
 

 
 
 
22 April 2020 
 
 
 
Brent Norton  
President 
NZ Institute of Dental Technologists  
PO Box 458 
WAIPUKURAU 4242 
 
 
Email: admin@nzidt.org.nz  
 
 
Dear Brent 
 

Thank you for taking the time to respond to the draft alert level 3 guidelines. Please see some commentary 

on your points raised in the NZIDT submission below.  

1. Definition of urgent care around point 4 eg adjustment or repair.... I feel this needs a bit of 

expansion/clarification. 

The overall objective of the government’s alert level 3 is still to limit direct contact with patients as much as 

possible within the community. The focus of the MOH remains on urgent and emergency healthcare, as 

reflected in our draft standard.  

We do consider that a patient’s inability to eat could seriously compromise their health. For this reason, we have 

added ‘ability to eat’ as an example of when the patient’s health might be significantly impacted (urgent care 

example: adjustment or repair of dental appliances where patient health is significantly impacted (for example 

ability to eat). 

The rest of the suggested scenarios were not considered a basis for urgent or emergency care justified within 

the context of level 3. 

2. Medium risk care, option A. I was surprised at the level of PPE here, but will trust in the informed decision 

the DCNZ must have taken here. 

I can assure you that the clinical advisory group, our Professional Advisor for Standards, and our Council 

members carefully considered the most appropriate PPE for oral health practitioners. The draft was also 

considered by the Ministry of Health oral health team and the National Health Coordination Centre Committee 

which includes infectious diseases expertise.  

3. High risk care. The term ‘Should’. I am sure you have considered this word, but just want to raise it 

nonetheless. It does imply that they don’t have too. Is this the intent? If not I would suggest using Must as it 

is currently open to interpretation atm. 

Although preferable, this is not achievable in all New Zealand locations – including some areas within the public 

health system. The ‘should’ remains as per the level 4 guidelines.    

4. Seeing patients and steps to limit transmission. I am happy with what is written in these sections, and I am 

not asking for change to them. I comment only as part of the NZIDT. I am considering to recommend to our 

members, if the DCNZ has no objections, that members who need to carry out urgent work (repairs) see 

patients in their cars. Most, although not all repairs can be done this way. This would minimise contact areas 

and avenues of cross infection and compliments your directive. I hope this is acceptable. This would be 

similar to current processes to administer flu injections and testing. 
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Just a few general comments around the proposal:  

• We do not see an issue with this approach – similar to what is occurring in a lot of general medical 

practices or swab taking 

• We assume the practitioner will not enter the car 

• Practitioners should wear the same PPE when meeting a patient at their car as for normal patient contact 

within the “clinical”/reception lab space (mask, gown, gloves etc) 

• If seeing a patient who remains in car, the following apply: 

o hand hygiene and donning before meeting patient  

o doffing and hand hygiene to go back into lab after seeing patient  

o normal, fresh PPE for doing repairs/adjustment 

o fresh PPE and hand hygiene to go back out to see patient. 

 

5. Page 12, Dental Appliances, re Gloves 

We note that the wearing of gloves during some repairs may be a potential health and safety issue. These 

guidelines do not intend to change the usual PPE and standard precautions taken for technicians while 

performing the repairs/adjustment work in the laboratory. Key will be to appropriately disinfect the used dental 

appliance before work starts, and for all dental appliances once work is completed before handing the appliance 

back to the patient. Also, thorough hand hygiene practices are expected.  

We have expanded the dental appliances section by adding clarity on provisions for direct patient contact: For 

any direct patient contact the required PPE requirements should be met as described in the Patient and 

treatment risk profile tables. If the patient enters the laboratory “clinical”/receptions area, the defined room 

requirements must be met.  

We also note your comment around rpm of common dental laboratory rotary instruments. 

6. Appendix 1: there is a spelling mistake in the first column under Care risk.  

This has been amended.  

 

Again, thank you for taking time to give us your feedback so quickly during this unprecedented time.  

 

Yours sincerely 
 
 
 
 

 
Marie Warner  
Chief Executive  



Hi Marie (please excuse grammar and spelling, I've had to do this twice so no time now to proof) 
 
 
I wasn’t sure if I was suppose to use reply all for everyone to see my suggestions, or just you. I figure 
you’d pass on if needed. 
 
Overall I think this has been put together well and is easy to follow. The flow charts to support the 
written directions are really well done. I hope people print these off and place appropriately for easy 
reference. 
 
I do have some points for your consideration however. 
 
1. Definition of urgent care around point 4 eg adjustment or repair.... I feel this needs a bit of 
expansion/clarification. 
 
“adjustment or repair of dental appliances where patient health is significantly impacted or where a 
patient’s confidence, ability to eat, and ability to socialise or work is affected.” 
 
It is well documented that how we look affects how we feel about ourselves and consequently or 
confidence to interact both socially and ability to carry out their job. I have also learnt over my time 
that a lot of women (usually) don’t feel comfortable with their partners, often commenting that 
their husbands have never seen them without teeth. 
 
2. Medium risk care, option A. I was surprised at the level of PPE here, but will trust in the informed 
decision the DCNZ must have taken here. 
 
3. High risk care. The term ‘Should’. I am sure you have considered this word, but just want to raise it 
nonetheless. It does imply that they don’t have too. Is this the intent? If not I would suggest using 
Must as it is currently open to interpretation atm. 
 
4. Seeing patients and steps to limit transmission. I am happy with what is written in these sections, 
and I am not asking for change to them. I comment only as part of the NZIDT. I am considering to 
recommend to our members, if the DCNZ has no objections, that members who need to carry out 
urgent work (repairs) see patients in their cars. Most, although not all repairs can be done this way. 
This would minimise contact areas and avenues of cross infection and compliments your directive. I 
hope this is acceptable. This would be similar to current processes to administer flu injections and 
testing. 
 
Page 12, Dental Appliances, re Gloves 
 
We had crossed lines the other day I think Marie. I term ‘Lab’ is generally applied to a non clinical 
environment - where technical work is carried out. However Clinical dental technicians have a 
clinical environment/room the same as dentists. These are usually, but not always, attached to a 
Lab. 
 
Jobs, just as if they came from a dentist, must pass through cross infection procedures as stated in 
Infection Prevention and Control Practice Standards in order to enter the Lab. Patients do not go 
into the “Lab” area (or shouldn’t) and should only ever get into a clinic room. So I guess we have two 
areas- Clinic and Lab. There isn’t any real legal/definitive delineation between the two, I guess, 
which lead to the confusion. I will refer to them as Clinic (because environment is the same as 
dentists), and Lab. 



 
Clinic, Gloves: Absolutely 100% and is per current practice. Generally the work carried out here is 
adjustments only eg sorespots etc, and is not intricate work, so the wearing of gloves is manageable 
in this context. There’s no wriggle room to maintain standards anyway. Only alternative is to 
disinfect as per standards and pass it into the lab. Repairs will be received in the clinic, but then 
passed into the lab via cross infection standards. 
 
Lab, Gloves: This would be a hindrance to effective work, an unsafe practice, and ultimately an 
unnecessary complication for the following reasons: 
+ Virus cannot be absorbed through skin. 
+ Gloves reduce tactile control and dexterity. Work can be quite intricate. 
+ In my experience, the gloves get torn by the moving parts of the headpiece or lathes. Unlike 
dentists who do not need to hold the tooth they are drilling, dentures, and denture teeth do. As 
such, the gloved hand holding the appliance will readily get caught (no matter how careful the 
operator is) ripping the gloves on the moving parts. Items getting caught moving parts is not safe, 
and may lead to the disruption of the epidermis leaving the operator susceptible to other infections. 
 
I would suggest a hand washing regime if the council has concerns around this area. It might be 
pertinent to also reinforce the need to use glasses, masks, eyewear, and evacuation systems as non 
wet aerosols, dust/grindings are produced. 
 
As a side note. The RPM of lab hand pieces and lathes for ‘Plastic/acrylic’ work, will normally range 
between 10,000 to 25-35000 RPM . This would be the same for Clinic room adjustments. 
 
As mentioned in clinic; adjustments could be passed into the lab area and ALL repairs will be passed 
into the lab area for work. 
 
5. Appendix 1: there is a spelling mistake in the first column under Care risk. Currently it says “w risk 
care” I suspect it is supposed to be “Low risk care” 
 
Happy to discuss any points made  
 
Kind regards 
Brent 
 
 
 


