dentistry to the island population. 
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This next phase will see the retention of most precautions derived from the 

previous SOP with a relaxation of the level of PPE and resumption of all 

services. 

Information from pan-global countries whose Covid-19 situation is projected 

to be akin to the Island’s has been considered, as well as information from the 

United Kingdom, in the production of this document.  

This document has been produced to support Dental Professionals on the Isle 

of Man so that they can safely work using different protocols to those currently 

in place. This will allow dental practices on the Island to re-open and treat 

patients in a way that best supports the Isle of Man Government’s phased 

response to the current COVID-19 situation, until the next phase can be 

justified and implemented. 

Consistency in adopting the recommended actions will ensure the safety of 

patients, staff and the population, while maintaining access to quality 

healthcare for members of the public on the Isle of Man. 1 

2. Background on measures taken by other jurisdictions 

The World Health Organisation (WHO) declared the coronavirus disease 

(COVID-19) outbreak as a public health emergency of international concern on 

the 30 January 2020 and a global pandemic on the 11 March 2020.  
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COVID-19 spreads primarily through droplets and fomites. The close working 

environment and the potential for aerosol spread of the virus through dental 

procedures, such as use of high and low-speed handpieces, ultra-sonic scalers, 

air/water syringes, intra-oral radiographs or an infected patient coughing, 

places dental health workers at an elevated risk of infection.  

Pandemic planning for dental services typically involved a step-down process, 

with the cancellation of routine care first, then urgent care followed by the 

provision of emergency care only. In many countries, the move to emergency 

care provision was rapid. For example, on the 16 March 2020 the American 

Dental Association proposed that dentists defer all elective dental care for 3 

weeks; in Scotland, Wales and Northern Ireland, all aerosol generating 

practices were stopped on the 17 March and practitioners were told to stop all 

routine face-to-face dentistry on the 23 March. On the same day in New 

Zealand, all non-essential and elective dental treatment was suspended. By the 

end of April 2020, National and Regional Governments and professional 

organisations had published recommendations or guidance for the re-opening/

re-structuring of dental services. 2 

3. Background on Sars-Cov 2 and Covid-19 

Coronavirus disease (COVID-19) is an infectious disease caused by a newly 

discovered Coronavirus, seventh member of the Coronaviridae family, 

identified with the name SARS CoV-2. The new virus began spreading at the 
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end of December 2019 in the Chinese territory of Wuhan (Zhu N et al., 2020 3: 

Wang C et al., 2020 4) 

The transmission of COVID-19 is thought to occur mainly through respiratory 

droplets generated by coughing and sneezing, and through contact with 

contaminated surfaces (To K et al., 20205; Rodriguez-Morales AJ et al., 20206). 

The predominant modes of transmission are assumed to be droplet and contact. 

This is consistent with a recent review of modes of transmission of COVID-19 

by the World Health Organization (WHO).  

SARS CoV-2 has shown a high transmission rate potential. The R0 has been 

estimated by WHO to be between 2.5 and 3. This means, without any form of 

measure to limit the spread of the virus and  to protect the public and 

healthcare workers from the possibility of infection, 1 individual infected is 

likely to infect between 2 and 3 people. 

The incubation period for the infected individuals is ranging from 1 to 14 days. 

However, some cases reported rare cases of incubation periods of 24 days. It 

has also been confirmed that asymptomatic patients can transmit the virus. 

(Huang C et al., 2020 7; Guan WJ et al., 2020 8; Backer Ja et al., 2020 9) 

The most common symptoms of coronavirus (COVID-19) are recent onset of 

new continuous cough and/or high temperature  

From international data, the balance of evidence is that infectivity has 

significantly reduced seven days after the onset of symptoms.  
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COVID-19 for most individuals causes mild to moderate illness, but it may 

result in pneumonia or severe acute respiratory infection (ARDS) (Huang C et 

al., 2020 7; Liu T et al. 2020 12).  

The median time from symptom onset to clinical recovery:  

- mild cases - 2 weeks  

- severe or critical cases - 3-6 weeks  

It has been demonstrated using Real Time PCR, how vital viruses where 

present in the saliva of the infected individuals (To K et al., 2020 10; Lescure 

FX et al.11). It has been also shown SARS CoV-2 enters the cells like SARS 

CoV, through the ACE2 receptors. (De wit et al., 201613) 

The ACE2+ cells are abundant in the upper respiratory tract and in the 

epithelium of the ducts of the salivary glands (Belouzard S et al., 201214 ; Liu 

et al. 2020 17). 

The current national approach is to ensure that social distancing measures are 

observed to reduce social interaction between people in order to reduce the 

transmission of coronavirus (COVID-19).  

Stringent social distancing measures are required for those in vulnerable and 

shielded population groups.  

The most common symptoms of coronavirus (COVID-19) are the recent onset 

of new continuous cough and/or high temperature.  
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From international data, the balance of evidence is that infectivity has 

significantly reduced seven days after the onset of symptoms.  

Those with symptoms of coronavirus illness (COVID-19), however mild, need 

to stay at home for seven days from when their symptoms started. Any 

household members who remain well must stay at home and not leave the 

house for 14 days. The 14-day period starts from the day when the first person 

in the house became ill.  

Human coronaviruses can survive on inanimate objects and in the air. The new 

coronavirus seems to remain viable for up to 3 hours in the air in an ideal, 

static, non ventilated environment and for several hours on different materials 

like stainless steel, copper, cardboard and plastic (Kampf G et al., 202015 Van 

Doremalen N et al., 2020 18) 

Interrupting transmission of COVID-19 requires contact, droplet and aerosol 

precautions depending on procedures undertaken. 

Frequent hand washing for 20 seconds is central to preventing and delaying the 

spread of SARS CoV-2 through contact. 

Social distancing measures have been introduced worldwide to reduce the 

droplet transmission. 

Aerosol transmission of the disease needs more data to be confirmed, however, 

datas from previous coronaviruses suggests it is likely and it is therefore 
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suggested to take all possible measures and precautions to interrupt this 

possible transmission pathway. 

During Aerosol Generating Procedures (AGPs), there is an increased risk of 

aerosol spread of infectious agents irrespective of the mode of transmission 

(Peng X et al., 202016), and airborne precautions must be implemented when 

performing AGPs, including those carried out on a possible or confirmed case 

of COVID-19.  

Every patient should be treated as a potential carrier. 

4. Phase Four: Reopening of dental practices with no limitations 

to the levels of service provided. 

I: Pre-clinical (Meng L et al., 202019; Cochrane Oral Health 2) 

A. Patient Triage over the phone 

B. Suspected Covid positive cases will be suggested to call 111. 

C. Staff training 

D. Assessment of  the risk profile of patients and staff. 

E. The diary organisation should reflect the need to comply with social distancing 

rules, the possibility of needing AGPs and patient risk profile (for example 

shielded patients at the beginning of the day) 

F. No walk in patients, only pre-arranged appointments after triage. 
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G. Patients should be informed about the relevant changes and precautions in 

place before attending the appointment 

II: Reception/Waiting area. (Cochrane Oral Health 2; Meng L et al., 202019; 

WHO 202020; Yang Y et al.21, 2020; CDC 202022; Ma QX et al., 202024 Liu Y 

et al 35 ; Fong MW et al., 2020 36;) 

A. Repeat in office triage 

B. Alcohol hand rub on entrance.  

C. Body Temperature taken on arrival at the dental clinic, if possible using 

contactless thermometer. If this is elevated, over 37.8, patient will be excluded 

from treatment. 

D. The number of people in the waiting/reception area needs to be reduced to the 

minimum possible. Strict social distancing rules in place. Preferably patients 

will attend on their own unless they are under aged children or vulnerable/

disabled patients in need of a guardian/carer. Patients can wait in their car and 

can then be called or messaged to enter the practice if social distancing cannot 

be maintained. Patients will be asked to leave personal belongings, scarf, coat 

etc in the car (or at home) if possible. 

E. Pens need to be disinfected or ideally brought in by the patient. 

F. Remove unnecessary objects (ie magazines) 

G. Sneezing shields at reception are advised. 
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H. Reception staff to wear surgical masks and eye protection if social distancing 

cannot be maintained. 

I. All forms are to be signed at reception. 

J. Guidance in place for patient to avoid toilets, if toilet use is inevitable, it needs 

to be disinfected after its use. Hand rub at its entrance. 

K. Lists of people entering building need to be kept in case contact tracing 

needed. 

L. Cashless and contactless payments if possible. 

M. Non clinical areas to be cleaned and disinfected at least three times a day. 

III: Clinical/Surgical area (Cochrane Oral Health 2; ECDC 2020 26; Meng L 

et al., 202019; WHO 202020; Yang Y et al.21, 2020; CDC 202022; Bartoszko JJ et 

al., 202023; Ma QX et al., 202024 ; Leung NH et al., 202025 ; Peng X et al., 

201916) 

A. Training needed on the correct procedure followed by clinicians when walking 

in the clinic re clothes, uniform, changing room, donning and doffing. 

B. Remove unnecessary objects, pieces of equipment, furniture. 
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C. PPE on clinical area and clinical staff: 

For all procedures a minimum of:  non-sterile gloves, fluid resistant surgical 

mask, eye protection (Safety glasses that have side vents; or goggles; or 

prescription glasses covered with a full face shield/visor) disinfected after 

every patient and apron (single use) for no/low AGP or long sleeve impervious 

gowns (AGP), is recommended. (Bartoszko JJ et al., 202023; Ma QX et al., 

202024 ; Leung NH et al., 202025, WHO 202020) 

IV: Disinfection and decontamination of surfaces in all areas. (Kampf G et 

al 202015) 

It is recommended to use approved disinfectants for medical-dental use for 

large surfaces, Alcohol (over 70%) for small surfaces. 

V: Post clinical (WHO 202020; CDC 202037; ECDC26 ) 

A. Safe protocols on doffing and how to leave the workplace need to be followed. 

B. After the appointment, the patient should walk out of the clinic as soon as 

possible. 

VI: Patient protection from the dental team 
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A. Dental teams to be swab tested for COVID-19 twice monthly if possible 

B. Surgical masks need to be warn on top of filtrating masks when valves are 

present. 

VII: Dental Laboratories  

In relaxing the restrictions on dental practices it is suggested that the 

restrictions also lift to enable dental laboratories to re-open and receive 

referrals from dental practices. In Phase Four all services can resume. 

Strict Guidance on disinfection of impressions and appliances needs to be 

followed. 

5. Miscellaneous 

A. Practice will provide services during normal operating hours. 

B. Emergency rota during weekends continues as per arrangements prior the 

directed closure. 

C. Patient will be able to attend to their regular/registered practice. Unregistered 

patients will continue to be seen by CDS. 

D. All measures will be subject to fortnightly review. 
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6. Precautions in case of a second peak. 

A. Practices and practice groups need to still meet the Quality Assurance 

requirements needed to operate under the current SOP.  

B. Practices and practice groups need to operate for a minimum period of two 

weeks with the higher level of restrictions in the surgical/clinical area present 

in the Phase Three SOP before being able to operate with the Phase Four 

SOP. 

C. In case of a second wave the level of precautions currently needed in the 

surgical/clinical area will resume in accordance to the IOM SOP Phase 3 

Section 4, Paragraph III. 
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8. Appendices - Procedures for Infection Prevention and 
control1 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PPE should be donned and doffed in dedicated areas and in a systematic 
order that minimises the potential for cross contamination, especially when 
undertaking AGPs 

The process for putting on donning and doffing PPE is critical to ensure its 
effectiveness.  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There is no evidence that respirators add value over FRSMs for droplet protection 

when both are used with recommended broader PPE measures in clinical care, 

except in the context of AGPs. When used, FFP3 respirators must:  

• be well fitted, covering both nose and mouth  

• not be allowed to dangle around the neck of the wearer after or between each use  

• not be touched once put on  

• fit tested on all healthcare staff who may be required to wear an FFP3 respirator to 

ensure an adequate seal/fit according to the manufacturers’ guidance  

• fit checked (according to the manufacturers’ guidance) by staff every time an 

FFP3 respirator is donned to ensure an adequate seal has been achieved  

• compatible with other facial protection used i.e. protective eyewear so that this 

does not interfere with the seal of the respiratory protection. Regular prescription 

glasses are not considered adequate eye protection  

• FFP3s should be removed outside the dental surgery where AGPs have been 

generated in line with doffing protocol.  

• disposed of and replaced if breathing becomes difficult, the respirator is damaged 

or distorted, the respirator becomes obviously contaminated by respiratory 

secretions or other body fluids, or if a proper face fit cannot be maintained. In 

effect this means that FFP3s will be worn once for dental AGPs and then 

discarded as clinical waste (hand hygiene must always be performed after 

disposal)  

Note that valved respirators are not fully fluid-resistant unless they are also 

‘shrouded’. If a valved, non-shrouded FFP3 respirator is used then it should be 

accompanied by full face protection for use in AGPs.  

The HSE have stated that FFP2 and N95 respirators (filtering at least 94% and 95% 

of airborne particles respectively) offer protection against COVID-19 and may be 

used if FFP3 respirators are not available. Other respirators can be utilised by 

individuals if they comply with HSE recommendations. Reusable respirators should 

be cleaned according to the manufacturer’s instructions. 
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Uniforms  

Uniforms should be transported home in a disposable plastic bag. This bag should 

be disposed of into the household waste stream. They should be laundered:  

• Separately from other household linen  

• In a load not more than half the machine capacity  

• At the maximum temperature the fabric can tolerate, then ironed or tumble-dried  

Disposal  

All single use or single session use PPE should be discarded as healthcare 

(clinical) waste. Hand hygiene must always be performed after disposal. However, 

re-usable eye and face protection is acceptable if decontaminated between single 

or single sessional use, according to the manufacturer’s instructions or local 

infection control policy. 
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