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Introduction
The Department of Health in England,
under Section 63 of the 1968 Health Ser-
vices and Public Health Act, makes funds
available to support the continuing pro-
fessional education (CPE) of dental prac-
titioners. These ‘Section 63’ courses are
offered free to GDPs working within the
NHS, and recently to dentists in the Com-
munity Dental Service (CDS). Dentists
may attend as many as they like although
an away-from-practice allowance can

only be claimed by GDPs for two half-day
sessions per year. Across the West Mid-
lands region, about half the courses fall
within the category of priority areas (for-
mally known as COCET priorities, sub-
jects identified by the Committee on
Continuing Education and Training in
dentistry, now replaced by NCCPED [The
National Centre for Continuing Profes-
sional Education of Dentists]), and cover
topics defined by these criteria. Recent
priority areas for training include courses
for GDPs which provide “hands-on”
experience, deal with the management of
elderly, disabled and special needs
patients, give instruction in sedation
techniques, pain control and the manage-
ment of nervous patients. The rest of the
courses in the West Midlands are run in

response to perceived local needs.
Nationally the provision of continuing

professional education for dentists was
expanded in 1987 (Department of
Health1). Whilst there is evidence of con-
siderable take-up of these opportunities
(Mouatt et al.;2 Long et al.;3 Walmsley and
Frame4–5), a significant number of prac-
tising dentists do not attend short
courses. For example, in a study of
approximately one third of GDPs in York-
shire (number=307), Mercer et al.6 found
that 13% had not attended any courses
and that non-attendance was increasing. 

In the future, however, non-attendance
may cease to be an option. In May 1997,
the General Dental Council (GDC)7

issued a consultation document on ‘Reac-
creditation and Recertification for the
Dental Profession’. This proposed ‘a sys-
tem of mandatory continuing dental edu-
cation’ which is based within the GDC’s
statutory responsibility for the promo-
tion of high standards of dental education
at all stages. The Review Group recom-
mended ‘an annual commitment to 15
hours of formally approved CPE, … and a
further 35 hours of recorded formal or
informal CPE’ (p13, para 26). The GDC
had already warned as early as 1993 that
those who fail to update their skills, and as
a result, provide sub-standard treatment
‘may be liable to proceedings of miscon-
duct’ (GDC).8

Compulsory attendance at Section 63
and other formally approved continuing
dental education activity means that
quality provision will be of increasing
importance. If dentists are required to
attend courses they will want to know that
procedures are in place to ensure that pro-
vision is of high quality and relevant to
their needs. An evaluation mechanism
which feeds into the planning cycle will be
essential for this to be achieved.

This paper reports on a study, con-
ducted between October 1996 and 
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The objective of this paper is to propose an evaluation
framework for short courses in continuing education for general
dental practitioners (GDPs) (so called, Section 63 courses).
Existing monitoring and evaluation procedures in the West
Midlands deanery were examined and an improved evaluation
framework was then devised, piloted and revised. A 5 phase
method was used incorporating the examination of existing
practice (Phases 1 and 2), development of a new framework
(Phase 3), piloting (Phase 4) and revision of the evaluation
framework in the light of the pilot. This approach will be
implemented in the West Midlands and may be adapted for
national use (Phase 5). It was found that existing monitoring
and evaluation was inconsistent in prevalence and scope. Those
involved in short courses were in favour of a more consistent
and visible evaluation, including some assessment of impact-on-
practice and cost-effectiveness. In conclusion, meaningful
evaluation needs to include four key processes: data gathering;
data analysis; dissemination and, action planning (reviewing
provision in the light of the data analysis). Thus, this evaluation
framework feeds into a quality development cycle designed to
ensure high quality and relevant short course provision for
general dental practitioners.
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February 1998, examining how short
course continuing dental education was
monitored and evaluated within the West
Midlands region; from this an enhanced
evaluation strategy was devised which
could be adapted for national use. 

Methods
In Phase 1 of the study, interviews were
held with the Regional Director and
Deputy Director of Postgraduate Dental
Education and the eleven local clinical
tutors from the eleven local centres in the
West Midlands. Documents relating to
course provision and data on costs were
gathered and analysed.

In the second phase of the study, ques-
tionnaires seeking views on evaluation
were administered to GDPs attending
Section 63 courses in the Autumn of
1996 in three local centres. The centres
were selected on the basis of variation in
size, locality and facilities. Question-
naires were sent to all GDPs attending a
sample of nine courses running between
October and December 1996. These nine
courses were selected to reflect variety
(small seminars, hands-on courses and
large lecture courses), and provided a
sample of 194 GDPs, a response rate of
57%. All the thirteen lecturers providing
these courses were also sent question-
naires.

The results of Phase 2 were used to
inform Phase 3 of the project, during
which time a structured evaluation proce-
dure was developed. This included the
development of the evaluation instru-
ments (questionnaires and pro forma)
and the establishment of a formal mecha-
nism for sharing evaluation data between
tutors.

In Phase 4 the revised evaluation proce-
dure was piloted on all the short courses
running in the three study centres in the
month of October 1997. The evaluation
procedure was observed by a member of
the research team on seven occasions. For
all 21 courses, attendance and costs data
were collected; participants completed an
immediate post-course questionnaire;
and lecturers completed a self-evaluation
form. For all small group courses (ten or

fewer participants) lecturers held a brief
discussion with the group and completed
an evaluation form based on this discus-
sion. For tutor-selected courses (one in
each centre) the course was observed by
the tutor and an evaluation form com-
pleted. In addition a small number of
courses were subject to a delayed impact-
on-practice questionnaire approximately
six weeks after the course.

During the pilot each of the evaluation
forms included an extra set of questions
‘about evaluation’. These questions were
intended to gauge respondents’ views on
the usefulness of the form and to invite
suggestions for improvement. Sugges-
tions were then incorporated into the
final procedures and instruments.

Results
Phase 1 revealed that some quantitative
monitoring of short courses took place:
attendance at courses was logged by the
tutor and copied to the postgraduate
office. Some courses were evaluated, but
the prevalence and scope of evaluation
was inconsistent.

Data collected in Phase 2 revealed that
85% of dentists surveyed had been asked
to respond to an immediate post-course
questionnaire (the most common tool
used in evaluation) in the past. Tutors
read through the responses to these
questionnaires and provided some feed-
back to the course lecturers. However,
the data were neither analysed in a struc-
tured manner nor shared with other
local tutors. The course lecturers sur-
veyed made considerable use of discus-
sion with local tutors and courses
participants, particularly as a means of
informally evaluating small hands-on
sessions. Approximately one third of the
GDPs surveyed had had an evaluation
discussion with the course lecturer.
Tutors usually attended courses them-
selves and made judgements about
them. Informal evaluations were based
on the tutor’s own criteria - whether
people seemed satisfied, whether they
kept coming, and so forth  Again, these
views were not shared between tutors.
Finally, the data collected revealed that

longer term impact on practice — the
extent to which short courses lead to
better patient treatment or alter practice
— was not being evaluated.

These inconsistencies were reflected in
the satisfaction levels of the GDPs. From
the survey of dentists, although the
majority thought the current evaluation
procedures were adequate, a sizeable pro-
portion (44%) thought them inadequate.
The general view - across tutors, lecturers
and GDPs - was that a more structured
and rigorous evaluation would be useful.

The revised procedure, which includes
assessments of cost-effectiveness, impact-
on-practice and which is linked to a qual-
ity development cycle, was developed in
Phase 3 and piloted in Phase 4. A total of
268 immediate post-course question-
naires were completed (a response rate of
82%); 20 lecturers’ self-evaluation forms
(a 95% response rate); 3 tutor evaluation
forms; 4 small course discussion forms;
and 42 delayed impact-on-practice ques-
tionnaires.

The results of Phase 4 indicated that
course participants were positive in
their response to evaluation: there was a
significant majority in favour of all
courses being evaluated; believing that
the completion of the immediate post-
course questionnaire was a useful exer-
cise and one which would contribute to
course improvement. Most thought it
best to complete and hand in the post-
course questionnaire on the day of the
course (92%). Most lecturers shared
this view (86%).

Lecturers were also positive about the
principle of evaluation - 90% thought
that all courses should be evaluated.
Whilst 95% thought that completion of
the self-evaluation form was a useful exer-
cise, not all of these respondents believed
that self evaluation by lecturers con-
tributed to course improvement.  Many
lecturers indicated that they would value
feedback on their sessions however. Little
additional information was gained from
the discussion with lecturers at the end of
the courses.

The longer term impact-on-practice
was also evaluated in the pilot. The
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and lecturers. For all courses, the regional
postgraduate office prepares an annual
review of GDP attendance, collects costs
data and calculates a course cost-per-par-
ticipant. Guidelines have been drawn up
to help manage the dissemination
process.

From discussion at the National Dental
Tutors’ Conference it was evident that
there is considerable use of immediate
post-course questionnaires in other
regions. Further, there is much overlap in
terms of question areas and therefore
scope to develop an agreed set of core
immediate post-course questions. What
is also evident, however, is the limited
sharing of the evaluation information
with other tutors in each deanery or
between deaneries. Typically, evaluation
forms are remitted to the postgraduate
office but the information does not feed
into a planning cycle, and cost-effective-
ness and the assessment of impact-on-
practice are neglected.

Cost-effectiveness
Provision needs to make best use of lim-
ited resources. The essence of cost-effec-
tiveness is straight forward in that it
relates costs to outcomes. However, there
are a number of difficulties in its estima-
tion in practice. Here the concept is dis-
cussed but briefly, identifying difficulties
and its application within this frame-
work. What is not considered here is how
the cost-effectiveness of the evaluation
process itself might be assessed.

Firstly, there are difficulties in assessing
effectiveness. With regard to the Depart-
ment of Health’s definition of CPD,11

effective CPD should be relevant to indi-
viduals and organisations, meet its inter-
nal objectives and, ultimately, improve
patient care through impact on practice.
It is also not easy to identify costs and
their functions. Costs are resources such
as staff time (lecturers and administra-
tors), learning materials, participants’
and employers’ time. Four types of cost
are important: marginal costs (the extra
costs of extra CPD activity); variable costs
(how costs increase as CPD activity
varies); fixed costs (costs irrespective of

response rate to the delayed impact-on-
practice questionnaires was excellent
from the two smaller courses (95% and
89%), but was lower for the larger lec-
ture (36%). Only one respondent
thought that the evaluation form was
not appropriate. There was some dis-
agreement on the optimum interval of
time between actual attendance at a
course and the assessment of the
course’s impact-on-practice. Taken as a
whole the responses suggested an inter-
val of about six weeks, although partici-
pants of smaller courses were in favour
of a longer interval. The courses deemed
most likely to impact on practice were
those which offered updates on com-
mon clinical practice, especially if they
are of a hands-on nature (for more
detail see Bullock et al.9). 

Discussion
Consultation with course participants,
clinical tutors, lecturers and the regional
postgraduate office in the West Mid-
lands endorsed the need for a more
structured framework for evaluation.
The pilot exercise demonstrated that the
evaluation instruments could be quickly
and easily completed, that they were
useful and could contribute to course
improvement.  Some modifications to
the instruments and procedures were
needed and these were incorporated
into the evaluation framework recom-
mended in the final report.10 Modifica-
tions included removing the
small-course discussion element from
the procedure as it was shown to provide
insufficient additional information to
warrant the effort.

The evaluation framework has been
adopted as policy in the West Midlands.
The framework has the capacity to be
applied more widely and was outlined at
the inaugural National Dental Tutors’
Conference in Warrington in November
1998. There was widespread support for a
system of evaluation, developed by the
profession; if not nationally uniform,
such a system should have a core frame-
work. The West Midland’s framework
presents one model.

The new framework
In the West Midland’s model, at all
courses participants are asked to complete
an immediate post-course questionnaire.
To encourage a good response rate, these
are administered by the course lecturer in
a time-tabled slot at the end of the course:
non-response makes evaluation data dif-
ficult to interpret. This questionnaire
assesses the value, relevance and appro-
priateness of the course. In addition the
lecturer(s) on all courses are requested to
complete a brief self-evaluation form.
This instrument allows the presenter to
reflect on how well the course was
received and to consider any future revi-
sions. Tutors also complete a brief evalua-
tion form for one or two courses per half
year and assess how well the course was
received by the participants and consider
whether they would run it again and/or
recommend it to others.

Course members attending a small
number of specific courses are sent a
delayed impact-on-practice question-
naire by the local tutors approximately 6
weeks after the course. The returns pro-
vide basic data on the extent to which
attendance on short courses impacts on
later practice, as assessed by the course
participants themselves. As with all self-
assessments, the validity of the response
cannot be assumed but given time and
financial constraints and by employing
mechanisms which encourage honesty
(for example, guaranteeing anonymity),
useful data can be obtained from this
approach. The postgraduate office is
responsible for identifying those courses
that are appropriate for the evaluation of
impact-on-practice. ‘High’ cost per par-
ticipant is usually one criterion, and this
tends to identify small hands-on courses.
For these courses a cost-effectiveness
assessment is also made, comparing costs
and learner outcomes (using responses on
the immediate post-course and the
delayed impact-on-practice question-
naires). Data from the immediate 
postcourse and the delayed impact-on-
practice questionnaires are summarised
by local tutors and disseminated to other
tutors, the regional postgraduate office
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work goes beyond the gathering of data to
actually using it to inform the provision of
relevant, high  quality courses. By assign-
ing roles and responsibilities to all the
groups involved in CPE for dental practi-
tioners it supports the evaluation and dis-
semination of data, as well as helping to
identifying opportunities for future plan-
ning of CPE.

The information gathered could also
feed into a national body which could
act to facilitate the modification of
national planning of short course provi-
sion based on regional responses, and
ensure co-ordination of educational
activity. COPDEND (Conference of
Postgraduate Dental Deans and Direc-
tors) in conjunction with the NCCPED
(National Centre for Continuing Profes-
sional Education of Dentists) might per-
form such a role. The National Dental
Tutors’ Conference supported an
enhanced role for COPDEND.

the amount of activity); and opportunity
costs (alternative use of resources, includ-
ing time).

In the evaluation model outlined here
proxy indicators of effectiveness are
drawn from the self-assessment question-
naires and related to data on costs (the
costs of the lecturer(s), venue, equipment,
administration, materials and over-
heads). No data on opportunity costs are
used. Data drawn from the question-
naires are the participants’ self assess-
ments of the relevance of the course, their
learning improvement and satisfaction.
The resulting cost-effectiveness assess-
ments are crude but they enable some
judgement to be made of relative cost-
effectiveness. If costs differ between
courses with the similar outcomes, then
the higher cost course is less cost-effective.
Such rankings may be used to evaluate
small hands-on courses, which are the
most expensive, but may also be the most
effective. Examining cost alone may also
be beneficial in identifying economies of
scale or possible areas for resource redis-
tribution. Cost-effectiveness analysis is
not however a substitute for professional
judgement in the evaluation framework
described here. There may be justifiable
differences if, for example, some pro-
gramme areas may be a national priority
for GDPs; others are hands-on or have
unavoidably low attendance; and if capac-
ity constraints arise. 

A Quality Development Cycle
An important feature of the evaluation
framework is its link into a quality devel-
opment cycle. Not only does evaluation
data need to be gathered, analysed and
disseminated, but provision should also
be reviewed in the light of the evaluation
data and appropriate action planned.
Action planning is an essential step in a
quality development cycle. A quality
development cycle enables both general
response to local needs and the applica-
tion of the evaluation information with
regard to specific courses and lecturers.

Such a cycle involves six stages of activ-
ity.12 This is illustrated in Figure 1:
The proposed evaluation framework rec-

ommends that each local centre should be
under review once in 5 years. This will
begin with an audit of continuing dental
education using the twice yearly sum-
maries prepared by tutors for their meet-
ings (what courses are run, attendance,
needs, costs, evaluation). The next step will
be to clarify aims and aspirations for the
next three years (for example, to target
those GDPs who rarely attend courses) and
then to prioritise these. An action plan
designed to achieve these aims will be
established (questioning target groups to
ascertain reasons for non attendance and
interests/needs etc.). During the imple-
mentation of this plan, progress will be
monitored (the analysis of attendance
data). This might lead to a modification of
the action plan. The next review period
would begin by looking back on the previ-
ous aims and assessing the extent to which
they were achieved before setting aims for
the next review period. Thus the frame-
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Conclusion
Short courses provide general and com-
munity dental practitioners with the
opportunity to update their skills and
knowledge to the ultimate benefit of
patients. Currently, the shape of an indi-
vidual’s continuing professional educa-
tion (CPE) is irregular: short courses are
voluntary and typically chosen in an ad
hoc fashion. However, if it becomes
mandatory for dentists to attend courses
they will need to be of a high quality, not
least because course attendance has cost
implications for their practices.  Struc-
tures must be in place to ensure quality
and, in part, this depends on providers
of CPE following appropriate evaluation
procedures. From the audit of existing
evaluation practices in relation to short
courses for GDPs in the West Midlands,
and discussion from the National Dental
Tutors Conference, it is clear that there
was scope for a more structured
approach to evaluation, both regionally
and nationally.

This paper has described the frame-
work developed in the West Midlands.
The evaluation framework describes the

roles and responsibilities of relevant par-
ties, and the procedure followed - which
courses are subject to which evaluation
instruments. The evaluation procedure
also includes an analysis of cost-effective-
ness and impact-on-practice where
appropriate. Both of these are new devel-
opments for the region, and do not
appear to be applied in other areas either.
Meaningful evaluation should include
four key processes: gathering the data,
analysing the data, disseminating the
results and, finally, action planning. This
fourth process links evaluation into a
quality development cycle, which is cen-
tral to the provision of a more needs-
focused and structured programme of
CPE.
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