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The COVID-19 global pandemic presents a unique set of challenges for the future of 

orthodontics. All aspects of the orthodontic practice have been impacted. Special considerations 

have been placed on procuring the proper personal protective equipment (PPE), ensuring the 

safety of all individuals, and operating under the legal ramifications of new regulations. As states 

allow dental practices to reopen, there have been numerous concerns and questions from 

clinicians about how they can best equip their practices with the necessary tools to succeed in 

this unprecedented time. Few of these recommendations have been specific enough to meet the 

needs of the orthodontic setting. 

 

The disarray caused by the global transmission of COVID-19 has called into question current 

infection-control protocols of medical and dental practices. Identification of COVID-19 surface 

receptors shows COVID-19 virions have the potential to infect oral epithelial cells,1 placing oral 

health-care practitioners in the spotlight for minimizing the spread of disease.2 Although 

orthodontists perform many procedures that do not generate aerosols, proper attention must be 

paid to reducing sources of contamination in the orthodontic office.3 For many orthodontists, 

the majority of patients seen are children and teenagers, who are susceptible to COVID-19 

infection.4 Furthermore, orthodontic offices are designed to accommodate large volumes of 

patients at a single time, potentially increasing the risk of transmission if patient safety 

protocols are not adhered to. 

 

As new information surfaces every day, the recommendations and guidelines that practices 

follow will need to evolve as well. Considering the current, rapid change in our understanding of 

the characteristics and spread of COVID-19, coupled with the evolving regulatory aspects of 

reopening the economy, the recommendations presented here are intended to serve as a 

malleable framework of practical information for each individual orthodontic practice moving 

forward. 

Practice Modifications 

In the context of the COVID-19 pandemic, many orthodontists will find themselves asking what 

modifications to their practices must be made to meet new Occupational Safety and Health 

Administration requirements for infection control. These modifications are intended to 



maximize not only the safety of staff, but also the safety of patients and parents who enter the 

practice. A sample employee screening log has been provided by the AAO.5 Table 1 shows 

practice modifications that include physical office changes as well as additional training for staff 

procedures.6-11 

 

TABLE 1 

PRACTICE MODIFICATIONS6-11  

 

Front Office 
Modifications 

● Post visual alerts on hygiene and infection control. 
● Provide hand rub (60-95% alcohol), tissues, and no-touch 

receptacles for disposal. 
● Install physical barriers at common locations such as reception area 

and brushing station. 
● Modify waiting room: 

○ Arrange to meet minimum distance guidelines. 
○ Regularly disinfect furniture and reception desk surfaces at 

designated intervals. 
○ Remove common contact objects such as magazines, toys, 

and coffee machines. 

Clinical 
Environment 
Modifications 

● Utilize anti-retraction valves on handpieces. 
● Stagger chairs and physical barriers to respect minimum distance 

recommendations. 
● Organize clinic to minimize foot traffic contact between patients. 
● Install teledentistry monitoring stations to conduct teledentistry 

monitoring professionally. 
● Stock Environmental Protection Agency-registered List N 

disinfectants. 

Office Team 
Protocols 

● Fit doctors and staff with N95 or KN95 masks: 
○ Limit makeup for best fit. 
○ Conform facial hair to optimize mask fit. 
○ Conduct seal checks regularly. 

● Record, check, track, and save team screenings and temperatures 
each day. 

● Conduct training on preventing transmission of infectious agents: 
○ Changing of contaminated work clothes and shoes. 
○ Disinfection protocol. 
○ Donning, doffing, and disposal of personal protective 

equipment (PPE). 
○ Hand hygiene. 

● Script communications and send patients letters to inform them of 
office changes due to COVID-19. 

● Consider schedule modifications and accommodations: 
○ Extended hours or days. 
○ Teledentistry for non-essential appointments. 

 

 



Clinical Modifications 

Modifications to patient treatment are designed to minimize the risk of COVID-19 spread in the 

office (Table 2).9,12-19 Many of these recommendations are related to prudent screening of 

patients as a form of risk assessment, as well as to minimize chairside viral contamination from 

patients with subclinical infections. The AAO has provided sample COVID-19 questionnaires 

and has updated its informed-consent recommendations to include the transmission of 

infectious diseases.20,21 

 

TABLE 2 

CLINICAL MODIFICATIONS9,12-19  

 

Appointment 
Scheduling 

● Categorize patients based on urgency when scheduling. 
● Initial Screening: Conduct phone prescreening for COVID-19.  
● Permit only patient with appointment and one guardian in office. 
● Instruct patient to brush teeth before appointment and arrive 

wearing mask. 
● Utilize teledentistry appointments when possible. 

Day-of 
Screening 

● Instruct patient and parents to wait in vehicle until chair is prepared 
and they are messaged or called. 

● Secondary Screening: Measure and document temperatures of 
patient and guardian and complete COVID-19 questionnaires: 

○ Screening should be done outside clinic (if possible) by 
appropriate PPE-wearing staff. 

○ Non-contact infrared thermometers and disposable 
thermometers are options of choice. 

● Obtain additional informed consent for infectious diseases.20,21 
● Instruct parents to wait in vehicle for duration of appointment. 

Treatment Protocol 
Recommendations 

● Prepare brushing station where patient enters treatment area for: 
○ Hand washing for 20 seconds and subsequent drying. 
○ Toothbrushing for two minutes, if not done at home before 

arrival; consider oral rinse for at least 15 seconds after 
initial brushing, using 1.5% hydrogen peroxide or .2% 
povidone-iodine. 

● Provide appropriate PPE based on treatment type: for aerosol-
generating procedures (AGP), PPE should include N95/KN95 
masks, face shields, and disposable gowns per patient. 

● Minimize AGP such as cement removal, bonding material removal, 
enameloplasty, microetching, air-rotor stripping, interproximal 
reduction, and ultrasonic cleaning. 

● Use high-volume evacuation during AGP to reduce operative site 
contamination. 

● Blot dry teeth with cotton gauze before air drying. 
● Consider not using water during removal of cement and debonding 

procedures, if possible. 

 



 

Patient Categorization  

Many patients are anxious to be treated after not being seen during the initial COVID-19 

pandemic shutdown. The authors recommend a patient urgency classification for all active 

patients to provide a clear rationale for the order in which they should be scheduled (Table 3). 

Although true medical emergencies are rare in the orthodontic office, lack of patient monitoring 

and the possibility of broken appliances could extend treatment time.22 True orthodontic 

emergencies take precedence in these classifications; the orthodontist should decide whether 

emergencies should be resolved palliatively or comprehensively, since the complete resolution of 

orthodontic emergencies often requires the use of aerosol-generating procedures (AGP). 

 
 

TABLE 3 

PATIENT URGENCY CATEGORIZATION 

 

Patient Category Description Action 

I 

Patients in active and functional 

appliances (Class II correctors, 

expanders, active coil springs) 

Patients should be scheduled 

as the highest priority to ensure 

no further complications in 

treatment as a result of 

unmonitored effects of 

functional appliances. 

II Patients awaiting debonding 
Patients should be contacted to 

schedule debonding. 

III 
Patients in edgewise appliance 

treatment without category I appliances 

Patients should initially be 

contacted and engaged through 

teledentistry or remote 

monitoring methods. 

IV Patients in clear aligner therapy 

Patients should be contacted and 

engaged through teledentistry 

or remote monitoring methods; 

consider mailing aligners. 

V 
Patients in retention phase having no 

issues with retainers 

Patients should be contacted and 

engaged through teledentistry 

or remote monitoring methods 

to check retention appliances. 

 
 



Patient Communication 

Communication scripts are highly recommended to ensure clear communication of office 

protocol and the changes that have been made to reassure patients that they are valued and that 

their safety is of the highest priority. The ADA has provided a “Return to Work Interim 

Guidance Toolkit” that includes a sample letter to emphasize the office’s commitment to 

maintaining up-to-date modifications in infection control and changes to office scheduling, 

appointments, and policies.23 All patients should be required to bring their own face masks for 

the protection of themselves and others. A prescreening questionnaire for COVID-19 should be 

conducted at the time of the appointment scheduling.20,23,24 On the appointment day, the patient 

is to wait in the car until instructed to enter. The patient will again be asked to complete the 

COVID-19 questionnaire and will undergo a temperature check.23 Treatment should be 

postponed if the patient reports any signs or symptoms consistent with COVID-19.25 Before 

entering the treatment area, the patient will be instructed to brush (if not already done at 

home), utilize an oral rinse, and exercise the handwashing protocol. Additional people entering 

the clinic area should be restricted to those essential for the patient’s physical or emotional well-

being and care. 

 

Teledentistry is a useful strategy for minimizing face-to-face contact, avoiding unnecessary trips 

to the office, and assessing orthodontic progress.26,27 Video conference calls can be used to 

determine the urgency of an appointment, address non-urgent needs, and provide a platform for 

virtual consultations, clear aligner checks, and retention checks. Such appointments can also be 

completed virtually, outside of clinic hours. Resolving non-urgent needs through teledentistry is 

highly recommended because it promotes social distancing and reduces the risk of unnecessary 

exposure. 

Importance of Social Distancing 

In view of COVID-19’s high infection rate and lack of definitive treatment, social distancing and 

isolation have become best practices in preventing the spread of the virus.28 Nevertheless, social 

distancing is only as effective as the risk attitudes of the susceptible population. Risk-averse 

attitudes will limit the spread of infectious disease, but they can be offset by more lax 

attitudes.29,30 It is essential to continue social distancing in the workplace environment even 

after lockdown and stay-at-home orders are lifted. A systematic review found that effective 

social distancing in the workplace resulted in a median reduction of 23% in the peak influenza 

attack rate.30 

 

The AAO’s interim guidelines state that dental operatories should implement social distancing 

protocols by seating patients at least six feet apart.31 These recommendations pose challenges to 

orthodontic offices because they will not be able to operate at full capacity by utilizing all their 

chairs. To compensate for the increased patient demand and lost treatment time, offices may 

need to extend clinic hours and prepare additional staff for the initial few months after 

reopening.32 

 



Infection Control 

As our understanding of COVID-19 transmission has improved significantly in parallel with the 

progression of the pandemic, clinical protocols have evolved to maximize the chances that we 

can reenter practice safely and effectively. While orthodontists may not be performing as many 

AGP as their other dental colleagues are, it is still ultimately important to understand the 

rationale behind updated safety guidelines. 

 

Dental white coats are frequently contaminated in the chest, pocket, and sleeve regions by 

splatter from blood, aerosols, or saliva, posing the risk of cross-contamination between 

patients.33 Because of the possibility of contamination of clinic attire, the authors recommend 

that doctors and staff arrive at the clinic in street clothes, change into clinic attire for the 

workday, and change out of clinic attire before leaving the office. 

 

Although orthodontic practices perform relatively fewer AGP per patient, the complete 

elimination of aerosols is impossible.34 Regardless of handpiece speed or the presence or 

absence of water coolant, aerosols are still produced in the orthodontic setting and can be 

inhaled and deposited in the conducting airways and terminal bronchi of the lungs.35 Therefore, 

proper PPE is necessary depending on the health status of the patient and whether AGP will be 

performed. Well-fitted N95 masks and disposable gowns are recommended to prevent 

inhalation and contamination, respectively, during AGP. Many clinicians are concerned about 

the limited supply and variable costs of masks, both surgical and N95. The Centers for Disease 

Control and Prevention has published a protocol for disinfecting and reusing masks in crisis 

shortage situations, but does not condone the use of disinfected N95 masks for AGP.36 Face 

shields are recommended to prevent contamination of operator masks or autoinoculation from 

face touching.37,38  

 

Concerning preoperative oral rinses, many clinicians have inquired about the use of .12% 

chlorhexidine gluconate (CHX) rinse, which is readily available and demonstrates reduction of 

microbial activity.16 It should be noted, however, that CHX does not demonstrate virucidal 

activity, and the ADA does not recommend its use to reduce the likelihood of COVID-19 

transmission.15 Furthermore, although 1.5% hydrogen peroxide and .2% povidone-iodine rinses 

have shown virucidal activity in vitro,13 inactivation of virions in the oral cavity has no effect on 

virions in the respiratory tract. Therefore, while oral rinses are promising for the reduction of 

viral activity in the oral cavity, they by no means eliminate the risk of COVID-19 transmission.15 

 

Orthodontic offices produce significant sources of cross-contamination through the reuse of 

materials such as archwires and brackets.39 Orthodontic archwires should not be reused unless 

they have been sterilized. Other potential sources of patient-patient contamination are bands 

that have been tried in, photography mirrors and retractors, burs, and markers. Special care 

should be taken to ensure these items are properly sterilized before reuse. Disposable supplies 

are another alternative. 

 



Human Resource Management  

Even though a health-care worker knows there is an inherent risk involved with patient care, it 

is the orthodontist’s duty to minimize this risk. Employers may screen employees for symptoms 

consistent with COVID-19 and may request daily temperature checks before entering the 

workplace.40 Because the information obtained in such screening, including the employee’s 

temperature, is considered a medical record, the employer must maintain the confidentiality of 

this information.40 

 

To accommodate the backlog of appointments, many offices will opt to extend their hours. It is 

important to understand new Department of Labor regulations when doing so. Under the 

Federal Fair Labor Standards Act, any employee who works more than 40 hours a week must be 

paid time and one-half unless characterized as exempt.41 An employee is exempt only if earning 

more than $47,476 per year, or $913 per week, and if performing duties in one of several 

categories.41 For example, an employee may be considered exempt if he or she regularly aids in 

management functions or supervises two or more full-time employees.41 

 

Some employees may request sick leave or paid expanded family leave under the Families First 

Coronavirus Response Act passed on March 18.42 Active employees of covered employers are 

eligible for42: 

 

● Two weeks (up to 80 hours) of paid sick leave at the employee’s regular rate of pay 

when the employee is unable to work because of being quarantined and/or experiencing 

COVID-19 symptoms and seeking medical diagnosis. 

● Two weeks (up to 80 hours) of paid sick leave at two-thirds the employee’s regular 

rate of pay when the employee is unable to work because of the need to care for an 

individual subject to quarantine, or to care for a child under age 18 whose school or 

childcare provider is closed or unavailable for reasons related to COVID-19. 

● Up to an additional 10 weeks of paid expanded family and medical leave at two-

thirds the employee’s regular rate of pay when an employee who has been employed for 

at least 30 calendar days is unable to work because of the need to care for a child whose 

school or childcare provider is closed or unavailable for reasons related to COVID-19. 

 

Employers with less than 50 employees may be exempt from this ruling as long as they meet 

one of these three conditions42:  

 

● Sick leave would cause “the small employer’s expenses and financial obligations to 

exceed available business revenue and cause the small employer to cease operating at a 

minimal capacity.” 

● Sick leave would “pose a substantial risk to the financial health or operational capacity of 

the small employer because of their specialized skills, knowledge of the business, or 

responsibilities.” 

● The employer “cannot find enough other workers who are able, willing, and qualified, 

and who will be available at the time and place needed, to perform the labor or services 



the employee or employees requesting leave provide, and these labor or services are 

needed for the small employer to operate at a minimal capacity.”  

 

The Department of Labor requires employers to document and retain files for four years proving 

the employer falls under one of these criteria.42 If an employer is still not exempt, there are tax 

credits available to help offset this financial burden.43 

Bringing Employees Back 

Orthodontists should proceed with caution when bringing staff back upon reopening their 

practices, especially if not all employees will be asked to return to work initially. Proper 

documentation of objectives and rationale for bringing back certain employees—such as 

seniority, skills, or quality reviews—is necessary to avoid perceived discrimination.43 This is not 

a time to weed out unwanted employees; every decision must be methodical and documented.43 

 

Because of their passive income during unemployment, the fear of potential exposure, and the 

lack of childcare, employees may not readily agree to return to work.43 Some states have laws 

against collecting unemployment if a worker has potential job offerings and is willingly turning 

down employment.43 In cases where there are no such laws, practice owners are forced to either 

rehire and retrain new employees or incentivize their employees to return.  

 

Some employers have offered disaster relief pay, while others have offered a higher wage for a 

predetermined amount of time in return for working under these harsh conditions. Doctors who 

have extended their hours but have a reduced patient load may implement split schedules 

allowing staff to work fewer days. Finally, orthodontists should consider letting some employees 

work remotely by answering calls, ordering, or billing.43 Special consideration will need to be 

given to employees who are hesitant to return because of underlying mental illness or medical 

conditions that make them susceptible to COVID-19.43 It is important to listen to each 

employee’s concerns and make reasonable accommodations if possible.40 

 

A general desire not to work until after the pandemic without a preexisting medical condition 

can be treated as a resignation.43 Other employees may desire to work but will be unable to 

because of a loss of childcare.43 In these instances, it may be prudent to allow employees to take 

their allotted time off, work remotely, or work different hours.43 CEDR Solutions suggests 

holding positions for such employees until they can return, since discrimination laws protect the 

childcare status of potential new hires.43 

Financial Management 

According to Dr. Anthony Fauci, director of the National Institute of Allergy and Infectious 

Diseases, there will be an inevitable second wave of COVID-19 in the fall when the weather 

cools.44 Dr. Robert Redfield, director of the Centers for Disease Control and Prevention, stated 

that this second wave could be even more catastrophic than the first because of the combined 

impact of annual seasonal influenza.45 Amid such extreme uncertainty, orthodontic practices 

need to develop sustainable financial plans. 



 

Orthodontists’ primary revenue comes from initial payments (patient down payments, paid-in-

full accounts, and initial insurance payments) and contracts receivable (patient monthly 

payments and insurance continuation payments).46 Even considering the lack of patient starts 

during the pandemic, an orthodontist may not have immediately felt a drop in cash flow, since 

more than half of the practice’s monthly collections probably come from contracts receivable.46 

 

Moving forward, orthodontic offices should be prepared for a strain in cash flow caused by the 

lack of new starts as well as additional expenses in personal protective equipment and 

disposables, advertising, marketing, and consulting.47 Cain Watters & Associates anticipates that 

“assuming the practice returns to average start levels in the third month after the shutdown, the 

overall profit will still be 25% lower than pre-shutdown levels,” and advises doctors to “continue 

to be mindful of expenses and overall cash flow as the practice returns to a state of normalcy.”46 

The successful post-shutdown orthodontic office will differentiate itself from other practices 

through creativity, flexibility, and communication.48,49 

 

Cash-flow management goals: 
 

● Proactively increase new patient numbers. 

● Bring current patients back on schedule. 

● Maximize collection of accounts receivable. 

 

Hindrances to achieving these goals: 
 

● Reduced volume due to elevated safety and distancing measures. 

● Reduced volume due to patients’ safety concerns. 

● Reduced volume due to patients’ financial burdens during this time. 

 

Financial strategy suggestions: 
 

● Review the AAO’s financial management resources related to COVID-19 for detailed 

information on unemployment benefits, small business loans, the Paycheck Protection 

Program, Economic Injury Disaster Loans, and more.50 

● Draft a cash-flow plan; a template can be found in Cain Watters & Associates’ “90 Day 

Cash Flow Plan for Reopening Your Orthodontic Practice.”46 

● Set up an online payment system.48 

● Establish an office policy to collect at the time of the treatment and stop billing later.51 

● Make full efforts to collect patient and other accounts receivable51: 

○ Missing charges (failure to post charges results in unnoticed delinquent 

receivables). 

○ Unfiled or delinquent insurance claims. 

○ Delinquent patient payments, including declined charges or failed transactions 

from credit card auto-payments; if necessary, consider reducing monthly 

payment amounts and/or extending payment periods rather than asking for lump 

sums to catch up.  



● Provide flexible payment options for new patients, such as extended paid-in-full 

discounts.51 

● Make use of the downtime to strengthen the cash-flow monitoring system by cleaning up 

and organizing the ledgers51: 

○ Identify missing charges or contracts that need to be posted. 

○ Reconcile auto-payments with the ledgers. 
○ Redefine adjustment types. 

○ Write off any small balances. 

● Train and work with staff to produce more accurate practice financial reports. 

 

Marketing strategy suggestions48,49: 
 

● Draft a marketing plan. 

● Review the “AAO Guide: Start Strong When Re-Opening.”52 

● Tell people your office is open to see patients by sending out text messages and e-mails 

and posting on the practice website, social media, and review sites. 

● Inform your main referrers that you are open for business. 

● Design an upbeat “Welcome Back” atmosphere in the reception area. 

● Plan for strong summer promotions and reward systems. 

● Increase marketing efforts related to safe practices and patient safety measures. 

● Make use of the downtime to strengthen your online presence: 

○ Social media. 

○ Search engine optimization. 

○ Refreshing and updating the website. 

○ Paid advertising (such as pay-per-click). 

● Implement two-way texting. 

● Offer virtual consultations, which can facilitate starts and make up for reduced patient 

volume. 

● If using paper charts, convert the practice to digital to reduce risks of cross-

contamination. 

Discussion 

Documentation will continue to be vital to the success of a practice at this time. Not only will 

offices need to carry out special procedures relevant to the COVID-19 pandemic, but they must 

also meticulously document their actions for safety, continuity of care, and legal protection. 

 

Clinicians should keep in mind that the information provided here is general guidance and by no 

means replaces expert advice from lawyers, accountants, practice consultants, or marketing 

specialists. It should be noted that certain recommendations may not be valid in the future, as 

regulations and guidelines are subject to change based on changes in the pandemic trend, 

market environment, and decisions of federal and local authorities. This content should be 

understood within the context of each office’s unique practice environment and philosophy. 
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