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Non-specialist training can vary from 
distance learning courses mainly using printed 
educational materials, part-time courses with 
or without hands-on components; to appren-
ticeship style work-based learning. There is a 
variety of unregulated postgraduate (short and 
long) courses in which dentists can enrol, to 
improve their clinical and knowledge skills. 
Endodontics is a difficult technical or ‘craft’ 
skill to master and there is evidence that 
many dentists are currently discouraged from 
the discipline due to clinical complexity, poor 
funding and medico-legal risk.5,6 Endodontics 
forms part of speciality training in restorative 
dentistry, and specialists often remain within 
secondary care environments after training. 
Training is also undertaken as a self-funded 
mono-speciality training pathway in endodon-
tics, and many of these specialists are likely to 
work within the private sector after training. 

Introduction

At present within the United Kingdom (UK) 
postgraduate dental education and training, 
most notably specialist training, is delivered 
by NHS service providers and universities, 
supported by The Royal Colleges, and overseen 
by Health Education England (and its counter-
parts in the other 3 UK countries) in line with 
the General Dental Council requirements.1–4

Objective  To explore the experiences of primary care dentists following training to enhance endodontic skills and their 

views on the implications for the NHS. Design  Qualitative study using anonymised free text questionnaires. Setting  Primary 

care general dental services within the National Health Service (NHS) in London, United Kingdom. Subjects and methods  

Eight primary care dentists who completed this training were asked about factors affecting participant experience of the 

course, perceived impact on themselves, their organisation, their patients and barriers/facilitators to providing endodontic 

treatment in NHS primary care. Data were transferred verbatim to a spreadsheet and thematically analysed. Intervention  

24-month part-time educational and service initiative to provide endodontics within the NHS, using a combination of 

training in simulation lab and treatment of patients in primary care. Results  Positive impacts were identified at individual 

(gains in knowledge, skills, confidence, personal development), patient (more teeth saved, quality of care improved) and 

system levels (access, value for money). Suggested developments for future courses included more case discussions, teaching 

of practical skills earlier in the course and refinement of the triaging processes. Barriers to using the acquired skills in 

providing endodontic treatment in primary care within the NHS were perceived to be resources (remuneration, time, skills) 

and accountability. Facilitators included appropriately remunerated contracts, necessary equipment and time. Conclusion  

This novel pilot training programme in endodontics combining general practice experience with education/training, hands-

on experience and a portfolio was perceived by participants as beneficial for extending skills and service innovation in 

primary dental care. The findings provide insight into primary dental care practitioners’ experience with education/training 

and have implications for future educational initiatives in support of systems innovation within the NHS. 

In 2009, the former London Deanery (now 
part of Health Education England), responsi-
ble for professional development of dentists, 
established a training programme in line with 
national guidance on dentists with a special 
interest (DwSI). The aim was to address 
access to and quality of endodontic treatment 
in National Health Service (NHS) primary 
care7–9 and to build expertise within primary 
care and enable dentists who were generalists 
to develop enhanced skills in a distinct field 
while still continuing to work as a generalist 
for part of their time. The participants entered 
the programme through a process involving 
nomination by their local NHS organisation 
(Primary Care Trust or PCT) and selected 
through interview by a panel consisting of 
London Deanery commissioners, course 
teachers, and PCT representatives including a 
consultant in dental public health. 
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Gives primary care dentists’ views of post graduate 
training.

Outlines dentists’ views on barriers to providing root 
canal treatment in primary care. 

States implications for future training initiatives.

In briefIn brief
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The model of education aimed at taking a 
group of London NHS GDPs to an enhanced 
level of clinical endodontic skills, within 
primary care. Training involved didactic 
seminars, simulation tasks, self-directed study 
and workplace-based assessments within the 
participants’ own practice environment, as 
well as treatment of a large number (1,600) of 
patients within a general practice setting.10 The 
NHS patients treated during the programme 
were used to build skills and deeper learning 
with the aid of a reflective clinical practice. The 
course providers were available to give clinical 
advice and help, including with patient triaging. 
It was hoped that this 24-month training 
structure would allow dentists who complete 
the course to safely operate as enhanced practi-
tioners in endodontics.

This two-year part-time training programme 
in endodontics, developed in accordance with 
the evidence base, involved educational reading 
material, interactive seminars, problem based 
learning, technical skills training using simula-
tors and clinical experience, as well as reflec-
tive learning.11–18 The formal education and 
training was delivered one day per month at 
the London Deanery Educational Centre. The 
learning outcomes for this course were similar 
to those advocated by the Department of Health 
and Faculty of Dental Surgery7–9 and similar to 
the emerging Guide for Commissioning Dental 
Specialties.19 Participants were provided with 
additional equipment by their PCT and were 
required to deliver a limited level of endodon-
tics in their dental practice under contract, thus 
delivering a service to patients in London across 
seven boroughs.10

Participant views and feedback are essential 
to development and improvement and the 
initiative overall was perceived as a welcome 
response to challenges within the NHS and 
welcomed by a range of players,5,10 including 
general dental practitioners (GDPs). Male 
(N = 5) and female (N = 4) participants were 
enrolled in the programme. The majority of 
participants worked in general dental practice 
(N  =  7), with a minority in the community 
dental service (N = 2). Only one participant did 
not complete the two-year course and left at the 
end of year-one, as a result of the end of year 
assessment outcomes. Their skills have been 
assessed during- and post-training using a spe-
cifically designed instrument for endodontics.20

This study aimed to explore the views and 
experiences of participants enrolled in the pilot 
training programme for increasing endodon-
tic skills using a combination of training in a 

simulation lab and treatment of cases within 
general dental practice, with a view to identify-
ing factors that influence participant experi-
ence of training and future service provision. 
This was considered important learning from 
the pilot as future population oral health needs 
are likely to require dentists to undertake addi-
tional training to enable provision of more 
complex patient care.

Method

NHS research ethics approval was sought and 
granted (ref: 10/H0718/69). Research gov-
ernance approval was granted from all seven 
NHS primary care trusts involved (Barking 
and Dagenham PCT Ref No. 2298; Ealing 
and Hounslow PCT, Greenwich PCT Ref No. 
RDGre573; Hammersmith and Fulham PCT, 
Newham PCT, Kingston PCT and Wandsworth 
PCT via St George’s Healthcare Ref No: 
2010/401K,W; Kings College London, Ref No. 
KCH11006). All participants of the course were 
invited to participate and it was highlighted 
that anonymity would be strictly maintained 
and informed consent was provided.

Participant views were captured by way of a 
questionnaire. Questionnaires are a practical 
method of collecting information about a 
large number of people within a fairly short 
period of time, which in turn is a relatively cost 
effective method of data collection.21,22 One of 
their main advantages is that the researcher 
can seek the views of designated participants 
with limited affect to its validity or reliabil-
ity. While, some have found no superiority 
between self-administered questionnaires 
and interviewer administered question-
naires,23 the advantage of the former is that it 
provides greater distance when the researcher 
has been involved in the education process. 
Therefore, the main reasons for use of written, 
self-completed questionnaires was to avoid 
bias of the researcher influencing the answers 
and to gain responses in the same time frame. 
Maintaining anonymity allowed the partici-
pants to be honest about their experiences and 
suggestions for improvement. The question-
naires were collected before the participants 
received their final grades to minimise bias. 
This complemented focus groups and in-depth 
interviews which were conducted as part of 
the wider research for this initiative,5,10 and 
focused on exploring participant views on their 
experience of training, the perceived impact of 
the pilot training programme on themselves, 
their organisation and their patients, the effect 

of the NHS arrangements on the experience of 
providing an endodontic service within NHS 
primary care and possible barriers/facilitators 
to providing endodontic treatment in NHS 
primary care in turn. The questions were open 
ended with room to elaborate on the answers.

Course participants were emailed with the 
questionnaire at the end of the second, and 
final, year of their part-time training. They were 
invited to complete the questionnaire anony-
mously and either drop the questionnaire in 
a sealed unmarked envelope on the feedback 
day (April 2011) or return it by post to the 
researcher.24 It was advised that the question-
naire should be completed using a computer to 
facilitate anonymity. Demographics were not 
included to protect anonymity. All responses 
were transferred to an Excel spreadsheet 
(Microsoft Office 2010, Microsoft, Redmond, 
WA, USA) for analysis.

This qualitative data were analysed using 
framework analysis25 involving a thematic 
approach. Framework analysis allowed for sys-
tematic and visible stages to the data analysis 
process: familiarisation; identification of a 
provisional thematic framework; indexing; 
charting; and mapping and interpretation. In 
the initial familiarisation stage responses were 
read and re-read, and key emerging themes and 
ideas listed, framed by areas of the topic guide or 
objectives of the study. A provisional thematic 
framework, identifying key issues, concepts 
and themes was used, so that the data could be 
examined and referenced into themes through 
coding. In the data indexing process, the index 
of the thematic framework was applied to the 
transcripts. During the charting process the 
data were in relation to the objectives of the 
research, and the thematic framework expanded 
in light of the application of the data. During 
the mapping and interpretation stage, the data 
were synthesised to detect and define concepts 
that allow mapping of the range and nature of 
experiences, as well as finding patterns and 
associations with participant experience. 

Results

Respondents
All eight participants finishing the course 
responded to the survey. One participant did 
not complete the course and was excluded. 
Responses were received for almost all 
questions; those omitted (four questions in 
total from two respondents) related to ideas 
for improving the course and the endodontic 
services within general dental practice.
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There was diversity in respondents’ prior 
endodontic experience. This ranged from those 
having had no prior formal training since their 
undergraduate programme (N = 2), to those 
who reported gaining significant experience 
in general practice (N = 3), to others who had 
attended continuing professional development 
courses (N = 2), and even gained a diploma 
in endodontics (N = 1). Their motivation for 
enrolling in this course included encourage-
ment, payment for this course and provision 
of paid study leave.

Course content and delivery
Respondents’ overall experience of the course 
was reported as positive. Themes that emerged 
related to its organisation, the provision of appro-
priate prior reading material and the culture of 
the learning environment created (Table  1). 
Organisation of the course included the asso-
ciated NHS arrangements and the system of 
triaging of patients to be treated as part of the 
learning experience. The course was considered 
inspirational and enjoyable, fostering a support-
ive, helpful and inclusive learning environment. 
Developments suggested involved greater levels of 
contact with teachers at the outset, more sessions 
under supervision, short and targeted training, 
greater discussion of cases and shorter seminars 
with greater emphasis on gaining practical skills. 
Participants observed the different learning styles 
of the group and perceived the need for and 
benefit of students receiving more individualised 
feedback and support.

‘I think more contact time at the start would 
have been better, also doing more on root prepa-
ration and apical gauging and techniques at the 
start would have increased our clinical standard 
more quickly’ (P2Q2). 

‘A little bit more one to one support initially in 
some of the practical sessions’ (P3Q6).

‘Maybe short focused seminars would be more 
productive’ (P3Q4).

‘To improve have some patient sessions under 
supervision [sic]’ (P5Q4).

‘More discussion on the completed cases in 
practice. Where we went wrong and what could 
have been improved. We did discuss cases but now 
and then, [it] was never compulsory’ (P5Q6).

‘My colleagues and I consisted of 9 individuals 
with widely different levels of training experi-
ence and skills in dentistry. We also have varying 
personalities and personal commitments […] 
fortunately most of the teachers on the course 
understood this and were very encouraging. 
Perhaps a little more individual feedback would 
have been useful throughout the course’ (P6Q6). 

The course was delivered in tandem with the 
NHS provision of general dental services with 
NHS time and funding allocated for enhancing 
skills in endodontics for these practitioners. 
This was recognised and appreciated as an 
integral part of training.

‘Without such an arrangement it would be 
impossible to dedicate the time necessary to develop 
the skills learned at the course and it would be 
extremely unlikely for an NHS dental practice to 
absorb the extra cost it does involve.’ (P1Q10)

Impact on participants, their patients 
and their organisation
The perceived effect of the course on partici-
pants themselves included gaining confidence, 
experience, understanding and change in 
practice as well as improvement in skills and 
knowledge. Reported changes in practice were 
not limited to endodontics (Table 2). There was 
support and appreciation for time and resources 
allocated to improving skills in primary care. 
There were no perceived negative impacts of 
the course; there were, however, challenging 
suggestions for improving the course delivery 
as previously illustrated. For some the impact 
on themselves was very significant:

‘This has been a career changing experience 
for me. I have exited this course with a new 
outlook on dentistry and I am much happier 
with my skills and understanding as a whole’ 
(P7 additional comments section at end of 
questionnaire).

The perceived impact of the course on 
the participants’ organisation (NHS dental 
practice) were better or predictable clinical 
outcomes, access to NHS endodontic 
treatment, improved care, improved outcomes, 
value for money and empathy. Positive feedback 
from patients was described in relation to the 
service, thoroughness of care, time spent and 
explanations of the treatment. The course was 
perceived as relevant to general dental practice:

‘The most relevant course I could ever attend. 
In my PCT patients have benefited within 6 
months of the start of the course’ (P6Q7).

Table 1  Themes that emerged from the participant views of the course and the NHS arrangements supporting the course

Themes Examples

Organisation

‘Excelled in providing a balance between theoretical and practical teaching for a busy GDP’ (P8Q2)

‘It was a perfect course for a dentist who did not want to or could not go to full-time training due to family reasons. It was perfect combination of 
formal training and general practice experience’ (P2Q5)

‘The course teachers were very supportive in providing the appropriate reading materials and literature before the study days. This proved invaluable 
throughout the course’ (P6Q5)

‘The programme was very well organised’ (P1Q3). 

Learning culture

‘Very well organised. Culture created by course tutors was very good – professional yet friendly and inclusive’ (P4Q3)

‘It was hard work but enjoyable’ (P3Q2)

‘The support from the teachers was excellent’ (P1Q5)

Developmental

‘A little bit more one to one support initially in some of the practical sessions to address individual problems’ (P3Q6)

‘More discussion (needed) on the completed cases in practice. Where we went wrong and what could have been improved’ (P5Q6)

‘I believe that the rotary instruments and warm vertical/backfill technique should have been introduced in earlier modules’ (P1Q4)

‘I think more contact time at the start would have been better, also doing more on root preparation and apical gauging and techniques at the start 
would have increased our clinical standard more quickly’ (P2Q2)

‘Maybe short focused seminars would be more productive’ (P3Q4)
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The perceived positive aspects of NHS arrange-
ments included resources, triaging and referral 
systems. The perceived negative factors were lack 
of organisation, remuneration, understanding of 
treatment and clarity of arrangements. 

‘An understanding that it is a labour intensive 
treatment […] That unless they have long term 
funding for enough patients to be treated by a 
DwSI, the training expense may prove to be not 
very financially viable to the NHS’ (P8Q12).

‘Clear agreement and commitments to 
arrangement by both PCT and DwSI’ (P7Q12).

The transition of these skills into primary 
care and implementation of change was viewed 
to be dependent mainly on remuneration and 
production of appropriate care pathways. Local 
agreements and national policy on remunera-
tion in primary dental care were perceived 
as important issues to be addressed. There 
was widespread appreciation for the PCTs 
who supported the initiative, however better 
organisation and communication were high-
lighted as areas for improvement. There was 
obvious intention to use the skills learned to 
provide improved care and high quality endo-
dontics within the NHS; however, there was 
uncertainty and concerns as to whether the 
service would be commissioned in the future. 
Participants voiced concerns that the resources 
used to provide this pilot programme would be 
wasted, by all stakeholders in the initiative, if 
the service was to be discontinued. The partici-
pants did not state that they would be looking 
to provide this service in the private sector:

‘My PCT having invested in me for 2 years 
is now suggesting they have limited finances to 
support me after April 2011. This makes very 
little financial sense’ (P6Q12).

‘Despite seeing the benefits of the programme to 
the patients and the service, the PCTs commitment 
to me after April 2011 is unknown as yet’ (P6Q11).

Wider views included the importance of value 
for money and quality of care deserved by NHS 
patients and recommended better undergradu-
ate training in endodontics. Many suggestions 
for commissioners included increased under-
standing of moderate complexity endodontic 
care services (time and single use equipment 
required), improved triaging services, written 
clarification, agreements and commitments to 
financial arrangements between commission-
ers and providers. The local factors affecting 
change in practice may be related to participants 
adopting techniques. 

The perceived barriers to providing endo-
dontics generally in primary care within the 
NHS were described as remuneration, time, 
skills/training, cost of providing the service 
or ‘motivation’ / ‘incentive’, accountability and 
quality assessment.

‘For the “average” NHS practitioner: funding, 
lack of accountability that is, motivation and 
incentives’ (P4Q15).

‘The funding to root canal treatment is the 
biggest barrier. The young dentists are not at all 
motivated as they are not paid or very for it [sic]. 
Disposable files are expensive and that does not 
help the practice principal. This is inculcating a 
culture in general practice that doing root canal 
is a waste of time and money’ (P5Q15).

‘For a general dentist, skill, magnifica-
tion, undergraduate training, material cost, 
equipment available at the practice, use of 
rubber dam, remuneration’ (P2Q15).

Overall participants stated training and 
remuneration as important to facilitating 

the delivery of high quality endodontic 
treatment in NHS practice (Fig.  1). Having 
this programme may have overcome some of 
the barriers such as ‘resources (such as time 
equipment etc), skills and knowledge’ (P3Q15); 
however did not address other barriers such 
as ‘Incentive, motivation’ (P4Q16) and ‘Better 
undergraduate training’ (P8Q16).

Discussion

These findings contribute to the literature by 
providing valuable insight into the views and 
experiences of dentists who undertook a novel 
educational initiative to enhance their skills 
in endodontics on the pilot programme. The 
participants perceived this course not only to 
have given them skills, knowledge and con-
fidence but as also having led them to better 
predictable clinical outcomes, improved care, 
value for money and access to NHS endodon-
tic treatment. There is limited literature on 
endodontics within the NHS as much of the 
surveys have been around new graduates and 
their experience of undergraduate training or 
vocational training.26–29 The responses of the 
participants were related to three broad areas: 
the course design, the impact of training and 
the wider NHS. Each will be addressed in turn, 
starting with the course design.

First, the different suggestions for the 
re-design of the teaching days in the course 
reflected experience and individual require-
ments, which may relate to learning styles 
and engagement with the course and course 
tutors. There were preferences to different 
styles of teaching and there were differences 
in participant views of the areas where more 

Table 2  Examples of the participant perceptions of the impact of the course on themselves, their patients and their organisation

Perceived impact of the course on themselves Perceived impact of the course on their patients and on their organisation

‘…Ignited an interest in dentistry and has spurred me to improve myself and 
continue to educate myself. I am now seeking an evidence based approach to all 
aspects of my dental treatment’ (P7Q2)

‘So many teeth have been saved’ (P6Q7)

‘The course in DwSI in endodontics took me to a totally different level of den-
tistry. It changed the way I practiced in general. It did mainly inspire me to use an 
evidence-based approach to most things I do’ (P1Q2)

‘The in-depth knowledge and skill acquired during the course has enabled me to 
provide an improved standard of care to my patients’ (P3Q2)

‘…Decision-making, treatment planning and technical skills have improved’ 
(P5Q8)

‘It is the best value for money, as most of the cases treated by us [did] not [therefore] 
require specialist treatment’ (P1Q14)

‘…I can carry out more complex endodontics with greater confidence. It has also 
given me a deeper knowledge and understanding of many aspects of restorative 
dentistry’ (P6Q2)

‘Patients have got such a good standard of root canal treatment for the same NHS 
charges or for free, which they would not have dreamt of getting’ (P5Q7)

‘Understanding, diagnosis, consistency of results’ (P2Q9) ‘Absolutely, the biggest surprise in this course was the fact that most aspects of the 
course could be practiced in general dentistry’ (P1Q7)

‘Definitely without a doubt the basic principles are the same but a completely 
new approach to achieving these principles’ (P3Q8)

‘My technical procedure is totally different to what I was doing before’ (P5Q9)
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help was needed, as expected of participants 
from varying experience and backgrounds. 
Strategic learners may identify what they 
need to learn before beginning, and to some 
extent this group may have approached the 
course in this way.29 The factors affecting 
the learner’s experiences of learning and 
training should be considered when future 
training programmes are created; however, 
the approach used here was well received 
and this may have been related to the range 
of styles of teaching used. The factors high-
lighted in this study have been supported by 
other educational publications.30–32 It is known 
that printed educational materials, didactic 
teaching alone and audit/feedback have 
limited influence of professional practice.33–35 
Simulated learning of technical skills can be as 
effective in dentistry as bench-top learning.36–38 
Bench-top learning is practicing in simulated 
lab/phantom heads using extracted teeth or 
artificial teeth or endodontic training blocks, 
and simulated learning during the course in 
the current study included training using 
endodontic training blocks. The perception in 
dentistry is that supervised clinical training, 
whereby patients are treated under the direct 
supervision of more experienced trainers, 
is the most effective and therefore the most 
common approach around the world. This 
limits capacity and requires the cooperation 
of suitably consented patients, as well as being 
expensive and intensive on human resources 
of both the trainers and trainees.39 The new 
trend is for ongoing reflective learning, where 
the individual examines an experience leading 
to a change in conceptual perspective, often 
using a portfolio.11,13,40 These techniques of 
teaching were embedded within the course 
and the participant’s perceived outcome was 
that knowledge, understanding, and technical 
skill improved within this course. Although, 
the participants stated that more sessions 
under supervision would have been useful, 
there is no evidence to suggest that training 
under supervision provides better education 
for dental post-graduates than the model of 
training assessed in this study. In this training 
initiative patients were treated from the very 
beginning, while course-training days were 
a month apart, during which time numerous 
patients would have been referred to these 
dentists to provide endodontic treatment. 
Therefore, the need to front load the course 
with the practical skills is echoed in the experi-
ence of the participants. There is learning here 
for ensuring robust triaging for appropriate 

cases for various stages of the course and the 
consideration of extended periods of clinical 
skills training before referral of patients begins.

The second reported impact was that the 
participants stated that wider change in 
practice occurred resulting in benefits to 
the participants and their patients, possibly 
due to the range of teaching methods used 
suiting different learning styles. The intention 
to change practice may be inherent in those 
who are always seeking to improve and would 
influence deeper learning.41 While the partici-
pants of this course were nominated for further 
training by their PCT as they already provided 
sufficient endodontic services for the PCT, 
however were unable to provide treatment 
of moderate complexity and these skills were 
not readily available elsewhere, the participants 
were chosen through a competitive interview 
process; therefore inherent desire to improve 
or gain validation may have been a factor. From 
the transcripts, participants spoke of actively 
seeking post-graduate training in endodontics 
before embarking on this course. Previous 
interest in endodontics and lenience towards 
providing endodontic services in general 
practice was stated. Almost all participants 
cited changes in practice following the course.

The views of the key stakeholders (which 
included trainees within the course) gathered 
using structured interviews were resonated 
in the current study, and details not captured 
elsewhere were discovered in the current 
study in relation to the course itself.5,6,10 The 
barriers to providing endodontic treatment 
within the NHS system highlighted in this 
study are in keeping with the data gathered 
from structured interviews and previous 
surveys.5,42 The findings also provide evidence 

that education and experience-based training 
can address the issues raised by general dental 
practitioners about their perceived level of 
skills. Interestingly, in addition to their own 
experiences, the participants identified wider 
NHS issues during this survey.

Thirdly, regarding the wider NHS environ-
ment, the end of the educational initiative 
coincided with a radical change in the NHS 
commissioning environment, resulting in loss 
of corporate memory and strategic direction 
for the new enhanced skills practitioner. 
The changes of the Health and Social Care 
Act (2012)43 were the source of uncertainty 
regarding the future commissioning of dental 
services, and were highlighted in the views 
of the participants of this course, and brings 
to attention the importance of the stability 
of funding and structure of healthcare 
systems.6,10,44 

This evaluation had a number of strengths and 
limitations that must be considered. First, there 
is a limitation in using a single questionnaire to 
assess the education and training initiative, which 
is reliant on recall and summative ability of the 
participant. In order to allow greater explora-
tion, these findings can inform future evalua-
tions involving structured interviews,45 over the 
course of a training programme. These findings 
are relevant as they can inform a future quan-
titative questionnaire instrument for use with 
larger schemes at intervals during the training. 
Future research could additionally involve the 
use of detailed reflective learning diaries with 
focused areas of exploration such as motivations 
and benefits of training. However, the findings 
have congruence with the responses of semi-
structured interviews of key players on the overall 
initiative as reported by Al-Haboubi et al. (2014)6 

Intention to change practice
• Inherent
• Recommended

Teaching and training
• Knowledge
• Understanding
• Technical skills

Infrastructure to 
improve service
• Effective Care Pathways
• Equipment
• Remuneration
• Time

Implementation 
of change 
• Local factors
• National factors

Fig. 1  Potential barriers to and facilitators of change in practice as identified by the 
participants of the course

BRITISH DENTAL JOURNAL  |  VOLUME 222  NO. 4  |  FEBRUARY 24 2017 273

RESEARCH

©
 
2017

 
British

 
Dental

 
Association.

 
All

 
rights

 
reserved.



and endorsed by general dental practitioners.5 
Second, it must be recognised that the partici-
pants in such a programme are self-selecting and 
not necessarily representative of wider practition-
ers, which may be an inherent issue with pilot 
initiatives. However, people should ideally only 
pursue such developments if they have a strong 
interest in the field.

There was a call for coordinated patient care 
pathways and time for training of the workforce 
within new commissioning arrangements.46 The 
creation of dentists with enhanced skills (also 
described as Level II practitioners, providing 
treatment of moderate difficulty) was identi-
fied as an important part of the delivery of a 
twenty-first century NHS dental service to 
patients following a change to commissioning 
of restorative dentistry and endodontics across 
England.46–50 Dentists with appropriate skills to 
carry out treatment of moderate difficulty would 
therefore need to be trained; the training would 
not be provided at an undergraduate level and 
would need to be provided as post-graduate 
training.51,52 In the short to medium term, the 
workforce will need additional training while 
still providing a service to their patients. This 
study suggests that participants of such a training 
programme valued the NHS arrangements that 
allowed them to enhance skills, while still main-
taining an income and treating their patients. 
These findings inform a systems approach to the 
provision of specialised care involving hands-on 
education for practitioners in endodontics, 
while also enabling them to continue to provide 
primary dental care, and should support the 
restorative guide when published.47

In summary, this novel pilot training 
programme in endodontics combining 
general practice experience with education/
training, hands-on experience and a portfolio 
was perceived by participants as beneficial 
for extending skills and service innovation 
in primary dental care. The findings provide 
insight into primary dental care practitioners’ 
experience with education/training and have 
implications for future educational initiatives 
in support of systems innovation and patient 
care within the NHS. 
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