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Dear students,
I’m thrilled to be writing my first editorial for BDJ Student, a 
magazine that has long been a varied and thought provoking 
source of information for us as students. Last year, having 
completed an intercalated BSC in Philosophy at King’s College 
London, I’m now greatly looking forward to entering my final year 
of dentistry at the University of Liverpool.

As I reflect on my time at dental school I remember all the 
challenges that I, and all dental students, 
have faced, as well as all the hard work 
that goes into the degree each year. 
Furthermore, looking forward, the 
uncertainty of the dental profession can 
often be a source of anxiety with many 
young dentists suffering from low levels 
of motivation in the early years of their 
careers.

Despite these worries and concerns, 
I still have great optimism as I enter my 

final year as a dental student. Dentistry is a wonderful profession 
and one which we are all privileged to be a part of. This was no 
more apparent than when I attended the British Dental Conference 

and Exhibition in May. 
The wide range of talks 
and specialties on show 
highlighted the diversity 
that exists within the dental 
profession as well as the 
inspiring work that is going 
on throughout the country. 

My message to you is 
that we should look forward 
to our dental careers with 

great hope and excitement. Moreover, as students we have a whole 
host of fantastic opportunities on offer at university. 
Whether it be learning from the wealth of knowledge 
and experience our tutors have to offer, enhancing related 
skills such as in research or even developing personally 
as we grow into young professionals, we should embrace 
them with open arms. 

In this vein, I hope this edition of BDJ Student is both 
informative and instructive, not only as a student but 
also in the future as a dental professional, and, as ever, we 
welcome any feedback you have. Keerut Oberai ■  

Hello, and welcome to 
the Autumn edition of 
BDJ Student.

For some of you, it’s 
welcome back, and for 
some of you it’s hello 
for the first time. As 
the rest of the student 
community will attest 
to, the hard work is only just beginning. We’re 
delighted to have you on board, and we hope you 
enjoy being part of the BDA.

That’s a message echoed by BDA Chief Executive 
Peter Ward in his welcome on page 8. Together 
we are stronger, a sentiment you will find useful 
throughout your career.

To the contents, and this issue’s cover feature 
touches on one of the biggest issues facing the dental 
profession; its own regulator. The GDC has come in 
for some extremely heavy criticism from all parts of the profession, 
leading to a situation where the BDA and the entire profession 
simply do not trust the regulator to work in the best interests of its 
registrants.

But what about a student? Students will not have encountered 
many of the issues faced by the profession over the last five years, 
so do they see the GDC differently? That’s the question we ask 
on page 24.

As ever there is plenty of content to help guide, influence and 
perhaps shape your career choices. We hear from some LDFTs, a 
DCT working in maxfax and a recent graduate on Molar Incisor 
Hypomineralisation.

The issue is also an opportunity to welcome our new student 
editor, Keerut Oberai from the University of Liverpool. You can 
read Keerut’s winning submission, along with the pick of the rest, 
on page 18.

There’s also a really useful 
guide for students on choosing 
loupes. It’s an essential part of 
your clinical work, so read about 
what to bear in mind when 
picking a pair out on page 16.

Enjoy the semester, and we’ll 
see you in the winter. 
David Westgarth ■

David Westgarth, 
Editor, 
BDJ Student

Keerut Oberai, 
Student editor,

BDJ Student

EDITORIAL

UPFRONT
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So what do I get 
with my BDA 
membership?

Hello everyone, I’m Molly Deykin a fourth 
year student from Birmingham and your 
BDSA President for 2017-2018.

I’ve been an active member of the BDSA 
and BDA Student Committee for the past 
two years and have just finished my term 
as Birmingham University Dental Society 
Vice President, both of which will stand 
me in good stead to lead the committee to 
success this year.

My role as President will mainly 
focus on campaigning with the rest of 
the committee for more discussions 
around changes to foundation training, 
representing student views on issues such 
as student finance as well as working with 
the BDSA Sports Day and Conference 
organisers to make Manchester and 
Cardiff as memorable as possible. 

The BDSA community is a fantastic 
group to be a part of and the Executive 
Committee aim to expand membership 
and promote attendance at our annual 

MEET YOUR 

student events, as well as raising awareness 
of the latest student issues. We are often 
the intermediary between a large student 
body and those making decisions and 
as a committee we would encourage any 
student to contact us with questions, 
queries or ideas.

Following on from the fantastic work of 
the previous committee, we hope to inspire 
all dental schools to join in our annual 
Charity Week as well as raising awareness 
of the Douglas Jackson Grant, which 
provides funding for inter-dental school 
educational, sporting or charitable events.

I am very excited to be leading such an 
enthusiastic and motivated committee and 
I look forward to seeing you all at Sports 
Day in Manchester for a fantastic weekend!
Find out more at bda.org/bdsa 

Molly Deykin ■

BDSA PRESIDENT

Not sure what’s included in your 
membership package? Here’s a 
quick recap.

� Protecting your profession
Negotiating on your behalf as your 
dental trade union

� Keeping you up to date
BDJ – the UK’s leading dental journal 
(posted to years 3 – 5)
BDJ Student – student magazine
BDJ In Practice – for everything dentists 
in practice need to know (posted to years 
3 – 5)
BDA student enewsletter

� Supporting you with
your studies

eBooks – online elibrary, over 300 books 
free to download
eJournals – access 13 different journals 
online
BDA library – specialist revision packs 
on key topics
BDJ Clinical Guides – 50% discount for 
students
Bookclub – discounts on textbooks

� Expert advice
BDA Career Guide – the essential guide 
to dental career options (fourth years)
BDA Getting your first job guide – the 
essential guide to securing your first job 
(final years)
Help and advisory service – available 
online and by phone
Student finance advice

� Support on the ground
British Dental Conference & Exhibition 
– free tickets for student members
BDSA events – discounts for BDA 
student members
Network of branches – where you can 
meet other local dentists 

For more details go to www.bda.org/
students

The British Dental Association (BDA) 
has responded to news from the Dental 
Schools Council (DSC) that suggests that 
dental academic staffing levels appear 
to be recovering after a long period of 
decline. 

The BDA has welcomed the news, 
but called on the DSC to address the 
underlying factors driving the continuing 
national shortage of dental academics.

Last year 6.4% of all academic posts 
were vacant. Nearly half, 8 out of the 
18, dental schools commented on the 
difficulties in recruiting to a particular 
specialty or grade.

Dr Giles McCracken, Chair of the BDA’s 
Central Committee for Dental Academic 
Staff (CCDAS) said: ‘It is welcome news 
that the decline in clinical academic 
staffing levels has bottomed out, but this 
is not quite mission accomplished. High 
quality education is the bedrock of an 

effective dental workforce, and we need to 
see a strategy to keep teaching numbers 
prioritised and at safe and sustainable 
levels.

‘We are still grappling with a national 
shortage of dental academics. While 
roads appear to be opening up for those 
who want to focus on learning rather 
than research, clinical teachers suffer 
from the lack of a visible and attainable 
career pathway. Our universities still face 
enduring difficulties with recruitment, 
with key posts left open and unfilled.

‘The Dental Schools Council has started 
fulfilling its duty to sell academia as an 
attractive option, by showcasing high 
profile case studies such as Jimmy Steele’s 
impact upon of dentistry.  We must ensure 
the skill sets we are building into the next 
generation of junior clinical academics fit 
the needs of tomorrow’s senior posts.’

Dental Schools Council must get to grips with 
national shortage of dental academics

UPFRONT
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King’s College London will be hosting 
a one day event entitled ‘Advocating 
a behavioural change: antimicrobial 
resistance’, which will be held on 18 
November 2017 at King’s College, Strand 
Campus.

The conference aims to raise awareness 
on antimicrobial resistance and the move 
to stewardship among healthcare students, 
encouraging reflection on this important 
topic.

You can book your place and find out 
more about the conference at https://
abcamr.wordpress.com/

GETTING TO
GRIPS WITH
ANTIBIOTIC
STEWARDSHIP

The BDJ will once again be supporting an all day 
workshop of the British Dental Editor’s and Writer’s 
Forum for new writers and peer reviewers. New this year 
will be a separate afternoon session for those specifically 
interested in peer review. The session will be held on 
Wednesday 25 October 2017 at the BDA, 64 Wimpole 
Street, London, W1G 8YS. The cost is £40 (£20 for full-
time students) which includes lunch and refreshments and 
will attract 5 hours of CPD.

For further details please contact Stephen Hancocks on 
stephen.hancocks@bda.org.

WORKSHOP FOR NEW 
WRITERS AND PEER 
REVIEWERS
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Freshen up your finances

Whatever stage you are at with 
your career, the Hazlewoods 
dental team can help get your 
finances in order.

Specialist accountancy and tax advice 
for newly qualified dentists

www.hazlewoods.co.uk

@Hazlewds_Dental

For more information
please contact

NIGEL UTTING

01242 680000 
nigel.utting@hazlewoods.co.uk



SAVE MONEY 
ON TEXTBOOKS 
WITH THE BDA 
ELIBRARY

©Anna_leni/iStock/Thinkstock
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Our e-library keeps growing – we 
now have over 300 text books that 
you can download for free. It’s 
easy:
1. Go to the BDA library catalogue: 

www.bda.org/catalogue
2. Click on the book you would like 

to download
3. Log in with your BDA 

membership number and library 
PIN (if you are doing this for the 
first time call 020 7563 4545 to 
get your PIN)

4. Enjoy reading your textbook!

You will be able to keep your 
downloaded ebook for one week. 
You can print off two chapters of 
the book and at the end of the 
week you can simply download the 
text book again. 
Get online, get reading 
and get saving!

week you can simply download the 

SPECIAL
PRICE
ENDING

In partnership with The University of 
Bolton, a brand new Centre for Dental 
Sciences will open at Barnet and Southgate 
College in September 2017. The Dental 
Technology Centre will launch a range of 
new courses and will include state-of-the-
art resources such as a decontamination 
room, processing and casting labs, as well 
as three dedicated specialist laboratories 
with 60 workstations. All labs will be 
equipped with the latest industry-standard 
equipment.

Patients’ willingness to spend on 
cosmetic and aesthetic dentistry in order 
to gain the perfect smile is driving a 
significant shift towards consumerism 
and retail, this is energising the dental 
industry’s growth and will potentially 
transform the whole sector increasing 
competitiveness and delivering keener 
pricing and higher quality. For candidates 
who pass a dexterity test and interview, 
the new Dental Centre will offer students 
a 21st century learning environment with 
digital classrooms for CAD CAM and 
3D printing; benefitting from dedicated 
learning zones with interactive touch 
screen boards and use of a large conference 
space for external and internal talks and 
demonstrations.

In addition to this from May this year, 
dental laboratory owners can benefit 
from government funding and the Higher 
Apprenticeship for Dental Technology 
will be supported by a more simplified 
funding model. Where the Government 
will subsidise 90% of the funding for a 
10% contribution from employers. This 

means that employers will be required to 
pay £600.00 a year for the 3-year course; 
dental laboratories, technicians and supply 
companies will therefore also benefit from 
the new centre.

Head of the Centre of Dental Sciences 
at the University of Bolton, Robert 
Biggs said: ‘The Barnet and Southgate 
College partnership will deliver much 
needed support for dental employers and 
educators in the region. The range and 
speciality of courses focuses on niche skills 
and training, which is long overdue in the 
dental technology sector. Together we aim 
to provide the most advanced, employment 
focused dental education in the UK for 
dental care professionals.

‘The higher apprenticeship for dental 
technicians is designed to meet the 
learning outcomes of the General Dental 
Council (GDC) and will enable successful 
apprentices to begin the process of 
validation, leading towards registration as 
a Dental Care Professional.’

David Byrne Principal of Barnet and 
Southgate College said: ‘The BSC Centre 
of Dental Sciences will open its doors 
within the newly refurbished Southgate 
Campus in September 2017, the state-
of-the-art training centre moves away 
from the messy artisan craft of dental 
manufacturing to the cleaner tech driven 
world of CAD design and 3D Printing. 
We’re extremely proud to be leading on 
this unique project which will change 
technical education within the dental 
industry in London, bringing it firmly into 
the 21st century and beyond.’

LONDON COLLEGE GETS ITS TEETH 
INTO DENTAL TECHNOLOGY
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If you have any news, views or issues you’d 
like to see covered, tell the team at BDJ 
Student all about it.

Email: bdjstudent@bda.org

Tweet us: @theBDA

Student 
pricing ending
Final year students who wish to join 
after 30 November 2017 will pay £390 
Essential membership.

This does not affect existing final year 
members, who will continue to pay the 
normal student rate. It only affects final 
year students who want to join after 30 
November 2017.

Join before 30 November for only 
£2.34 a month at bda.org/studentjoin 

UPFRONT
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We know that there is a lot for you to 
contend with in your final year, so to help 
with your upcoming Dental Foundation 
Training and Vocational Training 
interviews, we provide a helpful support 
package:
� Getting Your First Job guide book – the 

essential guide to securing your first job
� Interview skills lecture – touring all UK 

dental schools
� DFT interview skills workshop – to 

polish up your interview technique.

1. Getting your fi rst job 
guide book 

Updated for 2017-18, this guide has been 
written specifically for final year student 
members to help with the next step on 
your dental career path – securing your 
first job. 

To give you the low-down on what 
assessors are really looking for, Dr 
Helen Falcon MBE, former Postgraduate 
Dental Dean and former Chair 
of COPDEND, gives guidance on 
preparing for your Dental Foundation 
Training assessment. Her advice 
includes practice scenarios and 
essential information about how to 
succeed in the Situational Judgement 
Tests (SJT).

Jeff Ellis, a Vocational Trainer 
from Scotland, gives interview tips 
for Scottish Vocational Training 
candidates. It also contains examples of 
potential questions you may be asked in 
your interview, plus helpful guidance on 
choosing a practice. Plus much more…

Preview the guide at www.bda.org/
firstjob

2. Final year DFT lecture 
To help you prepare for your upcoming 
dental foundation training interviews, 
we’re visiting all UK dental schools to 
give an in-depth interview skills lecture. 
We are pleased to have the former chair 
of COPDEND Dr Helen Falcon MBE and 
Dr Alasdair Miller former Postgraduate 
Dental Dean delivering the lectures. The 
lecture contains useful guidance about 
the DFT recruitment process and offers 
practical, structured guidance to the 
assessment stations. 

Check your dental school lecture date 
at bda.org/finalyearlectures

3. DFT interview skills workshop
To polish up your interview technique 
for the dental foundation training 
assessment day, each year we run an 
intensive interview skills workshop. 

This year we have worked closely with 
recent interview candidates to expand and 
develop event content. We are also pleased 

to have the former Chair of COPDEND, 
Dr Helen Falcon MBE and Dr Janine 
Brooks MBE delivering the event. 

The day has a practical focus and covers:
� Structured approach to assessment 

stations
� Practice interview scenarios using 

structured approach
� Mock Situational Judgement Test (SJT) 

exam.

The workshop is in addition to the 
interview skills lectures we provide in all 
UK dental schools. The content is different 
and is designed to build on the dental 
school lectures.

The workshop takes place on Saturday 
28 October at our offices in central 
London. The event sold out quickly last 
year, so book early to secure your place. 

Find out more at bda.org/dftworkshops 
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MOVED 
HOME?

Make sure you send us your 
new address. 

Call 020 7563 4550 or 
email membership@bda.org

FOCUS ON
FINAL YEARS

UPFRONT
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We specialise in helping recently qualified 
Dental Associates through their 

first year of self employment

Please contact: Nick Ledingham BSc, FCA
Tel: 0151 348 8400 Email: dentists@moco.co.uk

Website: www.moco.co.uk/dentists
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Specialist Dental Accountants & Lawyers
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Welcome to this issue of the BDJ Student and for those 
of you who are just starting your career a particularly 
warm greeting. The relationships made at dental 

school create friends and colleagues for life. I was fortunate to 
study dentistry at the Royal Dental Hospital of London, which was 
in Leicester Square – a great place to be a student but which sadly 
closed in 1985. At a recent reunion every single person I spoke to 
from my year said how much he or she had enjoyed their career 
and I hope that this will be the same for you.  

The British Dental Association has been a constant factor in 
my professional life starting as a dental student and running like 
a thread throughout my career. Whilst on the executive of the 
British Dental Students’ Association, we persuaded British Rail to 
extend the use of the Railcard for dental students who had rather 
longer academic terms than other students. In another rather 
more political arena, the BDSA successfully stopped a move by the 
National Union of Students, which would have led to its abolition. 
Later we worked with the BDA to create the Student Committee. I 
am encouraged that both the BDSA and BDA Student Committee 
are thriving because you are our future.

As a dental student representing the UK at the International 
Association of Dental Student Congresses and then as the FDI-
IADS Liaison Officer, chairing the IADS Annual General 
Meetings, I not only made lasting friendships but also learned to 
understand the views of our international colleagues. Some of the 
issues we discussed then as students are still pertinent now and it 
remains important that the Association is fully involved in these.

The BDA represents all branches of dentistry whether it is general 
practice, the community, academia, the armed forces or the hospitals 
and is here to support you in all the aspects of your professional 
life both now as students and in your chosen career. BDA student 
membership can therefore help you with your studies with expert 
clinical resources, offer specialist career advice, keep you up to date 
with regular industry news and will give you the peace of mind that 
you get from the support of your professional organisation.

Do get involved in your local BDA Branch and Section meetings. 
There will be a programme of lectures and social events and you 
will always be welcomed. During the next few months I will be 
visiting the dentals schools around the UK to talk and I look 
forward to meeting as many of you as possible.

Peter Dyer ■

By Peter Dyer,
President, BDA

By Peter Ward, 
Chief Executive, BDA

A fter all the striving and the cramming, you have made 
it. As a first year dental student you are in a small and 
special community and are entering a profession that is 

rewarding, stimulating and something that genuinely improves 
the lives of millions of people. I wish you every success in your 
undergraduate studies on a course that will offer you both 
academic and practical satisfaction. The technologies 
and techniques have changed dramatically since I entered 
Liverpool Dental School in 1978, but the essence of being a 
dentist remains the same. As a caring professional you will 
enjoy a level of professional autonomy that is unlike most 
of your contemporaries. Even as an undergraduate, you will 
participate in practical activities that will be the envy of your 
friends on other courses. And, vitally you will emerge from your 
studies with a set of skills that will give you a lifetime 
of opportunity.

In addition to welcoming you to our noble profession, I am 
also writing to introduce you to your professional association. 
The British Dental Association was founded in 1880 and 
remains the home of UK dentistry. We are owned and run by 
dentists for dentists and dental students. Although we have been 
around for 137 years our offerings are up to the minute and they 
are tailored to give you help and support from your first day 
at dental school through to beyond your retirement. We are a 
professional association and a trade union and we offer personal 
support in times of need and resources to help you along your 
journey. Perhaps the most significant of the benefits that you 
might immediately find useful is our library with its growing 
collection of e-books – take a look – www.bda.org/student-
ebooks 

But we are more than a service provider, we are your dental 
family. We are a community of like-minded professionals 
working together to help each other along. We do that online 
and at meetings and at conferences and events. Because of our 
mutual understanding and shared experiences we are the very 
best place to get moral support and advice.

I am proud to be the Chief Executive of the BDA and to 
lead our team of dedicated professionals whose only mission 
is to help you. So what are you waiting for? Come and join us. 
Together we are stronger.

Peter Ward MBA BDS LLB(Hons) FFGDPUK ■
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INTERESTED?IN THE STUDENT ZONE
Samantha Cottam talks to 
BDJ Student about life in 
Birmingham, life as a student and 
being equipped for the future.

 Can you tell us a bit about your 
background, and why you decided to 
study dentistry? 
I come from a non-medical family, so I never 
had any exposure to it as a profession from 
an early age. In fact when I was considering 
it my parents thought I was a bit odd for 
wanting to spend the rest of my life looking 
in peoples’ mouths! It was something I 
seriously thought about after having my 
braces and then seeing the transformation 
in my sister thanks to her orthodontic 
treatment. She has lateral incisor hypodontia 
and didn’t smile very much when she was 
younger because of her ‘gappy teeth’, but 
after the braces and restorative work it 
gave her the confidence to smile again. 
Really it was seeing the positive impact that 
something as simple as teeth could have such 
a big impact on someone close to me. That 
was something I then wanted to be able to 
do for others. Making a difference for people 
and helping, but with more flexibility than 
medicine, that’s my view anyway.

Why did you choose Birmingham 
Dental School?
It was the University campus with Old Joe 
that really sold it to me on an open day and 
I had that gut feeling of ‘I want to come 
here’. The dental school was still in the city 
centre when I started and think it’s fair to 
say it had seen better days. However, on the 
interview day the student tours and talks 
from staff just cemented my desire to come 
to Birmingham to study as it wasn’t the 
facilities, but the enthusiasm from those 

‘ In fact when I was 
considering it my parents 
thought I was a bit odd 
for wanting to spend the 
rest of my life looking in 
peoples’ mouths!’

in the building that really made a huge 
difference. That is still the case with the 
fantastic new building as well. Same dental 
family, just in a new home.

What has been the biggest challenge for 
you whilst studying?
I think having that work/home balance has 

been difficult as not only are you a student 
with academic commitments; you are also 
a health provider. Many of the patients only 
see students for dental treatment and that is 
a lot of responsibility from an early age. That 
being said I think it has prepared us so well 
for the world of work and been enjoyable, 
even though sometimes it is a bit of a juggle 
around exams. 

What is your greatest academic 
achievement to date?
Aside from actually getting into dental 
school, I think it is probably being the first 

student representative on the readers’ panel 
for Dental Update. It is something I am very 
proud of and enjoy immensely. I was lucky 
enough to be in the right place in the right 

time with my old head of 
clinic being on the readers’ 
panel and having the 
Editor-in-Chief working at 
BDH. It is something which 
has been invaluable and 
cannot wait to read more of 
the articles each month. 

Where are you going to 
do your DFT year? What 
particularly attracted you 
to that practice?
I will be on the Winchester 
scheme which was actually 

my second choice but I am still thrilled to 
have such a good scheme to go to. It is closer 
to home for me and even though I have 
loved my time in Birmingham I am also 
ready for a change.

I will be in a practice with two other 
DFT’s in Newbury which I am excited about. 
I think by having other recent graduates 
working in the same practice will provide 
another element of support through the big 
change. With our meet and greet day it was 
like speed dating on steroids where we had 
the opportunity to meet all the trainers from 
practices in the scheme and spoke to them ©
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To register your place at Dental Showcase 
visit www.dentalshowcase.com/register

Dental Showcase

Dates – 19-21 October 2017

Venue – Birmingham NEC

Exclusively featuring: The Practice of the 
Future and the Dental Update Theatre

about their practice before ranking them. 
It was definitely an intense experience, 
although all the schemes are different about 
how they assign students for their DFT 
years. 

However, I would love to come back to 
Birmingham for additional training after 
DFT and hopefully get to be a DCT for a 
couple of years.

We know you’ve worked hard over the 
last five years, but I’m sure there has 
been much laughter too. Can you share 
any of the funnier moments/stories?
There are so many; mostly outside of the 
dental school with the events organised by 
the student dental society (BUDSS). We 

are so lucky to have so many events to look 
forward to like the annual dental ball, talent 
competition and particularly the annual 
fancy dress bar crawl to Stratford. I never 
thought I would say I have stood outside of 
Shakespeare’s house dressed as a lobster. 
There are also many clinical funny moments 
where things didn’t exactly go to plan, 
especially our Typodont exercise for fixed 
appliances in orthodontics. The wax work 
went into the water bath and never came 
out as expected. These memories are always 
shared with friends I know I will have 
for life.  

What’s the relationship like between staff 
and students at Birmingham?
Honestly it is fantastic, not just the academic 
staff but also the nurses, clinical staff 
and NHS staff. There is always a sense of 
support and help is never far. I definitely 
wouldn’t be the student I am today if it 
hadn’t been for the excellent quality and 
teaching and support I have had from 

staff both academically and from a welfare 
standpoint. The staff want to get involved 
with the student events such as the dental 
balls, annual bar crawl to Stratford-Upon-
Avon and there is healthy competition with 
events such as staff-student football. You are 
respected by the staff and as you progress 
they definitely feel more like friends and 
colleagues than teachers; albeit colleagues 
who are much more experienced and savvy 
with their dental knowledge.

You’re in your final year now, are there 
any areas of dentistry that particularly 
interest you? Do you think you might 
specialise in this area when you venture 
out into practice?

For me direct restorative work is hugely 
rewarding, especially anterior composites. 
I was lucky enough to partake in a special 
study module with Mr MacKenzie who was 
phenomenal at showing us a huge range of 
materials and techniques for restoring teeth 
directly. I love anterior work especially for 
the response of the patients after you have 
done the fillings. I also think oral surgery is 
very exciting and there isn’t a feeling quite 
like it when you finally get that challenging 
tooth out. Both are rewarding in different 
ways. At the moment I don’t think I want 
to become a specialist as such, but a dentist 
with a special interest in restorative dentistry 
and able to carry out surgical procedures 
in practice. But this is a long way off in the 
future so who knows where I might end up.

Do you dream of owning your own 
practice?  If so, are you going to this year’s 
Dental Showcase where you can start to 
work on your ‘wish list’?
At the moment it’s not something I have 

‘ I already have a list of 
equipment for composite 
and amalgam shaping 
that I know I want to 
have, as well as the types 
of composites I prefer 
working with.’

planned on for the future. I have never 
really seen myself having enough business 
acumen to be a business owner. However, I 
don’t think that means you can’t have a wish 
list. I think a DSLR camera in practice is 
pretty essential to build a portfolio and from 
the aesthetic course, I already have a list 
of equipment for composite and amalgam 
shaping that I know I want to have, as well 
as the types of composites I prefer working 
with. I will definitely be investing in some 
Shofu discs for polishing. 

How important do you think it is for 
dental students to attend trade events 
so that they can see and play with new 
materials and equipment? 

I think it is very important, 
especially as most of the 
materials and equipment 
we are exposed to is 
whatever the school 
provides, so students use 
what is there. However, 
everyone has different 
preferences so it is 
important to get a wide 
range of experience to 
make informed choices 
about materials and 
equipment to find what 
works best in your hands. 

Is there any other advice 
you’d give to future 

dental students?
Get as much experience as you can 
both before and during your time as 
undergraduates because that is what will 
really stand you in good stead for the future. 
Engage with topics and see each and every 
thing you do as a learning experience. Also 
have fun, as much as I love dentistry there is 
more to life than teeth at the end of the day 
so make sure you enjoy the whole university 
experience so you can leave with some great 
friends and memories.

UPFRONT
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See our website for more details. We welcome applications from  
students studying at other universities in the UK and abroad.

bristol.ac.uk/intercalate

Intercalated degrees at Bristol
We offer intercalators a diverse range of subject options and research-led teaching 

at our prestigious University, set in the friendly, vibrant city of Bristol.

Biochemistry (BSc) | Bioethics (BSc) | Cancer Biology and Immunology (BSc) | Cellular and Molecular Medicine (BSc) 

Childhood Studies (BSc) | Functional and Clinical Anatomy (BSc) | Genomic Medicine (BSc) | Global Health (BSc) 

Global Wildlife Health and Conservation (MSc) | Health Sciences (BSc) | Health Sciences Research (MRes) | Medical 

Humanities (BA) | Medical Microbiology (BSc) | Neuroscience (BSc) | Pharmacology (BSc) | Physiological Science (BSc) 

Transfusion and Transplantation Sciences (MSc) | Virology and Immunology (BSc) | Zoology (BSc)

Photo: Craig Auckland, fotohaus
IntercalatIon faIr

2017
tuesday 12 December

Thinking of becoming a specialist? 
Read our new guide to dental specialty training

bda.org/startingout

Specialty training guide.indd   1 18/01/2017   15:15:26



The Dentistry course at the University 
of Aberdeen is one of only a handful 
of four-year graduate courses. At 

last year’s BDSA sports day in London, 
we met dentistry students from other 
universities. Many had questions about how 
Aberdeen’s four-year graduate dentistry 
course differs to the traditional five-year 
undergraduate course. We invited Rebecca 
Morris and Michael Young, 4th and 5th year 
undergraduate dental students from Dundee 
University, to join in the discussion and 
compare and contrast.

Are you required to study harder than 
students on the five-year course? Our 
working day is usually 9am-5pm. Within 
BDS1 and BDS2 we have long holidays 
between semesters, but have a 42-week 
year from BDS3 onwards!
Our calendar year and teaching timetable are 
similar to yours, but we have a 42-week year 
from the outset of the course. We are also 
expected to undertake a lot of self-study in 
order to stay on top of the material covered, 
as we have a shorter time frame for teaching, 
learning and revision. 

We have two years of theory based 
learning in 1st and 2nd year which we all 
find tough, is your experience similar?
Our first and second years are also theory 
heavy. This can certainly be challenging at 
times but, as all of us are science graduates, 
we have already covered some of the material 
in our previous degrees. To accompany the 
theory, our course has a strong emphasis on 
practical work and application of knowledge, 
an approach to teaching we all enjoy. 

We have a dental committee that are 
elected at the start of fourth year. They 
organise lots of social events (the biggest 
being a two-night dental ball). Do you 
have a similar set up? 
We have a committee of eight students, made 

 S
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T WHEN 
ABERDEEN 
MET 
DUNDEE
Hannah Cousins and Anmar Al-Ansari, 
3rd year Dentistry students from the 
graduate programme at Aberdeen 
University, discuss their experiences as 
mature students

‘ At Aberdeen, we 
operate a ‘buddy’ 
system for the first 
six months on clinic. 
‘Buddies’ are fellow 
classmates who sit 
and assist as nurses.’

� Anmar Al-Ansari and Hannah 
Cousins, third-year BDS students

up of BDS3 students. However, as the school 
is relatively small, all students tend to get 
involved in social events. Our Dental Ball is 
also the biggest event of the year, but not a two-
day extravaganza like yours (as much as we 
would love it to be!). In addition to the ball, we 
hold lots of other social events throughout the 
year. As our cohort is slightly older, and there 
are only 80 students in the whole school, the 
events are perhaps a little quieter than yours! 

When do you start seeing patients, and did 
you feel ready? We see patients from our 
3rd year of study onwards
We begin seeing patients in our first year of 
study, at the start of second semester. This 
comprises one clinical session a week. Seeing 
patients early on in the course is something we 
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Hannah Cousins and Anmar Al-Ansari ■
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� Rebecca Morris and Michael Young, 
4th and 5th year undergraduate dental 
students from Dundee University
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have enjoyed, and definitely helps put theory 
into practice. Although some may have felt 
apprehensive about seeing patients for the first 
time, most of us felt ready to take on the 
challenge. At Aberdeen, we operate a ‘buddy’ 
system for the first six months on clinic. 
‘Buddies’ are fellow classmates who sit and 
assist as nurses. This helps relieve nerves and 
is a way for buddies to learn by observing their 
partners. 

When/do you get to go on electives and 
when do you do this? We go at the end 
of fourth year for four weeks. After, we 
have to prepare an elective report and this 
comprises 10% of our mark in 5th year
Sadly, we do not complete an elective as part 
of the course as it currently stands. However, 
some students have chosen to organise an 
optional elective between BDS4 and 5. With 
our condensed course, a compulsory elective 
during term time would not be practical. 
Although we do not have a formal elective, 
we do have the opportunity to undertake an 
Outreach placement which involves visiting 
other surgeries in the North of Scotland and 
Outer Hebrides. 

Do you think you felt more prepared and 
confident starting dental school after 
having completed a previous degree, as 
opposed to starting straight from school? 
Some students at Aberdeen have worked as 
healthcare professionals previously and so may 
have arrived feeling comfortable working with 
patients. In general, the life-experiences they 
have gained by doing a previous degree mean 
that graduate dentistry students may be able 
to deal with other students/patients and study 
skills with greater confidence from the outset.

www.bdjstudent.co.uk | Autumn 2017 BDJ STUDENT 13
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Newly qualified  
foundation dentist?
Be the dentist you’d  
wish to see
Take your next steps in the right direction as a Graduate Employed Dentist, and work towards 
becoming a dentist people look forward to seeing. 

As Europe’s largest dental provider, we are dedicated to providing our patients with the highest 
standard of care. And this means providing our staff with world-class training and support. 

Our Graduate Employed Dentist program enables new foundation dentists to kick off their career  
in comfort, working as a fully-employed dentist across a range of practices in their local area. 
Benefit from:

• Base salary
• Nominal UDA targets
• Uncapped Bonus based on UDA delivery
• Private work available
• Car allowance
• Business mileage paid
• GDC fees, Medical Indemnity and CRB costs covered by mydentist
• 100% laboratory fees covered by mydentist
• S5 Rotary Endo Kit
• Quarterly development days
• Free online CPD
• Free Platinum Membership with the mydentist academy
• 25 days paid holiday
• Employee benefits



FIND OUT MORE AT:
www.mydentistcareers.co.uk

GRADUATE 
EMPLOYED  
DENTIST

UK-WIDE  
OPPORTUNITIES
£COMPETITIVE  
+ EXCELLENT

BENEFITS



forces you into good posture, allowing you to 
overcome poor habits of slouching forwards 
and twisting your neck in all weird and 
wonderful positions – a reason for why many 
in the dental profession suffer from back and 
neck pains. 

So if you want to acquire a pair of loupes, 
what do you need to know? 

Magnifi cation
An increase in magnification generally 
increases the detail of an image but decreases 
the field of width (ie. how many teeth you can 
see). This also reduces the amount of light 
passing through naturally, causing the working 
environment to seem darker. 

For first-timers, clinical tutors and sales 
representatives usually recommend 2.5x 
magnification - this finds a balance between 
the detail you see and the field of width, 
allowing easier use of the product. Increased 
magnifications tend to require a learning 
period, which can be upto a few months, 
before you get used to working with them 
more comfortably. 

Author’s notes: I opted for 3.5x magnification 
loupes. The learning period is a compromise, 
but once gotten used to, provides a level 
of detail for work that is no doubt more 
invaluable to me than its lower magnification 
equivalent. 

The frame and lens
Through-The-Lens (TTL) vs Flip-Up:
Most loupes tend to have the telescopes fixed 
within the lens at a set distance, hence their 
name ‘through-the-lens’. These are custom 
made as your interpupillary distance is 
measured, with the button of each barrel 
placed close to your eye itself.

Flip-up loupes are fully adjustable, both in 
interpupillary distance and declination angle. 
The benefit of these are that you can flip up 
the telescopes when not needed, and continue 
to use the loupes as a normal pair of safety 
googles, whereas you have to look around the 
barrels in the TTL loupes.

Author’s notes: I personally opted for the 
TTL option. Having the telescopes fixed at 
my interpupillary distance provides ease of 
comfort - I don’t have to worry about adjusting 
them. Also, TTL provide a bigger field of width 
compared to a flip-up. 

Frame:
Frames come in different shapes, sizes and 
materials. Choosing a frame is completely 
down to personal preference. However, 
consider not what might look more stylish 
but the entire picture, including how 
comfortable the frame sits on your face, and 
how lightweight it is. Stability, durability and 
adjustability are the key points.

The mouth is a black hole. A dark void 
where light gets sucked in. A site of 
mystery where getting to the truth can 

be harder than it looks. And it is where we, as 
dental professionals, spend most of our time 
visiting. Work where measurements from 
millimetres to microns is important, we are 
assessed and we assess ourselves on the quality 
of our tooth preparations, our restorations, and 
so much more.  Impaired vision, the pooling 
of saliva, difficult access, and of course, the 
patient themselves all add to this journey. 
Sounds difficult, right? If only we had a tool at 
our disposal, an instrument to help us out…

Dental loupes are specially made devices 
that aid in the day-to-day practice of a dental 
professional. It magnifies the oral cavity of a 
patient, giving us better vision to carry out our 
work. With increased magnification follows 
the increased detail we see of our procedures, 
giving us better precision of our skills. Would 
you rather do a crown preparation with or 
without enhanced vision? But perhaps the 
unsung hero of this product is the lighting 
component itself. Sitting neatly on the bridge 
of the nose, light shines directly where you are 
looking. This co-axial alignment eliminates 
shadows from your sight, improving your 
vision further. 

However, what is the single best quality 
of dental loupes? Ergonomics! Using a pair 

A BUYER’S GUIDE 
TO DENTAL LOUPES

Sagar Patel, a 4th year 
student at King’s College 
London, gives us the 
low-down on loupes
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Author’s notes: I personally opted for a 
classic titanium frame. I prefer a titanium 
frame as they are quite light, strong and 
sturdy – less likely to deform over time. 
Plastic frames felt less comfortable to me and 
are more likely to warp with usage over time. 

Top Tip: When testing a frame on stability, 
grab the top and bottom of both lenses 
with your thumb and first finger, and twist 
very gently. Stable frames will not give at 
all, whereas less stable frames will distort 
slightly.

Galilean vs Prismatic:
Galilean: fixed focal point of lens within the 
telescope, usually lightweight with sufficient 
field of width. 

Prismatic: miniature prisms embedded 
within the telescope to allow increased field 
of width and greater clarity of image. 

The manufacturing differences between 
the two types become complicated to go 
in to with detail. General rule of thumb 
is that Galilean lenses suffice for lower 
magnifications, whereas once you hit 3.5x 
and above, prismatic are more desirable. 

Author’s notes: As my loupes were 3.5x, 
I went with a prismatic lens. However, 
it is important to consider that different 
companies also offer expanded field lenses, 
which increase the field of width further. 
The best thing to do is compare them all 
physically. 

Optic quality
Field of view (FOV) / width of fi eld: 
How many teeth you see.
Increasing magnification decreases the FOV, 
but how much varies from model to model. 
Having a smaller FOV isn’t necessarily bad. It 
is important to tailor your FOV to what types 
of procedures you will use the loupes for, eg. 
smaller widths may be good for endodontic 
treatments, but not for general examinations. 
Larger FOVs also make it easier to bring 
instruments into view.

Generally, larger working distances = 
larger fields of view, and vice versa.

Top Tip: to assess variation in model FOVs, 
look at a ruler and measure the diameter of 
the image you see.

Working distance:
Fully customised, this distance is the length 
between your head and the patient’s mouth 
in good posture. It ensures that your head is 
always in the right position, ie. not twisting 
or bending too much, whilst the image 
remains in focus.
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Depth of Field:
The distance that your head can move whilst 
keeping the image in focus. For example, 
if the depth of field is 10cm, you can move 
your head back or forth 5cm before the view 
goes out of focus – a great feature for good 
posture control. 

Telescope Declination Angle:
One must find a compromise suited to them: 
� Angle the lens too deep and you end up 

getting eye strain. Try it out: keep your 
head upright and look down moving your 
eyes as much as you can – how long can 
you hold that before it hurts?

� Angle the lens too shallowly and you end 
up having to bend your neck more to 
accommodate, which might result in 
neck pain.

Top Tip: it is always worth asking a 
representative how their declination angles 
are calculated, and if these are adjustable 
post-production.

Image quality
Chromatic Aberration: separation of 
colour – seen as purple hues or yellow hazes 
around an image.

Spherical Aberration: separation of lines – 
seen as line distortion.
Top Tip: to assess where a model has issues 
with the aberration qualities, look at text 
and graph paper, not dental models. Look 
for clarity throughout the image, not just 
the centre. 

Lighting options
As you see a smaller site, the image becomes 
darker. A light attached to your loupes 
means wherever you look will always be 
illuminated - no more issues with shadows 
or overhead light adjusting! Every company 
has its own lighting products with their 
own prices. These are what you might 
to compare:
� Light intensity
� Battery – how long it takes to charge, 

battery life, battery type (eg lithium ion?)
� Weight

Top Tip: It is always worth checking if a light 
can fit onto any loupe type or design. You can 
mix and match loupes and lights from various 
companies to find a set that works for you.

Weight
Having heavy loupes can result in headaches 
and pain on the bridge of your nose. It is 
important to try the loupes and find a model 
that you feel comfortable with the weight of 
before purchasing.

Prescriptions
Different loupes models can either have a 
prescription embedded within the telescope, or 
as a removable piece that attaches to the lens. 
If your prescription changes over time, the 
company should accommodate this, but this 
may result in a charge.

Top Tip: it is worth getting your eyesight 
checked immediately before calling reps to 

examine your up-to-date eye 
prescription.

Miscellaneous
Always worth asking a 
representative about their 
guarantee and warranty 
terms, as well as repair cost 
and processes. These vary 
a lot! 

Professional and peer 
recommendations are worth a lot. You may 
find out information you might previously not 
have considered.

If in doubt, just call a representative over. 
All companies offer commitment free visits, 
and the best thing to come to a balanced 
decision is to try out the products and compare 
them yourself.

Concluding thoughts
Purchasing dental loupes can be financially 
demanding. But it is an investment! An 
investment in your career, an investment in 
yourself, an investment in your work. And you 
want to make the right investment in the right 
company and the right product for you.

Disclaimer: this article does not aim to promote 
any single company or model of loupes over 
another. The article is based solely on the 
opinions of the author based on his recent 
experience in researching and purchasing his 
own dental loupes.

Sagar Patel ■

‘ Heavy loupes can result in 
headaches and pain on the 
bridge of your nose. It is 
important to try them’
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ON THE PULSE
Throughout the five years at dental 
school, there are often one of two 
paths you can choose to follow; the 
first is concentrating on qualifying 
and not letting anything stand in 
the way, and the second which is to 
immerse yourself in everything the 
profession has to offer.
Choosing the second of these paths 

and being aware of politics within 
dentistry is only a good thing. Keerut 
Oberai, Chloe Paton and Naeem 
Sheikh talk to BDJ Student about 
what they think about the hot topics 
in dentistry today.

Professionalism and its impact 
on dentistry
The biggest issue facing dentistry currently 
is professionalism, which encapsulates ethics 
and conduct within dentistry. As dentists, we 
face issues relating to professionalism daily, 
whether it be dealing with consent or patient 
autonomy. Not only is this conduct prescribed 
by the GDC Standards1, but it is an expectation 
by the public and is vital in maintaining their 
trust in the profession.

Unfortunately, this relationship has become 
increasingly strained with the number of 
litigations and complaints against dentists 
accumulating rapidly over the last few years. 
In a recent report2 commissioned for the 
GDC it was revealed that one in five patients 
reported at least one issue with their dentist 
per appointment.

Alongside this, financial pressures and 
increased demands to comply with high 
numbers of regulations have made dentistry an 
increasingly demanding and stressful career.

Feeling the pressure
A recent survey2 of risk in dentistry 
acknowledged that such pressures along 
with performance targets made dentists 
more vulnerable to making mistakes [figure 
1]. These increased demands have also 
contributed to reduced motivation amongst 
dentists. This is reflected in the NHS 
Confidence Monitor Survey (2016)3 which 
showed a lack of motivation amongst a large 
number dentists. Of that number, many 
cited increased professional support and a 
better relationship between dentistry and the 
public as factors that would increase their 
confidence in NHS dentistry [figure 2].

The layman may claim that the increase 
in litigations and lack of motivation 
amongst dentists shows a decline in levels of 
professionalism, yet the vast majority take 
pride in acting in a professional manner 
and genuinely care about providing the best 
treatment to their patients. This is echoed 
by DDU figures4 which showed that many 
dentists were successful in their defence 
against the charges brought upon them. 
Despite these promising findings, the legal 
processes involved can be stressful and 
undermine dentists’ confidence with over 
‘90% finding it stressful and worrying and 

Keerut Oberai
University of Liverpool

PROFESSIONAL
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Fig. 1 Most likely risk factors perceived by dental professionals2

57%

43%

Yes

No

Overall
(499)

Fig. 2 NHS dentist confidence levels3

67% reported an adverse effect on their 
confidence and morale’.4 There is hope 
that the recently implemented GDC Case 
Examiners5 will help reduce this stress by 
dealing with claims more promptly.

Building trust
So, what can be done to restore the public’s 
trust in dentistry and increase motivation 
amongst dentists?

Firstly, we need greater education on 
the principles of medical ethics to increase 
awareness of ethical issues and how to 
deal with them. For such an important 
part of our profession it rarely features on 
the curricula in dental schools, which is 
something that ought to  be addressed.

Currently, with the rise of social media, it 
is also important that students and dentists 
alike understand that their professional 
values must also, to some extent, extend to 
their personal lives.

Alongside this, professional support needs 
to be increased, especially for young dentists 
who can often feel isolated in practice. 
Finally, we need to find ways to reduce the 
pressures on dentists and increase their 
levels of motivation so that they can focus on 
providing the best care possible for patients 
which is our primary aim.

References
1. General Dental Council - Standards for the 

Dental Team.
2. Europe Economics - Risk in Dentistry Report for 

the General Dental Council 10 October 2014.
3. Practice Plan - NHS Dentistry Insights - 4th 
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Chloe Paton
Newcastle University

Naeem Sheikh
Newcastle University

What do children know about 
their teeth?
Until I was about seventeen the only thing 
I knew about teeth was that they were to be 
brushed twice a day and sugar was bad for 
them, both of which I was taught in nursery. 
I knew very little about oral diseases and 
how debilitating they can be, I was simply 
told to brush, and, sheep-like, I did. While 
I am aware my ignorance isn’t universal, 
I was interested to know if today’s school 
and nursery children are getting a better 
education in oral health than I did.

The answer must be yes. There are now a 
number of programmes that aim to increase 
awareness of children’s dental health in 
both children and adults. The Dental 
Buddy programme run by the Oral Health 
Foundation provides resources and lesson 
plans for teachers of children aged 3-11. In 
Scotland, Childsmile has been particularly 
successful at improving oral health in 
children with a strategy that includes oral 

It’s a socio-economic problem
The biggest issue facing dentistry today 
is access to dental care for people from a 
low socio-economic background, children 
and the elderly. Despite improvements in 
the general oral health in the population 
over the last 50 years, there is still a great 
variation in the number of DMFT (decayed, 
missing or filled teeth) between wealthy 
and deprived regions of the UK. Part of 
this can be attributed to access to an NHS 
dentist. In most cases, NHS dentistry is 
the only source of dental care that people 
from a low socio-economic background 
can afford. Even then, there are many 
challenges they must overcome, such as 
actually finding a NHS dentist within 
commuting distance and taking time off 
work to receive treatment. 

Currently, the focus is on preventive 
dentistry. However, if patients cannot 
even see a dentist then how will they be 
able to receive valuable, tailored advice 

health education in nurseries and schools. 
Yet in England, it was recently announced 
that tooth extractions in 0-4 year olds 
have increased by 24% in the last decade, 
the majority of which were due to entirely 
preventable causes. It is possible that any 
oral health education that is reaching 
children and parents isn’t sufficient as 
tooth decay remains incredibly common in 
children throughout the country.

Despite the government’s acceptance 
that good oral health in childhood can 
improve many aspects of current and 
later life, oral health education is not a 
requirement in schools. For many children, 
this means they rely on their parents and 
dentist for information. However, many 
parents believe their child is getting the 
education elsewhere, or don’t believe the 
condition of baby teeth is important. As for 
dentists, 40% of children do not regularly 
see their practitioner which results in not 
only a lack of education but a worsening of 
any condition present. Despite its success, 
Childsmile hasn’t yet reached the rest of 
the UK. Even in Scotland, not all children 
have the benefit of the programme as not all 

schools are included. Schools are potentially 
one of the best environments to gain a 
dental education properly, yet aren’t being 
utilised effectively. Last September, Public 
Health England launched the Children’s 
Oral Health Improvement Programme 
Board. They aim to eradicate tooth decay 
in children and will hopefully make it a 
requirement for schools to host educational 
events regarding oral health.

While there have been improvements 
since my school days, oral health education 
in schools is not yet effective enough. 
It will take multiple steps and years to 
improve oral health in children. Giving 
the correct education is a particularly 
important aspect that should involve proper 
brushing technique, what can occur if 
good oral hygiene is not maintained, and 
the dangers of sugar. My love for rules and 
doing as I’m told kept me brushing my 
teeth, but everyone is different. Children 
need to know exactly why they brush their 
teeth. Education will hopefully lead to the 
continuation and improvement of good 
oral health.

Chloe Paton ■

on how to improve their oral health? 
Research has suggested that those poorly 
educated about their oral health are less 
likely to attend asymptomatic visits to 
the dentist, potentially missing out on 
preventive measures which may lead to the 
manifestation of conditions, which costs 
the NHS more in avoidable treatment or 
even extraction of teeth.

There are also great variations in 
attendance of children to dentists which 
varies from 88.9% in South Tyneside to just 
31.1% in Hackney. There has also been an 
overall rise in the number of teeth being 
extracted from children. This again could 
be attributed to access to dental practices, 
dental education of the parents and socio-
economic status.

Studies have shown that attendance 
to dental care can be improved by 
implementing mobile dental units at 
schools for child patients and dental access 
centres for adults, which would provide 
free treatment. Despite these requiring 
substantial investment, they could play 
a key role in reducing future costs to the 
NHS by allowing the patient exposure to a 

dentist to implement preventative measures.
It is estimated that by 2043, 25% of the 

population will be over the age of 65. With 
increasing numbers of pensioners retaining 
more teeth, this means that they will 
require more treatments to maintain them. 
Unfortunately, recent reports have found 
that elderly people face the same barriers 
to dental care that have been reported 20 
years previously such as transport to dental 
practices, cost and in some instances, a lack 
of another person to escort them to and 
from the dentist. More effort is required to 
improve access to dental care for the elderly 
to ensure that they are kept edentulous for 
as long as possible to improve their quality 
of life. Additionally, improvement in the 
training of carers is required, to allow 
them to teach pensioners they care for best 
practice in order to maintain oral health.

Much work is required to improve 
access to dental care for all patients, with 
extra investment being crucial in order to 
provide good preventative care to patients. 
However, with continued cuts to NHS 
dentistry, the future looks bleak. 

Naeem Sheikh ■
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 A TIMELY REMINDER 

The debate surrounding the use of 
dental radiography to determine the 
age of asylum seekers has once again 
resurfaced. A group of experts, led by 
MP David Davies, wrote a letter to the 
editor, published in the BDJ, claiming 
the BDA’s position on the issue is 
incorrect. But what is it like at a refugee 
camp? Mohammed Jaffer Ismail from 
the University of Birmingham travelled 
to Greece to find out.

Getting out of the air-conditioned taxi 
at Diavata, I caught my first glimpse 
of a Greek refugee camp. I remember 

immediately seeing clusters of white tents with 
the words UNHCR inscribed on them for 
the first time. It was a sight that I remember 
seeing on news reports about refugee camps in 
what, from the comfort of my home, seemed 
like far–flung abstract places around the 
world. It was then that I realised the reality of 
the situation: being in a refugee camp within 
Europe and only a short three hour flight 
away from home. Diavata, an ex-military 
barracks, is approximately 10km away from 
Thessaloniki, the second largest city in Greece. 
Ahead, in the distance, was a wall with a mural 
with the words ‘only love’ and ‘save Aleppo’ – 
the city which has come to symbolise the crisis 
in Syria. 

The vast majority of refugees in the camps 
are Syrians. They are attempting to seek safety 
from the war and destruction that has plagued 
their homeland for the past five years. In 
doing so, they are a part of the biggest refugee 
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crisis since the Second World War, creating 
an unprecedented challenge for the continent. 
The perilous four mile sea crossing from 
Turkey into Greece has become part of the 
established Eastern Mediterranean migration 
route, placing Greece as one of the nations at 
the heart of the crisis. In March 2016, the EU 
and Turkey negotiated a deal that saw any 
refugees and migrants crossing the Aegean 

Sea into Greece being sent back to Turkey. For 
every Syrian refugee readmitted into Turkey, 
the EU would agree to resettle another from 
camps within Turkey. This deal, along with 
Macedonia’s closure of its border with Greece, 
resulted in tens of thousands of refugees and 
migrants being stranded within Greece. Many 
of these refugees are in temporary camps 
in the North of the country. Health Point 
Foundation (HPF), a non-profit organisation, 
operates within the refugee camps in Northern 
Greece. The charity focuses on providing 
much-needed dental aid to refugees and is 
currently the sole provider of emergency dental 
care within the camps. During the summer of 
2016, I had the privilege of volunteering with 
HPF as part of my university elective project. 

The charity’s base was at Diavata camp. At 
the time, HPF were operating from a metal 
shipping container with 2 massage chairs 
acting as dental units next to each other at 
one end (HPF has since moved into a larger 
purpose built clinic in Diavata). The heat when 
first entering the container was intense, as the 
metal walls would radiate heat from every side. 

Thankfully, there was a single air conditioning 
unit at one end providing some respite. As 
we walked towards the container, an elderly 
man approached me speaking Arabic. Not 
understanding Arabic, I had no clue what he 
was asking but it was clear it had something to 
do with pain from his teeth – already, within 
minutes of arriving, the demand for dental 
care was presenting itself, foreshadowing the 
rest of my experiences in Greece. 

The first day was to be spent on outreach at 
another camp, Nea Kavala. After organising 
the autoclaved instruments and packing all the 
equipment we thought we would need (plus 
more!) we made the one hour drive through 
the picturesque Greek countryside to the huge 

sprawling camp. We were led to our tent for 
the day – a blank canvas with a rocky ground 
that we had to convert into a functioning 
dental clinic. With no AC units but rather fans 
blowing hot air, we got to work. After ensuring 
we had established clear clean and dirty zones, 
organising all the equipment to maximise 
efficiency, and attempting to get the mobile 
dental unit to function, we were ready to start 
seeing the first patients. 

Registering the first patients in line using a 
ticketing system, it was clear that language was 
going to be an obstacle. Whilst registering the 
details of those waiting, I was able to talk to 
some of the refugees about their experiences. 
One man brought his 6 year-old daughter 
who he said was in pain and unable to sleep 
at night. I distinctly remember her vacant 
expression as she stood waiting, staring into 
the distance – a girl her age must only have 
lived through war and conflict. Her father 
explained to me a story that would become a 
common tale during my time in Greece: he 
had paid 700 Euros per person in his family 
to the people smugglers in Turkey. Expecting 

a boat to cross the waters, they found a rubber 
dingy instead – overcrowded and dangerous. 
Another woman, a teacher in Syria, explained 
that her family had hidden in an empty oil 
tanker in Syria to reach the Turkish border, 
followed by the perilous sea crossing. It was 
clear that many had spent their life savings to 
make this journey into Europe, not expecting 
to be held up in refugee camps where, as we 
would later see, they would have to queue daily 
for their water rations. 

During the day, a doctor from the Finnish 
Red Cross, operating in a nearby facility, 
entered the clinic. She expressed her relief at 
seeing a dental team as many people she saw in 
the camps were suffering severely from dental 

pain and there was very little they were able to 
do for them. Having worked in conflict zones 
such as Afghanistan and Iraq, she explained 
that the refugee camps in Greece were one of 
the most challenging environments she has 
worked in. Many of the people were relatively 
physically well, however they required 
significant psychosocial support which was 
proving a major challenge to obtain. 

Many of those we saw, however, held 
onto the hope that they would be leaving 
imminently for countries such as Germany 
and Sweden. When offered treatment 
involving extractions, some would be 
extremely hesitant, saying they would wait 
until they got to Germany as they would 
be there soon. It was hard to imagine at the 
time how soon that would be. Most patients 
presented in pain – it became clear that when it 
came to clinical decision–making, the focus of 
the dentists throughout was on pragmatic and 
reliable treatment options as the priority. Rapid 
(almost immediate) setting of glass ionomer 
cements due to the heat did not make matters 
any easier! Whilst untreated caries and dental 
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infections were common, many of the refugees 
had clearly spent time and effort on their teeth 
in the past – bridge and crown work was fairly 
common to see, and many had an awareness of 
the importance of oral hygiene.

As the first dental team left, another team 
arrived. Again, several outreach clinic visits 
were planned with a similar setup – arriving 
at each location to set up a two dentist clinic in 
an empty tent or, in some cases, empty small 

rooms which were a part of an abandoned 
factory or military barracks. The demand 
for care became more evident as we began to 
visit camps that HPF would see fortnightly as 
opposed to weekly. Registering patients and 
attempting to triage was part of my focus on 
these busy days. Having picked up a few Arabic 
phrases (unable to understand many of the 
replies, however!) my task became somewhat 
easier. However, on occasions, many displayed 
frustration due to waiting long periods of time, 
a reflection of the demand. Unfortunately, on 
some of the days we were unable to see all the 
patients and had to employ a priority system 
of treating those with large diffuse swellings 
and children in pain as the clinic ended and 
sterile supplies ran low. Turning people away 
at this point was extremely difficult, however 
providing safe care was the ultimate priority. 
Seeing the demand for care underlined to me 
the debilitating nature of dental pain. Indeed, 
some patients I saw had opted to leave their 
appointments at the Red Cross tents in order to 
see the dentist due to the extreme discomfort 
they were in. 

One major hurdle faced throughout the 
experience was the language barrier and 
limited availability of translators. In order 
to ensure that informed voluntary consent 
was given, it was crucial that the dentists 
were able to communicate effectively with 
the patients. Thankfully, we would come 
across some refugees able to speak excellent 
English and they would be all too happy to 
assist in translating. At one point, a somewhat 
complicated translation system was set up 
from Kurdish to Arabic, followed by Arabic 
to English! Access to Whatsapp also proved 
invaluable, as HPF had set up during the week 
a translation group where requests could be 
messaged followed by prompt phone calls from 

volunteers across the globe. Clearly all these 
workarounds present challenges and are not as 
effective as someone on the ground; however, 
they served as a helpful backup. Moreover, 
some of the team at the end of the week had 
picked up enough phrases that would surely 
qualify them for a new diploma in Dental 
Arabic! 

Throughout the trip, the determination and 
willpower of the dentists, nurses and other 
volunteers working in the extremely difficult 
conditions could not be doubted. When it 
came to the patients, the work of the dental 
team symbolised the phrase we are all used to: 
putting patients’ interests first. Working hours 
on end with only a few minutes’ break during 
the day, and with such limited equipment and 
facilities, their resolve was truly inspirational. 

Leaving Greece, on the flight back, I 
couldn’t help but think of the individuals I met 
during my time in the camps. The experience 
in Greece highlighted to me how desensitised 
I had become to watching world events unfold 
on TV from the comfort of my living room. 
By being on the ground in the refugee camps, 

where sanitation and amenities are often poor, 
and interacting with people who have been 
through traumatic events, the refugee crisis 
suddenly became a more ‘real’ event to me. My 
attention turned in particular to one patient 
we saw a few days earlier: after he sat down, 
he promptly self–diagnosed himself as having 
‘mesial caries’ – it rapidly became clear he was 
a first year dental student from Syria, fleeing 
the conflict. He explained his decision to leave 
Syria was based on the choice he had if he 
remained: ‘kill, or be killed.’ It was only then, 
as I was flying back home, that it struck me 
– had fate placed me 3000 miles away in the 
other direction, it could have been me sleeping 
in a tent that night. 

‘ Seeing the demand for care 
underlined to me the debilitating 
nature of dental pain’
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With thanks to...
A special mention for the volunteers who were 
present during the period of my elective:

Dentists: Judith Husband, Kyriacos Hajikakou, 
Jaffer Kermalli and Kat Fisher

Assistants/Nursing: Julie Brunswick, Michelle 
Chagpar and Harry Fisher

Ground co–ordinator: Faizan Brosefzai

Mohammed Jaffer Ismail ■

Special mention
In particular, a special mention to Dr Ola 
Hassan who is the dental lead at Health Point 
Foundation, putting in tremendous effort to 
ensure the charity is able to provide the much–
needed care. For more information see http://
healthpointfoundation.org or visit their 
Facebook page at https://www.facebook.
com/healthpointfoundation/



The General Dental Council. These 
3 words, 20 letters and 7 syllables 
are seeded into our minds in our 

first introductory lecture in dental school. 
Pullulated through our undergraduate 
years with its many stems woven into our 
curriculum, that when we graduate and 
finally blossom into dentists, it forms the 
roots of our dental professional existence. 

However the role of the General Dental 
Council (GDC) is evolving and it is 
important as dental students and future 
professionals we are aware of these changes 
and the impact to us. Here in this article 
we discuss the GDC, the ARF and Student 
Fitness to Practise (FtP).

Who are the GDC?
The General Dental Council was established 
by the Act of Parliament in 1956, long 
before any of our existences were considered 
and when the average cost per dental 
case amassed £4 5s 4d (£4.27 in present 
day coinage). Its primary function was 
simple – serve as a statutory organisation 

 THE GDC 
THROUGH 
STUDENT EYES

By Parnyan 
Ashtari, King’s 
College London, and 
Payvand Menhadji, 
University of 
Liverpool.
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independent of ties of both the government 
and the NHS. The Council’s powers and 
duties were initially stipulated by the 
Dentists Acts of 1957 and over the years, 
through amalgamations of the various 
Dentists Acts this has been succeeded by the 
final Dentists Act of 1984. It is worth noting 
although listed as the last official Act it has 
undergone many adjustments since.

Over the decades, the form and function 
of the Council has greatly transformed, 
initially consisting of 50 members, the 
current day council consists of a modest 12. 
With a reduction in the number of members 
came a shift in the representation, with 
the Privy Council now appointing only 6 
registrants with the further 6 seats taken by 
lay members. 

However the council does not work alone, 
and just as enamel works with the dentine 
and the pulp, the council works with a 
committee and an executive to undertake 
its daily tasks. The former responsible for 
processes and policies in certain areas and 
undertaking the work as stipulated in the 
Dentists Act of 1984 and the latter providing 
staff support.

Rules, roles and 
regulations
Access the GDC website 
and you will be welcomed 
with the following line 
on their homepage; 
‘The General Dental 
Council regulates dental 
professionals in the UK, 
maintaining standards 
for the benefit of patients’. 
With a purpose to 
protect, members of the 
dental team are governed, 

and with successful registration of the 
care provider, comes the ability for these 
professionals to practise within the UK.

As of 2008, it became mandatory for some 
members of the dental team to be registered 
with the General Dental Council. To be 
eligible all dentists, dental nurses, dental 
technicians, clinical dental technicians, 
dental hygienists, dental therapists 

‘ The proposal shocked and 
outraged the profession, 
especially when set against a 
background of inefficiencies 
and procedural problems 
within the GDC’s Fitness 
to Practise’
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External pressures on 
complaints
� Public confidence in health professionals

� Changing patient-professional relationship

� Wider social trends of increasing complaints

� Increased use of social media

� Receiving complaints outside regulator’s remit

� Patients taking greater ownership of health, 
and are better informed2

and orthodontic therapists must be 
professionally accountable for their actions 
as well achieving and completing necessary 
educational standards.

However, the role of the GDC is far greater 
than this and as a matter of a fact their role 
spans from an undergraduate to a qualified 
level. From setting standards for our 
dental education, investigating and acting 
on complaints received about Fitness to 
Practise, to setting and enforcing standards 
of conduct and dental practice, protecting 
the general public from illegal practices, 
through to ensuring that once qualified, 
professionals keep their skills and knowledge 
up-to-date and finally assisting patients and 
dental care professionals through the Dental 

Complaints Service to resolve issues about 
private dentistry, the list is extensive

But who regulates the regulator? 
This role falls to the Professional Standards 
Authority (PSA); this umbrella organisation 
as well as regulating the General Dental 
Council is responsible for regulating the 
eight other healthcare sister organisations 
such as the General Pharmaceutical Council 
and General Medical Council to name but 
a few. 

Set up by Parliament, the three key 
directorates of the PSA are as follows:
� Standards and Policy
� Operations and Governance
� Scrutiny and Quality.

In essence, what this means is that the 
PSA is required to oversee the regulators, 
develop standards and influence regulatory 
policies and manage how the healthcare 
regulator bodies such as the GDC, deliver 
their services. 

However to run these provisions, the 
PSA requires funding which in part it 
receives from the regulatory bodies as an 
annual compulsory fee. For the likes of the 
GDC, this fee comes from the funding they 
receive in the form of fees paid by the dental 
professionals with specialist fees and annual 
retention fees (ARF). 

What is ARF?
The Annual Retention Fee (ARF) is the 
fee all registered Dentists and Dental Care 
Professionals must pay each year to remain 
on the Dentists Register or Dental Care 
Professionals Register. The principal method 
of earnings for the GDC is the ARF. That 
is how they make their money and are able 
to pay for all the necessary expenditures 
which come from a complaint and Fitness to 
Practise hearings and also pay fees for their 
regulator Professional Standards Authority.

What’s going on?
The GDC propositioned to increase the 
ARF for dentists by 64%, from £576 to £945 
per year, from 2015. The council explained 
that the main reason for this increase was 
due to the increased number of projected 
complaints and Fitness to Practise hearings 
against registrants. 

The proposal shocked and outraged the 
profession, especially when set against a 
background of inefficiencies and procedural 
problems within the GDC’s Fitness to 
Practise function. The regulator says it needs 
to increase the fee due to the 110% increase 
in the number of complaints made about 
GDC registrants since 2010, in order to pay 
the cost of Fitness to Practise hearings.
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What’s happening to lower 
the ARF?
In 2014 the British Dental Association 
(BDA), the professional association and 
trade union for dentists in the UK took the 
GDC to the High Court over exorbitant fee 
increases, and got Westminster to wake up 
to a regulator that has failed both patients 
and practitioners. 

The current situation is that the Council 
has decided that the ARF should remain 
the same as last year: £890 for dentists 
and £116 for dental care professionals, the 
highest rate paid by any comparable UK 
health profession. The BDA has accused 
the GDC of hoarding reserves, and has told 
the regulator that it can and should set a 
fee level for dentists of no more than £500 
for 2016/17. The BDA continues to press the 
government for fair, effective and efficient 
regulation of the profession and a review has 
now begun.

The student relevance
You may be asking how this affects students. 
Well, at our biannual British Dental Student 
Association (BDSA) meeting, we were 

fortunate enough to talk with the GDC Fitness 
to Practise Director. He addressed the recent 
history of Fitness to Practise cases and the 
extensive programme of work undertaken to 
try and improve the handlings of the cases. 
He outlined the plans, which we have aptly 

named the 3Rs – reduce the number of cases 
reaching the level of Fitness to Practise, reduce 
the length of time taken to resolve cases, and 
by doing so, finally, reduce the ARF.

There are two broad strategies that are 
being rolled out to reduce the number of cases 
reaching Fitness to Practise proceedings:

� Sending cases back to a local level 
for resolution

� Encouraging training for registrants to 
avoid problems arising.

If we focus on the second point, this is an 
issue that can be tackled 
from a pre-registration 
stage as a dental 
undergraduate. Evidence 
suggests that an increase 
in complaints leading to 
Fitness to Practise cases 
can be attributed to the 
escalations in social media 
usage and a disruption in 
the public’s confidence in 
health care professionals. 
As a student cohort, we 
constantly have access to 

various social media platforms, increasingly 
opting to use them as a means of staying up 
to date with dental news, for networking 
purposes and educational materials. Results 
from a recent study conducted by Ofcom 
highlighted how 70% of adult users of the 
internet were owners of a social media page. 
One of the roles of the GDC as a result has 
been to issue guidance on the use of social 
media platforms for professionals as well as 
covering this issue in the Student Fitness to 
Practise Guidelines.

It is imperative as dental students we 
maintain and practice professionalism 
bridging this over to when we graduate and 
practice independently. We must demonstrate 
during our education and training that we 
have the knowledge, skills and attitudes 
expected of a registered dentist, as outlined 
in the Student Fitness to Practise guidelines. 
If we are able to do this, then in the future 
we should be able to see a reduction in 
complaints regarding these issues and 
henceforth see the number of Fitness to 
Practise proceedings decline as well, a 
domino effect. Consequentially with fewer 
Fitness to Practise hearings, the GDC will 
not require as much funding for these cases 
which in turn will see a possible reduction 
in the ARF, which will be maintained as we 
advance through our careers.

Parnyan Ashtari and Payvand Menhadji ■
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‘ It is imperative as dental 
students we maintain and 
practise professionalism 
bridging this over to when 
we graduate and practise 
independently’
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THE PERILS OF SOCIAL MEDIA

Sarah Ide, DDU dento-legal adviser, 
looks at the hazards of using social media
I am a recently qualified dentist who 
regularly uses social media channels such 
as Facebook, Twitter, Instagram and 
Snapchat. I know there are a number 
of risks involved in using social media 
channels in a professional capacity but I 
find that social media is a great way to keep 
in touch with other dental professionals. 
How can I enjoy social media while 
remaining professional online?

Whether it’s a provocative image or 
a poorly-worded tweet, it seems 
that barely a day goes by without 

a high-profile figure or organisation facing 
criticism for misguided online behaviour. But 
social media is not just a minefield for those in 
the public eye. 

The importance of patient 
confi dentiality
Many dentists have embraced social media and 
it is true that social media can have a positive 
impact on dentistry for example, by helping 
dentists to network more effectively and giving 
patients access to more healthcare information. 
But there are risks too, particularly when it 
comes to patient confidentiality. 

Social media sites such as Twitter and 
Facebook have strived to create an informal, 
online community and so it is easy for dentists 
to let their guard down and not follow the 
same rules as they would offline. However, the 
rules of confidentiality apply as much when 
posting online as they do to when you are 
chatting to a friend or family member. 

In its guidance on social media, the GDC 
states that ‘You must maintain and protect 
patients’ information by not publishing any 
information which could identify them on 
social media without their explicit consent; 
maintain appropriate boundaries in the 
relationships you have with patients and other 
members of the dental team and comply with 
any internet and social media policy set out by 
your employer’. 

Be careful of what you post
It is important to remember that when 
something is shared publically through 

social media, it may not just be the patient 
and their friends and family who see it but 
also employers, colleagues, national media 
and regulatory bodies. This is the case, even 
if you are on a ‘closed’ professional forum. 
Before posting, consider how you would 
feel if a colleague or patient saw what you 
had written, or if it was shared to a wider 
audience. 

Inappropriately disclosing information 
about a patient on social media, including 
liking or sharing posts written by colleagues, 
could result in you facing a complaint or 
even a disciplinary or GDC investigation. In 
addition, unlawfully obtaining or disclosing 
personal data is an offence under section 55 
of the Data Protection Act 1998. 

Beware also of comments which can appear 
unprofessional. It may also be tempting to 

use social media to let off steam 
about something that happened 
at work but you can never be 
sure that others will share your 
opinions on what is humorous 
and your comments can also be 
taken out of context. 

Security is paramount  
Finally, it is important to 
remember that often highly 
personal information is 
accessible via social media 
channels for others to access 
and view. You may believe that 
your social media profiles are 
highly secure but people have 
been caught out by security 
settings that have changed 
or require updates. With this 

in mind, it is important to regularly check 
security for each of your profiles and make 
sure you aren’t sharing more than you want 
to. Sarah Ide ■

‘ Inappropriately disclosing 
information about a 
patient on social media, 
including liking or 
sharing posts written by 
colleagues, could result 
in you facing a complaint 
or even a disciplinary or 
GDC investigation’
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The Head and Neck Oncology 
Department at University College 
Hospital is one of the largest units 

in the country. Working in oncology 
has been an extremely steep learning 
curve but a thoroughly rewarding and 
amazing experience. There are five OMFS 
consultants, several registrars, medical 
senior house officers and dental core 
trainees. Working in this department is 
thrilling, and no day is similar to the last.

Outpatient Clinic at the Macmillan 
Cancer Centre
Here we see patients who are referred to 
the oral and maxillofacial department by 
dentists, GPs and other colleagues. This 
is where the initial consultation occurs. A 
proportion of patients are seen having been 
sent by primary care practitioners under the 
urgent two week referral system. As an SHO 
you must help run the clinic where necessary 
– this can include: seeing patients, ordering 
investigations, shadowing consultants during 
their assessments, note taking and liaising 
with other team members, such as speech 
and language therapists (SALT), dieticians, 
specialty nurses and physiotherapists. This is 
a chance to learn more about the patient, why 
they have been referred, and their history. 

Although this is primarily an oncology 
unit, a wide variety of OMFS referrals are 
sent in including cases of lichen planus, 
erythroplakias, leukoplakias, lipomas and 
cysts. These aspects of the clinic are readily 
treated with a mixture of medical and 
surgical intervention.

The clinic is generally quite busy and 
patients are seen by several members of the 

MAXILLOFACIAL 

By Shivana Anand and Aleeza Cheema

LIFE AS...
In our regular feature, we talk to 
students past and present about what 
it’s like to spend a day in their shoes.

ONCOLOGY AT UCLH

team ensuring that all of their expertise and 
knowledge is utilised in order to manage 
each case in the most effective manner.

Biopsy clinic
Following initial assessment, patients 
requiring a biopsy are booked onto the list, 
and if appropriate this will be carried out 
by a DCT/SHO. The referring clinician 
will outline in the clinical notes where the 
lesion is, whether the biopsy is excisional 
or incisional, and any other specific 
instructions for taking the specimen.

This clinic can be daunting for a dental 
core trainee who has never carried out a 
biopsy before, however there are always 
colleagues available to guide you.

Excisional biopsies may be taken if the 
lesion is small and the appearance strongly 
indicates a benign lesion in a low risk area of 
the oral cavity. This includes fibroepithelial 
polyps, and small mucoceoles or salivary 
retention cysts. Incisional biopsies are taken 
from larger lesions, white or red patches on 
the mucosa, and in suspicious lesions.

The basic principle of an excisional biopsy 
is to use a scalpel in an elliptical shape 
around the lesion and ease it away. A punch 
biopsy can also be used for biopsies, and this 
is a quick way to remove tissue. Following 
this you must achieve haemostasis.

In this clinic we have also carried out 
procedures such as removing arch bars and 
inter-maxillary fixation screws, removing 
sebaceous cysts and releasing small salivary 
stones. There is a lot of variety, and it has 
greatly improved our practical skills 
and understanding of oral medicine and 
oral surgery.

Laboratory results usually take 10 
working days and patients are rebooked 
in clinic for their results. For highly 
suspicious lesions, results can be fast-
tracked to allow for prompt treatment 
planning. 

Multidisciplinary team 
meetings (MDT)
MDT brings together various teams 
to discuss results, diagnoses, and plan 
care for patients. This includes oral and 
maxillofacial, ear, nose and throat, and 
plastic surgeons, oncologists, pathologists, 
radiologists, dieticians, restorative 
dentists, Macmillan clinical speciality 
nurses, physiotherapists and speech and 
language therapists.

The MDT allows for an in depth 
understanding into what the patient wants, 
needs and expects. The discussion permits 
the development of the best possible 
treatment plan, specifically tailored to 
the individual case. Usually the patient 
is called back to clinic several times once 
investigations are carried out to talk 
through the risks and benefits of any 
proposed treatments, and their prognosis. 
Needless to say this is one of the most 
difficult experiences that the individual is 
having to face, and the team at Macmillan 
provides incredible support to the patients 
and their families.

Pre-assessment clinic
During this appointment we follow a set 
routine to thoroughly assess the patient 
for fitness for general anaesthesia and 
surgical intervention. Oncology surgery 
can last 12 hours or more, particularly 
when reconstructing with free flaps, and 
along with the anaesthetic drugs, this puts 
immense strain on the body.

Detailed medical and social histories are 
taken, BMI is calculated, blood pressure 
and MRSA swabs are taken, and special 
requirements are noted. The anaesthetist 
will conduct an airway assessment and 
we arrange for any further investigations 
such as blood tests, cardiopulmonary 
stress tests, echocardiograms and 
ECGs. Additionally we discuss the 
upcoming procedure with the patient 
and give pre-operative instructions. Any 
results from any special investigations 
need to be reviewed and followed up.
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WHICH COSTS CAN 

REDUCE YOUR TAX BILL?

Sophie Kwiatkowski is an accountant with 
PFM Dental Accountancy which provides a 
chartered accountancy service exclusively for 
dentists. The PFM Dental group is one of the 
leading specialist providers to dentists within 
the UK. www.pfmdental.co.uk

Now that summer and exams are 
nearly over, you will be looking 
towards the next phase of your 

dentistry career. Hopefully, you will have 
secured the job you wanted. Whether 
you are continuing in employment or 
embarking upon a self-employed role, you 
may still have a lot of questions regarding 
HMRC and tax. 

Most of the questions self-employed 
associates ask me are about expenditure – 
which costs are allowable for tax purposes 
and which aren’t.

Key items of expenditure –

1Car expenses
One of the most commonly asked 
questions is regarding motor 

expenses. HMRC provides guidance in 
this area, which states that travel costs to 
and from your regular place of work are 
classed as private use and are not allowable 
for tax purposes. Any other travel for 
business reasons can be claimed, such as 
lab visits, training courses and trips to the 
Post Office. You can also include travel 
between surgeries if you work at more than 
one location. You then have the option to 
claim either the HMRC figure of 45 pence 
per mile or a small percentage of all car 
costs (including fuel, insurance, road tax). 
It is often best to seek further advice about 
which method may be most tax beneficial 
for you.

2Capital items
Capital items are slightly more 
complex from an accounting point 

of view – but that is why you have an 
accountant, to make sure they are dealt 
with correctly. All you really need to be 
aware of is that items bought solely for the 
purpose of your dentistry work receive a 
100% deduction against tax. This can be 
items such as loupes or cameras. For items 
such as laptops and mobile phones, there 
may be an element of personal use 
with these. From a tax point of view, 

the business percentage of these costs 
is allowable.

3Training costs
HMRC also issues guidelines 
regarding training expenses. 

As dentistry is a profession where 
technologies and practices are constantly 
advancing, there is a need for courses 
to be undertaken in order to keep up to 
date. The guidelines are that expenses for 
courses which are advancing and updating 
existing knowledge and skills are allowable 
for tax purposes. Courses for new skills 
aren’t tax deductible.

There’s more
There is a long list of other expenses 
which you can claim for, including 
professional subscriptions, laundry and 
protective clothing. For further details of 
this extensive list, ask your accountant. 
Whether you are in employment or self-
employment, being knowledgeable as to 
the deductions you are entitled to will help 
you minimise your tax bill.

Sophie Kwiatkowski ■

‘ Most of the 
questions self-
employed associates 
ask me are about 
expenditure – which 
costs are allowable 
for tax purposes and 
which aren’t’

Sophie Kwiatkowski, an accountant with PFM Dental 
Accountancy, explains about tax deductible expenses

Theatre
This involves assisting the consultants and 
registrars during surgery. At UCLH the 
major oncology cases involve resection 
of the tumour and reconstruction of the 
defect with flaps as appropriate. If a free-
flap is being used, often two consultant 
lead teams work simultaneously. Flaps 
used include the radial forearm, fibula, or 
other sites including the ileac crest. As an 
SHO you are expected to scrub in using 
universal precautions, and retract during 
procedures. You may be asked to carry out 
suturing. Following on from the resection 
and reconstruction is the microvascular 
anastamoses, where the blood vessels 
of the donor site and host tissue are 
connected together using microsurgery. 
This process is extremely technique 
sensitive, involves a lot of patience and 
overall coordination between the team. 

Ward
Every morning we join our colleagues 
on a ward round, which involves seeing 
all of the patients admitted under the 
Maxillofacial department. This allows the 
team to check in on their recovery, review 
results, and make plans for the day ahead, 
in preparation for their discharge and 
rehabilitation back at home.

On call
Part of our weekly timetable involves 
being on call, during which we hold a 
bleep so anyone in the hospital or sister 
hospitals can contact the team. This 
also involves attending to patients who 
present to the hospital’s A&E department. 
We see a variety of patients of all ages in 
A&E and this has allowed us to develop 
our examination and diagnostic skills. 
Examples of the cases we have seen include 
dental abscesses with facial swellings, 
and injuries to the hard and soft tissues 
following trauma. If appropriate, we 
are able to provide treatment straight 
away including drainage of abscesses, 
suturing of facial lacerations, wounds and 
splinting teeth. Sometimes a patient may 
be very unwell and needs to be admitted 
to the ward for further treatment and 
monitoring. It is extremely important to be 
able to recognise when further assistance 
is required from a more experienced senior 
colleague and when a patient needs to 
be admitted. 

Aleeza Cheema and Shivana Anand ■
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My previous entry detailed my 
decision regarding a dental core 
training job in maxillofacial 

surgery. After being successful at the 
recruitment post, I went on to undertake 
a year’s post as a dental core trainee. I am 
currently nine months into my rotation, 
considering my next steps for my career 
and how my current post has benefited my 
personal and professional development. 

The past nine months have been 
extremely challenging, but enjoyable. 
Certainly, I was not used to working twelve 
hour shifts, or through the night. This was 
one of the biggest adjustments for me, as I 
enjoyed the routine of a practice working 
day. Working a nightshift is still my least 
favourite part of the job! Initially I found 
them draining, sleeping poorly through 
the day worrying about the shift ahead. 

HALF-WAY POINT AS A DCT
By Sasha Pervin

Even now I feel more confident, I still find 
socialising with friends and family difficult, 
and in general they require a bit of planning 
beforehand, otherwise you’ll live on biscuits 
all week! That said, they provide a valuable 
learning experience in expanding your 
competence and many of my colleagues 
prefer them, so don’t let me put you off. 

Whilst on call, duties involve seeing 
patients in A&E such as facial lacerations, 
fractures or swellings, assisting emergency 
theatre cases as well as managing the ward 
patients. There can often by multiple jobs to 
do at any one time, and your prioritisation 
skills soon improve. Although you often 
feel outside of your comfort zone, this 
is always evolving and many things you 
initially find very challenging start to feel 
routine. Throughout your time on call, 
there is always a senior member of staff 

available to advise or assist you, which is 
an excellent opportunity to learn. Whilst 
on call, you frequently take calls from 
general dental practitioners or patients 
asking for advice or assistance. Whilst in 
the beginning this also feels daunting, your 
knowledge base of frequently encountered 
problems widens. When not on call, duties 
include outpatient clinics and treatment 
lists. This is a great way of growing your 
knowledge and skillset. 

Before starting a maxillofacial post, I 
underestimated the volume of learning and 
development you undergo as a practitioner. 
Certainly from my time as a dental core 
trainee already, I can see I would have 
increased confidence in the management 
of acute problems within a practice setting, 
and would feel able to safely handle a wider 
variety of clinical situations. I am looking 
forward to the next three months to get 
the most hands on and learning experience 
possible, to aid a transition back into dental 
practice.

Sasha Pervin ■

Specialist Dental Accountants
Join 100’s of dentists already benefi ting from 
our specialist dental accountancy service

Join our specialist dental
accountancy service and receive

a free iPad Mini

 ✔ Competitive fi xed fees
 ✔ Annual accounts and Tax Return
 ✔ Guidance on tax due and
payment timescales 

 ✔ Pro-active tax planning advice
 ✔ HMRC registration for new associates
 ✔ NHS Pension Portal guidance
 ✔ Fee insurance for HMRC
investigation included

 * For any new clients joining our service. Apple e-voucher sent on completion of client set-up process. Terms and Conditions apply. For full details contact PFM Townends. 
PFM Townends LLP is a joint venture between Practice Financial Management Ltd and Townends Accountants LLP. A member of the ICAEW Practice Assurance Scheme.

t. 01904 656083  |   e. hayley@pfmtownends.co.uk   |   www.pfmdental.co.uk

“When I started my fi rst associate
job PFM Townends were great at 
explaining what tax I would have
to pay and when.”Matthew Booth BDS
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One of the most important decisions 
you will make in final year is to 
pick your foundation training 

post. From our experience, there is a lot 
of uncertainty about the ‘Longitudinal 
2 year scheme’ and you don’t hear many 
people talk about it. Longitudinal Dental 
Foundation Training (LDFT) seems to 
be a rare breed as only 3 deaneries across 

 LONGITUDINAL DENTAL 
FOUNDATION TRAINEES 
– WHO ARE WE AND WHAT 
DO WE DO?
By Manpreet Kaur, Zahra Rizvi and 
Morvin Patel

the UK offer these unique training posts. 
We are longitudinal trainees based in 
3 different hospitals across Yorkshire. 
We alternate between primary care 
and secondary care on a weekly basis, 
exposing us to a variety of challenging and 
interesting situations in our daily working 
life. In this article, we aim to give you an 
insight into our training.

‘ Holding the bleep and 
working alone from the 
early months allowed 
me to gain confidence 
within the skills and 
knowledge gained as an 
undergraduate.’

Manpreet Kaur
I am based in the historic city of York, where I solely work for 
the maxillofacial team in hospital where I am treated like a 

DCT. My working days vary from being on clinics performing 
surgical procedures and biopsies under local anaesthetic, 

assessing new patients, assisting in theatres alongside seniors and being 
on-call during weekdays and weekends. I would describe my hospital 
placement as a steep learning curve and an excellent opportunity if you 
want to progress into hospital dentistry. Holding the bleep and working 
alone from the early months allowed me to gain confidence within the 
skills and knowledge gained as an undergraduate. Working in a supportive 
team environment allows me to develop in areas I feel uncertain in. I have 
recently shadowed on orthodontic and restorative clinics in my admin 
block to broaden my experiences within secondary care dentistry.

My primary care setting is in a pleasant 9-surgery practice in a 
beautiful York village. Here I work as a GDP seeing patients for check-ups, 
emergencies, simple fillings to complex aesthetic treatment. Working in an 
affluent area has allowed me to develop my restorative skills and involving 
the laboratory for more challenging extra-coronal restorations. 

In September, I will be swapping the bleep for a mirror and probe as I 
embark on a year of being an associate dentist to gain more solid grounds to 
the bread and butter of dentistry. I feel it will allow me to decide what area 
of dentistry I enjoy the most so I can pursue it to a specialist level. I would 
recommend York LDFT to those wanting to specialise. Manpreet Kaur ■
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Morvin Patel
I am based in South Yorkshire, in the city of 
steel Sheffield. I work in paediatric dentistry and 

maxillofacial surgery. Having very supportive 
consultants has allowed me flexibility in my timetable to 

gain more experience on different clinics. My typical week consists of 
two general anaesthetic lists where I get to perform procedures like 
exposure of canines, extraction of impacted teeth, tongue-tie release 
and frenectomies. I also get to assist in orthognathic, facial deformity 
and oncology operations. When I am on the maxillofacial ward, I do 
not hold the bleep. But, I am expected to help the on-call DCT. Ward 
duties include clerking patients, suturing lacerations, pre and post-
surgery care of patients. In addition, I have new patients, treatment, 
inhalation sedation and trauma clinic in the paediatric department. 
I also find joint paediatric-oral medicine and paediatric-restorative 
clinics very interesting.

Besides the varied clinical exposure, there are also opportunities 
to get involved in audits. Along with our normal study days, I 
was fortunate enough to do paediatric teaching alongside Masters 
students. This year, I plan attend the maxillofacial teaching sessions.

In primary care, I work in a busy 9-surgery practice in a deprived 
area of Sheffield. I spend a lot of time doing fillings and extractions 
to stabilise patients. As I am here for two years, the patients I have 
stabilised are now fit for more complex treatments. This enables me 
to create a good rapport with them. I have two very approachable and 
helpful educational supervisors in practice.

I believe this job makes you a well-rounded clinician and would 
recommend it to everyone, even if you were not planning to go into 
further training. Morvin Patel ■

Zahra Rizvi
As part of my secondary care setting I am based at Pinderfields hospital in 
Wakefield and the community dental service at Batley Health Centre. I love the 
variety of specialties that I have been exposed to: orthodontics, maxillofacial 

surgery and paediatric dentistry.
I have been able to treat mild orthodontic cases from start to finish with fixed 

and removable appliances under the supervision of our consultants. I was a little anxious 
initially, due to the minimal clinical experience in orthodontics at undergraduate level. 
However, the supportive environment in the department has enhanced my learning 
experience. The maxillofacial surgery component involves various clinics, dento-alveolar 
surgery both under local and general anaesthetic and assisting in theatre for orthognathic 
surgery and trauma.

My placement in community has improved my skills in managing anxious children. 
Batley is an area of high treatment needs, making it challenging to plan these cases. I also 
assist the paediatric specialist in the comprehensive care cases undertaken under general 
anaesthetic. These children often have complex medical histories and require liaising with 
other healthcare professionals as part of their overall treatment plan.   

All in all, the exposure to secondary care has hugely supplemented my treatments in 
general practice, which is based in Mirfield. It has influenced my treatment plans, improved 
my extraction technique and made me more confident in treating children in practice. I 
count myself very fortunate to have experienced this unique training post. Zahra Rizvi ■

‘ The exposure 
to secondary 
care has hugely 
supplemented 
my treatments in 
general practice.’

‘ My typical week consists 
of two general anaesthetic 
lists where I get to perform 
procedures like exposure 
of canines, extraction of 
impacted teeth, tongue-tie 
release and frenectomies.’
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at times be mistaken for caries, so keep that 
in mind during examinations. Patients are 
often relieved to hear that hypomineralised 
FPMs are not in fact due to a diet of Haribo, 
Smarties and Kinder Surprise Eggs coupled 
with infrequent tooth brushing. 

To make things more complicated, there 
may be a combination of caries and PEB so 
always make sure to take a thorough history 
and carry out a careful examination before you 
tell your patients the ‘good news’ that they’ve 
got, essentially, what they tend to refer to as 
‘genetic caries’.

Keep in mind that air from the 3-in-1 tip 
on the affected teeth during examination is 
likely to cause severe sensitivity and intense 
discomfort for the patient. Instead, consider 
drying the tooth with a cotton wool roll initially.

A large number of patients referred to our 
new patient clinics are seen due to concerns 
over MIH with presenting symptoms ranging 
from sensitivity and pain to aesthetic problems 
and defects which are concerning for 
the patient.

WHAT IS MIH?
MIH is defined as a ‘qualitative defect of 
the enamel affecting one to four FPMs and 
frequently associated with affected central 
incisors’1, although other teeth may also be 

MOLAR INCISOR 
HYPOMINERALISATION 
FOR BEGINNERS

By Shaadi Manouchehri
Shaadi graduated with Honours from Barts 
and The London School of Medicine and 
Dentistry in 2015 and is currently working 
as a Dental Core Trainee in Paediatric and 
Restorative Dentistry at Guy’s and St. Thomas’ 
NHS Foundation Trust. 
Here, she shares her 
take on Molar Incisor 
Hypomineralisation.

affected. The defect in the enamel is thought 
to occur during the maturation phase of 
Amelogenesis, after a sufficient amount of 
enamel has been laid down by Ameloblasts.

The exact cause of this has been the 
subject of hot debate over the years, but 
the most convincing hypothesis is that the 
defective enamel in MIH may be due to a 
systemic cause1. These causes can include 
maternal illness during the pre-natal period, 
complications during birth, illnesses during 
the first few years of life as well as genetic 
components2. Essentially these constitute some 
of the factors that may disturb the formation of 
the enamel during those crucial first few years 
of life.

PRESENTATION
MIH can present as white/yellow/brown 
patches or demarcated areas affecting one or 
more FPMs and central incisors1. There may 
be Post-Eruptive Breakdown (PEB) which is 
the breakdown of enamel due to masticatory 
forces exerted on the porous enamel. PEB may 
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  Molar Incisor Hypomineralisation is no easy 
subject. I still remember the look of utter 
disappointment on my consultant’s face 
when she was confronted with a sea of blank 
faces a� er mentioning the word ‘MIH’. It 
was during my third year of undergraduate 
training a� er I had clerked a new patient 
who had presented with white patches on 
her First Permanent Molars (FPMs). As 
with all good dental students we quickly 
sought advice from the ever reliable ‘Dr 
Google’. Fast forward nearly four years and 
that scene is still the � rst thing that comes 
to mind whenever I hear Molar Incisor 
Hypomineralisation (MIH). Read this 
and hopefully you will not have the 
same experience!

CLINICAL

34 BDJ STUDENT Autumn 2017 | www.bdjstudent.co.uk



ASSESSMENT
When assessing the affected teeth, consider 
these three key points:

1. Diagnosis
When you see an abnormality on the 
enamel surface, ask yourself: is it localised 
or generalised? If generalised and affecting 
multiple teeth (which may include deciduous 
as well as permanent teeth), consider 
Amelogenesis Imperfecta, Dentinogenesis 
Imperfecta etc. If the defect is localised to 
FPMs +/- central incisors, then consider MIH. 

2. Severity
After diagnosing the condition we have to 
assess the severity classifying it as either: mild, 
moderate or severe, and then further dividing 
it based on the presence or absence of PEB and 
secondary caries. 

3. Prognosis
After taking all these factors into 
consideration, the prognosis of the tooth 

‘ We need to ascertain whether 
the patient is presenting for 
aesthetic reasons or due to 
symptomatic complaints.’
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is then defined as favorable, guarded or 
un-favourable.

MANAGEMENT
The treatment plan is very much dependent 
on each individual case, so it would be crucial 
to assess the patient thoroughly and assess 
the severity carefully in order to define the 
prognosis of the affected teeth. 

Treatment modalities may include 
prevention, restoration or extraction2.

Anterior teeth
Management of the disease in the anterior 
teeth depends on the presenting complaint. 
We need to ascertain whether the patient 
is presenting for aesthetic reasons or due to 
symptomatic complaints. Keep in mind that 
this disease can have a profound psychological 
impact on the patient, both as a result of 
teasing and bullying or internal stress as a 
result of perceived embarrassment.

When dealing with children and young 
people, keep in mind to address your patient’s 
concerns rather than that of the parents’. 
You might find that the appearance of the 
affected teeth does not actually worry the 
patient that much, in which case there might 
be an argument for stepping back, as not 
all instances necessarily require immediate 
intervention. 

However, if there is need for intervention: 
treatment options can include bleaching, 
micro-abrasion, resin infiltration or non-
preparation composite veneers2.

Posterior teeth
If there is good prognosis and no PEB, the 
treatment could involve reinforcing preventive 
care and advice only2. This would involve 
regular monitoring and fluoride varnish 
applications as well as fissure sealants where 
appropriate.

If, however, the tooth is severely affected 
with significant PEB and secondary caries, 
then the management is likely to be more 
active. If the tooth is likely to require complex 
restorative treatment and is likely to be lost 

eventually, then you may consider extraction at 
a young age.

There is a small window between the 
ages of 8-10 years old during which if the 
FPMs were to be lost, the second permanent 
molars could replace them, closing the gap 
and possibly eliminating the need for further 
intervention in a well aligned dentition2,3. 
This would need to be carefully assessed on 

an individual basis 
as some patients 
may be dentally 
advanced at this age 
while others may be 
dentally delayed. A 
good way to assess 
this is to look for 
calcification at the 
bifurcation of the 
second permanent 

molars as well as looking for the second 
premolars being safely seated underneath 
the primary second molars on a Dental 
Panoramic Tomograph3. Always consider 
getting an orthodontic opinion as you may 
need to plan for compensating or balancing 
extractions3. Additionally, treatment plans 
are likely to be more complex if there is an 
existing malocclusion.

CONCLUSION
As in all cases when dealing with different 
people, consider that every individual 
is unique. They would require different 
approaches based on their concerns, 
expectations and health needs. Tailor the 
treatment plan based on these factors and 
use follow-up reviews to monitor how the 
condition develops. Furthermore, never 
be afraid to seek senior advice or a second 
opinion if you have any doubt. For further 
information, I would highly recommend 
reading the ‘Best Clinical Practice Guidance 
for clinicians dealing with children presenting 
with Molar-Incisor-Hypomineralisation’ 
by The European Academy of Paediatric 
Dentistry2.

Shaadi Manouchehri ■
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‘Being thrown in at the deep end.’ 
I don’t think I knew what this 
meant until my year working 

in a multi-site tertiary referral hospital as 
an Oral and Maxillofacial Surgery DCT. 
Certainly, when I started my dental degree 
I simply imagined myself in a nice quiet 
surgery, seeing ten patients a day, working 
9-5 (with an hour for lunch); not sprinting 
down a hospital corridor at 4am to attend 
to a cardiac arrest. However, despite our 
position as ‘just’ dentists, DCTs have a very 
important position within the hospital 
multidisciplinary team. From taking bloods 
to assisting on neck dissections, we possess 
a very useful set of hands and are welcomed 
warmly into the OMFS club. 

You’ll feel like the biggest kid in the 
playground with all your dual qualified 
colleagues around you, rushing about, being 
involved with complex surgical cases. The 
workload is varied and exciting and DCTs 
are very well supported by their seniors. 
Unfortunately, no job is perfect and there are 
some hardships to the workload. The shift 
patterns can often take some getting used to, 

‘ SORRY, I’M ONLY 
A DENTIST!’

management of medically sick patients can 
be daunting at first and drunk people with 
broken jaws aren’t always the most grateful. 
Or friendly.

So, here are some things I can guarantee: 
you will feel out your depth, you will be 
tired for a whole year and you will forever be 
waking up at 4 in the morning thinking you 
can hear your bleep going off. Despite these 
tribulations, would I recommend an OMFS 
job to a newly qualified dentist? Absolutely.

THE DIFFERENT KINDS OF DCT
There are four kinds of OMFS DCT:
� The ones who love it. The ones that keep 

telling everyone they’re ‘thinking’ about 
going to medical school. Y’know, ‘cos 
they just get MaxFax, and the work means 
something. They have an odd penchant 
for placing catheters (another thing I never 
thought I’d do by the way), and will be 
there half an hour before their shift and 4 
hours after they were supposed to finish. 
Although on paper this sounds irritating, 
they’re usually really helpful to have around 
when you’re on call, blitzing through your 
workload, gifting you the opportunity to 
grab a cheeky Boots Meal Deal.

� The ones there for the CV. It’s no secret 
that an OMFS year is necessary to 
continue down a hospital career path. 
They’re normally involved in about 
seventeen audits, six research projects 
and absolutely rinse their study budget, 
presenting at every conference they go 
to. How they’ve got an endodontics case 

By Ross Keat1, BDS MFDS RCPS (Glasg) 
PgCert. The Oral and Maxillofacial 
Surgery (OMFS) Dental Core Trainee 
(DCT) in a general hospital

1  Ross graduated from the University of Bristol in 
2013, commencing DF1 in 2014 on the Chester 
scheme, moving to a DCT1 post in 2015 with 
the Oral and Maxillofacial Surgery Department 
at Sheffi eld Teaching Hospitals. He is currently 
the Academic Clinical Fellow DCT at Birmingham 
Dental Hospital.
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‘ COPDEND now anticipate 
that roughly 50% of newly 
qualified dentists will work 
a year in a training post 
within an OMFS unit.’
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unit. Indeed, for progression into any kind 
of specialty training a year of OMFS with 
on-call responsibilities is a pre-requisite. 
Obviously, every unit is different, with 
varying on call responsibilities (with/
without night shifts) and treating different 
kinds of issues (not all units have oncology 
patients, for example). If any of these don’t 
appeal, it’s a simple case of doing your 
homework and not applying to those units. 
The on-call responsibilities can be tiring, 
but you’re remunerated an extra 50% of your 
base salary for working night shifts (under 
the current contract), meaning your take 
home is roughly what a new associate doing 
5,500 UDAs will be receiving.

Even if you know you don’t want to 
follow a hospital pathway, the variety and 
severity of cases you will see puts primary 
care dentistry into perspective. You won’t 
panic when someone comes into your 
surgery with a facial swelling, and 9 times 
out of 10 you’ll be able to sort it out for 

them there and then. 
You’ll know when you 
do need to refer to our 
hospital colleagues, 
alongside how to write 
an adequate referral to 
accompany them.

SUMMARY
If you approach the 
year with an open mind 
and the right attitude, 
the opportunity for 
improving your soft 

skills is limitless, alongside countless 
opportunities to boost your CV through 
audit and research. Sometimes the content of 
the work isn’t entirely relevant to dentistry, 
but it can be very fulfilling and you’ll be 
surprised how proficient you are at cannulas 
and catheters from 5+ years’ experience 
of using needles in the mouth. If it sounds 
like the medical aspects of the job aren’t for 
you, it’s impossible to avoid them. There 
are plenty of dental hospital jobs that can 
be just as rewarding and may be better 
suited to your talents. If you fancy a year of 
something a bit different, are happy to learn 
new skills and don’t mind the idea of playing 
doctor for a year, an OMFS job is the one for 
you. Finally, never forget that ability to read 
an OPT means you have wizard-like status 
amongst hospital medical professionals; 
if the medics ever learn to interpret them, 
we’re out of a job. 

presentation in an OMFS year is a mystery. 
Around interview time they’ll be fervently 
questioning everyone on how many 
publications and presentations they’ve 
been involved in, asking if their DF1 case 
presentation counts as an international 
presentation because one of the people on 
their scheme graduated in Cork. 

� The ones that just crack on. They just 
kind of applied because it’s what everyone 
else was doing. They’re not sure what 
an arterial blood gas is, or why their 
registrar has told them to get one. But, 
after a quick refresh of the concepts 
on YouTube, they’re at the patient’s 
bedside collecting the goods. In theatre, 
they will retract lovelessly for that 6 
hour bimaxillary osteotomy without 
complaint, and in about April time they’ll 
be asking if you reckon ‘£9 a UDA for 
a mini corporate in Welwyn Garden 
City,’ sounds like a good career move. It 
probably isn’t.

� The ones who refuse to embrace it. When 
they’re asked to do an emergency ECG 
(normally because someone’s dying or 
something equally important) they will 
remind the requestor that they’re a dentist 
and they don’t know how. They will 
also regale you with stories about how 
arduous their shift has been (we get it 
mate. We’ve all been on call and it’s kinda 
rubbish), whilst insisting that everything 
‘isn’t their job.’ Whilst swerving any 
form of medical work, they’re normally 
caught on BDJ Jobs saying how much they 
wish they’d taken up employment with 
community services. 

Please, don’t be this DCT.

THE RIGHT JOB
COPDEND now anticipate that roughly 
50% of newly qualified dentists will work 
a year in a training post within an OMFS 
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‘ It may appear to be 
complicated at first glance, 
but in reality, if you follow 
the steps guide and draw the 
system out yourself, you will 
soon discover the pattern.’

calcification. Similarly, memorise the ranges, 
4 to 6 months for IM and 4 to 10 months for 
CF. Each range begins with A+B, and ends 
with E. Second step, for IM, add 5 months 

for C+D, and for CF, add 
6 months for D and 9 
months for C. Finally, 
simply double the CF date 
to calculate E date. For 
RF, it is either 2yrs (upper 
two range of CF i.e. AB 
and D) or 3yrs (lower two 
range of CF i.e. C and E). 

It may appear to be 
complicated at first 
glance, but in reality, if 
you follow the steps guide 
and draw the system out 

yourself, you will soon discover the pattern 
and be able to memorise all these dates in 
less than 10 minutes.

Please try it and see if it works for you!

I have devised a system to memorise 
all the calcification or mineralisation, 
crown formation, eruption and root 

formation dates for both permanent and 
deciduous teeth. The system was trialled and 
tested successfully amongst my colleagues. 
On average, it took less than 10 minutes to 
be caught and memorised. Of note, there 
are limitations, as the system does not 
include minor variations between upper and 
lower dentition, and does not include the 
wisdom teeth.

For permanent teeth (Figure and table 1), 
the four key dates are initial calcification 
(IC), crown formation (CF), eruption 
(E) and root formation (RF). First step, 
memorise the ranges for IC and CF, which 
is 0 – 3yrs, and 3 – 8yrs, respectively. Each 
range begins with first molar and ends with 
second molars. Second step, complete each 
range, for IC, add 4/12 or 4 months (incisor 
+ canine) and 2yrs (premolars), and for CF, 

TRICK TO MEMORISING ALL THE 
CALCIFICATION, CROWN, ERUPTION 
AND ROOT FORMATION DATES IN 
10 MINUTES!

add 4yrs (incisors) and 6yrs (premolar + 
canine). Finally, for E and RF, you simply 
add 3 – 4yrs and 6 – 8yrs from the CF date, 
respectively. One exception, the upper lateral 

incisor (U2), first calcification date is 10/12 
or 10 months.

For deciduous tooth (Figure and table 2), 
initial mineralisation (IM) replaces initial 

By Billy Leung, Dental student, King’s College London

Figure 1

3 steps : Step 1 – memorise the minimum and 
maximum date for initial calcification and crown 
formation. Step 2 – additional dates between the 
ranges, note the pattern for incisors followed by 
premolars, with canines alternating. Step 3 – adding 
3-4 or 6-8 onto crown formation to calculate the 
eruption and root formation date, respectively. Also 
note that upper lateral incisors have a different initial 
calcification of 10 months. 
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Table 1

Table of the key tooth development dates for 
permanent teeth: initial calcification, crown 
formation, eruption and root formation.

Figure 2

3 steps : Step 1 – memorise the minimum and 
maximum date for initial mineralisation and crown 
formation. Step 2 – additional dates between the 
ranges, note the pattern for AB, CD, then E for initial 
mineralisation, with a switch of D followed by C for 
crown formation. Step 3 – multiple crown formation 
by 2 to work out eruption date, root formation date is 
divided in either 2 (top two row AB, D) or 3 (bottom 
two row C, E). 

Table 2

Table of the key tooth development dates for 
deciduous teeth : initial mineralisation, crown 
formation, eruption and root formation.
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INTRODUCTION
The audit described here was carried out 
in order to assess the quality of dental 
screening and record keeping by dental 
undergraduate students during their first 
patient encounter. Based on the findings, 
recommendations for change to the 
proforma and training were suggested. 
Dental screening involves integrating a 
patient’s complaints, expectations, history 
and examination along with further 
investigations to establish diagnoses and a 
treatment plan. It can only be successful if it 
offers oral and holistic health improvement, 
whether it be for an individual or to a 
population as part of a wider screening 
programme. Not only is dental screening for 
prevention, diagnosis and early detection 
of decay, but is critical for detection of oral 
cancers in early stages of development1. 
Having a large screening program as we 
do at The Royal London Dental Hospital 
(Barts and The London SMD) should lead 
to efficient and effective screening that will 
reduce oral health inequalities and provide 
direct care for many of the local population, 
which would otherwise not usually visit a 
dentist. Many studies of dental screening as 
a public health measure suggest it is effective 

at stimulating attendance, particularly 
amongst the socially deprived2,3.      

Tower Hamlets has an extremely 
diverse community with at least 18 ethic 
populations, with more than 69% ethnic 
minority groups and the largest Bangladeshi 
population in the UK making up 32% of 
the population4. The Tower Hamlets census 
of ethnicity4 suggests the impact of wider 
social determinants such as employment 
opportunities, housing, care, large 
availability of fast food and mental health 
contribute to the poor health and oral health 
in Tower Hamlets. Intelligence reports 
suggest Tower Hamlet’s health wards are 
among the most deprived in England and 
nearly 60% of its children live in poverty, 
with dental decay in children being at 46%5. 
With this in mind it is vital we have effective 
screening. Patients and their families must 
know what is available and where they 
can access care. Once in the system their 
care must be handled with the upmost 
comprehension and must receive integrated 
care to ensure all aspects of their holistic 
health are covered. Strong support has been 
shown for social prescribing and targeted 
population screening at the Royal London 
hospital. Further to this, the General Dental 
Council’s (GDC) principles encompass 
many of the key principles we have outlined 
to good patient screening. These send 
clear messages to the development of an 
effective screening model within a dental 
hospital6. The patient’s interests must come 
first – from the initial meeting to the end 
of care. This means taking into account 
their concerns and incorporating them 
into the overall care plan to ensure they are 

not overlooked. With record keeping and 
consent being at the forefront of much dental 
literature, good foundations of these key 
issues must develop at dental school6.   

There has been much development of the 
screening form and protocol at Barts and 
The London SMD and a standardised form 
was created after careful design for use of 
all dental undergraduate students. This 
form is disseminated and is used by second 
year dental undergraduate students (BDS 2) 
in their first contact with patients up until 
graduation. This form acts as a template 
to ensure effective and efficient screening, 
patient care and care planning is ensured and 
clear and cotemporaneous notes are taken 
with valid consent. Since its conception the 
form has been used for hundreds of patients, 
but has had little critical appraisal. 

The focus of the audit analysed the 
form in two ways; firstly to assess the 
completion of the screening forms by BDS 
2 undergraduates and secondly whether the 
form was fit for purpose. Following data 
analysis we implemented a training session 
to the following cohort of BDS 2 students 
and highlighted any other potential areas for 
improvement for both staff and students.    

METHODOLOGY
The purpose of this study was to evaluate 
the effectiveness of the screening process 
by undergraduate dental students in a 
hospital setting. In order to critique this 
accurately, a strict procedure for assessment 
was developed. This allowed the authors 
to reliably analyse each screening form 
in a systematic manner and ensure 
reproducibility and validity.

By Simon Benjamin Oldfield and 
Ankur Nilesh Patel

DENTAL SCREENING 
EFFECTIVENESS IN A 
UK DENTAL SCHOOL

� Highlights the importance of dental screening 
as a public health measure.

� Shows that a thorough treatment and care 
plan, and indeed consent, can only be made 
if an equally thorough assessment has been 
made and documented.

� Provides suggestions and evidence on how 
small changes and focused training can 
offer large improvements in effectiveness of 
dental screening.
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‘Since it’s conception the 
form has been used for 
hundreds of patients, but 
has little critical appraisal’

Sections
To thoroughly assess how well screening was 
being carried out, an analysis of the level 
of completeness of the screening needed to 
be made. Key queries in the authors minds 
included: how thoroughly was the screening 
form being completed – this would give 
a good indication as to how thorough the 
screening of a patient was. Conversely, if 
key aspects were in fact carried out, but not 
documented, then this highlighted areas for 
improvement. Medico-legally as ‘if it’s not 
documented, it didn’t happen’, or maybe 
the form did not lend itself appropriately to 
these elements. Authors began by critiquing 
the screening form and dividing it into 42 
sections – each one correlating to a specific 
aspect of the process. These different 
sections were set before starting the audit 
to prevent distortion of the results whilst 
the forms were being analysed over time. 
The number and headings for sections were 
the same for both audit cycles. No patient 
identifiable information was ever recorded 
(see appendix 1 for raw data).

Grading system
A system was devised to grade how 
effectively each of these sections were 
completed. A simple, efficient, yet 
reproducible and accurate system was 
required that would allow authors to cycle 
through hundreds of forms and display 
results well. An anonymous metric based 
on a simple ‘traffic light’ system was 
devised which worked very well for both 
audit cycles. This system is used widely for 
comprehensive analysis of large data and is 

commonly used by the national audit office. 
Criteria for this are outlined in table 1 below.

DATA ANALYSIS (CYCLE 1)
The authors audited 150 screening forms 
completed by 72 second year undergraduate 
dental students during their new patient 
clinics. These new patient clinics ran every 
day over a six-week period to allow students 
to become familiar with assessing patients 
(as this was their first clinical exposure). The 
screening forms were collected at the end 
of each week and checked for suitability for 
participation in the study. The only forms 
used were those which had been completed 
by BDS 2 students, and those of patients who 
had consented for treatment at the hospital 
and for inclusion in research studies. If these 
essential criteria were not met, those forms 
would not be included in the analysis and 
only the first 150 forms that satisfied the 
criteria were used in the study. The first 150 
forms that satisfied the inclusion criteria 
were analysed as per the method outlined. 
Results were logged on an electronic 

spreadsheet using the 
‘traffic light’ system 
described. See appendix 1 
for complete data set 
of results. 

INTERVENTION
Cohort 1 were 
used for the first audit 
cycle, and cohort 2 

for the intervention and second audit 
cycle. Cohort 2 received a 90 minute trial 
and demonstration on proper completion of 
a screening form. An sample form deemed 
‘complete and thorough’ by the authors 
was used to explain this. An example of 
a green form for a stimulated patient was 
shown to the group in a lecture, for which 
88% of the year attended. This gave authors 
assurance that intervention was received 
by a substantial proportion of the cohort 
tested to a high enough level that any 

improvement could reliably be attributed 
to this intervention given all other teaching 
factors remained constant. The session also 
included highlighting poorly completed 
areas by cohort 1, examples of how this 
could be improved and an open question 
and answer period. This session focused on 
key areas for record keeping and screening 
set out by the Faculty of General Dental 
Practitioners (FGDP UK – Table 2). 

CYCLE 2
An identical approach and methodology 
was used in the second audit cycle. Again, 
the first 150 forms satisfying the inclusion 
criteria were used in the study and results 
logged on an electronic spreadsheet as 
before. As in the first audit cycle, students 
were unaware that an audit was in place on 
the completion of screening forms which 
prevented any bias of results. Full cycle 2 
results are displayed in appendix 1 (audit 2).

RESULTS
A total of 300 forms from 147 BDS 2 
undergraduates were audited in total 
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Table 1. Criteria set for metric system to score the screening forms. 

Grading Description

Red Left completely blank or incorrect

Amber Incomplete or partially incomprehensible

Green Section completed fully and correctly

Table 2. Information and procedural 
requirements for patient records — 
from The Faculty of General Dental 
Practitioners (UK)7

Patient’s personal details, to include name, address, 
date of birth, gender and contact telephone number. 

Medical and dental history, to include alerts, 
precautions, current treatment and general medical 
practitioner information. This should be regularly 
updated. 

Examination of the dento-facial area and oral 
mucosa, including cancer screening. An initial 
dental examination, including periodontal status, 
restorations, caries, appliances, basic occlusion and 
any necessary radiographs, with written report. 

Sequenced treatment plan, together with any 
changes. 

Signed and dated notes at each visit, to include 
details of treatment, drugs administered and pre-
scribed (including local analgesia). 

Any valid consent. 

A procedure for the archiving and storage of non-
active patient records should be present. Practices 
using computers for any part of the records must be 
registered with the data protection registrar.



Topic: Assessing dental 
screening effectiveness in 

a UK dental school 
focusing on record keeping 

Standard: set analysis of 
42 sections using a traf�c 

light system for 
completeness of notes

Data collection (cycle 1): 
A total of 150 patient 
notes from 72 BDS 2 
dental undergraduates

Training implemented 
for staff and students 
with modi�cation of 

screening form

Recommendations made

Analysis of data compared 
to set standard 

Cycle 2: Another 150 
patient notes from 75 

BDS2 dental 
undergraduates, examined 
to same standard without 
the student’s knowledge 

Further analysis and 
recommendations 

Results

Diagram 1. Pictorial view of our audit cycle 

providing valuable data to review and 
improve the screening form and to guide 
teaching on screening in the future. 
There was an 88% attendance rate from 
students at the intervention presentation 
and demonstration. This, plus the stability 
of knowing all other teaching remained 
constant between cohort 1 and cohort 2 over 
the academic year allowed authors to be 
confident that any changes to results could 
be reliably attributed to the intervention. The 
majority of sections showed improvement 
after intervention with a much higher 
percentage of green or complete and accurate 
sections (83%) and an 80% drop in red or 
blank and incorrect sections. Out of the 42 
sections, we saw noteworthy deterioration 
in only two sections when looking at green 
or completely accurate note. These were 
GP address dropping from 63% to 55% and 
patient availability dropping from 66% to 
56%. Following analysis of all 42 sections, 
five key themes are discussed here.    

Medical and drug history
Before intervention 95% of medical histories 
were correctly and completely noted, with 
only 33% of students fully completing the drug 

history section. Most students had noted brand 
name and dose, but very few had noted date 
commenced and a generic pharmacological 
name. On re-audit 100% of students had 
correct and complete medical histories of 
patients and over half had documented correct 
name, dose and date commenced for drug 
history (55%) and another 30% only missing 
the date commenced, often suggesting the 
patient could not remember the exact date.    

Radiograph selection, justifi cation 
and reporting
Data for the three sections relating to 
radiographs are collated here for ease of 
interpretation, as failure of one of these areas 
contradicts best practice. In cycle one 72% 
of students correctly noted their selection 
and justification of radiograph. However, 
nearly half didn’t grade or report fully and 
correctly on their radiograph (42%). On 
re-audit, following intervention 94% of 
students correctly selected, justified and 
reported on radiographs.

Defi nitive diagnosis
Another common and significant omission 
was definitive diagnosis with under half of 

the students correctly and clearly noting a 
definitive diagnosis (42%) in cycle one, with 
23% partially complete diagnoses and 35% 
completely omitting a definitive diagnosis. 
Without a clearly defined and noted diagnosis 
how can one obtain valid consent for the 
care and treatment undertaken. In cycle two 
69% correctly and clearly noted a definitive 
diagnosis and only a 6% omission was seen, 
with 25% partially completing this section. 

Informed consent (inc Q&A)
Gaining informed consent including the 
opportunity for patients to ask questions 
and have been given all the information and 
treatment options that they may need to come 
to a decision regarding treatment should 
not only be vocalised, but should be clearly 
noted. Although the screening form has a 
preformed grid to allow this, under a quarter 
of the students fully and correctly completed 
this section before intervention (19% green) 
with 22% leaving the table blank or filling it 
out incorrectly (red). After intervention and 
re-audit nearly two-thirds noted all treatment 
options with associated benefits and risks 
(62%), with only 4% missing this section out 
or filling it in incorrectly.  
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‘ Students were made to 
understand that a thorough 
treatment and care plan and 
indeed consent can only 
be developed if an equally 
thorough assessment has 
been made and documented.’

Signatures of patient, student 
and tutor
The screening form is set out to allow 
tutor supervision at three distinct phases, 
with signatures needed from the patient, 
student and tutor at each phase. We found 
that omission of a signature or multiple 
signatures at different phases was common 
place in the first cycle. Only half the forms 
(51%) had all three signatures at the end 
of each phase before intervention and 
49% missing all or some of the signatures. 
However, over two-thirds (72%) had fully 
completed signatures following intervention 
and re-audit. 

DISCUSSION
This audit has highlighted that the initial 
standard of screening and record keeping 
by 2nd year undergraduate dental students 
is far from optimal. However this is the first 
patient contact these undergraduate students 
have experienced and their first new patient 
clinics. It is encouraging to see that with a 
simple intervention (such as our tutorial/
demonstration), significant improvements 
to outcomes can be achieved. There were a 
few sections in which no improvements were 
observed. Most that did not improve were 
already at 100% completion and those which 
deteriorated may not have been emphasised 
enough at the demonstration session. In 
light of other sections, perhaps it can be 
suggested that this is important to patient 
care. It is important that the improvement 
is maintained by repeating this cycle 
regularly and ensuring this focused training 
continues.   

There seemed to be a varied approach 
between staff and student members in 
completing the form, but the aim was 
uniformity and standardisation and meeting 
both GDC requirements6 and the FGDP 

recommendations7. Suggested reasons from 
staff and students for the poor completeness 
in the first audit cycle were limited time, 
need for more standardisation, availability 
of tutors, lack of adequate focused training 
and confidence in clinical practice. This 
information was used to appropriately 
tailor the training session, emphasising 
the importance of each section. Students 
were also introduced to medico-legal 
responsibilities placed upon them which 
must be reflected upon during their new 
patient clinics. This is particularly key 
when considering issues of medical history 
and record keeping. Students were made 

to understand that a 
thorough treatment and 
care plan and indeed 
consent can only be 
developed if an equally 
thorough assessment 
has been made and 
documented. Following 
data analysis it was 
discovered staff training 
would also be beneficial 
as well as specific 
select alterations to the 
screening form to allow 
the areas of concern 
(‘red’) to be rectified. 
Open communication and 

meeting with the Clinical Director and UG 
Programme Lead resulted in staff training 
during staff training day and a modified 
form.

The responsibility for teaching good 
record keeping and its general principles 
may well be that of the teaching institution, 
but the students themselves also have 
a responsibility to learn, for their own 
development and progression. This early 
development in screening and thorough 
assessment is vital for clinics to follow at 
dental school such as dental emergency, oral 
surgery, OSCEs, child emergency and then 
onto their professional careers. It also allows 
these students to take on the care of any 
suitable students. Any unsuitable patients 
(i.e. due to complexity) can be put on the 
waiting list for care by a more senior UG, PG 
student or clinician. This allows accessible 
care to the local population with the hope of 
improving the oral health of Tower Hamlets.  

CONCLUSION
It is clear that regular review of clinical 
practice with student and staff training 
leads to greater discussion and critical 

thinking, resulting in improved care. This 
audit not only highlighted the need for 
more in-depth training for students and 
staff on the familiarity of the screening 
form, and its expected completeness. It 
also opened a clear line of communication 
between authors (undergraduate students) 
and clinical leads to implement changes 
based on their experiences, backed up by 
data from gathered evidence. Unrecognised 
issues were identified and highlighted in a 
systemic, reliable manner with clear results. 
We believe that early intervention will lead 
to good retention for life long skills and best 
clinical practice.  

In the light of the findings of this audit, 
the following recommendations are made: 
� Specific dedicated teaching session early 

on in the undergraduate course, covering 
record keeping, perhaps combined with 
some scenarios of problems arising 
when this is sub-optimal, and conversely 
the benefits of accurate comprehensive 
records going forward. 

� Standardisation and training for staff and 
the development of a policy amongst the 
teaching staff relating to record keeping.

� Regular repetition of this audit 
after implementation of these 
recommendations, possibly with the 
inclusion of other student year groups, 
and further changes considered in the 
light of the results.
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Appendix 1

Category Green audit 1
%

Green audit 2
%

Orange audit 1
%

Orange audit 2
%

Red audit 1
%

Red audit 2
%

Hospital number 93.33 97.44 0.00 0.00 0.67 2.56

Personal details (name/DOB/Ad-
dress 98.00 98.72 2.00 0.64 0.00 0.64

Contact Number 100.00 100.00 0.00 0.00 0.00 0.00

GP name 63.33 50.64 6.66 1.28 30.00 46.79

GP address 30.67 77.56 53.33 15.38 16.00 6.41

Presenting complaint 90.67 97.44 4.67 2.56 4.67 0.00

History of complaint 74.33 80.77 3.33 3.21 17.33 16.03

Dental attendance 92.00 90.38 6.00 8.33 2.00 0.64

Previous treatment/experience 96.67 96.15 2.67 1.28 0.67 1.92

Oral hygiene regime 99.33 98.72 0.67 0.64 0.00 0.00

Medical History 95.33 100.00 3.33 0.00 1.33 0.00

Current Drug therapy 33.33 55.13 38.67 27.56 30.00 17.31

Family/occupation 64.00 70.51 36.00 28.85 0.00 0.00

Smoking 99.33 100.00 0.67 0.00 0.00 0.00

Alcohol 94.03 98.08 4.67 1.92 1.30 0.00

Other 58.00 69.87 0.67 0.64 41.33 28.85

Extra oral Examination 99.33 99.36 0.67 0.00 0.00 0.64

Intraoral Examination 98.67 99.36 1.33 0.64 0.00 0.00

Gingival appearance 98.67 100.00 0.67 0.00 0.67 0.00

Oral Hygiene rating 95.33 100.00 0.00 0.00 4.67 0.00

Plaque and calculus rating 79.33 100.00 14.00 0.00 6.67 0.00

BPE 100.00 100.00 0.00 0.00 0.00 0.00

Bleeding on probing 96.67 98.72 0.00 0.00 3.33 1.28

Tooth surface loss 89.33 94.23 2.00 0.64 8.67 5.13

Hard Chart 88.66 99.36 4.67 0.64 0.67 0.00

Prostheses 53.00 59.62 2.67 0.64 45.33 39.74

Other fi ndings 72.00 92.31 7.33 1.28 20.67 6.41

Differential diagnosis 53.00 64.10 37.33 32.69 10.67 3.21

Further tests needed 89.33 97.44 4.00 0.64 6.67 1.92

Radiograph selection 80.66 97.44 0.67 0.64 18.67 1.92

Radiograph justifi cation 79.33 96.79 0.67 0.64 20.00 2.56

Radiograph assessment and report 58.00 88.46 10.00 3.21 32.00 8.33

Defi nitive diagnosis/prognosis 42.00 68.59 22.66 25.00 35.33 6.41

Informed consent/options- risks/
ben 19.33 61.54 58.00 33.97 22.67 4.49

Patient questions/answers given 52.00 75.00 10.67 1.92 37.33 23.08

Preferred treatment option 48.00 60.26 0.67 0.64 51.33 38.46

Aims of treatment 65.33 83.33 8.00 4.49 26.67 12.18

Treatment plan 90.00 87.18 2.67 5.77 7.33 7.05

Patient availability 66.00 56.41 0.00 0.64 44.00 42.31

Signature of student 57.33 67.95 42.67 30.13 0.00 1.92

Signature of tutor 47.33 74.36 52.67 24.36 0.00 1.28

Signature of patient 60.00 77.56 38.66 21.79 1.33 0.64
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