
Dental technicians who regularly receive poor quality im-
pressions and records are often faced with professional  
and ethical concerns as to how to handle the situation.  
They may choose to complete the task to the best of  
their abilities. Other options are to alter the casts to try 
to improve the situation and then complete the prescrip- 
tion, contact the dentist and discuss the issue, contact 
the patient, contact the medical aid, report the practitio- 
ner to the HPCSA, or refuse to do the work. 

Their latter actions have potentially negative implications 
for them, and will certainly sour working relationships. 
At worst, they may lose the dentist’s support. This paper 
explores ways in which dentists and techniciains can fos-
ter collegial and mutually beneficial relationships from early  
on in their careers. This will not only promote better com-
munication, and improve the quality of work produced 
by them, but it will also serve the best interests of their  
patients and the profession as a whole.

A previous paper1 explored the challenges dental techni-
cians face when they are sent poor quality work and asked 
(instructed) to complete the case.

In addition to the many responses presented in that paper, 
more technicians have come forward with further ethical 
challenges that they are struggling to find answers to. 
Their main concern, and the focus of this paper is the  
welfare of patients. Technicians may receive poor quality 
work from the dentist and even identify situations where  

adjacent teeth have been badly damaged, based on the 
pre-operative study models (if these exist). Figure 1 illus-
trates a case where the technician poured a cast from a 
very poor impression. It clearly shows mandibular anterior 
teeth with advanced alveolar bone loss, that are more than 
likely also mobile, as they have been splinted. 

The accompanying instructions were for the technician to 
do a diagnostic wax up as the dentist planned to place 
crowns on these teeth. The technician felt very uneasy  
with the proposed treatment. Cases like these raise seve- 
ral professional and ethical concerns that put technicians 
in a difficult position on how to handle the situation.

The technician may feel that the patient has been badly 
treated and would like to alert them to this. However,  
the dentist will argue that the clinical situation was more 
complex than the models suggest, which necessitated 
additional tooth structure  being sacrificed. 
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Figure 1. Cast showing splinted mandibular anterior teeth with exposed 
roots.
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Technicians know that indirect restorations made on poorly 
prepared teeth will not meet professional standards and 
are doomed to fail, and yet they are still being expected 
to spend (waste) their time fabricating these restorations. 
This goes against the ethics of fair distributive justice.2,3 

They may be concerned that the patient could suffer  
further harm if these restorations fail. The “harm” in this 
sense may include pain, discomfort, embarrassing aes-
thetics, the inconvenience of needing to have the work 
re-done, additional time and financial costs, and even  
possible tooth loss.

The dentist and patient could blame the technician for the 
failures and technicians have no way to prove that this was 
not the case. Also, they are often expected to re-do the 
work at their own expense, which can be a substantial 
time and financial burden. 

1).	 Their first line of action will be to carry out the work 
to the best of their abilities. They will most likely feel 
uneasy about this and constantly be on edge about the 
possibility that the case will fail within a short period. 

Some have even resorted to “altering the casts” to 
try and improve them and then completing the case.  
Their anxiety and moral conscience may well rule out 
this option.

2).	 Secondly, they could contact the dentist and discuss 
the case. If it is a once-off they may be able to reach a 
compromise and will probably try their best to remedy 
the situation together.

3).	 If it is a repeat occurrence it becomes a bigger con-
cern, especially if the dentist has been approached 
and does not improve, or if the dentist refuses to  
accept that his/her work is substandard. In this case, 
can/should they inform anyone else, and if so, who? 

a).	Can a technician contact the patient directly and tell 
them about their reservations? Do they have a right to 
do this seeing as their primary client is the dentist and 
not the patient? However, the “end-user’ is the patient 
and they will be the ones who suffer. Could they be 
sued by the dentist for defamation of character if they 
do talk to the patient?

b).	Should the technician rather contact the medical 
aid and tell them that this clinician repeatedly sends 
poor quality work and perhaps hope the medical aid 
will investigate the number of times they get “double 
accounts” for work on the same patient. It may also 
reveal if the dentist may be fraudulently submitting the 
second account with different tooth numbers to ensure 
they get paid, which is an even greater offense and can 
have medico-legal consequences.

c).	Should they report the practitioner to the HPCSA 
and if so on what grounds? Rule 26 of the Councils 
relates to reporting of “impaired “colleagues. However, 
“bad work” is not necessarily an impairment, and how 
can they prove this if the patient doesn’t complain? 

d).	They may refuse to do the work and ask that it be 
sent to another laboratory. 

The ethical technician who feels they have a moral duty 
to serve the best interests of the patients, to protect the 
reputation of the profession, and to maintain high stan- 
dards of care may find himself or herself in a quagmire. 
They now have to weigh up the risks of acting accord-
ing to their conscience and in the best interest of the  
patients, against many possible negative consequences. 

The concerned technician will not be able to turn a blind 
eye to bad work for any length of time and will have to 
make a difficult decision on how to move forwards. In the 
second scenario where an amicable and favorable solu-
tion was reached; the outcomes and consequences will 
be beneficial to all parties.

In the third case, they risk angering the clinician and will 
probably lose the work. They may also not get sent any 
future work, which will compromise their livelihood.

If they contact the patient, not only will they lose work,  
but could open themselves up for a hefty lawsuit that 
could be difficult to defend. They also have no way of 
knowing how the patients will react to their communica- 
tion and interference. There is even a risk that the pa- 
tients will support the dentist, in which case they will  
have no grounds of justification!

Contacting the medical aids may alert them to be vigilant 
when assessing future claims from these practitioners. 
However, from an ethical standpoint, it is also somewhat 
self-serving and won’t appease their conscience. They are 
still completing the work, and still ensuring they get paid 
for it, yet the patient is still going to be affected if it fails. 
Thus they cannot declare that they have acted in the  
best interest of THAT patient.

A further risk they need to consider very carefully is their 
livelihoods. The dental community is small and word of 
their actions will become known to other clinicians very 
quickly. They could find themselves being blacklisted from 
receiving any work from all other clients especially prac-
titioners who worry that their work may be scrutinized  
and reported on.

While it is easy and tempting to criticize the work of col-
leagues, one needs to remember that there may have 
been unknown, adverse circumstances that influenced the 
outcomes. Nobody can produce perfect work all of the 
time. There will be occasions when even the best dentist 
or technician may produce work that the other party feels 
could be improved upon. The issue arises when the pat-
tern is repeated. After discussion with other experienced 
technicians, they suggest to perhaps keep sending un- 
satisfactory work back to the dentist. 

This will allow them to uphold their oath to “do no harm”,6 
and be at peace with their conscience knowing that they 
have served the patient’s best interest. The patient may 
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also start to question the dentist's ability to perform the 
work as the impression has to be continually repeated, 
which may in turn force the dentist to improve to avoid an 
embarrassing situation. However, they may lose the work 
in the process, and the dentist will probably continue to 
carry out and deliver inferior quality work. 

It would be far better for all parties if dentists and techni-
cians develop a good relationship of understanding and 
mutual trust and respect from the onset. They need to 
both appreciate the limitations and difficulties that may be 
encountered, as well as know what can realistically be ac-
complished in any given case. 

Both professions need to think of possible solutions. If we 
don’t take this on, nothing will get done and the situation 
will never change (or improve). A practical constructive and 
a mutually beneficial solution will be to implement common 
teaching platforms at the undergraduate level. 

Technicon students could do a rotation period at one 
of the 4 dental schools. Here they will be allocated to a 
group of students for whom they will be required to carry 
out the laboratory work. Ideally, they will accompany their 
peers to the clinical wards where they will be able to ap-
preciate some of the challenges a clinician faces. These 
include issues such as difficult working position, mouth ac-
cess, navigating a mobile tongue, saliva, bleeding, limited  
mouth opening, material manipulation, difficult patients, 
communication problems, time constraints, and unfore-
seen dental complications. 

While it is primarily the duty of the dentist to manage 
these difficulties adequately, it will help them understand 
why impressions and work are sometimes unsatisfacto-
ry and why it may require.additional effort to obtain an  
acceptable outcome. They will also have a clearer idea  
of issues to discuss with the clinician if they are uncertain  
or unhappy.

At the same time, dental students can accompany their 
“partner” to the laboratory and observe the technical as-
pects of dental technology being performed on their very 
own patient cases. This should help clarify and consolidate 
their knowledge about why certain clinical requirements 
and mouth preparations are needed. They will also develop 
more realistic expectations of what can be achieved in the 
dental laboratories and learn how to communicate their 
instructions comprehensively and understandably.
 
We must strive to instill a culture of dentists and techni-
cians being a united team, from an early stage in career 
development, and that we need each other and need 
to work with each other. Understanding each other will  
allow both parties to produce better work in the future.  

Perhaps the movement to digital technology where clini- 
cians scan, design and make indirect restorations them-
selves, will allow them to appreciate the difficulties a  
technician may have with unsatisfactory preparations and 
impressions. Some software programs also have a “prep 
checker” which can be used to analyze the preparation 
and provide an “unbiased evaluation” of it. This too en- 
ables clinicians to assess their work at the chairside and 
make the necessary corrections within that same visit. 

This paper highlights the need to develop an ethos 
where dentists and technicians have a convivial rela- 
tionship and are willing and able to discuss cases  
openly, and reach workable solutions or at the very 
least, an appropriate compromise.

They should also be willing to give and receive con- 
structive criticism with the spirit that it is intended. This 
will not only improve the quality of work they produce 
and deliver but will help ensure the best possible out-
comes for their patients. A win-win-win situation.
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