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ABSTRACT

Background

In the wake of the devastating COVID-19 pandemic, many
countries in the world instituted various protocols to limit the
spread of the disease and to reduce the burden on health
care facilities. However, the unintended consequences of
these restrictions included the reduction of human mobility,
limited access to health care services, resulting in delayed
or missed medical treatment.

Aims
The aim of the study was to assess the impact of the
CQVID-19 lockdown restriction on maxillofacial services.

Methodology

This retrospective and descriptive study of patient’s clinical
records, spanned from October 2019 to August 2020.This
period included the pre-lockdown (October —December
2019) and the different lockdown (levels 5,4, and 3) periods.
Complete clinical patient records were included for analysis.
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Results

The study revealed a 88%, 86%, and 45% decline in
maxillofacial and oral surgery consultations during levels
5, 4 and 3 respectively. Third molar impaction related
complaints such as pericoronitis, pain and sepsis were
the predominant consultation motives during all levels of
lockdown periods. Gender and age of patients had no
impact on the consultation rates during the course of the
study.

Conclusion

The Covid-19 pandemic related lockdown restrictions
affected the service provision for maxillofacial patients seen
at this institution.
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INTRODUCTION

The COVID-19 pandemic-induced mortality and morbidity
affected several milions globally since the outbreak of
the disease in Wuhan China in December 2019." Despite
many localized interventions, the global effort has been
lackluster and the pandemic continued to wreak havoc
especially in under-resourced settings. Tracking and tracing
of the infected and affected persons were among the early-
stage activities to mitigate the spread of COVID-19.2 Travel
restrictions were imposed locally and internationally® together
with non-pharmaceutical interventions.* To date, social
distancing, wearing of masks, and handwashing remains
the most cost-effective interventions against COVID-19.5
These interventions are aimed at slowing down the spread
of the SARS-CoV-2 virus, flattening of the infection curve
and therefore limiting the pandemic severity and duration.®
The rationale for restricting personal freedom of movement
was found in an attempt to protect the capacity and integrity
of the health systems infrastructure and resources.

The South African lockdown has 5 alert levels, from the
highly restrictive level 5 (hard or total) lockdown to level 1
characterised by the return to some form of normality with
limited precautions.” Despite the legislation that permits
continuation of essential health services, the pandemic
resulted in an unintended decrease in service offerings
and a decrease in patient-access to health care services
and facilities. The treatment of urgent and emergency
services took precedence as the restriction tightened
and the pandemic worsened. It was observed that during
periods of restrictions, such as pandemics or national
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disaster, healthcare utilization decreases. Elective and
preventative services were postponed or delayed, and often
patients reported reduced healthcare visits due to fears of
contracting the virus in health facilities.®

The impact of Covid-19 on the health system varied
markedly depending on the type of healthcare facility,
nature of services provided, location and size.® The
utilization of health services involves a complex interaction
between means to access health services (economic and
social) and perceptions of the severity of one’s condition,
and availability of staff and other needs.™ The lockdown
restrictions influenced utilization of services, depending
on the availability of means (transport and finances) and
location of the health care facilities.

Globally, dental services were limited to emergency
treatment; however, urgent maxillofacial services such as,
pain relief, trauma, infection and pathology continued to be
provided."" Similarly, facilities providing emergency medical/
dental care and urgent maxillofacial services remained
operational during lockdown.

We hypothesised that the successive levels of COVID-19
related lockdown restrictions had an impact on maxillofacial
and oral surgery services.

AIM OF THE STUDY

The aim of the study was to assess the impact of the

lockdown restrictions on maxillofacial service provision. To

achieve this, two related questions were examined:

(i)  would the volume of consultations for maxillofacial
and oral surgery services be affected by the Covid-19
pandemic lockdown restrictions? We hypothesized
that the outbreak resulted in meaningful reductions in
the volume of patients seeking consultation.

(i) did changes in healthcare services utilization due to
the SARS-CoV-2 outbreak differ by gender, age, and
time? We hypothesized that these variables influenced
patient behaviour regarding the utilization of services.

METHODOLOGY

Study design

This was a retrospective, records-based descriptive cross-
sectional study.

Time and setting of the study

The period of the study was from October 2019 to August
2020. It included the sequential phases: normal pre-
COVID-19 pandemic, and the subsequent different levels
of the lockdown periods during the COVID-19 pandemic.
The research was based on the audit of complete clinical
records of patients that presented to the Department of
Maxillofacial and Oral Surgery (MFOS) during the study
period. Lockdown periods were categorised as follows
(Figure 1):

1. State of Normality - From 1 October to 31 December
2019. This period of quiescence reflected a state of
normalcy, and for this study was be used as a reference
point for all the changes in service delivery.

2. Pre-lockdown - from 1 January to 31 March 2020,
as the world was already sensitised to the impeding
pandemic.
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Figure 1: South Africa -lockdown alert levels.
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3. Level 5 Lockdown: from the 1st to 30 April 2020, hard
lockdown.

4. Level 4 lockdown: from the 1st to 31 May 2020,
modified hard lockdown.

5. Level 3 Lockdown: from 1 June to August 2020,
eased lockdown.

Data sources and outcomes

We extracted all available data from the health services
utilization information system. The records included clinical
and demographic data from patients who consulted MFOS
section. The accuracy and completeness of the electronic
data was validated by comparing representative sample of
these records to the physical clinical records. Incomplete
clinical records were excluded from the research.

Ethical approval or the study

The research received ethical approval from the Sefako
Makgatho Health Sciences University Research Ethics
committee (SMUREC/D/25/2021: PG).

Statistical analysis

SPSS version 25 was used for all analyses, and the level
of significance was set at a=0.05. Chi-square tests,
Analysis of variance (ANOVA) and Kruskal-Wallis tests
evaluated association of variables over different levels of
the lockdown.

Figure 2: Consultation by treatment type and time
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Table 1. Patient characteristics and type of treatment during lockdown periods

Variable Pre Lockdown Level 5 Level 4 Level 3 Test p-value

Visits n (%) 899 (55.6) 105 (6.5) 120(7.4) 494(30.5)

Gender

Male 477(53.7) 61(58.1) 72(60.0) 251(50.8) X2 1

Female 422(46.9) 44(41.9) 48(40.0) 243(49.2) 0.223

Age

Mean(SD) 32.66(13.73) 33.96(17.99) 34.16(16.66) 33.51(18.43) ANOVA 0.540

Median(IQR) 30.0(24.0,38.0) 32(23.0,45.0) 30.0(24.0,41.75) 31(24.0,39.0) K-W 0.669

Consultations X2

Impactions 414(58.4) 29(4.1) 41(5.8) 225(31.7) 0.000

Infection 30(45.5) 7(10.6) 3(4.5) 26(39.4) 0.133

Pathology 35(42.7) 9(11.0) 10(12.2) 28(34.1) 0.40

Trauma 79(52.0) 8(5.3) 10(6.6) 55(36.2) 0.442

Reviews X2

Infection 82(44.6) 10(5.4) 23(12.5) 69(37.5) 0.001

Pathology 120(65.9) 15(8.2) 13(7.1) 34(18.7) 0.002

Trauma 108(56.5) 16(8.4) 19(9.9) 48(25.1) 0.160
RESULTS The number of patients who consulted due to impacted

The study shows that 1618 patients sought maxillofacial
care from 01 January 2020 until 30 August 2020. The
utilization of these oral health services declined drastically
during the lockdown. The number of patients receiving
services at MFOS-SMU was 899 in the pre-lockdown
period, 105, 120 and 494 in the lockdown level 5, 4 and
3 periods respectively.

This translates to 88%, 86% and 45% decline in patient
numbers compared to the pre-lockdown levels. Slightly
more males than females consulted the institution during
all levels of lockdown (p=0.22). The patient-age mean
of 33.1, and median 30.0 years, showed no significant
differences (p=0.54 and p=0.67) respectively across the
different levels of lockdown 2020.

Figure 3: Reviews by treatment type and time
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third molar (3Ms) problems was higher than all other
types of consults during all levels lockdown. Compared
to global pre-covid period (October to December 2019),
the number of consultations showed a substantial
decline. (Figure 2). Consultations for infection, trauma
and pathology were more frequent during pre-lockdown
and level 3 lockdown. However, these differences were
not significant (Table 1). The number of patients reviewed
for trauma, pathology or infections were higher than cases
of consultations for all levels of the lockdown. Reviewed
cases were significantly lower during lockdown levels 5
and 4, for infection and pathology (p=0.001 and 0.002).
Figure 3 shows the marked decline in the number of review
cases from October 2019 until the end of May 2021.

Overall, the period of hard lockdown (levels 5 and
4) resulted in a drastic drop in the number of patients
reporting at the facility for maxillofacial treatment.

DISCUSSION

This retrospective study sought to evaluate the impact
of the COVID-19 pandemic lockdown restrictions on the
utilization of maxillofacial services in a tertiary referral
hospital. The study focussed on comparing the volume
(quantity) of consultations and the type of clinical findings
(quality) reported at the department during the studied
periods. This study provides evidence that the pandemic
has affected all dental services including urgent and
emergency care. The reduction in the number of patients
attending maxillofacial services in our setting is immense
compared to similar institutions. Our findings show a
decline of 88% and 86% during level 5 and 4 lockdown
periods. In comparison Bartella’?, Donohoe' and
Vishwakarma'* reported a 45%, 46% and 73.90% drop
in maxillofacial patients due to COVID-19. We reported
similar differences for trauma 9.3% versus 35%."; and
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consultations for infection 4.08% compared to 28%.'®
More reviews were recorded than consultations for
cases of trauma, infections, and pathology for all periods
of the lockdown. Globally, comparatively more cases
of maxillofacial trauma, infection and pathology were
treated than in our clinic.1

Most hospitals in the developing world adopted COVID-19
prevention protocols more readily and were thus able to
resume maxillofacial operation on a regular basis. The few
consultations at this tertiary hospital are indicative of the
low number of patients referred from feeder clinics and
hospitals. The majority of these institutions reduced their
operating times or suspended services altogether during
the lockdowns. The change in services times might account
for the reduction in referrals for oral pathologies. Patients in
the resource constrained environment often face financial,
logistical and transport challenges that often derail their
access to maxillofacial treatment. The situation worsened
during the lockdown as resources were redirected towards
the pandemic control. The majority of patients seen in our
facility are indigent and rely on state-funded transportation
for their hospital access.

Treatment of impacted third molars were performed more
frequently during all phases of the lockdown than other
services. Impacted third molars are associated with severe
pain, pericoronitis, swelling, trismus and other signs of
spreading infection.!” Therefore, patients suffering from
these dental complications are likely to seek help than
patients with innocuous soft tissue pathology. Several
studies confirm that during the pandemic dental extractions
were performed most frequently.'®

We attribute the decline in the utilization of maxillofacial
services in our facility to several reasons: Firstly, the hard
lockdown severely restricted the movement of people
including visits to healthcare facilities. Secondly, during this
period of total shutdown, the world was overwhelmed by
anxiety and fear of the virus. Consequently, the majority
of people requiring treatment postponed healthcare
services, including maxillofacial treatment.’®'® Patients were
genuinely afraid of being exposed to the virus in hospitals.
In their study, Wong and colleagues reported that patients
viewed hospitals as infectious reservoirs, “crawling with
COVID-19”.82 The cumulative fear of dentists, of COVID-19
and implementation of travel restrictions provide powerful
and justifiable excuses to postpone healthcare services.?°

Thirdly, the initial shortages in covid tests and the long
waiting periods for laboratory results caused unnecessary
delays and postponement of urgent maxillofacial treatment.
Fourthly, shortages of personal protective equipment (PPEs),
critical equipment and consumables had a negative effect
on patient treatment and outcomes. During the early phases
of the pandemic, the global shortages in PPEs, ventilators
and other related equipment had reached catastrophic
levels. Despite, instituted rationing, the level of scarcity had
an impact on the medical and surgical services.2! Lastly,
delays in the adoption of COVID-19 protocols in our facility
contributed to deferrals and postponement of patient
treatment. It is only after these constraints were addressed
that some form of normalcy was attained and the patient
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number started to rise. Still, the maxillofacial services have
not returned to pre-covid figures.

CONCLUSION

The significant decline in the number of patients treated at
our facility highlighted the negative impact of the COVID-19
pandemic on maxillofacial service. Healthcare services are
vulnerable to pandemics. Therefore, referral systems and
infrastructure must be strengthened to support and maintain
patient care beyond tertiary centres.
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