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Introduction: 
The first case of a COVID-19 was reported in 
Wuhan, Hubei Province, China on 31st December 
2019.1 The patient admitted to the hospital with 
pneumonia of unknown origin, and later tested 
positive for the β-coronavirus.The novel β-coronavirus 
was isolated and declared as the  causative pathogen 

on 7th January, 20202. The virus was named officially 
as “Severe Acute Respiratory Syndrome Coronavirus 
2” (SARSCoV-2) (Coronaviridae, 2020). The World 
Health Organization (WHO) declared the 2019–20 
coronavirus outbreak as a Public Health Emergency 
of International Concern (PHEIC) on 30th January 
20203, and later as a pandemic on 11th March 20204. 
As of July 29tha total of 169, 36,074 detected cases 
and 664402 deaths have been reported worldwide. In 
Bangladesh the total number of affected person is 
321615 with total death is 4412 (as of 3rd September 
2020) (webometre).
There is no specific treatment or vaccine yet for 
COVID- 19. Health care providers, especially the 
oral health professionals, are at high risk of 
developing COVID-19 infection due to their practice 
of close proximity to the patients. The attendants can 
also be a source of carrying the virus without having 
any symptoms. In Bangladesh, as of August 10, 7442 
health workers including 2542 physicians, 1860 
nurses and 3040 other health workers have been 
infected with the corona virus, reported by 
Bangladesh Medical Association (BMA) in a 
statement. They also confirmed death of 77 
physicians within this Covid situation as of 10th 
August. While the transmission of COVID-19 via 
human exhaled droplets and direct contact is clear, 
the potential for aerosol transmission is a significant 
risk particularly for dental practices5.
COVID-19 spreads very rapidly. Though still not 
clearly concluded, at present, the respiratory droplet 
transmission mode and the contact transmission 

mode have been confirmed2,6. Whether the virus 
spreads through the fecal-oral route, aerosol or other 
methods is uncertain, and this poses greater 
challenges to prevent any transmission. COVID-19’s 
potential infectiousness during the incubation period 
further complicates its prevention and control. 
According to the latest reports, the longest incubation 
period so far is 24 days7, though usually considered 
up to 14 days.Dental practices with its specialties are 
at higher risk of disease transmission among oral 
health care providers and patients due to close 
contact with saliva, blood, andwater droplets8,9.
The purpose of this recommendation paper is to 
increase awareness among the dental health care 
providers about the Covid situation and support them 
by way of protecting themselves from being affected 
by Covid 19 during their clinical practice. Here we 
will also highlight what the specialty is facing and 
how it is handling the situation, in the hope that this 
information will be useful as a reference in the future, 
not only for this specialty, but also for others, should 
COVID- 19 or a similar global threat arise again.
General practice recommendation:
Patients attending routine dental practice can be seen 
with a basic protection protocol. Routine, elective 
dental procedures can be cancelled in the pandemic 
situation and can be rescheduled for a later time when 
the situation will be under control. Services can be 
limited to patients requiring urgent consultation with 
or without any clinical procedure and follow-up. 
Non-emergency visits can be replaced by audio 
videoconference which can easily be done as most of 
the people of Bangladesh are connected with mobile 
phones and with internet anyway. Before coming to 
the dental office, the patients can be screened for 
Covid 19.
Working hours and clinic staffs should be limited 
according to patient turnover and senior practitioners 
especially with comorbidities like Diabetes Mellitus, 
Hypertension, Ischemic Heart Disease, Bronchial 
Asthma, COPD, Chronic Kidney Disease, and 
Chronic Liver Disease, having immune suppressive 
drugs or anticancer drugs should be prevented from 
patient contact and service should depend on young 
professionals. Proper education, guidance with 
training and monitoring of protective measures 
through wearing standard masks, goggles, face 
shields, gloves and personal health and hand hygiene 
with waste disposal by all health care providers must 
be ensured in service areas.
In practice with universal prevention strategy, all 
patients should be assumed to be infected and treated 
accordingly. In previously infected cases, it is 

necessary to be ensured of 2negative COVID-19 tests 
separated by at least 24 hours due to the possibility of 
false negative results. 
Adequate standards of hygiene and protection should 
be adopted for all patients to avoid potential 
transmission risks. Using mouthwash with 0.5% 
hydrogen peroxide, 1% povidone iodine with 
virus-inhibiting effect before oral procedure10,11, 
using rubber dam for effective isolation with strong 
suction to reduce pollutant spread can significantly 
reduce transmission of the virus in practice 
environment. Dental patients usually have a strong 
urge to spit after a procedure. COVID-19 has been 
isolated in infected saliva12; patient spitting could 
enhance the spread of the COVID-19 within the 
dental office.
Oral diseases have a significant interplay with 
systemic diseases especially among the elderly13. 
When managing the elderly, who may be in 
self-isolation during the COVID outbreak a 
telephone consultation with the patient's general 
practitioner or specialist would be desirable before 
prescribing over the phone.
Recommendations for dental health care providers 
in work places:
The members of the team should follow regular 
meetings about the status of Covid in the country and 
should be trained to participate in the process of 
protective measures to prevent cross contamination. 
Staff members can be directed to follow the Triaging 
to enter the department.
Their body temperature needs to be recorded at the 
entrance using a contactless thermometer. Restriction 
of entry can be recommended with staff having 
history of contact with a Covid positive person in the 
family and surroundings or having any of the 
symptoms like sore throat, cough, running nose, 
fever and breathlessness.
The health care providers should not use or carry 
unnecessary personal belongings e.g. Jewelery, 
watch or other accessories and also refrain from 
carrying, using and sharing mobile phones, pens, 
computers and common telephones, desks, or work 
tools, equipment, books, foods, goods that can 
interfere with infection control. Direct face to face 
verbal communication between colleagues and 
unnecessary crowding of excess staffs in the 
operating room can be restricted for them. After 
having foot bath (0.1% Sodium hypochlorite 
solution) at the entrance, keeping distance of one 
meter between staffs at working times with regular 
interval hand wash with soap water and alcohol based 

hand rub (minimum 70%Alcohol) are highly 
recommended. Besides, personal hygiene maintenance 
with wearing appropriate type and technique of 
mask, caps, goggles and face shields all the time with 
following respiratory etiquette and discard the used 
materials in the allocated closed bin need to be 
monitored by the team leader of the working 
environment. 
Maintain regular housekeeping practices, including 
routine wiping/cleaning and disinfecting of surfaces, 
equipment, and other items in the work environment. 
The door knobs/handles, switches on lift doors shall 
be cleaned and disinfected every three hours. It 
should be a regular practice to disinfect metal 
surfaces including door locks, handles with minimum 
of 70% alcohol solution and non-metal surfaces with 
0.1% sodium hypochlorite solution in a three hours 
interval. Office equipment, furniture and floor can be 
cleaned twice daily. Change of personal clothing and 
full shower should be followed before entering and 
after returning home.
Recommendation for the treatment delivery area:
(I) It is recommended to treat all patients in a single 
room by controlling the admission of number of 
patients reporting to the reception. 
(II) Consultation, procedure and waiting areas should 
be rigidly isolated. Facility of good ventilation and 
also mechanical ventilation should be adopted if 
necessary. Before starting consultation or procedure, 
the room should be disinfected by ultraviolet irradiation 
and or preferablywith a disinfectant containing 2,000 
mg/L of effective chlorine spray.
(III) Disinfect the object surfaces and the floor with 
disinfectant 2,000 mg/L of effective chlorine twice 
daily, and disinfect as soon as possible after 
contamination. Pay special attention to high-frequency 
contact surfaces e.g.instrument panels, handles, 
buttons etc. 
(IV) After treating each patient, chair should be 
wiped with 75% ethanol or 2,000 mg/L disinfectant 
containing effective chlorine.
Specialized practice recommendation:
Conservative dentistry and endodontic practice 
recommendation:
1. Telemedicine and triage system for all patients: 

The individuals needing endodontic care should 
be reached via phone for the COVID-19 
assessment. In case, if the individual reports the 
signs and symptoms reported by the CDC 
guidelines, the patient should be referred to the 
Primary care physician for further evaluation. 

Following the evaluation, 1) If the tests are 
positive, avoid any elective endodontic 
treatment. Consider Scheduling this individual 
after two weeks only if the strict quarantine 
protocols were followed and the sign and 
symptoms have been diminished. Monitor them 
closely via phone. 2) If the tests are negative, 
consider an endodontic visit. 

2. Defining Elective, Urgent, and Emergent care: 
Based on telemedicine, decide what is elective, 
urgent, and emergent care. 

a. Elective care- If the individual has no 
dental-related signs and symptoms

b. Urgent care- If the individual has acute pain 
but can be diminished with analgesics and 
antibiotics

c. Emergent care- If the individual has acute 
pain with swelling with no response to the 
pharmacological intervention.

3. PPE awareness for auxiliary and patients: All the 
dental auxiliaries should be aware of the use of 
PPE to be safe and keep the dental office 
environment safe. 

4. Operative sterilization and maintenance- Standard 
sterilization protocols and airborne precautions 
together, with the proper use of PPE and hand 
hygiene practices, should be incorporated in the 
endo-practice. The operating area should be in 
negative-pressure treatment rooms/ airborne 
infection isolation rooms to avoid contamination. 
Consider maintaining the operating area dry by 
using the disinfectants approved by CDC.

5. Preoperative mouth rinse- All the individuals 
undergoing endodontic treatment should 
consider rinsing the mouth with either hydrogen 
peroxide (0.5%-1%) or povidone-iodine (0.2%).

6. Instrument management- Consider using as 
many as possible disposable instruments for 
everyone. Consider extra oral radiographs to 
avoid gagging and coughing. In an urgent and 
complex case, if an intra-oral radiograph is 
required, consider having double barriers on the 
sensors. As a standard practice, use a rubber dam 
for individuals to avoid any splatters. Avoid 
using high-speed hand pieces to avoid splatter.

7. Follow up through telemedicine- Once the 
treatment is rendered, consider a close follow up 
through telemedicine and follow the same 
protocol if the individual requires another visit. 

Oral medicine and Periodontology practice 
recommendation
As the negative impact of COVID-19 infection on 
oral healthseems to be multidirectional, patients 
should be encouraged tomaintain safely their access 
to health systems, particularly in case of urgency/ 
emergency dental problems, and a clear concept for 
prioritizing procedures in oral medicine (OM) and 
Periodontology (PD) with a careful triaging 
becomespivotal. It is important to note that 
postponed and delayed OM and PD care, deferring 
non-urgent cases (hypo salivation, oral lichen planus, 
oral candidiasis, and recurrent aphthous stomatitis - 
RAS) may   lead serious consequences for oral and 
systemic health, and could have a significant impact 
on the patients’ well-being and quality of life14,15. 
Deferred diagnosis of a malignant condition, such as 
oral cancer when suspected or even dysplasia in oral 
leucoplakia cases vastly implies the clinical outcome, 
influencing treatment and prognosis, subsequently16. 
Furthermore, chronic autoimmune disorders with 
oral manifestations, such as mucous membrane 
pemphigoid or pemphigus vulgaris, can be exacerbated 
as a result of delayed OM follow-ups, dental care and 
self-management or even interruption of long-term 
therapy17,18. In addition, the psychological stress-related 
issues during this COVID-19 situation cannot be 
ignored as this would potentially trigger the 
manifestation of periodontal diseases. Therefore, 
consistent and timely management of these OM and 
PD cases are crucial. 
As proposed by The Royal College of Surgeons of 
England (RCSE), in this challenging COVID-19 
scenario, it is recommended that virtual assistance to 
the patients and to the health care professional,  
particularly to the dentists, could help to prioritize the 
higher risk cases, avoiding face-to-face contact 
(RCSE 2020). In this way, only patients with highly 
suspicious malignant lesions would be referred to the 
oral medicine team in order to undergo clinical 
examination and appropriate procedures, such as an 
incisional biopsy. The oral medicine specialists 
should nowadays develop advanced skills online OM 
tele (video) consultations (TC) and remote triaging 
by setting up a self-care advice and reassurance. 
Telemedicine/tele dentistry (TM/TD) has been 
underrepresented and underestimated in normal 
circumstances, so far19. Along these lines, the RCSE 
also suggested that prescribing service/consultant 
should manage by telephone consultation the 
patient’s chronic therapies based on systemic 
corticosteroids or immunosuppressive (dosage adjustment, 
untoward events). New TM technology (Zoom, 
Teams, Skype videoconferencing software) may 
effectively support OM and PD specialists20, since 

the patient can submit photo or video of recorded oral 
mucosal problems, to be entered in the electronic 
health record, along with clinical notes gathered 
during TC. Because the main diagnostic value in OM 
and PD are related to visual assessment, these images 
and videos sent by patient can constitute a crucial 
element of provisional diagnosis, to give subsequent 
advice or urgent referral21. Even without of tactile 
assessment, TM can allow continuity of care, initial 
triaging, and prioritizing patients’ needs. The RCSE 
recently recommended the involvement of two 
experienced OM clinicians in decision-making 
process, as an interim measure and result of ceases 
routine treatment planning (RCSE, 2020). This 
clinical protocol may prevent the occurrence of 
diagnostic errors and safeguard double verification of 
optimal standard of care during COVID-19 crisis.
However, in emergency cases, if the patients could 
not be diagnosed virtually and required physical oral 
examination, it should be done with utmost care 
considering the safety of both patient and dental 
professional. Preoperative antimicrobial mouth rinse 
could reduce the number of microbes in the oral 
cavity22,23. Procedures that are likely toinduce 
coughing should be avoided (if possible) or 
performed cautiously24. Aerosol-generating procedures, 
such as the use of a 3-way syringe, should be 
minimized as much as possible. Intraoral x-ray 
examination is the most common radiographic 
technique in dental imaging; however, it can 
stimulate saliva secretion and coughing25. Therefore, 
extra oral dental radiographies, such as panoramic 
radiography and cone beam CT, are appropriate 
alternatives during the outbreak of COVID-19.
It is important to keep in mind that once the oral 
diagnosis is done and the tissue specimen collected 
and sent to the oral pathology laboratory, there will 
be a risk of diagnostic delay because it is expected 
that many are working partially. Therefore, diagnosis, 
treatment and surgical interventions should be well 
planned.
Prosthodontic practice recommendation:
Since dentists have to liaise with dental technicians 
for the preparation of dental prosthesis, it is important 
to ensure the maintenance of aseptic condition in 
dental laboratories. In this regard, effective communication 
and coordination between the dental clinic and 
commercial dental laboratory is indispensable. While 
taking impression for partial denture or complete 
denture, it is recommended to use disposable plastic 
or one time use impression tray with caution. 
However, if this is not possible thenautoclavableand 
reusable impression tray should be used. After every 
use the impression trays should be autoclaved at 121 
deg C and 100 kPa pressure for 20 minutes prior next 

use. The paper prescriptions should be kept separate 
from wet impressions. The Impressions, prostheses 
and appliances must be cleaned first and then 
disinfected before transporting to the dental lab. 
Reciprocally, the completed devices, prosthesis and 
appliances when delivered to the patient from the 
dental lab, must be disinfected and free from 
contamination.It is very important to keep in mind 
that these transportations of dental prosthesis to and 
from the dental lab and the dental clinic are a 
potential source for disease transmission. Therefore, 
we have to remain very cautious about this. 

Orthodontic practice recommendation:
Orthodontists, like other dental specialists may be at 
risk of acquiring COVID-19 through multiple 
transmission routes, e.g., droplets from sneezing and 
coughing or from orthodontic procedure, aerosols 
created orthodontic procedures, indirect contact 
where viral droplets fall on surface that the orthodontist 
later contacts, treating patients who may have 
experienced indirect contact transmission from 
replacing appliances, aligners and rubber bands, and 
being in contact with multiple such persons, 
including those who accompany the treatment 
receiver.26 

COVID-19 pandemic demands the concept that all 
elective and routine orthodontic treatment should be 
suspended and only emergency treatment can be 
provided which includes impingement of orthodontic 
appliance into the gingiva or oral mucosa causing 
severe pain and or infection, circumstances related to 
dental trauma, or conditions where a lack of 
management would be harmful.  (American 
Association of Orthodontist. COVID-19 Resources 
for Orthodontists 2020)

Orthodontists should try first to manage the 
emergency over the phone, preferably with written 
instructions. If possible, patient can be guided on 
how to manage minor emergencies at home 
providing them links to such information with 
audiovisual aids.26 . The links may be available on 
orthodontic association websites (e.g., https://www1. 
aaoinfo.org/). Sometimes, over-the-counter medications 
may be prescribed. In case where such tele medicine 
and instructions cannot solve the emergency, 
procedures can be performed in clinic maintaining 
basic recommendations provided for dental practice. 

Oral and maxillofacial surgery practice 
recommendation:

Oral and maxillofacial surgery during the COVID-19 
pandemic can be categorized into 

Emergency cases demand operation even in 
pandemic situation with taking all measures:
Severe bleeding due to maxillofacial injury or 
vascular lesion 
Deep neck soft tissue infection withcompromised 
airway or potential to respiratory obstruction
Urgent cases need to be operated even in 
pandemic situation:
Expected airway obstruction due to neck infections – 
Tracheostomy
Oral malignancy – wide excision, neck dissection 
and reconstruction 
Orbital decompression where evidence of reduced 
visual acuity
Severe maxillofacial injury with lacerated soft tissue 
and facial bone fracture
Intermediate priority cases (elective surgery) can 
be deferred in pandemic situation:
Fracture facial bones where close reduction and 
fixation is adequate for treatment
Benign tumors of jaws and soft tissues
Larger cystic lesions
TMJ pathologies with pain
Low priority cases (elective surgery) can be 
deferred in pandemic situation:
TMJ pathologies without pain
Surgery for congenital cleft lip and palate
Secondary reconstructive procedures (free/pedicle 
flaps)
Procedures such as removal of teeth and related 
complications such as bleeding from extraction 
sockets, treatment of localized abscesses, repair of 
oro-antral fistulae, treatmentof pulpitis, etc. should 
be handled by general dentistry
Basic principles of oral and maxillofacial patient 
management:
1. Patients for surgery should be selected according 

to the nature of cases e.g. Emergency, urgent, 
intermediate and low priority (as mentioned 
above). Maxillofacial surgery represents an 
example of a specialty that has had to adapt to 
this outbreak, because of the subspecialties of 
oncology and traumatology

2. The basic principle is to consider all patients as 
Covid positive and precautions should be taken 
accordingly.  

3. RT PCR Covid screening should be done in all 
cases except in emergency.

4. Minimum staffs in the theatre, absence of 
surgical team during intubation, maintaining 
basic principles of Covid precautions by the 
anesthetist, quick surgical procedures by experts 
are recommended without compromising the 
quality of treatment delivery.

5. Meticulous surgery with avoidance of excessive 
bleeding and dirty environment, restricted use of 
electro cautery, following extra-oral approach in 
oral surgery are recommended.

6. Preventing aerosol generation should be 
prioritized by avoiding and preventing excessive 
cooling in drilling, using ultra sonic device, 
handpiece and saws (use of osteotome, chisel 
and mallet are encouraged)

7. Operation theatre protocols: A time interval of 15 
min must pass after the patient has left the 
operating room before cleaning and disinfection 
can start. Also, waste management must follow 
well-defined rules27. 

8. Appropriate PPE should be worn during surgical 
procedures including wearing of N95/ 
FFP2/FFP3 respirator, full face shield or 
Powered Air-Purifying Respirator (PAPR). We 
realize that PAPRs may not be widely available, 
and other systems can be used such as the 
Stryker Flute system with a FFP3 respirator, or 
even N95 mask combined with goggles and 
hood would do the job as N95 and FFR (filtering 
face piece respirator) both have been accurately 
tested to filter at least 95% of 0.075 micrometer 
solid particle28 (WHO 2020b). 

9. In the in-patient department, patient’s attendant 
should be restricted and limited number of 
specialists and residents should be involved in 
patient care with follow up. Covid positive cases 
should be isolated and treated accordingly. 

10. In outpatient department, all patients should be 
considered as Covid positive and protection 
should be taken. Admission should be restricted 
according to recommendation as stated.

Special attention to Maxillofacial Injuries:

1. Procedures should be performed by experienced 
surgeon with minimal number of assistants and 
OT staffs.

2. In general, closed reduction with MMF is 
recommended without compromising aesthesis 
and function to a greater extent.

3. Self-drilling is recommended over power 
drilling in monocortical screws or MMF screws. 
In case of drilling, water cooling and irrigation 
should be minimized or avoided.

4. Scalpel should get priority over monopolar 
cautery in mucosal or skin incisions

5. Bipolar cautery can be used for hemostasis on 
lowest power setting

6. Extra oral approach is better than intra oral 
approach by principle

Special attention to oral cancer cases:

Without treatment, some cancers could obstruct, 
others could metastasize cause earlydeath; how to 
manage patients with cancer while this pandemic 
goes on is tricky which could be based on “The 
risk–benefit calculation”.  

1. Individual patient decisions have to be made by 
multidisciplinary team members. The 
approaches through surgery, radiotherapy, 
chemotherapy in isolation or in combination 
should be based on expected outcome 
considering the disadvantages of surgery 
particularly in Covid situation. 

2. If non-surgical therapy is equivalent to surgery 
and radiation, non-surgical therapy is 
recommended

3. Surgery is preferable especially for the cases 
with rapid progression, good prognostic early 
cancer, cases in which a worse outcome is 
expected if surgery is delayed, cancers with 
bleeding and impending airway and salvage 
surgery for recurrent or persistent disease with 
expected better outcome.

4. Primary closure or minimum reconstructive 
approaches are preferable over complicated 
procedures and free flaps to reduce the operative 
time.

5. Telemedicine services for reducing clinic visits, 
and switching to subcutaneous or oral 
Chemotherapies, rather than intravenous ones 
are recommended when possible. 

Conclusion: 
For protecting dental health care providers, other 
staffs and patients, triaging patients over the 

telephone or video systems, room ventilation, 
appropriate PPE, sanitization of protective apparel is 
recommended. Dentists and related specialists should 
keep up to date with and have regard to the latest 
advice from Government and the health service 
authority. The position may change daily and 
therefore it is important to check that advice 
periodically.

Recommended Future Initiatives:
At present, few patients are being attended and 
treated. When the Covid situation is over or 
pandemic is shifted to endemic, a large number of 
patients will rush to the hospitals and clinics. So the 
authorities and health care providers should be 
prepared to face the patient load and service needs in 
near future. Duration of patient service hours with 
remuneration of health care providers can be 
considered in upcoming non Covid situation. 
Adequate manpower, logistics, increase, re 
distribution and utilization of proper resources 
should be considered in further planning with 
definitely paying attention to prevent corruption in 
these processes. For all these, the individual and 
institutional authorities can allocate more budgets for 
need based facilities.
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CASE REPORTS

Parahaemophilia: A Rare Case Report
MN BHUIYANa, S GITIb, AA KHANc, MM RAHMANd, MA KARIMe

Abstract :
Parahaemophilia or Owren’s diseaseis a rare 
haemorrhagic disorder occurs due to congenital 
and frequently familial deficiency of Factor V.It is 
characterized by epistaxis, bruising, mucosal 
bleeding, soft tissue bleeding and haemarthrosis. 
We report a case of 6 year old female patient with 
overlapping features with other haemorrhagic 
disorder. With the complaints of recurrent episodic 
per rectal bleeding, patient was evaluated at 
different hospitals in Chattagram and was 
diagnosed as a case of Haemophilia B and treated 
accordingly. As her condition was not improved 
expectedly, she was referred to Armed Forces 

Institute of Pathology (AFIP) for further 
evaluation. The lab tests showed prolongation of 
prothrombin time (PT) and activated partial 
thromboplastin time (APTT), with normal bleeding 
time (BT) and thrombin time (TT). Coagulation 
factors assay revealed a significant decrease of 
factor V, 1% of normal range. Other coagulation 
factors are normal. She was treated with FFP and 
recovered four weeks after treatment.

Key word: Autosomal Recessive Disorder, FFP- 
Fresh Frozen Plasma, Parahaemophilia, RICD- 
Rare InheritedCoagulation Disorder.
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Introduction: 
Parahaemophilia isa rareinherited coagulation 
disorder (RICD) which affects both sexes. Factor V 
deficiency was first described in a Norwegian patient 
in 1943 and reported by Dr. Paul Owren in 1947.1, 

2The hereditary factor V deficiency is very rare, and 
probably fewer than 500 patient’s affected worldwide 
have been reported since its discovery in 
1943.Prevalence of homozygous forms is estimated 
at 1/1,000,000.3,4 Bleeding diathesis and the 
concentration of plasma factor V in patients with 

factor V deficiency was not as well related as plasma 
factor level. Miletich at el. Have proposed that 
platelet factor V level as much better correlated with 
bleeding symptoms.5Congenital Factor V deficiency 
is caused by mutations in the F5 gene (1q23) 
controlling the production of plasma Factor 
V.Transmission is autosomal recessive.6, 7

Congenital Factor V deficiency can manifest at any 
age, with the most severe forms manifesting early in 
life. Common clinical signs include epistaxis, 
bruising, mucosal bleeding, soft tissue bleeding and 
haemarthrosis. Excessive and prolonged bleeding 
during or following surgery, delivery or trauma are 
frequent. Women may present with menorrhagia. In 
severe forms of the disease, there can be a risk of 
intracranial, pulmonary or gastrointestinal bleedings. 
The severity of the bleeding manifestations correlates 
with the Factor V levels.8

We are reporting a case of 6 year old female patient 
with features overlapping with other haemorrhagic 
disorders. This paper aimed at bringing awareness to 
health professionals of this rare congenital disorder in 
Bangladeshi population.

Case report:
A 6 year old young girl of consanguineous parents 
presented on 21 January 2020 with recurrent episodes 

of bleeding per rectum for 1 month which was 
painless and occasionally mixed with stool. The 
patient developed gradual worsening of generalized 
weakness and easy fatigability for same duration. 
There are ecchymosis on different parts of the body 
present since birth, intermittent in nature, aggravates 
after minor injury and resolves spontaneously. 
Patient had history of occasional nasal bleeding since 
birth which aggravates after minor injury andnose 
pricking. She has a positive family history of 
bleeding disorder.She is the fourth issue of 
consanguineous parents. Her eldest sister died at the 
age of 17 years due to excessive bleeding, the cause 
of which was undiagnosed. Her uncles and cousins of 
both side have no such type of illness. Initially she 
was evaluated at different hospitals in Chattagram 
and ultimately was diagnosed a case of Haemophilia 
B as her lab findings of factor IX assay revealed 
deficiency. Then she was treated accordingly. As her 
condition did not improve, she was suspected as a 
case of von Willebrand Disease at Dhaka Medical 
College Hospital (DMCH). After that patient was 
referred to AFIP for further detailed evaluation. 
There was no history of joint swelling, gum bleeding, 
bony tenderness or fever. Her bladder habit was 
normal. On general examination, she was found 
anaemic with multiple ecchymosis on both lower 
limb. Systemic examination revealed no abnormality.

Fig-1: Photograph of the ecchymosis on patient’s 
lower limbs.

Laboratory  findings of complete blood count (CBC) 
and peripheral blood film (PBF) revealed microcytic 
hypochromic anaemia, possibly iron deficiency 
anaemia.

Fig-2:Peripheral Blood Film (40X)
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On the basis of history, clinical examinations and 
laboratory investigations- a diagnosis of Parahaemophilia 
was made. Patient was treated with FFP and 
haematinics. Two weeks later, follow up physical 
examination and investigations showed disappearance 
of ecchymosis, stoppage of per rectal bleeding and 
epistaxis with factor v level increasing up to 20% of 
normal range. She completely recovered after 04 
weeks having factor V level 30% and has been 
followed up at the out patient department. Family 
screening of other family membersrevealed no 
coagulation abnormality. Due to non-availability, 
mutation study was not performed.
Discussion:
In 1943, Owren described a female patient who had a 
bleeding diathesis attributable to the lack of single 
blood clotting factor, namely factor V or labile factor. 
Owren designated the disease “parahemophilia,” to 
emphasize the clinical similarity to hemophilia. At 
that time, only four coagulation factors were 
considered: fibrinogen, calcium, prothrombin, 
thrombokinase. After owren reported parahemophilia, 

it was soon found that labile factor and factor V were 
one and same factor.1,3

The coagulation factors that function as enzymatically 
active serine protease activators, factor VIII and 
factor V, are cofactors in the coagulation cascade. 
Activated factor V is a cofactor in the conversion of 
prothrombin to thrombin by factor Xa in an action 
that are phospholipid and calcium dependent. The 
activator complex formed by factor Xa, activated 
factor V, phospholipid and calcium was called the 
prothrombinase complex.  Activation of factor V by 
thrombin is achieved through a series of proteolytic 
cleavages. Activated factor V was inactivated by 
activated protein C in a surface dependent reaction 
that requires calcium ion and protein S.9

Our patient presented with history and features which 
overlapped with the features of Haemophilia B and 
Von Willebrand Disease. These overlapping features 
posed a diagnostic dilemma. Parahaemophilia is a 
milder disorder than other congenital haemorrhagic 
disorder. Even though patient may develop 

complications, likeanaemia. If not timely diagnosed; 
it would have been fatal.

Factor V is labile coagulation factor which appears to 
be necessary both for the production of fully potent 
intrinsic thromboplastin and for the rapid conversion 
of prothrombin to thrombin in the presence of tissue 
thromboplastin. Thus, the patients with Factor V 
deficiency manifest impaired thromboplastin 
generation and prolongation of prothrombin time.10

Diagnosis is based on prolonged prothrombin (PT) 
and activated partial thromboplastin times (APTT) 
and on low plasma Factor V levels.Bleeding time 
(BT) can be prolonged in severe cases.11

Differential diagnoses include vWD, Haemophilia 
(homozygous type), inhibitors to coagulation factor, 
and very rarely combined deficiency of factor V and 
factor VIII.

The level of factor V activity in thepatients’ plasma is 
usually < 5% of that in normal plasma. Most bleeding 
episodes in patients with factor V deficiency can be 
treated with sufficient fresh frozen plasma to raise the 
plasma factor V level to 30%.12

Fresh frozen plasma (FFP) is the only treatment as 
Factor V concentrates are not available. In acute 
cases of severe bleeding, the addition of platelet 
concentrates may be helpful.Prognosis is good with 
early diagnosis and adequate treatment.8, 13

Conclusion:

This is the first reported case on Parahaemophilia in 
Bangladesh. Parahaemophilia is a very rare inherited 
coagulation disorder. If not investigated thoroughly, 
patients can be misdiagnosed. Screening test and 
associated coagulation factor assay should be done 
for proper diagnosis. Although factor V deficiency is 
a milder disorder than Haemophilia A/B, patients 
with factor V deficiency may sometimes require 
replacement therapy. With proper treatment; 
prognosis is good. If untreated, it can be fatal. 
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Introduction: 
The first case of a COVID-19 was reported in 
Wuhan, Hubei Province, China on 31st December 
2019.1 The patient admitted to the hospital with 
pneumonia of unknown origin, and later tested 
positive for the β-coronavirus.The novel β-coronavirus 
was isolated and declared as the  causative pathogen 

on 7th January, 20202. The virus was named officially 
as “Severe Acute Respiratory Syndrome Coronavirus 
2” (SARSCoV-2) (Coronaviridae, 2020). The World 
Health Organization (WHO) declared the 2019–20 
coronavirus outbreak as a Public Health Emergency 
of International Concern (PHEIC) on 30th January 
20203, and later as a pandemic on 11th March 20204. 
As of July 29tha total of 169, 36,074 detected cases 
and 664402 deaths have been reported worldwide. In 
Bangladesh the total number of affected person is 
321615 with total death is 4412 (as of 3rd September 
2020) (webometre).
There is no specific treatment or vaccine yet for 
COVID- 19. Health care providers, especially the 
oral health professionals, are at high risk of 
developing COVID-19 infection due to their practice 
of close proximity to the patients. The attendants can 
also be a source of carrying the virus without having 
any symptoms. In Bangladesh, as of August 10, 7442 
health workers including 2542 physicians, 1860 
nurses and 3040 other health workers have been 
infected with the corona virus, reported by 
Bangladesh Medical Association (BMA) in a 
statement. They also confirmed death of 77 
physicians within this Covid situation as of 10th 
August. While the transmission of COVID-19 via 
human exhaled droplets and direct contact is clear, 
the potential for aerosol transmission is a significant 
risk particularly for dental practices5.
COVID-19 spreads very rapidly. Though still not 
clearly concluded, at present, the respiratory droplet 
transmission mode and the contact transmission 

mode have been confirmed2,6. Whether the virus 
spreads through the fecal-oral route, aerosol or other 
methods is uncertain, and this poses greater 
challenges to prevent any transmission. COVID-19’s 
potential infectiousness during the incubation period 
further complicates its prevention and control. 
According to the latest reports, the longest incubation 
period so far is 24 days7, though usually considered 
up to 14 days.Dental practices with its specialties are 
at higher risk of disease transmission among oral 
health care providers and patients due to close 
contact with saliva, blood, andwater droplets8,9.
The purpose of this recommendation paper is to 
increase awareness among the dental health care 
providers about the Covid situation and support them 
by way of protecting themselves from being affected 
by Covid 19 during their clinical practice. Here we 
will also highlight what the specialty is facing and 
how it is handling the situation, in the hope that this 
information will be useful as a reference in the future, 
not only for this specialty, but also for others, should 
COVID- 19 or a similar global threat arise again.
General practice recommendation:
Patients attending routine dental practice can be seen 
with a basic protection protocol. Routine, elective 
dental procedures can be cancelled in the pandemic 
situation and can be rescheduled for a later time when 
the situation will be under control. Services can be 
limited to patients requiring urgent consultation with 
or without any clinical procedure and follow-up. 
Non-emergency visits can be replaced by audio 
videoconference which can easily be done as most of 
the people of Bangladesh are connected with mobile 
phones and with internet anyway. Before coming to 
the dental office, the patients can be screened for 
Covid 19.
Working hours and clinic staffs should be limited 
according to patient turnover and senior practitioners 
especially with comorbidities like Diabetes Mellitus, 
Hypertension, Ischemic Heart Disease, Bronchial 
Asthma, COPD, Chronic Kidney Disease, and 
Chronic Liver Disease, having immune suppressive 
drugs or anticancer drugs should be prevented from 
patient contact and service should depend on young 
professionals. Proper education, guidance with 
training and monitoring of protective measures 
through wearing standard masks, goggles, face 
shields, gloves and personal health and hand hygiene 
with waste disposal by all health care providers must 
be ensured in service areas.
In practice with universal prevention strategy, all 
patients should be assumed to be infected and treated 
accordingly. In previously infected cases, it is 

necessary to be ensured of 2negative COVID-19 tests 
separated by at least 24 hours due to the possibility of 
false negative results. 
Adequate standards of hygiene and protection should 
be adopted for all patients to avoid potential 
transmission risks. Using mouthwash with 0.5% 
hydrogen peroxide, 1% povidone iodine with 
virus-inhibiting effect before oral procedure10,11, 
using rubber dam for effective isolation with strong 
suction to reduce pollutant spread can significantly 
reduce transmission of the virus in practice 
environment. Dental patients usually have a strong 
urge to spit after a procedure. COVID-19 has been 
isolated in infected saliva12; patient spitting could 
enhance the spread of the COVID-19 within the 
dental office.
Oral diseases have a significant interplay with 
systemic diseases especially among the elderly13. 
When managing the elderly, who may be in 
self-isolation during the COVID outbreak a 
telephone consultation with the patient's general 
practitioner or specialist would be desirable before 
prescribing over the phone.
Recommendations for dental health care providers 
in work places:
The members of the team should follow regular 
meetings about the status of Covid in the country and 
should be trained to participate in the process of 
protective measures to prevent cross contamination. 
Staff members can be directed to follow the Triaging 
to enter the department.
Their body temperature needs to be recorded at the 
entrance using a contactless thermometer. Restriction 
of entry can be recommended with staff having 
history of contact with a Covid positive person in the 
family and surroundings or having any of the 
symptoms like sore throat, cough, running nose, 
fever and breathlessness.
The health care providers should not use or carry 
unnecessary personal belongings e.g. Jewelery, 
watch or other accessories and also refrain from 
carrying, using and sharing mobile phones, pens, 
computers and common telephones, desks, or work 
tools, equipment, books, foods, goods that can 
interfere with infection control. Direct face to face 
verbal communication between colleagues and 
unnecessary crowding of excess staffs in the 
operating room can be restricted for them. After 
having foot bath (0.1% Sodium hypochlorite 
solution) at the entrance, keeping distance of one 
meter between staffs at working times with regular 
interval hand wash with soap water and alcohol based 

hand rub (minimum 70%Alcohol) are highly 
recommended. Besides, personal hygiene maintenance 
with wearing appropriate type and technique of 
mask, caps, goggles and face shields all the time with 
following respiratory etiquette and discard the used 
materials in the allocated closed bin need to be 
monitored by the team leader of the working 
environment. 
Maintain regular housekeeping practices, including 
routine wiping/cleaning and disinfecting of surfaces, 
equipment, and other items in the work environment. 
The door knobs/handles, switches on lift doors shall 
be cleaned and disinfected every three hours. It 
should be a regular practice to disinfect metal 
surfaces including door locks, handles with minimum 
of 70% alcohol solution and non-metal surfaces with 
0.1% sodium hypochlorite solution in a three hours 
interval. Office equipment, furniture and floor can be 
cleaned twice daily. Change of personal clothing and 
full shower should be followed before entering and 
after returning home.
Recommendation for the treatment delivery area:
(I) It is recommended to treat all patients in a single 
room by controlling the admission of number of 
patients reporting to the reception. 
(II) Consultation, procedure and waiting areas should 
be rigidly isolated. Facility of good ventilation and 
also mechanical ventilation should be adopted if 
necessary. Before starting consultation or procedure, 
the room should be disinfected by ultraviolet irradiation 
and or preferablywith a disinfectant containing 2,000 
mg/L of effective chlorine spray.
(III) Disinfect the object surfaces and the floor with 
disinfectant 2,000 mg/L of effective chlorine twice 
daily, and disinfect as soon as possible after 
contamination. Pay special attention to high-frequency 
contact surfaces e.g.instrument panels, handles, 
buttons etc. 
(IV) After treating each patient, chair should be 
wiped with 75% ethanol or 2,000 mg/L disinfectant 
containing effective chlorine.
Specialized practice recommendation:
Conservative dentistry and endodontic practice 
recommendation:
1. Telemedicine and triage system for all patients: 

The individuals needing endodontic care should 
be reached via phone for the COVID-19 
assessment. In case, if the individual reports the 
signs and symptoms reported by the CDC 
guidelines, the patient should be referred to the 
Primary care physician for further evaluation. 

Following the evaluation, 1) If the tests are 
positive, avoid any elective endodontic 
treatment. Consider Scheduling this individual 
after two weeks only if the strict quarantine 
protocols were followed and the sign and 
symptoms have been diminished. Monitor them 
closely via phone. 2) If the tests are negative, 
consider an endodontic visit. 

2. Defining Elective, Urgent, and Emergent care: 
Based on telemedicine, decide what is elective, 
urgent, and emergent care. 

a. Elective care- If the individual has no 
dental-related signs and symptoms

b. Urgent care- If the individual has acute pain 
but can be diminished with analgesics and 
antibiotics

c. Emergent care- If the individual has acute 
pain with swelling with no response to the 
pharmacological intervention.

3. PPE awareness for auxiliary and patients: All the 
dental auxiliaries should be aware of the use of 
PPE to be safe and keep the dental office 
environment safe. 

4. Operative sterilization and maintenance- Standard 
sterilization protocols and airborne precautions 
together, with the proper use of PPE and hand 
hygiene practices, should be incorporated in the 
endo-practice. The operating area should be in 
negative-pressure treatment rooms/ airborne 
infection isolation rooms to avoid contamination. 
Consider maintaining the operating area dry by 
using the disinfectants approved by CDC.

5. Preoperative mouth rinse- All the individuals 
undergoing endodontic treatment should 
consider rinsing the mouth with either hydrogen 
peroxide (0.5%-1%) or povidone-iodine (0.2%).

6. Instrument management- Consider using as 
many as possible disposable instruments for 
everyone. Consider extra oral radiographs to 
avoid gagging and coughing. In an urgent and 
complex case, if an intra-oral radiograph is 
required, consider having double barriers on the 
sensors. As a standard practice, use a rubber dam 
for individuals to avoid any splatters. Avoid 
using high-speed hand pieces to avoid splatter.

7. Follow up through telemedicine- Once the 
treatment is rendered, consider a close follow up 
through telemedicine and follow the same 
protocol if the individual requires another visit. 

Oral medicine and Periodontology practice 
recommendation
As the negative impact of COVID-19 infection on 
oral healthseems to be multidirectional, patients 
should be encouraged tomaintain safely their access 
to health systems, particularly in case of urgency/ 
emergency dental problems, and a clear concept for 
prioritizing procedures in oral medicine (OM) and 
Periodontology (PD) with a careful triaging 
becomespivotal. It is important to note that 
postponed and delayed OM and PD care, deferring 
non-urgent cases (hypo salivation, oral lichen planus, 
oral candidiasis, and recurrent aphthous stomatitis - 
RAS) may   lead serious consequences for oral and 
systemic health, and could have a significant impact 
on the patients’ well-being and quality of life14,15. 
Deferred diagnosis of a malignant condition, such as 
oral cancer when suspected or even dysplasia in oral 
leucoplakia cases vastly implies the clinical outcome, 
influencing treatment and prognosis, subsequently16. 
Furthermore, chronic autoimmune disorders with 
oral manifestations, such as mucous membrane 
pemphigoid or pemphigus vulgaris, can be exacerbated 
as a result of delayed OM follow-ups, dental care and 
self-management or even interruption of long-term 
therapy17,18. In addition, the psychological stress-related 
issues during this COVID-19 situation cannot be 
ignored as this would potentially trigger the 
manifestation of periodontal diseases. Therefore, 
consistent and timely management of these OM and 
PD cases are crucial. 
As proposed by The Royal College of Surgeons of 
England (RCSE), in this challenging COVID-19 
scenario, it is recommended that virtual assistance to 
the patients and to the health care professional,  
particularly to the dentists, could help to prioritize the 
higher risk cases, avoiding face-to-face contact 
(RCSE 2020). In this way, only patients with highly 
suspicious malignant lesions would be referred to the 
oral medicine team in order to undergo clinical 
examination and appropriate procedures, such as an 
incisional biopsy. The oral medicine specialists 
should nowadays develop advanced skills online OM 
tele (video) consultations (TC) and remote triaging 
by setting up a self-care advice and reassurance. 
Telemedicine/tele dentistry (TM/TD) has been 
underrepresented and underestimated in normal 
circumstances, so far19. Along these lines, the RCSE 
also suggested that prescribing service/consultant 
should manage by telephone consultation the 
patient’s chronic therapies based on systemic 
corticosteroids or immunosuppressive (dosage adjustment, 
untoward events). New TM technology (Zoom, 
Teams, Skype videoconferencing software) may 
effectively support OM and PD specialists20, since 

the patient can submit photo or video of recorded oral 
mucosal problems, to be entered in the electronic 
health record, along with clinical notes gathered 
during TC. Because the main diagnostic value in OM 
and PD are related to visual assessment, these images 
and videos sent by patient can constitute a crucial 
element of provisional diagnosis, to give subsequent 
advice or urgent referral21. Even without of tactile 
assessment, TM can allow continuity of care, initial 
triaging, and prioritizing patients’ needs. The RCSE 
recently recommended the involvement of two 
experienced OM clinicians in decision-making 
process, as an interim measure and result of ceases 
routine treatment planning (RCSE, 2020). This 
clinical protocol may prevent the occurrence of 
diagnostic errors and safeguard double verification of 
optimal standard of care during COVID-19 crisis.
However, in emergency cases, if the patients could 
not be diagnosed virtually and required physical oral 
examination, it should be done with utmost care 
considering the safety of both patient and dental 
professional. Preoperative antimicrobial mouth rinse 
could reduce the number of microbes in the oral 
cavity22,23. Procedures that are likely toinduce 
coughing should be avoided (if possible) or 
performed cautiously24. Aerosol-generating procedures, 
such as the use of a 3-way syringe, should be 
minimized as much as possible. Intraoral x-ray 
examination is the most common radiographic 
technique in dental imaging; however, it can 
stimulate saliva secretion and coughing25. Therefore, 
extra oral dental radiographies, such as panoramic 
radiography and cone beam CT, are appropriate 
alternatives during the outbreak of COVID-19.
It is important to keep in mind that once the oral 
diagnosis is done and the tissue specimen collected 
and sent to the oral pathology laboratory, there will 
be a risk of diagnostic delay because it is expected 
that many are working partially. Therefore, diagnosis, 
treatment and surgical interventions should be well 
planned.
Prosthodontic practice recommendation:
Since dentists have to liaise with dental technicians 
for the preparation of dental prosthesis, it is important 
to ensure the maintenance of aseptic condition in 
dental laboratories. In this regard, effective communication 
and coordination between the dental clinic and 
commercial dental laboratory is indispensable. While 
taking impression for partial denture or complete 
denture, it is recommended to use disposable plastic 
or one time use impression tray with caution. 
However, if this is not possible thenautoclavableand 
reusable impression tray should be used. After every 
use the impression trays should be autoclaved at 121 
deg C and 100 kPa pressure for 20 minutes prior next 

use. The paper prescriptions should be kept separate 
from wet impressions. The Impressions, prostheses 
and appliances must be cleaned first and then 
disinfected before transporting to the dental lab. 
Reciprocally, the completed devices, prosthesis and 
appliances when delivered to the patient from the 
dental lab, must be disinfected and free from 
contamination.It is very important to keep in mind 
that these transportations of dental prosthesis to and 
from the dental lab and the dental clinic are a 
potential source for disease transmission. Therefore, 
we have to remain very cautious about this. 

Orthodontic practice recommendation:
Orthodontists, like other dental specialists may be at 
risk of acquiring COVID-19 through multiple 
transmission routes, e.g., droplets from sneezing and 
coughing or from orthodontic procedure, aerosols 
created orthodontic procedures, indirect contact 
where viral droplets fall on surface that the orthodontist 
later contacts, treating patients who may have 
experienced indirect contact transmission from 
replacing appliances, aligners and rubber bands, and 
being in contact with multiple such persons, 
including those who accompany the treatment 
receiver.26 

COVID-19 pandemic demands the concept that all 
elective and routine orthodontic treatment should be 
suspended and only emergency treatment can be 
provided which includes impingement of orthodontic 
appliance into the gingiva or oral mucosa causing 
severe pain and or infection, circumstances related to 
dental trauma, or conditions where a lack of 
management would be harmful.  (American 
Association of Orthodontist. COVID-19 Resources 
for Orthodontists 2020)

Orthodontists should try first to manage the 
emergency over the phone, preferably with written 
instructions. If possible, patient can be guided on 
how to manage minor emergencies at home 
providing them links to such information with 
audiovisual aids.26 . The links may be available on 
orthodontic association websites (e.g., https://www1. 
aaoinfo.org/). Sometimes, over-the-counter medications 
may be prescribed. In case where such tele medicine 
and instructions cannot solve the emergency, 
procedures can be performed in clinic maintaining 
basic recommendations provided for dental practice. 

Oral and maxillofacial surgery practice 
recommendation:

Oral and maxillofacial surgery during the COVID-19 
pandemic can be categorized into 

Emergency cases demand operation even in 
pandemic situation with taking all measures:
Severe bleeding due to maxillofacial injury or 
vascular lesion 
Deep neck soft tissue infection withcompromised 
airway or potential to respiratory obstruction
Urgent cases need to be operated even in 
pandemic situation:
Expected airway obstruction due to neck infections – 
Tracheostomy
Oral malignancy – wide excision, neck dissection 
and reconstruction 
Orbital decompression where evidence of reduced 
visual acuity
Severe maxillofacial injury with lacerated soft tissue 
and facial bone fracture
Intermediate priority cases (elective surgery) can 
be deferred in pandemic situation:
Fracture facial bones where close reduction and 
fixation is adequate for treatment
Benign tumors of jaws and soft tissues
Larger cystic lesions
TMJ pathologies with pain
Low priority cases (elective surgery) can be 
deferred in pandemic situation:
TMJ pathologies without pain
Surgery for congenital cleft lip and palate
Secondary reconstructive procedures (free/pedicle 
flaps)
Procedures such as removal of teeth and related 
complications such as bleeding from extraction 
sockets, treatment of localized abscesses, repair of 
oro-antral fistulae, treatmentof pulpitis, etc. should 
be handled by general dentistry
Basic principles of oral and maxillofacial patient 
management:
1. Patients for surgery should be selected according 

to the nature of cases e.g. Emergency, urgent, 
intermediate and low priority (as mentioned 
above). Maxillofacial surgery represents an 
example of a specialty that has had to adapt to 
this outbreak, because of the subspecialties of 
oncology and traumatology

2. The basic principle is to consider all patients as 
Covid positive and precautions should be taken 
accordingly.  

3. RT PCR Covid screening should be done in all 
cases except in emergency.

4. Minimum staffs in the theatre, absence of 
surgical team during intubation, maintaining 
basic principles of Covid precautions by the 
anesthetist, quick surgical procedures by experts 
are recommended without compromising the 
quality of treatment delivery.

5. Meticulous surgery with avoidance of excessive 
bleeding and dirty environment, restricted use of 
electro cautery, following extra-oral approach in 
oral surgery are recommended.

6. Preventing aerosol generation should be 
prioritized by avoiding and preventing excessive 
cooling in drilling, using ultra sonic device, 
handpiece and saws (use of osteotome, chisel 
and mallet are encouraged)

7. Operation theatre protocols: A time interval of 15 
min must pass after the patient has left the 
operating room before cleaning and disinfection 
can start. Also, waste management must follow 
well-defined rules27. 

8. Appropriate PPE should be worn during surgical 
procedures including wearing of N95/ 
FFP2/FFP3 respirator, full face shield or 
Powered Air-Purifying Respirator (PAPR). We 
realize that PAPRs may not be widely available, 
and other systems can be used such as the 
Stryker Flute system with a FFP3 respirator, or 
even N95 mask combined with goggles and 
hood would do the job as N95 and FFR (filtering 
face piece respirator) both have been accurately 
tested to filter at least 95% of 0.075 micrometer 
solid particle28 (WHO 2020b). 

9. In the in-patient department, patient’s attendant 
should be restricted and limited number of 
specialists and residents should be involved in 
patient care with follow up. Covid positive cases 
should be isolated and treated accordingly. 

10. In outpatient department, all patients should be 
considered as Covid positive and protection 
should be taken. Admission should be restricted 
according to recommendation as stated.

Special attention to Maxillofacial Injuries:

1. Procedures should be performed by experienced 
surgeon with minimal number of assistants and 
OT staffs.

2. In general, closed reduction with MMF is 
recommended without compromising aesthesis 
and function to a greater extent.

3. Self-drilling is recommended over power 
drilling in monocortical screws or MMF screws. 
In case of drilling, water cooling and irrigation 
should be minimized or avoided.

4. Scalpel should get priority over monopolar 
cautery in mucosal or skin incisions

5. Bipolar cautery can be used for hemostasis on 
lowest power setting

6. Extra oral approach is better than intra oral 
approach by principle

Special attention to oral cancer cases:

Without treatment, some cancers could obstruct, 
others could metastasize cause earlydeath; how to 
manage patients with cancer while this pandemic 
goes on is tricky which could be based on “The 
risk–benefit calculation”.  

1. Individual patient decisions have to be made by 
multidisciplinary team members. The 
approaches through surgery, radiotherapy, 
chemotherapy in isolation or in combination 
should be based on expected outcome 
considering the disadvantages of surgery 
particularly in Covid situation. 

2. If non-surgical therapy is equivalent to surgery 
and radiation, non-surgical therapy is 
recommended

3. Surgery is preferable especially for the cases 
with rapid progression, good prognostic early 
cancer, cases in which a worse outcome is 
expected if surgery is delayed, cancers with 
bleeding and impending airway and salvage 
surgery for recurrent or persistent disease with 
expected better outcome.

4. Primary closure or minimum reconstructive 
approaches are preferable over complicated 
procedures and free flaps to reduce the operative 
time.

5. Telemedicine services for reducing clinic visits, 
and switching to subcutaneous or oral 
Chemotherapies, rather than intravenous ones 
are recommended when possible. 

Conclusion: 
For protecting dental health care providers, other 
staffs and patients, triaging patients over the 

telephone or video systems, room ventilation, 
appropriate PPE, sanitization of protective apparel is 
recommended. Dentists and related specialists should 
keep up to date with and have regard to the latest 
advice from Government and the health service 
authority. The position may change daily and 
therefore it is important to check that advice 
periodically.

Recommended Future Initiatives:
At present, few patients are being attended and 
treated. When the Covid situation is over or 
pandemic is shifted to endemic, a large number of 
patients will rush to the hospitals and clinics. So the 
authorities and health care providers should be 
prepared to face the patient load and service needs in 
near future. Duration of patient service hours with 
remuneration of health care providers can be 
considered in upcoming non Covid situation. 
Adequate manpower, logistics, increase, re 
distribution and utilization of proper resources 
should be considered in further planning with 
definitely paying attention to prevent corruption in 
these processes. For all these, the individual and 
institutional authorities can allocate more budgets for 
need based facilities.
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Introduction: 
Parahaemophilia isa rareinherited coagulation 
disorder (RICD) which affects both sexes. Factor V 
deficiency was first described in a Norwegian patient 
in 1943 and reported by Dr. Paul Owren in 1947.1, 

2The hereditary factor V deficiency is very rare, and 
probably fewer than 500 patient’s affected worldwide 
have been reported since its discovery in 
1943.Prevalence of homozygous forms is estimated 
at 1/1,000,000.3,4 Bleeding diathesis and the 
concentration of plasma factor V in patients with 

factor V deficiency was not as well related as plasma 
factor level. Miletich at el. Have proposed that 
platelet factor V level as much better correlated with 
bleeding symptoms.5Congenital Factor V deficiency 
is caused by mutations in the F5 gene (1q23) 
controlling the production of plasma Factor 
V.Transmission is autosomal recessive.6, 7

Congenital Factor V deficiency can manifest at any 
age, with the most severe forms manifesting early in 
life. Common clinical signs include epistaxis, 
bruising, mucosal bleeding, soft tissue bleeding and 
haemarthrosis. Excessive and prolonged bleeding 
during or following surgery, delivery or trauma are 
frequent. Women may present with menorrhagia. In 
severe forms of the disease, there can be a risk of 
intracranial, pulmonary or gastrointestinal bleedings. 
The severity of the bleeding manifestations correlates 
with the Factor V levels.8

We are reporting a case of 6 year old female patient 
with features overlapping with other haemorrhagic 
disorders. This paper aimed at bringing awareness to 
health professionals of this rare congenital disorder in 
Bangladeshi population.

Case report:
A 6 year old young girl of consanguineous parents 
presented on 21 January 2020 with recurrent episodes 

of bleeding per rectum for 1 month which was 
painless and occasionally mixed with stool. The 
patient developed gradual worsening of generalized 
weakness and easy fatigability for same duration. 
There are ecchymosis on different parts of the body 
present since birth, intermittent in nature, aggravates 
after minor injury and resolves spontaneously. 
Patient had history of occasional nasal bleeding since 
birth which aggravates after minor injury andnose 
pricking. She has a positive family history of 
bleeding disorder.She is the fourth issue of 
consanguineous parents. Her eldest sister died at the 
age of 17 years due to excessive bleeding, the cause 
of which was undiagnosed. Her uncles and cousins of 
both side have no such type of illness. Initially she 
was evaluated at different hospitals in Chattagram 
and ultimately was diagnosed a case of Haemophilia 
B as her lab findings of factor IX assay revealed 
deficiency. Then she was treated accordingly. As her 
condition did not improve, she was suspected as a 
case of von Willebrand Disease at Dhaka Medical 
College Hospital (DMCH). After that patient was 
referred to AFIP for further detailed evaluation. 
There was no history of joint swelling, gum bleeding, 
bony tenderness or fever. Her bladder habit was 
normal. On general examination, she was found 
anaemic with multiple ecchymosis on both lower 
limb. Systemic examination revealed no abnormality.

Fig-1: Photograph of the ecchymosis on patient’s 
lower limbs.

Laboratory  findings of complete blood count (CBC) 
and peripheral blood film (PBF) revealed microcytic 
hypochromic anaemia, possibly iron deficiency 
anaemia.

Fig-2:Peripheral Blood Film (40X)
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On the basis of history, clinical examinations and 
laboratory investigations- a diagnosis of Parahaemophilia 
was made. Patient was treated with FFP and 
haematinics. Two weeks later, follow up physical 
examination and investigations showed disappearance 
of ecchymosis, stoppage of per rectal bleeding and 
epistaxis with factor v level increasing up to 20% of 
normal range. She completely recovered after 04 
weeks having factor V level 30% and has been 
followed up at the out patient department. Family 
screening of other family membersrevealed no 
coagulation abnormality. Due to non-availability, 
mutation study was not performed.
Discussion:
In 1943, Owren described a female patient who had a 
bleeding diathesis attributable to the lack of single 
blood clotting factor, namely factor V or labile factor. 
Owren designated the disease “parahemophilia,” to 
emphasize the clinical similarity to hemophilia. At 
that time, only four coagulation factors were 
considered: fibrinogen, calcium, prothrombin, 
thrombokinase. After owren reported parahemophilia, 

it was soon found that labile factor and factor V were 
one and same factor.1,3

The coagulation factors that function as enzymatically 
active serine protease activators, factor VIII and 
factor V, are cofactors in the coagulation cascade. 
Activated factor V is a cofactor in the conversion of 
prothrombin to thrombin by factor Xa in an action 
that are phospholipid and calcium dependent. The 
activator complex formed by factor Xa, activated 
factor V, phospholipid and calcium was called the 
prothrombinase complex.  Activation of factor V by 
thrombin is achieved through a series of proteolytic 
cleavages. Activated factor V was inactivated by 
activated protein C in a surface dependent reaction 
that requires calcium ion and protein S.9

Our patient presented with history and features which 
overlapped with the features of Haemophilia B and 
Von Willebrand Disease. These overlapping features 
posed a diagnostic dilemma. Parahaemophilia is a 
milder disorder than other congenital haemorrhagic 
disorder. Even though patient may develop 

complications, likeanaemia. If not timely diagnosed; 
it would have been fatal.

Factor V is labile coagulation factor which appears to 
be necessary both for the production of fully potent 
intrinsic thromboplastin and for the rapid conversion 
of prothrombin to thrombin in the presence of tissue 
thromboplastin. Thus, the patients with Factor V 
deficiency manifest impaired thromboplastin 
generation and prolongation of prothrombin time.10

Diagnosis is based on prolonged prothrombin (PT) 
and activated partial thromboplastin times (APTT) 
and on low plasma Factor V levels.Bleeding time 
(BT) can be prolonged in severe cases.11

Differential diagnoses include vWD, Haemophilia 
(homozygous type), inhibitors to coagulation factor, 
and very rarely combined deficiency of factor V and 
factor VIII.

The level of factor V activity in thepatients’ plasma is 
usually < 5% of that in normal plasma. Most bleeding 
episodes in patients with factor V deficiency can be 
treated with sufficient fresh frozen plasma to raise the 
plasma factor V level to 30%.12

Fresh frozen plasma (FFP) is the only treatment as 
Factor V concentrates are not available. In acute 
cases of severe bleeding, the addition of platelet 
concentrates may be helpful.Prognosis is good with 
early diagnosis and adequate treatment.8, 13

Conclusion:

This is the first reported case on Parahaemophilia in 
Bangladesh. Parahaemophilia is a very rare inherited 
coagulation disorder. If not investigated thoroughly, 
patients can be misdiagnosed. Screening test and 
associated coagulation factor assay should be done 
for proper diagnosis. Although factor V deficiency is 
a milder disorder than Haemophilia A/B, patients 
with factor V deficiency may sometimes require 
replacement therapy. With proper treatment; 
prognosis is good. If untreated, it can be fatal. 
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Table-1  

Investigations details of reported case 

Date Test Result Ref value 

Coagulation profile 

17.01.2020 Bleeding time 02 min 30 sec  2-8 minutes 

17.01.2020 Coagulation time 08 minutes  5-11 minutes 

18.02.2020 Prothrombin time:   

  Control  13.0 Seconds  

  Patient  36.0 Seconds  

  Index  100% ISI 1.05 

  Ratio   2.77  

Her relevant lab reports have been tabulated in table-1
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Introduction: 
The first case of a COVID-19 was reported in 
Wuhan, Hubei Province, China on 31st December 
2019.1 The patient admitted to the hospital with 
pneumonia of unknown origin, and later tested 
positive for the β-coronavirus.The novel β-coronavirus 
was isolated and declared as the  causative pathogen 

on 7th January, 20202. The virus was named officially 
as “Severe Acute Respiratory Syndrome Coronavirus 
2” (SARSCoV-2) (Coronaviridae, 2020). The World 
Health Organization (WHO) declared the 2019–20 
coronavirus outbreak as a Public Health Emergency 
of International Concern (PHEIC) on 30th January 
20203, and later as a pandemic on 11th March 20204. 
As of July 29tha total of 169, 36,074 detected cases 
and 664402 deaths have been reported worldwide. In 
Bangladesh the total number of affected person is 
321615 with total death is 4412 (as of 3rd September 
2020) (webometre).
There is no specific treatment or vaccine yet for 
COVID- 19. Health care providers, especially the 
oral health professionals, are at high risk of 
developing COVID-19 infection due to their practice 
of close proximity to the patients. The attendants can 
also be a source of carrying the virus without having 
any symptoms. In Bangladesh, as of August 10, 7442 
health workers including 2542 physicians, 1860 
nurses and 3040 other health workers have been 
infected with the corona virus, reported by 
Bangladesh Medical Association (BMA) in a 
statement. They also confirmed death of 77 
physicians within this Covid situation as of 10th 
August. While the transmission of COVID-19 via 
human exhaled droplets and direct contact is clear, 
the potential for aerosol transmission is a significant 
risk particularly for dental practices5.
COVID-19 spreads very rapidly. Though still not 
clearly concluded, at present, the respiratory droplet 
transmission mode and the contact transmission 

mode have been confirmed2,6. Whether the virus 
spreads through the fecal-oral route, aerosol or other 
methods is uncertain, and this poses greater 
challenges to prevent any transmission. COVID-19’s 
potential infectiousness during the incubation period 
further complicates its prevention and control. 
According to the latest reports, the longest incubation 
period so far is 24 days7, though usually considered 
up to 14 days.Dental practices with its specialties are 
at higher risk of disease transmission among oral 
health care providers and patients due to close 
contact with saliva, blood, andwater droplets8,9.
The purpose of this recommendation paper is to 
increase awareness among the dental health care 
providers about the Covid situation and support them 
by way of protecting themselves from being affected 
by Covid 19 during their clinical practice. Here we 
will also highlight what the specialty is facing and 
how it is handling the situation, in the hope that this 
information will be useful as a reference in the future, 
not only for this specialty, but also for others, should 
COVID- 19 or a similar global threat arise again.
General practice recommendation:
Patients attending routine dental practice can be seen 
with a basic protection protocol. Routine, elective 
dental procedures can be cancelled in the pandemic 
situation and can be rescheduled for a later time when 
the situation will be under control. Services can be 
limited to patients requiring urgent consultation with 
or without any clinical procedure and follow-up. 
Non-emergency visits can be replaced by audio 
videoconference which can easily be done as most of 
the people of Bangladesh are connected with mobile 
phones and with internet anyway. Before coming to 
the dental office, the patients can be screened for 
Covid 19.
Working hours and clinic staffs should be limited 
according to patient turnover and senior practitioners 
especially with comorbidities like Diabetes Mellitus, 
Hypertension, Ischemic Heart Disease, Bronchial 
Asthma, COPD, Chronic Kidney Disease, and 
Chronic Liver Disease, having immune suppressive 
drugs or anticancer drugs should be prevented from 
patient contact and service should depend on young 
professionals. Proper education, guidance with 
training and monitoring of protective measures 
through wearing standard masks, goggles, face 
shields, gloves and personal health and hand hygiene 
with waste disposal by all health care providers must 
be ensured in service areas.
In practice with universal prevention strategy, all 
patients should be assumed to be infected and treated 
accordingly. In previously infected cases, it is 

necessary to be ensured of 2negative COVID-19 tests 
separated by at least 24 hours due to the possibility of 
false negative results. 
Adequate standards of hygiene and protection should 
be adopted for all patients to avoid potential 
transmission risks. Using mouthwash with 0.5% 
hydrogen peroxide, 1% povidone iodine with 
virus-inhibiting effect before oral procedure10,11, 
using rubber dam for effective isolation with strong 
suction to reduce pollutant spread can significantly 
reduce transmission of the virus in practice 
environment. Dental patients usually have a strong 
urge to spit after a procedure. COVID-19 has been 
isolated in infected saliva12; patient spitting could 
enhance the spread of the COVID-19 within the 
dental office.
Oral diseases have a significant interplay with 
systemic diseases especially among the elderly13. 
When managing the elderly, who may be in 
self-isolation during the COVID outbreak a 
telephone consultation with the patient's general 
practitioner or specialist would be desirable before 
prescribing over the phone.
Recommendations for dental health care providers 
in work places:
The members of the team should follow regular 
meetings about the status of Covid in the country and 
should be trained to participate in the process of 
protective measures to prevent cross contamination. 
Staff members can be directed to follow the Triaging 
to enter the department.
Their body temperature needs to be recorded at the 
entrance using a contactless thermometer. Restriction 
of entry can be recommended with staff having 
history of contact with a Covid positive person in the 
family and surroundings or having any of the 
symptoms like sore throat, cough, running nose, 
fever and breathlessness.
The health care providers should not use or carry 
unnecessary personal belongings e.g. Jewelery, 
watch or other accessories and also refrain from 
carrying, using and sharing mobile phones, pens, 
computers and common telephones, desks, or work 
tools, equipment, books, foods, goods that can 
interfere with infection control. Direct face to face 
verbal communication between colleagues and 
unnecessary crowding of excess staffs in the 
operating room can be restricted for them. After 
having foot bath (0.1% Sodium hypochlorite 
solution) at the entrance, keeping distance of one 
meter between staffs at working times with regular 
interval hand wash with soap water and alcohol based 

hand rub (minimum 70%Alcohol) are highly 
recommended. Besides, personal hygiene maintenance 
with wearing appropriate type and technique of 
mask, caps, goggles and face shields all the time with 
following respiratory etiquette and discard the used 
materials in the allocated closed bin need to be 
monitored by the team leader of the working 
environment. 
Maintain regular housekeeping practices, including 
routine wiping/cleaning and disinfecting of surfaces, 
equipment, and other items in the work environment. 
The door knobs/handles, switches on lift doors shall 
be cleaned and disinfected every three hours. It 
should be a regular practice to disinfect metal 
surfaces including door locks, handles with minimum 
of 70% alcohol solution and non-metal surfaces with 
0.1% sodium hypochlorite solution in a three hours 
interval. Office equipment, furniture and floor can be 
cleaned twice daily. Change of personal clothing and 
full shower should be followed before entering and 
after returning home.
Recommendation for the treatment delivery area:
(I) It is recommended to treat all patients in a single 
room by controlling the admission of number of 
patients reporting to the reception. 
(II) Consultation, procedure and waiting areas should 
be rigidly isolated. Facility of good ventilation and 
also mechanical ventilation should be adopted if 
necessary. Before starting consultation or procedure, 
the room should be disinfected by ultraviolet irradiation 
and or preferablywith a disinfectant containing 2,000 
mg/L of effective chlorine spray.
(III) Disinfect the object surfaces and the floor with 
disinfectant 2,000 mg/L of effective chlorine twice 
daily, and disinfect as soon as possible after 
contamination. Pay special attention to high-frequency 
contact surfaces e.g.instrument panels, handles, 
buttons etc. 
(IV) After treating each patient, chair should be 
wiped with 75% ethanol or 2,000 mg/L disinfectant 
containing effective chlorine.
Specialized practice recommendation:
Conservative dentistry and endodontic practice 
recommendation:
1. Telemedicine and triage system for all patients: 

The individuals needing endodontic care should 
be reached via phone for the COVID-19 
assessment. In case, if the individual reports the 
signs and symptoms reported by the CDC 
guidelines, the patient should be referred to the 
Primary care physician for further evaluation. 

Following the evaluation, 1) If the tests are 
positive, avoid any elective endodontic 
treatment. Consider Scheduling this individual 
after two weeks only if the strict quarantine 
protocols were followed and the sign and 
symptoms have been diminished. Monitor them 
closely via phone. 2) If the tests are negative, 
consider an endodontic visit. 

2. Defining Elective, Urgent, and Emergent care: 
Based on telemedicine, decide what is elective, 
urgent, and emergent care. 

a. Elective care- If the individual has no 
dental-related signs and symptoms

b. Urgent care- If the individual has acute pain 
but can be diminished with analgesics and 
antibiotics

c. Emergent care- If the individual has acute 
pain with swelling with no response to the 
pharmacological intervention.

3. PPE awareness for auxiliary and patients: All the 
dental auxiliaries should be aware of the use of 
PPE to be safe and keep the dental office 
environment safe. 

4. Operative sterilization and maintenance- Standard 
sterilization protocols and airborne precautions 
together, with the proper use of PPE and hand 
hygiene practices, should be incorporated in the 
endo-practice. The operating area should be in 
negative-pressure treatment rooms/ airborne 
infection isolation rooms to avoid contamination. 
Consider maintaining the operating area dry by 
using the disinfectants approved by CDC.

5. Preoperative mouth rinse- All the individuals 
undergoing endodontic treatment should 
consider rinsing the mouth with either hydrogen 
peroxide (0.5%-1%) or povidone-iodine (0.2%).

6. Instrument management- Consider using as 
many as possible disposable instruments for 
everyone. Consider extra oral radiographs to 
avoid gagging and coughing. In an urgent and 
complex case, if an intra-oral radiograph is 
required, consider having double barriers on the 
sensors. As a standard practice, use a rubber dam 
for individuals to avoid any splatters. Avoid 
using high-speed hand pieces to avoid splatter.

7. Follow up through telemedicine- Once the 
treatment is rendered, consider a close follow up 
through telemedicine and follow the same 
protocol if the individual requires another visit. 

Oral medicine and Periodontology practice 
recommendation
As the negative impact of COVID-19 infection on 
oral healthseems to be multidirectional, patients 
should be encouraged tomaintain safely their access 
to health systems, particularly in case of urgency/ 
emergency dental problems, and a clear concept for 
prioritizing procedures in oral medicine (OM) and 
Periodontology (PD) with a careful triaging 
becomespivotal. It is important to note that 
postponed and delayed OM and PD care, deferring 
non-urgent cases (hypo salivation, oral lichen planus, 
oral candidiasis, and recurrent aphthous stomatitis - 
RAS) may   lead serious consequences for oral and 
systemic health, and could have a significant impact 
on the patients’ well-being and quality of life14,15. 
Deferred diagnosis of a malignant condition, such as 
oral cancer when suspected or even dysplasia in oral 
leucoplakia cases vastly implies the clinical outcome, 
influencing treatment and prognosis, subsequently16. 
Furthermore, chronic autoimmune disorders with 
oral manifestations, such as mucous membrane 
pemphigoid or pemphigus vulgaris, can be exacerbated 
as a result of delayed OM follow-ups, dental care and 
self-management or even interruption of long-term 
therapy17,18. In addition, the psychological stress-related 
issues during this COVID-19 situation cannot be 
ignored as this would potentially trigger the 
manifestation of periodontal diseases. Therefore, 
consistent and timely management of these OM and 
PD cases are crucial. 
As proposed by The Royal College of Surgeons of 
England (RCSE), in this challenging COVID-19 
scenario, it is recommended that virtual assistance to 
the patients and to the health care professional,  
particularly to the dentists, could help to prioritize the 
higher risk cases, avoiding face-to-face contact 
(RCSE 2020). In this way, only patients with highly 
suspicious malignant lesions would be referred to the 
oral medicine team in order to undergo clinical 
examination and appropriate procedures, such as an 
incisional biopsy. The oral medicine specialists 
should nowadays develop advanced skills online OM 
tele (video) consultations (TC) and remote triaging 
by setting up a self-care advice and reassurance. 
Telemedicine/tele dentistry (TM/TD) has been 
underrepresented and underestimated in normal 
circumstances, so far19. Along these lines, the RCSE 
also suggested that prescribing service/consultant 
should manage by telephone consultation the 
patient’s chronic therapies based on systemic 
corticosteroids or immunosuppressive (dosage adjustment, 
untoward events). New TM technology (Zoom, 
Teams, Skype videoconferencing software) may 
effectively support OM and PD specialists20, since 

the patient can submit photo or video of recorded oral 
mucosal problems, to be entered in the electronic 
health record, along with clinical notes gathered 
during TC. Because the main diagnostic value in OM 
and PD are related to visual assessment, these images 
and videos sent by patient can constitute a crucial 
element of provisional diagnosis, to give subsequent 
advice or urgent referral21. Even without of tactile 
assessment, TM can allow continuity of care, initial 
triaging, and prioritizing patients’ needs. The RCSE 
recently recommended the involvement of two 
experienced OM clinicians in decision-making 
process, as an interim measure and result of ceases 
routine treatment planning (RCSE, 2020). This 
clinical protocol may prevent the occurrence of 
diagnostic errors and safeguard double verification of 
optimal standard of care during COVID-19 crisis.
However, in emergency cases, if the patients could 
not be diagnosed virtually and required physical oral 
examination, it should be done with utmost care 
considering the safety of both patient and dental 
professional. Preoperative antimicrobial mouth rinse 
could reduce the number of microbes in the oral 
cavity22,23. Procedures that are likely toinduce 
coughing should be avoided (if possible) or 
performed cautiously24. Aerosol-generating procedures, 
such as the use of a 3-way syringe, should be 
minimized as much as possible. Intraoral x-ray 
examination is the most common radiographic 
technique in dental imaging; however, it can 
stimulate saliva secretion and coughing25. Therefore, 
extra oral dental radiographies, such as panoramic 
radiography and cone beam CT, are appropriate 
alternatives during the outbreak of COVID-19.
It is important to keep in mind that once the oral 
diagnosis is done and the tissue specimen collected 
and sent to the oral pathology laboratory, there will 
be a risk of diagnostic delay because it is expected 
that many are working partially. Therefore, diagnosis, 
treatment and surgical interventions should be well 
planned.
Prosthodontic practice recommendation:
Since dentists have to liaise with dental technicians 
for the preparation of dental prosthesis, it is important 
to ensure the maintenance of aseptic condition in 
dental laboratories. In this regard, effective communication 
and coordination between the dental clinic and 
commercial dental laboratory is indispensable. While 
taking impression for partial denture or complete 
denture, it is recommended to use disposable plastic 
or one time use impression tray with caution. 
However, if this is not possible thenautoclavableand 
reusable impression tray should be used. After every 
use the impression trays should be autoclaved at 121 
deg C and 100 kPa pressure for 20 minutes prior next 

use. The paper prescriptions should be kept separate 
from wet impressions. The Impressions, prostheses 
and appliances must be cleaned first and then 
disinfected before transporting to the dental lab. 
Reciprocally, the completed devices, prosthesis and 
appliances when delivered to the patient from the 
dental lab, must be disinfected and free from 
contamination.It is very important to keep in mind 
that these transportations of dental prosthesis to and 
from the dental lab and the dental clinic are a 
potential source for disease transmission. Therefore, 
we have to remain very cautious about this. 

Orthodontic practice recommendation:
Orthodontists, like other dental specialists may be at 
risk of acquiring COVID-19 through multiple 
transmission routes, e.g., droplets from sneezing and 
coughing or from orthodontic procedure, aerosols 
created orthodontic procedures, indirect contact 
where viral droplets fall on surface that the orthodontist 
later contacts, treating patients who may have 
experienced indirect contact transmission from 
replacing appliances, aligners and rubber bands, and 
being in contact with multiple such persons, 
including those who accompany the treatment 
receiver.26 

COVID-19 pandemic demands the concept that all 
elective and routine orthodontic treatment should be 
suspended and only emergency treatment can be 
provided which includes impingement of orthodontic 
appliance into the gingiva or oral mucosa causing 
severe pain and or infection, circumstances related to 
dental trauma, or conditions where a lack of 
management would be harmful.  (American 
Association of Orthodontist. COVID-19 Resources 
for Orthodontists 2020)

Orthodontists should try first to manage the 
emergency over the phone, preferably with written 
instructions. If possible, patient can be guided on 
how to manage minor emergencies at home 
providing them links to such information with 
audiovisual aids.26 . The links may be available on 
orthodontic association websites (e.g., https://www1. 
aaoinfo.org/). Sometimes, over-the-counter medications 
may be prescribed. In case where such tele medicine 
and instructions cannot solve the emergency, 
procedures can be performed in clinic maintaining 
basic recommendations provided for dental practice. 

Oral and maxillofacial surgery practice 
recommendation:

Oral and maxillofacial surgery during the COVID-19 
pandemic can be categorized into 

Emergency cases demand operation even in 
pandemic situation with taking all measures:
Severe bleeding due to maxillofacial injury or 
vascular lesion 
Deep neck soft tissue infection withcompromised 
airway or potential to respiratory obstruction
Urgent cases need to be operated even in 
pandemic situation:
Expected airway obstruction due to neck infections – 
Tracheostomy
Oral malignancy – wide excision, neck dissection 
and reconstruction 
Orbital decompression where evidence of reduced 
visual acuity
Severe maxillofacial injury with lacerated soft tissue 
and facial bone fracture
Intermediate priority cases (elective surgery) can 
be deferred in pandemic situation:
Fracture facial bones where close reduction and 
fixation is adequate for treatment
Benign tumors of jaws and soft tissues
Larger cystic lesions
TMJ pathologies with pain
Low priority cases (elective surgery) can be 
deferred in pandemic situation:
TMJ pathologies without pain
Surgery for congenital cleft lip and palate
Secondary reconstructive procedures (free/pedicle 
flaps)
Procedures such as removal of teeth and related 
complications such as bleeding from extraction 
sockets, treatment of localized abscesses, repair of 
oro-antral fistulae, treatmentof pulpitis, etc. should 
be handled by general dentistry
Basic principles of oral and maxillofacial patient 
management:
1. Patients for surgery should be selected according 

to the nature of cases e.g. Emergency, urgent, 
intermediate and low priority (as mentioned 
above). Maxillofacial surgery represents an 
example of a specialty that has had to adapt to 
this outbreak, because of the subspecialties of 
oncology and traumatology

2. The basic principle is to consider all patients as 
Covid positive and precautions should be taken 
accordingly.  

3. RT PCR Covid screening should be done in all 
cases except in emergency.

4. Minimum staffs in the theatre, absence of 
surgical team during intubation, maintaining 
basic principles of Covid precautions by the 
anesthetist, quick surgical procedures by experts 
are recommended without compromising the 
quality of treatment delivery.

5. Meticulous surgery with avoidance of excessive 
bleeding and dirty environment, restricted use of 
electro cautery, following extra-oral approach in 
oral surgery are recommended.

6. Preventing aerosol generation should be 
prioritized by avoiding and preventing excessive 
cooling in drilling, using ultra sonic device, 
handpiece and saws (use of osteotome, chisel 
and mallet are encouraged)

7. Operation theatre protocols: A time interval of 15 
min must pass after the patient has left the 
operating room before cleaning and disinfection 
can start. Also, waste management must follow 
well-defined rules27. 

8. Appropriate PPE should be worn during surgical 
procedures including wearing of N95/ 
FFP2/FFP3 respirator, full face shield or 
Powered Air-Purifying Respirator (PAPR). We 
realize that PAPRs may not be widely available, 
and other systems can be used such as the 
Stryker Flute system with a FFP3 respirator, or 
even N95 mask combined with goggles and 
hood would do the job as N95 and FFR (filtering 
face piece respirator) both have been accurately 
tested to filter at least 95% of 0.075 micrometer 
solid particle28 (WHO 2020b). 

9. In the in-patient department, patient’s attendant 
should be restricted and limited number of 
specialists and residents should be involved in 
patient care with follow up. Covid positive cases 
should be isolated and treated accordingly. 

10. In outpatient department, all patients should be 
considered as Covid positive and protection 
should be taken. Admission should be restricted 
according to recommendation as stated.

Special attention to Maxillofacial Injuries:

1. Procedures should be performed by experienced 
surgeon with minimal number of assistants and 
OT staffs.

2. In general, closed reduction with MMF is 
recommended without compromising aesthesis 
and function to a greater extent.

3. Self-drilling is recommended over power 
drilling in monocortical screws or MMF screws. 
In case of drilling, water cooling and irrigation 
should be minimized or avoided.

4. Scalpel should get priority over monopolar 
cautery in mucosal or skin incisions

5. Bipolar cautery can be used for hemostasis on 
lowest power setting

6. Extra oral approach is better than intra oral 
approach by principle

Special attention to oral cancer cases:

Without treatment, some cancers could obstruct, 
others could metastasize cause earlydeath; how to 
manage patients with cancer while this pandemic 
goes on is tricky which could be based on “The 
risk–benefit calculation”.  

1. Individual patient decisions have to be made by 
multidisciplinary team members. The 
approaches through surgery, radiotherapy, 
chemotherapy in isolation or in combination 
should be based on expected outcome 
considering the disadvantages of surgery 
particularly in Covid situation. 

2. If non-surgical therapy is equivalent to surgery 
and radiation, non-surgical therapy is 
recommended

3. Surgery is preferable especially for the cases 
with rapid progression, good prognostic early 
cancer, cases in which a worse outcome is 
expected if surgery is delayed, cancers with 
bleeding and impending airway and salvage 
surgery for recurrent or persistent disease with 
expected better outcome.

4. Primary closure or minimum reconstructive 
approaches are preferable over complicated 
procedures and free flaps to reduce the operative 
time.

5. Telemedicine services for reducing clinic visits, 
and switching to subcutaneous or oral 
Chemotherapies, rather than intravenous ones 
are recommended when possible. 

Conclusion: 
For protecting dental health care providers, other 
staffs and patients, triaging patients over the 

telephone or video systems, room ventilation, 
appropriate PPE, sanitization of protective apparel is 
recommended. Dentists and related specialists should 
keep up to date with and have regard to the latest 
advice from Government and the health service 
authority. The position may change daily and 
therefore it is important to check that advice 
periodically.

Recommended Future Initiatives:
At present, few patients are being attended and 
treated. When the Covid situation is over or 
pandemic is shifted to endemic, a large number of 
patients will rush to the hospitals and clinics. So the 
authorities and health care providers should be 
prepared to face the patient load and service needs in 
near future. Duration of patient service hours with 
remuneration of health care providers can be 
considered in upcoming non Covid situation. 
Adequate manpower, logistics, increase, re 
distribution and utilization of proper resources 
should be considered in further planning with 
definitely paying attention to prevent corruption in 
these processes. For all these, the individual and 
institutional authorities can allocate more budgets for 
need based facilities.
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On the basis of history, clinical examinations and 
laboratory investigations- a diagnosis of Parahaemophilia 
was made. Patient was treated with FFP and 
haematinics. Two weeks later, follow up physical 
examination and investigations showed disappearance 
of ecchymosis, stoppage of per rectal bleeding and 
epistaxis with factor v level increasing up to 20% of 
normal range. She completely recovered after 04 
weeks having factor V level 30% and has been 
followed up at the out patient department. Family 
screening of other family membersrevealed no 
coagulation abnormality. Due to non-availability, 
mutation study was not performed.
Discussion:
In 1943, Owren described a female patient who had a 
bleeding diathesis attributable to the lack of single 
blood clotting factor, namely factor V or labile factor. 
Owren designated the disease “parahemophilia,” to 
emphasize the clinical similarity to hemophilia. At 
that time, only four coagulation factors were 
considered: fibrinogen, calcium, prothrombin, 
thrombokinase. After owren reported parahemophilia, 

it was soon found that labile factor and factor V were 
one and same factor.1,3

The coagulation factors that function as enzymatically 
active serine protease activators, factor VIII and 
factor V, are cofactors in the coagulation cascade. 
Activated factor V is a cofactor in the conversion of 
prothrombin to thrombin by factor Xa in an action 
that are phospholipid and calcium dependent. The 
activator complex formed by factor Xa, activated 
factor V, phospholipid and calcium was called the 
prothrombinase complex.  Activation of factor V by 
thrombin is achieved through a series of proteolytic 
cleavages. Activated factor V was inactivated by 
activated protein C in a surface dependent reaction 
that requires calcium ion and protein S.9

Our patient presented with history and features which 
overlapped with the features of Haemophilia B and 
Von Willebrand Disease. These overlapping features 
posed a diagnostic dilemma. Parahaemophilia is a 
milder disorder than other congenital haemorrhagic 
disorder. Even though patient may develop 

complications, likeanaemia. If not timely diagnosed; 
it would have been fatal.

Factor V is labile coagulation factor which appears to 
be necessary both for the production of fully potent 
intrinsic thromboplastin and for the rapid conversion 
of prothrombin to thrombin in the presence of tissue 
thromboplastin. Thus, the patients with Factor V 
deficiency manifest impaired thromboplastin 
generation and prolongation of prothrombin time.10

Diagnosis is based on prolonged prothrombin (PT) 
and activated partial thromboplastin times (APTT) 
and on low plasma Factor V levels.Bleeding time 
(BT) can be prolonged in severe cases.11

Differential diagnoses include vWD, Haemophilia 
(homozygous type), inhibitors to coagulation factor, 
and very rarely combined deficiency of factor V and 
factor VIII.

The level of factor V activity in thepatients’ plasma is 
usually < 5% of that in normal plasma. Most bleeding 
episodes in patients with factor V deficiency can be 
treated with sufficient fresh frozen plasma to raise the 
plasma factor V level to 30%.12

Fresh frozen plasma (FFP) is the only treatment as 
Factor V concentrates are not available. In acute 
cases of severe bleeding, the addition of platelet 
concentrates may be helpful.Prognosis is good with 
early diagnosis and adequate treatment.8, 13

Conclusion:

This is the first reported case on Parahaemophilia in 
Bangladesh. Parahaemophilia is a very rare inherited 
coagulation disorder. If not investigated thoroughly, 
patients can be misdiagnosed. Screening test and 
associated coagulation factor assay should be done 
for proper diagnosis. Although factor V deficiency is 
a milder disorder than Haemophilia A/B, patients 
with factor V deficiency may sometimes require 
replacement therapy. With proper treatment; 
prognosis is good. If untreated, it can be fatal. 
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  INR   2.91  

18.02.2020 APTT:    

  Patient  93 Seconds  

  Control  31 Seconds  

18.02.2020 Thrombin time 18 Seconds 14-18 Seconds 

18.02.2020 Von Willebrand  Ag 114% 50-160% 

18.02.2020 Mixing study 50:50 mixture, Normal 

Factor assay: 

 

 

 

18.02.2020 

 

Factor VIII 124% 60-150% 

Factor IX 85% 60-150% 

Factor X 72% 70-120% 

Factor V  01% 70-140% 

Protein C 82% 70-140% 

Protein S 111% 70-140% 

Fibrinogen 359 mg/dl 200-400 mg/dl 

  Comment: Severe Factor V deficiency. 

Serum Iron profile: 

 

18.02.2020 

S. Iron  15 μgm/dL  37-145μgm/dL  

S. Ferritin  4.0 ng/ml  6.0-159.0 ng/ml  

TIBC  512 μgm/dL  250-450 μgm/dL  
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that requires calcium ion and protein S.9

Our patient presented with history and features which 
overlapped with the features of Haemophilia B and 
Von Willebrand Disease. These overlapping features 
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milder disorder than other congenital haemorrhagic 
disorder. Even though patient may develop 

complications, likeanaemia. If not timely diagnosed; 
it would have been fatal.

Factor V is labile coagulation factor which appears to 
be necessary both for the production of fully potent 
intrinsic thromboplastin and for the rapid conversion 
of prothrombin to thrombin in the presence of tissue 
thromboplastin. Thus, the patients with Factor V 
deficiency manifest impaired thromboplastin 
generation and prolongation of prothrombin time.10

Diagnosis is based on prolonged prothrombin (PT) 
and activated partial thromboplastin times (APTT) 
and on low plasma Factor V levels.Bleeding time 
(BT) can be prolonged in severe cases.11

Differential diagnoses include vWD, Haemophilia 
(homozygous type), inhibitors to coagulation factor, 
and very rarely combined deficiency of factor V and 
factor VIII.

The level of factor V activity in thepatients’ plasma is 
usually < 5% of that in normal plasma. Most bleeding 
episodes in patients with factor V deficiency can be 
treated with sufficient fresh frozen plasma to raise the 
plasma factor V level to 30%.12

Fresh frozen plasma (FFP) is the only treatment as 
Factor V concentrates are not available. In acute 
cases of severe bleeding, the addition of platelet 
concentrates may be helpful.Prognosis is good with 
early diagnosis and adequate treatment.8, 13

Conclusion:

This is the first reported case on Parahaemophilia in 
Bangladesh. Parahaemophilia is a very rare inherited 
coagulation disorder. If not investigated thoroughly, 
patients can be misdiagnosed. Screening test and 
associated coagulation factor assay should be done 
for proper diagnosis. Although factor V deficiency is 
a milder disorder than Haemophilia A/B, patients 
with factor V deficiency may sometimes require 
replacement therapy. With proper treatment; 
prognosis is good. If untreated, it can be fatal. 
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Introduction:
Cleidocranial dysplasia (CCD) is very uncommon 
autosomal inheritant congenital skeletal defect that 
primarily affects the bones and teeth. CCD is 
characterized by delayed closure of fontanelles, 
presence of open skull sutures, hypoplastic or 
aplastic clavicles, supernumerary teeth, delayed 
eruption of permanent dentition, wide pubic 
symphysis, short stature and a variety of other 
skeletal changes. Delayed closure of the anterior 

fontanelle and metopic sutures results in frontal 
bossing1-3. 

The different clinical manifestations reflect the basic 
mechanisms of skeletal development, patterning, 
bone and cartilage formation, growth and 
homeostasis4. The oral manifestations of CCD 
include an underdeveloped maxilla with a high, 
narrow arched palate, prolonged retention of 
deciduous teeth, failure of the secondary dentition to 
erupt, delayed maturation among the permanent teeth 
and multiple impacted supernumerary teeth.1, 5-7

The incidence of CCD is one per million births. It 
affects men and women with equal frequency. CCD 
appears spontaneously with no apparent genetic 
cause in approximately 40% of affected patients, and 
one in three patients has unaffected parents6,8. We 
herein report a case of CCD of a 13-year-old 
Bangladeshi girl& probably the first case from 
Bangladesh to be documented in perspective to 
dental surgery and orthodontics. 

Case Presentation:
A 13-year-old Bangladeshi girl was referred to the 
department of orthodontic, Sapporo dental College, 
Dhaka, Bangladesh by a local dental surgeon. She 
presented with her mother with the chief complaint of 
delayed eruption of thepermanent anterior teeth. 
Retained anterior deciduous teeth were carious & 
looked ugly that's why she was often teased at school. 
Her smile was very unpleasant, which resulted in 

difficulty communicating with her classmates. Failed 
eruption of her permanent teeth was the reason that 
the patient sought treatment. Her parents reported an 
unremarkable medical history. She was in good 
health with no medications and no known allergies. 
She had no history of trauma to the mouth, teeth, or 
jaws.

A general physical examination revealed a short- 
statured, well-oriented young girl with narrow, 
drooped shoulders (Figure-1). Further examination 
showed an abnormal facility in opposing her 
shoulders (Figure 2) due to malformed or absent 
clavicles, which was later confirmed with a small 
malformed clavicle in chest radiograph (Figure 3).  
Facial examination showed a brachycephalic head 
with frontal and parietal bossing, hypoplasticzygomatic 
bones, bulging calvarium, and depressed nasal bridge 
with a broad alar base (Figure 2). Intraoral 
examination revealed persistence of the primary 
dentition, delayed eruption of the permanent teeth, an 
Angle class III malocclusion, negative overjet, 
bilateral posterior crossbite (Figure 4).

Figure 1: Frontal view shows narrow & dropped 
shoulders, smile shows retained carious upper 
anterior teeth resulting unpleasant smile.

Figure 2: Close approximation of her shoulders in 
front of the chest

Figure 3: X-ray Chest P/A view shows malformed 
small clavicle.

Figure 4: Intra-oral photograph shows bilateral 
crossbite, multiple retained deciduous teeth with 
caries.

A CBCT & panoramic X-ray show the presence of 
multiple supernumerary teeth in both jaw which are 
16 in number; 3 in both side of upper jaw, 6 in lower 
left side & 4 in lower right side (Figure 5-7), 
impaction of the most maxillary & mandibular 
permanent teeth, ectopic position of upper left 2nd 
premolar, dilacerations of lower left 2nd molar and 
caries in several deciduous teeth. The 
anterior-posterior (Figure 8) and lateral cephalogram 
(Figure 9) show open sutures of the skull, large 
fontanelles, small maxillary sinuses, and a prognathic 
mandible. The cephalometric analysis confirmed the 
class III skeletal Malocclusion. The anterior and 
posterior cranial base are significantly reduce. 
Increased horizontal mandibular growth is found 
along with anterior rotation of the mandible in 
relation to the cranial base. The chest radiograph 
shows a very narrow thorax with oblique ribs and 
hypoplastic clavicles (Figure 3).

Written consent was taken from patient’s guardian to 
publish her disease features and photographs.

 

Figure 5: CBCT frontal view shows multiple 
impacted teeth.

Figure 6: CBCT occluso-palatal view shows 
numerous supernumerary teeth which causes 
impaction of multiple permanent tooth. 

Figure 7: CBCT occluso-baccal view shows multiple 
supernumerary teeth which causes impaction of 
permanent teeth.

appearance of narrow, drooped shoulders and for the 
wide range of shoulder movement, resulting in the 
ability of the patient to approximate his or her 
shoulders in front of the chest2, 9,10. This ability is not 
always recognized by the patient, as is true in the 
present case.

The skull base is dysplastic with reduced growth, 
resulting in increased skull width and leading to 
brachycephaly and hypertelorism that are usually 
associated with frontal and parietal bone bossing2. 
The present case had the similar feature.

Midface deficiency; underdeveloped paranasal 
sinuses; hypoplastic maxillary, nasal, and zygomatic 
bones; recession of the nasal bridge; a wide alar base; 
and prominent frontal, parietal, and occipital bones 
are common findings in patients with CCD. The 
underdeveloped maxilla with overall deficient 
growth of the midface combined with the direction of 
mandibular condylar growth and its anterior rotation 
give the impression of relative or actual mandibular 
prognathism 2, 11, 12. In the present case, the 
cephalometric analysis shows normal growth of the 
midface but mandible is prognathic, resulting in a 
skeletal class III malocclusion.

Dental abnormalities are typical main features of 
CCD, and they occur in 93.5% of affected patients 6. 
The primary dentition usually develops relatively 
normally [13], while the permanent dentition is 
severely disturbed. Presence of supernumerary teeth, 
prolonged retention of the primary dentition, failed 
eruption of the permanent teeth, multiple crown and 
root abnormalities, crypt formation around impacted 
teeth, and ectopic locations of teeth are the more 
common dentition disturbances 9, 14. A high arched 
palate is a less common oral manifestation of CCD. 
In the present case, failed eruption of the permanent 
teeth was the reason that the patient sought treatment. 
She presented with multiple supernumerary teeth that 
impeded normal eruption of the permanent teeth.

Other features seen in CCD are deformities of the 
thoracic region, pelvic and pubic bones, and fingers. 
More specifically, finger abnormalities include short, 
tapered fingers and anomalies of the phalangeal, 
tarsal, metatarsal, carpal, and metacarpal bones 7, 9, 15, 16.

CCD is highly polymorphic; therefore, absolute 
verification of the diagnosis of CCD can only be 
obtained by molecular genetic analysis 1–3. This 
patient had not been previously diagnosed, a 

molecular genetic analysis was proposed. The 
patient’s parents declined molecular genetic analysis 
for personal reasons; therefore, identification of the 
responsible gene was not possible.

The successful treatment of patients with CCD 
requires a team approach and compliance of patient. 
An interdisciplinary treatment approach involving 
orthodontics, maxillofacial surgery, prosthodontics, 
pediatrics, neuropediatrics, ophthalmology, and 
orthopedics is obligatory17. Genetic counseling for 
family planning should certainly be advised. Good 
collaboration among the specialists, the patient, and 
the patient’s family is essential for an organized 
treatment approach in which each member can 
contribute his or her expertise for the best treatment 
outcome 1, 10. The overall treatment goal is to 
establish functional occlusion and an aesthetic facial 
and dental appearance. Sometimes this disorder 
causes psychological problems for the patients; 
therefore, proper motivation and support are 
important.

Conclusion:
Clinician would be highly benefited by the 
knowledge of the clinical characteristics, family 
history, and diagnostic tools for CCD, that enable 
them to achieve an early diagnosis and implement 
appropriate treatment to improve function and 
aesthetics. 
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Figure 8 X-ray Lateral Cephalogram shows normal 
maxilla with prognathic mandible.

Figure 9: X-ray Frontal cephalogram shows bulging 
calvarium, narrow maxilla.

Discussion:
CCD is diagnosed by the clinical and radiological 
findings. The clinical findings of CCD, although 
present at birth, could be easily missed because of 
their extremely low frequency, rare manifestation of 
the typical extraoral symptoms in early childhood, 
and the clinical variety of the disorder 3, as was true 
in the present case.

A characteristic feature of CCD is aplastic or 
hypoplastic clavicleswhich is responsible for the 


