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Dear reader,
I hope this editorial finds you well as we 
usher in the New Year.

This coming year represents my 
final year as a dental student, if all 

goes according to plan! Over the last 
five years I’ve been lucky enough to have 

learned a vast amount from dedicated and 
inspirational tutors. I’ve also been privileged 

to take part in numerous activities and societies 
within the University of Liverpool. All these 

experiences have helped me to learn and develop as an 
individual often without me even realising, as well as 
providing me with a university experience that I will 
always look back on fondly.

As students at university we have a wealth of resources 
and experience available to us. These can help not only 
shape us through our student years but will stay with 
us for the duration our careers. It is therefore vital that 
we make the most of these opportunities and constantly 
continue to try and improve.

Publications such as 
BDJ and BDJ Student 
are valuable resources 
with a wonderful range 
of articles from a diverse 
cross section of authors. 
The journals provide 
valuable insights into 
our ever-changing career 
such as the discussion 
regarding how dentistry 
has changed through the 

generations and the implications this has on the profession as in 
the November edition of the BDJ. The BDA have also put together 
a fantastic online library of textbooks which is free to access for all 
BDA members. I would strongly urge you to explore this library 
which represents a unique resource to us.

With this in mind, I hope that this edition of BDJ Student proves 
to be both educational and insightful for you all. Thanks, as ever, 
to those who have put in their hard work and participated in 
producing this edition of the magazine. 

Keerut Oberai ■  

Hello and welcome to 
the latest edition of 
BDJ Student.

May I begin by 
wishing all of our 
readers a very happy 
and prosperous New 
Year from everybody at 
the BDA. I have already 
seen plenty of ‘new year, new me’ 
statuses shared across various social 
media channels, and sometimes 
change can be of benefit.

In the case of the potential 
change of the assessment process 
date for DFT, on this occasion we 
believe there is very little benefit – if 
any – gained by making a change. 
COPDEND have announced that 
final year DFT assessments will 
remain in November, but the 
allocation release date of places will move from January to June 
– after BDS final exams. COPDEND were initially proposing to 
move the assessment to after finals, which would have put huge 
pressure on students. This still leaves many questions unanswered, 
and we will ensure to get those answers to provide you with a 
clearer picture for your future.

To the issue, and we feature more on providing clarity for your 
future. The issue’s cover feature looks at the various different 
specialty training posts out there, and what you need to consider 
before applying for them.

We also take a closer look at what a GPT is, and whether you 
should take on life as a DCT. Janine Doughty talks to Janine 

Brooks about the value 
of a role model in the 
profession, a piece well 
worth reading.

Enjoy the issue, 
and if you would like 
to contribute to BDJ 
Student, please do get 
in touch. 

David Westgarth ■

David Westgarth, 
Editor, 
BDJ Student

Keerut Oberai, 
Student editor,

BDJ Student
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The Association of Dental Groups (ADG) is 
delighted to announce nominations for the 
2018 Bursary Awards are now open.

In addition to the cash prize normally 
awarded to the postgraduate winner 
in recognition of their hard work and 
ingenuity, there are a number of other 
prizes available in 2018, including a range of 
publishing and educational opportunities, 
as well as the cash bursary of £1,500. 

To apply, all applicants need to do is 
submit a project that focuses on one of 
two areas of concern, either improving 
access for disadvantaged patients or raising 
awareness of oral cancers and the need 
for early diagnosis. This is available to 

REWARDING EDUCATION
both postgraduate dental students and 
dentists with a dental degree undertaking 
postgraduate or vocational/foundation 
training, and consists of two parts: a brief 
description of the project and an outline of 
the business plan.

For undergraduates, the ADG has 
decided to introduce a new category, 
‘Innovation in Dental Care’, which will 
build upon the previous ‘Skills Mix’ Award 
by getting students to consider, amongst 
other things, new strategies for how the 
dental team could deliver patient care. 
Other areas that undergraduates will need 
to address when describing innovative 
techniques and ways of working to improve 

It’s all change for the 2019 Dental 
Foundation Training recruitment timeline. 
After their recent consultation, COPDEND 
have announced that final year DFT 
assessments will remain in November, but 
the allocation release date of places will 
move from January to June - after BDS 
final exams. COPDEND were initially 
proposing to move the assessment to after 
finals, which would have put huge pressure 
on students, so we are pleased to see that 
they listened to us and have retained the 
current assessment date. However, we are 
also dismayed that a decision was taken to 
move the allocation release date without 
including this option in the consultation. 
This decision doesn’t affect the current 
final year students, but will be implemented 
in 2019 so will apply to the current fourth 
years (BDS4).

The BDA, through our Student 
Committee and in partnership with 
the British Dental Students Association 
(BDSA), fought hard to retain the current 
DFT assessment timeline. In addition to 
our in-depth consultation response, over 
1,500 signatures were also collected in an 
online petition. Without this work and 

the extensive support of students, DFT 
applicants would now be facing a stressful 
recruitment process immediately after 
finals, so we are delighted this change 
isn’t going ahead. We would like to thank 
everyone that worked alongside us – this 
support has made a positive impact on the 
lives of future students. 

We do, however believe that there will 
be problems with the decision to move 
the allocation timing. The decision does 
nothing to alleviate the concerns raised 
about giving students appropriate time to 
make preparations before their DFT year. 
In addition, the uncertainty of whether 
an individual has a place will now affect 
every applicant. COPDEND presents this 
as ‘fair’, however we believe that instead the 
Government should fund an appropriate 
number of places, so that all UK graduates 
who wish to do DFT can complete their 
final year without the fear of potentially not 
having a training place. 

We are particularly concerned for 
individuals who don’t secure a place. As the 
allocation of places will happen after finals, 
dental school support may not be available, 
so the provision of pastoral care for 

BIG CHANGES TO DFT RECRUITMENT 
TIMING ANNOUNCED

individuals in that situation 
will need to be explored. 
In addition, opportunities 

for graduates to make 
arrangements for 

bridging 
the time until 

the next round of 
applications may 
be limited. It is also 
unclear from this announcement how new 
graduates can apply to the March schemes 
– there has been no official announcement 
about any changes to these schemes, but 
the COPDEND statement does not include 
them, which suggests that they may no 
longer exist. 

As the notice reached us just before the 
festive period, we have told COPDEND that 
we would be considering this outcome over 
the next few weeks and get back to them. If 
you would like to feed back any concerns 
that you have about this decision, please let 
us know by emailing students@bda.org. 

You can see COPDEND’s full recruitment 
timetable in their online statement 
at www.copdend.org/news-content.
aspx?Group=home&Page=change%20
in%20dental%20foundation%20
recruitment%20timing%20consultation

dental care include: engaging patients with 
preventative messages; the use of current 
and future technologies; and potential 
barriers to different ways of working and 
how they may be overcome. 

As before, the undergraduate Awards 
are open to all UK undergraduate dental 
students, including dentists, hygienists, 
therapists and clinical dental technicians, 
with two bursaries in each category (£1,000 
to the winner and £750 to the runner-up) 
and editorial opportunities on offer to the 
top two entries. 

If you are looking to enter the 
competition or know someone that would 
be a suitable applicant, be sure to apply 
before the 30 June, 2018. Further details can 
be found at www.dentalgroups.co.uk
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both postgraduate dental students and both postgraduate dental students and 
dentists with a dental degree undertaking 

before the 30 June, 2018. Further details can 

barriers to different ways of working and 

As before, the undergraduate Awards 
are open to all UK undergraduate dental 

REWARDING EDUCATIONREWARDING EDUCATION
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SAVE MONEY ON 
TEXTBOOKS WITH 
THE BDA ELIBRARY
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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!

you can simply download the text book again. 
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The BDA has accused the Scottish 
Government of backtracking on its 
manifesto pledges and shutting off access to 
the health professions to those on modest 
incomes, following significant cuts in 
support to dental students. 

The changes will mean a significant 
number of dental students losing access 
to the universal £4,000 a year Dental 
Undergraduate Bursary scheme (DUBS).The 
new Dental Student Support Grant (DSSG) 
will be means tested. Applicants with two 
parents both earning just a little over the 
‘real living wage’ of £8.45 per hour would be 
ineligible for support under the new system. 
The SNP has consistently criticised the UK 
Government’s abolition of bursaries for 
nurses and allied health professionals, and 
in its 2017 manifesto committed the party 
to policy outcomes to attract and retain 

BDA criticises abolition of Scottish 
dental students grant

talented young people to work in the NHS.  
The Scottish Government has stated its 

intentions to divert funds into a programme 
to support children from deprived schools 
to apply for dentistry. However, it is not 
clear if any progress has been made in 
implementing this scheme. Dental graduates 
are left saddled with tens of thousands 
of debt come graduation day, with many 
students choosing dentistry as their second 
degree often facing significantly more.  

Paul Blaylock, Chair of the BDA’s Students 
Committee, said: ‘The Scottish Government 
appears to be following Westminster’s lead, 
and risks raising the drawbridge to the 
health professions to kids from ordinary 
families. Dental students will be losing out 
on up to £16,000 over the course of their 
degree when their finances are already 
stretched and debt is rising.

‘It’s a kick in the teeth to the vast majority 
of students who will spend their professional 
lives working for the NHS and improving 
Scotland’s oral health. This funding exists 
because these students face longer term 
lengths, and significant difficulties juggling 
their studies with part-time work. If the 
money is going to be shifted back into 
schools, the Scottish Government needs to 
indicate how that money will be spent to 
increase access to training as a dentist. There 
is a review underway of Scottish student 
finance. They have a duty to deliver adequate 
financial support for all students that meets 
their full cost of living and allows them to 
focus on their studies.’

UPFRONT
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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



What is dental academia?
What do you think of when you hear the 
words ‘dental academia’? Somebody sitting 
behind a desk all day? Your clinical tutors 
and lecturers are all dental academics. 
Dental academia can include clinical 
practice, teaching and research. Research 
is vital to improving patient care and 
furthering our evidence-base for practice: 
it aims to answer a question we do not yet 
know the answer to, or solve a problem. 
Not all research is done in a lab, for 
example patients may be interviewed about 
their experiences at the dentist and their 
answers analysed.

Many find dental academia to be the 
perfect career: you can devote your time to 
a field of dentistry that interests you most. 
At the same time you have to opportunity 
to investigate the answers to those questions 
which made you wonder ‘but why?’ at 
dental school. There are many routes to 
get involved with dental academia: from 
working as a clinician whilst teaching 
students and conducting research, as many 
of the speakers at the conference do; working 
as a clinician whilst carrying out research to 
focusing entirely on teaching or research. By 
these developing academic skills, you may 

be able to apply to be become a Professor 
and even have a role in decision making on 
national health policies. 

What we know now that we did 
not know before
Stations were hosted by brilliant 
researchers from across the globe currently 
working within the dental school. This 
gave us the chance to learn about new 
research discoveries as well as research 
which has provided a basis of many of our 
practices today. A wide range of topics 
were explored from dental public health to 
oral and maxillofacial surgery. 

We now know about Professor Douglas’ 
many projects. These included her current 
undertaking of NIHR-funded FiCTION 
study, a 4 year RCT of caries management 
strategies of primary teeth in GDP, as well 
as her part in the Epidemiological Survey of 
Oral health undertaken in Tristan da Cunha 
in 1999. This survey discovered a significant 
increase in caries-free children in response 
to a school fluoride supplementation 
programme. We heard about a project being 
undertaken by two of our peers, involving 
micro-CT scanning of Amelogenesis 
Imperfecta teeth which began following the 

conference last year. They hope to discover 
the same phenotypic patterns previously 
found in rat teeth and perhaps help towards 
identification of AI in a more effective way. 

We were encouraged to be inquisitive and 
to take initiative to further our learning, 
both key attributes to any successful 
researcher. We now know that the staff are 
happy to nurture our inquisitive minds if 
only we reach out and ask. 

How it will make a difference 
to me
Since the conference, I have been inspired 
to actively engage in dental academia, 
to reach out and ask the questions I 
want answers for. Staff have reported 
how encouraging it was to witness the 
number of students from first to final 
year, arranging subsequent appointments 
with members of various teams to find out 
more about how to get involved. I found 
the informal station set-up allowed me 
to attain specific information relevant 
to personal interests and career plans. 
Another student particularly enjoyed 
‘getting an insight into how connected 
dentistry is to other subject fields’. 

The conference, with its different 
approach, enthusiasm and informal tone 
changed my perception of research from that 
of necessity to something of curiosity. Gail 
Douglas praised how the conference allowed 
new talent to be brought to the forefront and 
makes sure that we, the dentists of tomorrow 
and potential academics of the future, are 
enthusiastic and well trained in research. 
This experience has been testament to the 
unique nature of the undergraduate course 
here at Leeds, and has ignited a passion to 
develop my evidence-base throughout my 
undergraduate clinical career. 

Why I’ll be attending next year
The conference is really well named as it 
truly INSPIRE’s both students and staff. It 
provides an excellent platform to network 
and interact with some of the best and 
brightest minds within dental school, an 
opportunity I would not want to miss. 
While focussing on the undergraduate 
BDS course it exposed students to elements 
of a career in dentistry that are often 
missed. The atmosphere of enthusiasm 
and passion for learning was catching, and 
I am looking forward to what the 2018 
conference will have to offer. ■

In November, dental students at the University of Leeds were 
given a flavour of a career in academia. Beth Bradley, Esme 
Grange and organiser Katherine Kaczmarczyk give us their take 
on what they learned at the INSPIRE undergraduate research 
conference.

LEEDS DENTAL STUDENTS 
INSPIRE-ED BY CONFERENCE

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. 

With the changes to the recruitment 
timetable, the session - which has 
previously featured recent interview 

candidates - will be more important 
than ever. 

Past speakers have included the former 
Chair of COPDEND, Dr Helen Falcon 
MBE and Dr Janine Brooks MBE, and 
we will once again feature high-profile 
speakers from the profession.

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.

Previous 
events have sold 
out quickly. For 
further details, 
including dates 
and booking details, visit www.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
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We specialise in helping recently qualified 
Dental Associates through their 

first year of self employment
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THE ULTIMATE DIGITAL EXPERIENCE

Dr Rupert Austin, Clinical Lecturer and Honorary 
Consultant in Prosthodontics at King’s College 
London Dental Institute, talks to BDJ Student 
about the growing importance of digital dentistry 
and why students should consider attending 
Henry Schein’s 2018 Digital Symposium.

What excites you most about 
digital dentistry?
Digital dentistry is simply enhancing our 
existing treatments. It enables us to provide 
dental care in a more patient-centred, precise 
and cost-effective process, with excellent 
outcomes. It is also lots of fun too!

To what extent is digital dentistry 
encouraging a ‘team approach’ to dentistry 
and in what way is this impacting 
patient outcomes?
In my own clinical practice, digital dentistry 
has brought the dental teams that I work with 
closer together. Digital dentistry enhances 
communication between the dental surgeon 
and dental health care professionals, especially 
dental technicians, nurses and dental and 
orthodontic therapists. I spend most of my 
clinical practice in multi-disciplinary specialist 
teams so good communication and clear 
understanding of the aims of treatment are 
essential to ensure that the patient gets the 
most out of every team member. In my 
view this is helped by communication using 
digital planning. 

How influential do you think digital 
technology will be in the future of 
the profession?
Digital technology may not fundamentally 
change the types of treatments that we offer, 
but it allows us to provide treatment in a more 
minimally invasive and safer way, one that 
suits the patient’s lifestyle and schedule. It is 
certainly a more acceptable process from the 
patient’s perspective and this will help us to 
provide better diagnostics and prognostication 

‘...dental educators have 
a huge role to play in 
teaching ethical use of 
digital techniques and that 
students graduate being 
able to adopt the best of 
the technologies.’

to ensure that we are prescribing treatments 
with the most predictable outcomes possible. 

How is the advent of digital techniques 
changing the way you educate tomorrow’s 
dentists?
Digital techniques can facilitate teaching of 
the fundamentals of crown and bridge work, 
implant dentistry, aesthetic smile design and 
removable prosthodontics. However, it doesn’t 
replace the need for good hand skills and 
we need to be careful not to lose sight of the 
traditional and predictable techniques based 
on evidence-based principles. 

Is there enough emphasis on digital 
techniques in the curriculum – and if not, is 
this changing fast enough to keep pace with 
technological advances?
The curricula are beginning to incorporate 
digital techniques alongside the traditional 
design and manufacturing processes. 
However, it is important to remember that 
the undergraduate curriculum is designed 

to ensure that simple dentistry is done well. 
There is no doubt that dental educators 
have a huge role to play in teaching ethical 
use of digital techniques and that students 
graduate being able to adopt the best of 
the technologies. However, to do more 
advanced procedures we need to be able to 
coach students in a post-graduate arena in 
an almost one-to-one approach. We must 
remember that it takes time to build multi-
disciplinary practical and clinical skills 
from a technical, surgical and prosthodontic 
perspective. 

What relevance does an 
event such as the Digital 
Symposium have for students 
who are not yet actually 
in practice?
This event provides an excellent 
insight into how digital 
dentistry is being adopted for 
a range of clinical practices at 
the moment and how it is 
likely to develop in the future. 
It is an exciting time to be 
studying dentistry!
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The Digital Symposium is taking place at 
the Park Plaza London Riverbank Hotel 
on 27-28 April 2018. Advance tickets 
are just £295 for previous delegates or 
£325 if booked before 31 January 2018. 
For more information or to register visit 
hsddigitalsymposium.co.uk, call the 
events team on 01634 877 599 or email 
hsddigitalsymposium@henryschein.co.uk

UPFRONT
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HOW TO 
SURVIVE 
FINAL YEAR 
AKA: 
BEEN THERE, 
DONE THAT

By Jessie Tebbutt1
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1  Jessie is a newly qualifi ed dentist who graduated 
in 2016 with honours from King’s College London 
where she won several prizes including the 
University of London Gold Medal. She recently 
completed her foundation training in the south 
coast Portsmouth Scheme, winning Best Clinical 
Case Presentation for her endodontic work. 
Jessie is currently working as an SHO in Oral and 
Maxillofacial Surgery in Manchester.
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NThe idea of this being your final year 
can be a very daunting prospect, 
although it was oddly my favourite 
year. Everything you have been working 
for and learning during your time 
at dental school is finally, hopefully, 
coming together. It’s time for the last 
big push. Remember that there is a lot 
of support for you this year and don’t 
be embarrassed to ask for help. This is 
your last chance to iron out any creases 
in your understanding, clarify anything 
which could still be confusing you and 
fill any of those last few gaps in your 
knowledge.

DON’T PANIC!
Final year is a stressful time; there is no 
getting around that. The important thing 
is to keep calm, don’t panic and trust in 
yourself. Every other dentist out there has 
been where you are now, and everyone has 
had difficult times like these. Keep your 
head, take a deep breath and stay calm. 
Being organised, realistic about what you 
can do, and trying to anticipate problems 
ahead of time can really help. Don’t feel too 
overwhelmed by everything you suddenly 
have to accomplish and complete this year – 
just take things step by step, one thing at a 
time and you will be fine.

UPFRONT
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ASK QUESTIONS
This is your last opportunity to confirm 
and clarify any last points that really don’t 
make sense or you just don’t know. Don’t be 
afraid to be that person in tutorials. Take 
advantage of your tutors. It really helped 
me to talk through cases with my tutors, 
explaining my reasoning to them, get them 
to correct me and explain their thoughts or 
decisions to me – whether or not we agreed! 
You need to understand why things are 
being done and be able to explain it. This is 
your chance to fill in any last gaps in your 
knowledge and understanding, because 
next time you’ll be the one being asked 
these questions, either in your exam or by a 
patient in practice next year!

KEEP ON TOP OF PAPERWORK
There is a lot of paperwork this year. 
From your clinical requirements and case 
presentations to coursework, applying for 
DFT and revising for your finals exams - 
don’t leave it all until the last minute. If you 
don’t keep a diary, now is probably the time 
because deadlines have a habit of sneaking 
up on you. Stay up to date with work, tackle 
things as they come up but look ahead 
to see what’s next and keep track of your 
deadlines because no one else will! It pays 
to be organised; you will be surprised how 
much time you can free up, and stress-free 
you can make life for yourself. Plan your 
revision early – I stick by the mantra of little 
and often, rather than being sleepless the 

week before my exams. Be tactical – work on 
the areas you know you are weakest because 
they are bound to be the ones that come 
up. Importantly, once you have made your 
plan stick to it – there is nothing worse than 
revision FOMO to stress you out, put you 
off track and potentially miss out something 
you needed to learn.

PRACTICE, PRACTICE, PRACTICE
This is a bit of an obvious one, but you 
would be surprised how people tend to 
isolate themselves during revision. Get a 
group together to practice questions and 
clinical scenarios. Going through OSCE 
stations, quizzing each other on past papers, 
planning and reviewing essays together is 
all vital for final year whether it is for DFT 
interview, written finals or your unseen 
cases and OSCEs. You don’t just need to 
know the answer, you need to be able to 

‘ If you don’t keep a diary, now 
is probably the time because 
deadlines have a habit of 
sneaking up on you. Stay 
up to date with work, tackle 
things as they come up’

understand it, vocalise it to other people 
and not afraid of being put on the spot.  And 
don’t be nice when you are practicing – it’s 
better to find out your weaknesses now than 
wait for the examiner to!

GET A LIFE
Remember a big part of this year is to have 

fun because it is your 
last year at university. 
Having interests 
outside of studying is 
important to let you 
get away from it all and 
blow off steam. Sports 
groups, social events 
and hobbies are a great 
way to relax, relieve 
stress and stay sane. 
Yoga is a great way to 
do all these things at 
the same time, plus 
it’s good for your core 

and back! Stress and depression is a big 
concern in dentistry in general, so make 
sure you do have other things in life to keep 
you going and take your mind off things. 
Having a social network is vital for support, 
reassurance or just letting it all out – don’t 
bottle things up inside. Finals may seem 
like a huge hurdle now but don’t lose all 
perspective; make sure you do take time out 
to do things you want to do too.

Good luck!

UPFRONT
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What are some of the key mistakes 
dentists make with everyday 
communication with patients?
In my opinion, here are the top three, I am 
going to generalise here; not all dentists make 
these mistakes.

Some dentists do not spend enough time 
building a rapport with the patient. The patient 
doesn’t care how much you know until they 
know how much you care. The rapport stage 
is the most crucial part of the consultation, 
because without it, there is little or no trust. I 
understand why some dentists don’t do this, if 
they are a NHS dentist as the current system 
does not allow time to do undertake this 
properly.

I also find some dentists make the criminal 
mistake of providing solutions, without truly 
understanding the goals of their patients. They 
tend to listen to respond (i.e. just waiting for 
a gap) as opposed to listening to understand. 
You can’t provide a solution until you fully 
understand the problem and you will only 
reach this by asking lots of questions. 

The third big one for me is talking too 
technical. As students you are fresh out of five 
years of clinical education, so it can be an easy 
trap to fall into.

The problem with too much technical 
information is that it can confuse the patient 
and even put them off taking up your 
treatment. Joking aside, patients don’t really 
buy a titanium screw surgically screwed into 
your jawbone under anaesthetic – they will 
select an implant. 

I suggest dentists wear the shoes of the 
patient and speak to them in a language that 
they understand, as Dale Carnegie stated in 
his brilliant book ‘How to Win Friends and 
Influence People’, ‘see things from the other 
person’s point of view’. Showing videos and 
presenting some leaflets can often help here. 

What can young dentists do to 
help build rapport and meaningful 
relationships?
Become genuinely interested in your patient. 
If he or she is a current patient take a few 
minutes to read the notes before they walk in. 
Have they been on holiday recently? Keep it 
in the notes and ask them about it. Regarding 
a new patient try and get some background 
information about them from the receptionist 
prior to the first appointment and use that 
information in building rapport. Just doing 
these simple things will help build trust. Trust 
is the most important part of any relationship. 
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I have often heard that students are 
clinically ready to head out into the world 
of dentistry, but when they do so they’re 
bright-eyed and not rounded professionals 
ready to hit the ground running.

That’s not a criticism – far from it. More 
of an observation from many senior voices 
within the profession. 

One of those areas is a soft skill that takes 
a lot of hard work – even for seasoned 
dental professionals. Discussing finances 
with patients can be difficult, so Anish 
Patel spoke to Ashley Latter about how 
students can be ready to make the leap.

� Anish Patel, 5th year student, 
King’s College London

How can we present treatments in an 
ethical way to patients?
In short, spend time building rapport and 
then asking lots of questions, so that you 
truly understand the patients’ visions and 
goals. Once you have done this and you have 
summarised back to the patients their goals, 
you are in a much better position to present 
the solution on the agenda of your patient. It is 
imperative that you present your solution(s) in 
a language that patients understand and buy 
into. You also must communicate informed 
consent really well explaining any risks of 
the treatment.

12 BDJ STUDENT Vol 25 | Issue 1
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� Ashley Latter, business coach and 
owner at Ashley Latter dental 
sales training

How can patient objections to 
treatment plans be overcome?
If you spend enough time building rapport 
and ask enough questions early on in the 
appointment you will receive less objections. 
However, if you do then you must put yourself 
in your patient’s shoes. A big mistake dentists 
make is that they get defensive, which is 
completely the wrong approach. You need 
to demonstrate empathy first and then find 
out what all of their concerns are by asking 
questions.

If the patient is concerned about the cost of 
the treatment, then by asking questions you 
can truly fully understand their concerns. 
There are various types of price objections 
and by asking questions, you can understand 
what they are. If, for example their concern is 
cash flow, i.e. paying for the treatment, you can 
explain that you have a 0% finance package 
and you can spread the payments over six 
months, interest-free. If you don’t know what 
the objection is you cannot overcome it and 
you will only find out by asking.

Another example could be if the patient 
wants teeth whitening, however you discover 
that they are not dentally fit, then you need 
to share with the patient the reasons why 
they cannot have the treatment at this stage, 
informing them what needs to happen before 
hand, but remaining as positive as you can for 
the patient. 

It is also important to have evidence of your 
work. Create a photo book online with some 
before and after shots. Have it on display in 
the waiting room. Also obtain some video 
testimonials from previous patients and show 
them on an iPad. You will of course need 
permission for the photographs from previous 
patients but if you have done a good job for 
them, they will be happy to help.

Is ethical sales really ethical?
Yes, absolutely. Most people’s perception of 
selling is someone trying to convince them to 
buy something that they do not want. Ethical 
sales is about connecting with the patient, 

spending time asking questions, not making 
assumptions, making the patient aware of 
options and presenting them in a way that 
interests them.  It’s about providing solutions 
to the patient’s problems. 

Do dentists lack self-esteem when they 
discuss fees?
Not all dentists do, no. However, I have 
discovered over the last 25 years training 
and coaching dentists, discussing fees is a 
real issue for many.

It is quite understandable. At university, 
you were taught how to deliver your 
specialist technical skills in a caring and 
empathetic manner. Quite rightly you have 
been trained to be a healthcare professional 
and not a business person. I understand 
that discussing fees can be outside of your 
comfort zone.

I have often found dentists are frightened 
of the response they will receive from the 
patient. For example, if in the past a patient 
said something derogatory, they make 
assumption that everyone is thinking the 
same.

As a result, many dentists will reduce their 
fees because they feel they that more patients 
will say yes to their plans. This often is a 
wrong assumption. For example, let’s say a 
dentist who works in the NHS is offering 
a private option against a NHS one, I have 
had many dentists tell me that they feel the 
gap between the two fees is significant. By 
narrowing the fee of the private option, then 
they feel more patients will say yes to their 
private options. 

The truth is however, that you have earned 
the right to charge the fees that you do. 
You have a skillset that very few people can 
boast. Don’t forget that. 

‘ If you spend enough time 
building rapport and ask 
enough questions early on 
in the appointment you will 
receive less objections.’
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MY CAREER JOURNEY

It’s never too early to start thinking about life after university. The majority of 
students will go into general dentistry, but for some the career journey takes some 
twists and turns from thereon in.

Catherine Rutland, Head of Professional Services at Simplyhealth Professionals, 
can attest to just that. I chatted with Catherine to plot her career journey, and what 
students can take away from her experiences.

Can you give me a 
potted history of 

your career?
I qualified from Leeds in 

1992 and carried on to do a 
year’s house officer jobs, mainly 

because I wasn’t sure which 
direction I wanted to go in. I then 

did 18 months rotational senior 
house officer at Newcastle which I 

loved. I made the decision to come out 
of hospital and so did my vocational 

training, as it was then, in Sunderland. I 
did associate roles in Sunderland and then 

Reading. We have owned our practice in 
Thatcham for almost 19 years and so spent 
many of my clinical years there. I started 
working for Denplan, now Simplyhealth 
Professionals, 7 years ago, one day a week 
at first, and am now full time as Head of 
Professional Support Services.

Million dollar question 
– why dentistry?
I originally wanted to do engineering but 
was swayed away from that by my father, 

PROFESSIONAL
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who is a civil engineer. Dentistry seemed to 
be a flexible career and really I fell in to it. 
When I look back, I had no idea what I was 
actually letting myself in for!

Did you always envisage a career 
in clinic?
Yes, I loved being with and caring 
for patients. 

When did you think there was 
more to the profession than simply 
working in practice?
I got hit by an autoimmune eye condition 
about ten years ago. When it got so bad I had 
to take 8 months of work I realised I needed 
to rethink what I was going to do. Prior to 
this I had had no thought of ever leaving 
clinical dentistry but sometimes life throws 
you a curve ball. When one day something 

you love doing is ripped 
away from you, you can 
either stick your head in 

the sand, or face up to a new direction.
As I was starting to consider my options 

Roger Matthews approached me to join 
Simplyhealth Professionals initially one day 
a week, which rapidly increased as my role 
developed. I managed to do a small amount 
of clinical work until two years ago and had 
to accept I had to stop. It was a very tough 
time, even though my role at Simplyhealth 
Professionals had developed hugely and I 
love it, giving up clinical was massive.

What does a typical working 
week look like at Simplyhealth 
Professionals?
My team would really laugh at this question 
because for me, there is absolutely no typical 
week. I am all over the country in many 
different capacities. I get ‘used’ by many 
areas of the business, supporting practices, 
supporting our field team as well as our 
office based teams, presenting, attending 
meetings with external bodies to make sure 
we know what is happening and can support 
our members and lots more!

What skills – that aren’t taught at 
university – are fundamental to 
succeeding in the role?
The biggest skills I need are in the area 
of communication and also the desire to 
continue to learn. Communication is key 
in any area of dentistry and with the jam 
packed curriculum for undergrads this may 
not always be feasible to fit in. 

The desire to continue to learn must not 
be confused with the desire to get letters 
after your name. The two are very different. 
Following graduation I had no real desire 
to learn anything formally. I felt committed 
to learning how ‘to do’ clinical dentistry. 
Only when I realised I was going to lose the 
clinical did I have a desire to learn formally 
again. I gained my Masters 21 years after 
graduating as a dentist. I loved the learning 
from that so much that I went on to do 
two further qualifications. All three have 
helped me hugely in my role, given me 
understanding and increased my confidence 
in what I do. 

My belief is that this should be the case 
for anything you do after graduation. Don’t 
just do things because you think you ought 
to – you will learn almost nothing and 
probably use almost none of it. Do what 
really interests you and then the learning 
and study is easy and you will find ways to 
use your new knowledge.

In your opinion do you think 
dental students are fully prepared 
for the profession they are heading 
in to?
Dentistry is a very different world to when 
I graduated. No Wi-Fi, no mobile phones, 

no social media. I don’t 
know whether they are 
any less prepared than we 
were, possibly practically 
but certainly not in 
the access they have to 
information. I didn’t learn 
to do dentistry until I was 
working, that is still the 

same. Acceptance of this 
is necessary to realise you 
have to learn, and it takes 
years, how to be a good 
clinical dentist, with good 

communication skills. 
This doesn’t come from doing another 

qualification shortly after qualifying, it 
comes from seeing patient after patient after 
patient, staying in a practice long enough to 
see your own mistakes come back, having to 
fix them, and taking the learning from each 
time it happens.

What would you say your career 
highlights – to date – have been?
I would have to say starting my Senior 
House Officer role at Newcastle. I was 
still green, but a little less so than when I 
qualified. I was very keen and I worked with 
an amazing group of other House Officers 
and Senior House Officers. 

I’d also have to point to all of those times 
when a patient gave me a hug, for whatever 
reason. Those are the days you know it is 
right for you to be in this profession.

I was really proud to gain my Masters in 
Medical Ethics and Law too. I did it for me, 
not because I was expected to, or someone 
wanted me to, and that meant I absolutely 
loved doing it and felt so proud of my 
achievement.

Catherine Rutland ■

‘ Don’t just do 
things because you 
think you ought 
to – you will learn 
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nothing and probably use 
almost none of it’
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INTRODUCTION
In recent years, undergraduate dental training 
has been geared towards obtaining a BDS 
and securing a Vocational Training (VT) job. 
But what goes on from there? A rare group of 
people will already know early on at university 
what their career aspirations are and how to go 
about achieving them. However the majority 
of junior dentists will still graduate with some 
uncertainty as to their future steps, especially 
with so many different career paths available. 

Whilst there is no right or wrong answer, 
the majority of senior specialists and 
practitioners often advocate trying a variety of 
different jobs in the dental profession in order 
to know what path to take (or in some cases 
not to take!) This article aims to provide a bit 
more information about the pros and cons of 
one of these pathways known as Dental Core 
Training (DCT). 

Benefi ts of Dental Core Training 
Expand knowledge
Whilst the BDS programme will cover the 
essentials required to practice dentistry, DCT 
allows the new qualified graduate to enhance 
their skills and expand their knowledge in a 
sub-speciality of their choosing. This pathway 
provides a dedicated learning environment 
directed by senior specialists in the field, 
and is therefore ideal for anyone looking to 
enter the speciality training programmes or 
those looking to provide more comprehensive 
treatments in practice.      

Character building
Working in an environment outside of general 
practice encourages organisation and time 
management, team work, communication 
skills, and having a deeper understanding of 
one’s individual limitations. It also requires the 

ability to work under pressure, the flexibility to 
adapt to new environments and the ability to 
use initiative when faced with a new challenge. 
Not everyone will be suited to this role. Some 
personalities will thrive in such situations, 
however for others; these challenges may 
lead to an overall negative experience. It is 
important to know the right role for you!   

Practical skills
It is often difficult for dentists isolated in 
general practice to develop their clinical 
armamentarium, as they are (quite rightly) 
unwilling to trial new skills or techniques in 
the absence of appropriate supervision and 
guidance. Dental core training provides a 
safe and controlled environment to develop 
a more comprehensive skill set under 
the supervision of senior specialists, and 
gives trainees the opportunity to perform 

By Sheena Patel and Roshnee Patel.

Sheena and Roshnee are currently both second year Senior House Officers in the 
Oral and Maxillofacial Unit at Queen Alexandra Hospital. Roshnee graduated 
from King’s College London and Sheena from Cardiff University. They have both 
followed similar career paths to date, having completed dental foundation training 
in London, progressing to a dental core training job in oral and maxillofacial 
surgery and have both continued to work in the speciality. 

 DENTAL CORE TRAINING… 
SHOULD YOU DO IT?

PROFESSIONAL

16 BDJ STUDENT Vol 25 | Issue 1



treatments that are not usually conducted in 
general practice. 

Career pathway
Undergoing a year of DCT provides an 
opportunity to branch out and work in a 
speciality you may never have considered. 
Trying new experiences allows you to develop 
a list of specialties you like or dislike, and 
may highlight the drawbacks of a previously 
desired career pathway. If you decide to 
return to general dental practice, then 
nothing is lost as each training post will 
provide you with a particular set of skills and 
experiences to take forward with you. Should 
you choose to pursue speciality training, 
you will be required to complete dental core 
training posts prior to your application, and 
these posts will also give you the opportunity 
to conduct audit, research, presentations and Sheena Patel and Roshnee Patel ■

publications which are essential for specialty 
training post applications.   

Drawbacks of Dental Core Training
Career progression
For those hoping to settle in general practice, 
a common concern is that taking a year out 
to work in a DCT post may delay building up 
a long term patient base and may contribute 
to deskilling and a reduced efficiency when 
returning to practice. For those based in 
NHS practices, it is worth noting that your 
performer number will be inactivated if a 
claim is not made for any work in practice 
within 1 year, and reactivating a performer 
number may delay a return to practice. 

Overall however, such concerns are often 
unfounded and the vast majority of dental core 
trainees are able to transition smoothly from 
DCT posts to general practice.    

Location
The newly implemented national recruitment 
system means that, whilst candidates are able 
to preference locations of the posts they wish 
to apply for, they may be offered a job in a 
location that is not their first choice. This can 
be difficult for those with families to support 
or commitments in a particular area of the 
country, and may influence whether or not to 
apply for dental core training. 

Salary
When compared to general practice, 
earning potential is often much lower in 
DCT posts with an average annual wage of 
approximately £30,000 (this figure varies 
depending on the region you work in and 
whether you receive a higher banding for 
on-call shifts). Financial considerations, such 
as outstanding student loans, supporting 
families and saving for the future may 
influence whether taking on a DCT post 
is worth the potential loss of earnings. It 
is difficult to take a pay cut once settled 
with an associate income, so for those 
wishing to undertake DCT, it would be 
advisable to apply for these jobs as soon as 
dental foundation training (DFT) has been 
completed. 

It is worth noting that DCT posts are 
salaried, allowing a fixed continuous income 
and the freedom to provide treatment (within 
reason) without having to consider finances 
for both yourself and the patient. 

Hierarchy 
Having completed DFT, most young dentists 
become accustomed to the independence 
that comes with being a general dental 
practitioner. It may seem difficult at first 
having to answer to a senior about the 
decisions you make for your patients, but 
persevere! Once they can see your abilities 
and gauge your competence, they will allow 
you to progress in a guided manner on cases 
you wouldn’t be able to manage prior to DCT.

Conclusion 
There are clearly a number of factors that 
will influence whether or not an individual 
chooses to undertake a DCT post following 
completion of DFT. On balance, the authors’ 
experience, having completed dental 
core training posts, is that DCT is a very 
worthwhile experience, and will benefit all 
young dentists, regardless of their desired 
career pa thway. ©
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THE LAY OF THE LAND
In the second part of our series 
on student takes on hot topics in 
dentistry, three more writers with 
their fingers on the pulse tell 
BDJ Student what they think about 
dentistry today.

Childhood caries: 
A call for concern 
‘I drink 4 cups of fizzy drinks every day!’ 

‘I don’t brush my teeth in the morning.’  
During my recent primary school visit, 

I was appalled by some children’s oral 
hygiene habits. Frequently reported in 
the media, the severity of dental caries 
prevalence among children in the UK 
comes as no surprise. With more than 30 
thousand hospital-based tooth procedures 
carried out between 2015 and 2016, 
tooth extractions are the most common 
procedure on children in hospitals1, costing 
an estimated £30 million on the NHS2.

Funding for dental care is often 
overlooked by the government, but early 
childhood caries could bring drastic effects 
to both the child and the parents’ quality 
of life. Children with severe dental caries 
were found to experience pain when eating 
and sleeping3, hence they were often more 
ashamed of their teeth and may even stop 
playing with other children4. They are also 
at a higher risk of developing subsequent 
caries in permanent teeth and needing 
orthodontic treatment5. Parents were found 
to experience disturbed sleep and require 

Yui Yin Ko
Leeds University

Roxanne 
Mehdizadeh

King’s College London

The weighty price of 
childhood caries
When envisioning the ill-fated reasons as 
to why primary school-aged children may 
require a general anaesthetic, perhaps dealing 
with tonsillitis, or the re-arranging of broken 
bones may initially come to mind. However, 
the unfortunate truth is that dental caries is 
in fact the primary reason children may be 
referred for a general anaesthetic. In 2013/14, 
a dismaying 26,000 of the five to nine age 
group were admitted to hospital – a 14% 
increase since 2010/111. 

Such statistics call into question the 
reasons for the issue worsening. Many place 
the blame on the insidious nature by which 
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time off work to take their children to 
the dentist3.

It is estimated 90% of caries is 
preventable6. So, what are the reasons 
behind rampant caries in children? 
According to a recent survey7 conducted 
by RCPCH, a lack of oral health preventive 
knowledge was found among Welsh 
parents, with nearly half of the parents 
encouraging bad habits, such as rinsing 
their mouths after brushing and consuming 
sugary drinks between meals. Another 
report6 by the RCS also found that more 
than 30% of children in England hadn’t 
visited an NHS dentist for two years. The 
report has also highlighted the lack of 
paediatric dentists and oral health education 
programmes across England, whereas 
ongoing schemes like Scotland’s ChildSmile 
and Wales’s Designed to Smile had brought 
significant improvements in children’s oral 
health. Although school-based education 
initiatives were found to bring short-term 
improvements8, current research assessing 
parental attitudes towards oral health 
is lacking, which suggests that parental 
involvement in oral health programmes may 
facilitate the eradication of dental caries 
among children.

The fact that only 10% of the UK 
population are supplied with optimally 
fluoridated water could be another cause of 
high caries rate in children9. Statistics9 have 

shown water fluoridation to give several 
positive impacts on dental health, such as 
a decrease of 45% in hospital admission 
rates for dental treatment under general 
anaesthesia in fluoridated areas, hence it 
is crucial that local authorities encourage 
the implementation of water fluoridation 
schemes to reduce oral health inequalities. 

So, what does the future hold for children’s 
dental health? Implementation of new 
policies, such as the Soft Drinks Industry 
Levy10 in 2018 and the launch of Children’s 
Oral Health Improvement Programme Board 
Action Plan11, alongside ongoing studies on 
usage of SMS messaging12 and smartphone 
apps13 to increase oral hygiene compliance, 
could bring new insights to solving this 
crisis. It is essential that we, as dental health 
professionals, steer policy interventions such 
as these to ensure maximum impact.
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sugar infiltrates even seemingly innocent 
foods and the targeted way advertising is 
used to entice children. The issue is of course 
multifaceted, complicated by issues such as 
social deprivation.

Firstly, it highlights the role of the 
individual and our duty to get involved with 
discussions around this matter, ensuring that 
good oral health and the care of primary 
teeth is prioritised. We must be able to deliver 
important evidence-based messages in an 
accessible way. 

It also accounts for yet another 
consideration when debating the 
development of the new dental contract. We 
should strive to support a contract which 
will work by capitation, valuing and placing 
an emphasis on prevention. Variations of the 
contracts are currently being piloted and may 
be rolled out in 2018/20192.

Finally, such a wide-reaching issue also 

inevitably seeps into the realm of politics. We 
may celebrate some of the progress made so 
far, such as the introduction of the sugar tax3. 
However, much still remains to be achieved. 
Critics argue the tax must be broader, 
encompassing other food and drinks, and 
extending to harsher laws on advertising 
to children. In addition, that the sugar tax 
must be balanced by further subsidisation of 
healthy foods – or we risk simply penalising 
deprived groups who struggle to afford to 
eat healthily. Scotland’s highly successful 
ChildSmile scheme has been praised, with 
the suggestion that such a programme would 
be very beneficial for the rest of the UK4. 
Engaging with politics may seem outside of 
the realm of a dentist, but is entirely possible 
through our trade union, the BDA, who work 
hard to lobby and actualise positive change. 

Arguably, there are few issues in 
dentistry which have such substantial 

implications and are simultaneously so far-
reaching - influencing the likes of politics, 
to considerations surrounding the new 
contracts, to our responsibility as individuals 
to uphold the first core principle outlined by 
the General Dental Council: ‘Put patients’ 
interests first’. 
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John Gorman
University of Dundee

Money and ethics
The biggest problem in dentistry is the 
conflict between money and ethics. 
Dentists struggle everyday with this 
conflict to balance a successful business 
with happy patients. The NHS contract 
should have a strong ethos which 
highlights the importance of patient care 
– instead the current contract encourages 
dentists to work faster rather than more 
effectively for the same money.

The founding principle of the NHS 
is that healthcare should be available to 
all - regardless of wealth. Should it not, 
therefore, stand for patients over money? 
However, in this financial landscape, it 
has become more difficult for the NHS 
to provide good quality healthcare. 
This is reported as longer A&E waiting 
times, increased deficits and medical 
staff working long hours. Conversely, the 
failings within NHS Dentistry are not as 
widely reported because private practice 

is an easy alternative. However, it does not 
seem right that dentists should feel forced 
into the private sector.

The basic issue of the contract is that it 
is based around Units of Dental Activity 
(UDAs). The contract simplifies the complex 
work of dentists into 3 bands worth either 
1, 3 or 12 UDAs. The total which can be 
earned is agreed at the start of the year and 
that target must be met precisely. The Steele 
report outlined how many dentists pick 
treatments for yielding more UDAs rather 
than for their effectiveness. This contract 
fatally misunderstands the dental profession 
by prioritising treatment over prevention.

Albeit underreported in the media, this 
issue has not gone unnoticed in the dental 
profession. The NHS confidence monitor 
survey (2016) shows that 94% of dentists 
are unconfident that the NHS will offer 
them appropriate payment in the future. 
A shocking 77% believed patients will be 
dissatisfied with treatment in the future. 
It is a frightening prospect that passionate 
and talented dentists, especially those with 
business acumen, do not feel they can 
provide good care to their patients in 
the future.
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A new contract is required to permit 
dentists to prioritise quality over quantity 
while surviving financially. Remuneration 
should be based on a more sensitive banding 
system while considering the oral health 
status of patients through assessments. 
A new system split into routine care 
and advanced services would increase 
competitiveness while also allowing 
financial stability. Currently, a new system 
is in prototype and as of a GDPC meeting 
in January 2017 it is looking successful. 
The German philosopher Hegel described 
how, throughout history, extreme idealisms 
are followed by overcompensation to the 
opposite extreme before compromise is 
met. The original idea for NHS dentistry, to 
provide all patients with the best treatment, 
is still at the heart of modern dentistry. This 
idea, however, has been overcompensated 
by the current NHS contract to fit with 
economic concerns. If history is anything 
to go by, a compromise will follow where 
the best of both cultures will be combined. 
Hopefully the prototype being trialled is 
this compromise and NHS dentistry will 
benefit dramatically.

John Gorman ■
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‘ If you are concerned the 
recording is an indication 
of the patient not trusting 
you, this puts a different 
perspective on the situation 
and it would be appropriate 
to discuss this with them’

Angela Love ■
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RECORDING CONSULTATIONS

Angela Love, DDU dento-legal adviser, 
advises an FD how to respond when a 
patient tries to record their consultation.
I am working in my first dental practice 
and I have had a difficult encounter 
with a patient who was clutching her 
mobile phone when she came in for a 
consultation. I then realised she was 
recording our conversation. When I 
challenged her, she responded that she 
only wanted to listen back later and 
ensure she didn’t miss anything. I did feel 
quite intimidated during the consultation 
and wonder if I should have insisted she 
put the phone away before we continued? 
What is the best approach to dealing with 
this situation?

It’s easy to imagine a sinister purpose 
if a patient tries to record you at work, 
especially when they do this covertly. 

But while it’s understandable to feel a little 
unnerved by a patient who wants to record a 
consultation, doing so may actually help to 
improve the patient’s understanding of the 
treatment provided. 

You were right to allow the patient to 
continue recording openly as it would 
be difficult to refuse to treat her in these 
circumstances, given your duty of care and 
doing so could also lead to a complaint. 

Recording may be to your advantage if it 
ensures the patient doesn’t miss anything 
important and helps her to make 
informed treatment decisions. 
There’s often a lot to discuss 
during a consultation 
and studies have 
shown that patients do 
not recall all the information 
they hear in a clinical setting. 
Some patients use recordings as an 
aide memoire. If she is able to listen to 
the recording in her own time, it may help 
her understand the risks and benefits of the 
different treatment options which makes life 
easier for both of you. Bear in mind that the 
GDC says ‘you should recognise patient’s 

communication difficulties and try to meet 
the patient’s particular communication 
needs’. 

If you are concerned the recording is 
an indication of the patient not trusting 
you, this puts a different perspective on 
the situation and it would be appropriate 
to discuss this with them. If you feel the 
patient lacks confidence in you or your 
advice and treatment, it may be appropriate 
to discuss referring her to a colleague. Don’t 
be confrontational in your approach; this 

could damage your relationship with the 
patient. Even if the patient was ready to use a 
recording against you, this won’t be possible 
if you have treated her in line with the GDC’s 
ethical standards. On the contrary, it could be 
used as evidence of your own professionalism. 

Nor is there any legal barrier to your 
patient recording her time in the dental 
chair, as she is processing her own personal 
information. Section 36 of the Data 
Protection Act 1998 states: ‘Personal data 
processed by an individual only for the 
purposes of that individual’s personal, family 
or household affairs (including recreational 
purposes) are exempt from the data 
protection principles and the provisions of 
Parts II and III’. 

It may also be worth seeking clarification 
from the practice about its policy on patient 
recordings to ensure your approach is 
consistent with your colleagues in future. 
Principles to cover might include:
�  Patients are encouraged to record 

consultation openly. If they 
wish, they can also provide a 
copy of the recording for their 
dental records. In seeking 
their consent to this you 
should reassure them that the 
recording will be stored securely 
by the practice and only used 
for their ongoing care.
�  The recording process 
should not be disruptive or 
interfere with the dentist’s 
ability to carry out a procedure 
safely and in a hygienic 
environment. Patients should 
be warned of the limitations 

beforehand.
�  If the consultation being filmed is an 

operative procedure, it’s a good idea 
to describe the details to the 

patient first so that they are 
not alarmed to see how 

the procedure is carried 
out.

�  Patients should be asked to 
respect the confidentiality of their 

dentist by not circulating the recording or 
posting it online. Ultimately, however, it is 
difficult to stop a patient from sharing the 
recording if they are determined to.
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On a sunny Saturday afternoon I 
met with Janine Brooks to explore 
her incredibly successful portfolio 

career, hear about her business, the Dental 
Coaching Academy, and to learn more 
about how she earned an MBE. I hope that 
her story will inspire and delight you, and 
perhaps get you thinking about how to craft 
your own Portfolio Career for the future. 

Janine, what is your personal Portfolio 
Career in a nutshell?
I left school at 16 to work as a medical 
laboratory technician, first at Aston 
University, later at East Birmingham 
Hospital (now Heartlands) in haematology 
and cytogenetics. The consultant overseeing 
the cytogenetics team was getting lots 
of publications and I thought ‘hey, I’m 
doing lots of hard work here, I want some 
publications’. Not long after leaving the 
laboratory to move abroad, a divorce 
offered an opportunity to make a radical 
life change and after deliberating between 
medicine, pharmacy and optometry, I 
decided that I would like to study dentistry. 
I went on to enrol at Birmingham Dental 
School (they accepted my Higher National 
Certificate as equivalent to A-Levels). 
Undergraduate dentistry was hard, and 
I found it quite restrictive; it was a hard 
time. After graduating I began my dental 
career in the Community Dental Service 
in Herefordshire, it was here that I met a 
District Dental Officer who acted as a great 
mentor at the start of my dental career. 

I stayed full time in Herefordshire, the 
last few years as Clinical Director, until 
an opportunity arose to become Clinical 
Director of South Warwickshire. I worked 
across both services for a few years until 

eventually I moved full-time to South 
Warwickshire. Here I developed my general 
management skills, managing a Community 
Hospital, a number of community nursing 
and para medical services, as well as 
retaining a clinical role myself. I also had 
the opportunity to become Data Protection 
manager. This led to becoming Caldicott 
Guardian in the late 1990s and eventually 
Caldicott Guard for the NHS information 
Authority. In the early 2000s I moved to the 
National Clinical Assessment Service, first 
as dental adviser then Associate Director for 
Dentistry and spent eight years there until 
I was made redundant in 2011. Again an 
opportunity for change arose. I negotiated a 
training package in coaching as part of my 
redundancy and started practising in-house 
with my colleagues. 

I was fortunate to be appointed part-
time Associate Postgraduate Dental Dean 
in Thames Valley and Wessex in August 
2011 and I spent four very happy years 
there until I left in 2015. Working part 
time for the Deanery left me time to grow 
my business, first Dentalia Training and 
Coaching Consultancy and then in 2012 the 
Dental Coaching Academy was started and 
I’m proud to say we now run a level 7 Post 
Graduate Certificate, training others how to 
deliver coaching and mentoring. 

I’ve kept up a number of other roles that 
include education inspector for the GDC, 
Non-executive director for CDS CIC, lead 
clinical tutor for University of Bristol 
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DENTAL 
ROLE 
MODELS
By Janine Doughty
Unsure of where to 
go in your career? 
Stumped as to what 
the bigger picture 
might look like? 
Well, it might just 
be time for you 
to sit down over 
coffee with your 
dental role model. 

� Janine Doughty, Academic Clinical 
Fellow in Special Care Dentistry, 
Eastman Dental Hospital.
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‘ Build and nurture your 
network, it will keep you 
going when things get a bit 
rough and open doors to 
new, exciting possibilities’

�  Janine Brooks, MBE DMedEth, MSc, 
FFGDP(UK), MCDH, DDPHRCS, BDS, 
FAcadMEd
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BUOLD programme, Coach for Professional 
Services Unit, NHSE Thames Valley, Trustee 
for the Dentists Health Support Trust and 
scientific advisor for CPD pro.  My very 
latest venture is to set up Dental Mentors UK 
with my friend and colleague Jane Davies-
Slowik – an on-line profile directory for 
all dental professionals who are mentors or 
seeking a mentor.

What achievements are you most 
proud of?
This is so hard as I’ve been fortunate to 
have a great career in dentistry, working 
with inspiring and gifted people. I had 
my first book published last year ‘How to 
develop your career in dentistry’ and I’m 
proud of that. I hope it will help other dental 
professionals grow their careers.

How did you earn an MBE? 
This was for services to dentistry and I 
received it in the New Year’s Honours List 
2007. I was totally bowled over. To think that 
someone in dentistry thought what I had 
done was good enough to nominate me was 
a bit over whelming. I believe it was for my 
work at NCAS in developing the services to 
meet the needs of dentistry.

How do you feel that coaching and 
mentoring can benefi t young dentists 
in particular and how can the Dental 
Coaching Academy help dentists?
I believe that all dentists, indeed all dental 
professionals can benefit significantly from 
both mentoring and coaching, we all deserve 
both. I have been fortunate to have been 
mentored by some very talented dentists 
during my career who have generously 
helped and supported me to grow. 

When I’m asked what the real difference 
is between mentoring and coaching this 
is how I think of it. Mentoring is about 
helping another person with an issue they 
may have, perhaps a problem or a choice 

where they need to tap into the experience 
of someone who has ‘been there, done 
that’. So, a mentor is an experienced dental 
professional. Coaching on the other hand is 
where the dentist is supported to find their 
own solutions, the person rather than the 
problem is coached. Coaches do not have 
to be dental professionals, they don’t need 
to know much or anything about dentistry, 
their skill is to help their coachee become 
even better and achieve even more. Coaches 

and mentors do not judge 
or assess they support 
and guide and are trusted 
colleagues.

What advice would you 
offer to young dentists 
at the start of their 
careers?
Never say no to new 
experiences (even if you’re 
not entirely sure what they 
might involve) and try 
something different.  

Keep flexible, keep open to new ideas, 
particularly those outside dentistry. 

Build and nurture your network, it will 
keep you going when things get a bit rough 
and open doors to new, exciting possibilities.

It was wonderful talking with Janine, she is 
an inspiration for my own career and has a 
lot of excellent advice to offer young dentists. 
If you’d like to learn more, she has authored 
‘How to Develop Your Career in Dentistry’ 
that can be found through Wiley Blackwell 
publishing. 
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Many dentists enjoy the varied work 
as a general dental practitioner 
and may also have an interest in 

a particular field of dentistry. These interests 
can be enhanced by undertaking additional 
courses or CPD or undergoing specialist 
training to make it a life-long career. To 
become a specialist, recognised by the GDC, 
you must meet certain minimum standards 
for training, usually through a training 
programme. There are 13 specialist lists 
recognised by the GDC (Table 1).

To train or not to train?
Yes, I would like to become a 
specialist!
The training pathway provides more 
structured practical and academic learning. 
You will be recognised as a specialist. Your 
work can involve a combination of clinical, 
teaching/research and can lead to hospital 
management and health commissioning.

On the downside, earnings will usually 
be much lower (in addition to postgraduate 
degree costs) in comparison to your 
colleagues in general practice but will 
improve (sometimes very significantly) once 
you are a specialist. Initially as a trainee, 
there is less clinical independence and the 
need to work with supervision.

No, thanks. I will stick with general 
dental practice.
Your earnings are likely to be greater than 
training-grade salaries. You will have 
greater choice over where you work and 
operate more independently than under the 
supervision of senior staff members; this 
includes the autonomy of running your own 
business if you decide to do so. Short courses 
undertaken as part of your Continuing 
Professional Development (CPD) may be 
more preferable since specialist training 
periods may be too long to commit to. 

Although there is clinical freedom to 
practice any area of dentistry, opportunities 
to become involved with teaching and health 
commissioning will be different.

CHOOSING YOUR SPECIALTY
By Amanda Lim StR (Specialty Trainee Registrar) 
in Paediatric Dentistry Dept of Paediatric Dentistry
at Guy’s and St Thomas’ NHS Foundation Trust
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Table 1: Specialist lists recognised by the GDC

Special Care Dentistry
The improvement of the oral health of individuals and groups in society who have a physical, 
sensory, intellectual, mental, medical, emotional or social impairment or disability or, more often, 
a combination of these factors. It pertains to adolescents and adults.

Oral Surgery
The treatment and ongoing management of irregularities and pathology of the jaw and mouth 
that require surgical intervention. This includes the specialty previously called Surgical Dentistry.

Orthodontics
The development, prevention, and correction of irregularities of the teeth, bite and jaw.  

Paediatric Dentistry
Comprehensive therapeutic oral health care for children from birth through adolescence, 
including care for those who demonstrate intellectual, medical, physical, psychological and/or 
emotional problems.

Endodontics
The cause, diagnosis, prevention and treatment of diseases and injuries of the tooth root, dental 
pulp, and surrounding tissue.

Periodontics
The diagnosis, treatment and prevention of diseases and disorders (infections and infl ammatory) 
of the gums and other structures around the teeth.

Prosthodontics
The replacement of missing teeth and the associated soft and hard tissues by prostheses (crowns, 
bridges, dentures) which may be fi xed or removable, or may be supported and retained by 
implants.

Restorative Dentistry
The restoration of diseased, injured, or abnormal teeth to normal function. Includes all aspects of 
Endodontics, Periodontics and Prosthodontics.

Dental Public Health
The science and art of preventing oral diseases, promoting oral health and improving the 
quality of life of persons through the organised efforts of society. The speciality focuses on the 
population rather than the individual. It focuses on prevention, looking for health promotion 
initiatives as well as the assessment of dental health needs to ensure services meet those needs.

Oral Medicine
Oral health care of patients with chronic recurrent and medically related disorders of the mouth 
and with their diagnosis and non-surgical management.

Oral Microbiology
Diagnosis and assessment of facial infection, typically bacterial and fungal disease. This is a 
clinical specialty undertaken by laboratory-based personnel who provide reports and advice 
based on interpretation of microbiological samples.

Oral and Maxillofacial Pathology
Diagnosis and assessment made from tissue changes characteristic of disease of the oral cavity, 
jaws and salivary glands. This is a clinical specialty undertaken by laboratory-based personnel.

Dental and Maxillofacial Radiology
Involves all aspects of medical imaging which provide information about anatomy, function and 
diseased states of the teeth and jaws.



Table 2: Specialties recruiting via National Recruitment

Specialty Country Where to apply Where to get more information

Special Care Dentistry All UK
Local recruitment
(National recruitment in future)

England: https://www.oriel.nhs.uk

Wales: https://www.walesdeanery.org

Scotland: www.nes.scot.nhs.uk/

Ireland: http://www.nimdta.gov.uk/

Oral Surgery

England

Scotland
National recruitment
Online application via Oriel

National recruitment offi ce for Oral Surgery Specialty 
Training is HEE Yorkshire and the Humber http://www.
yorksandhumberdeanery.nhs.uk/recruitment/national_
recruitment/national_oral_surgery_str_recruitment/

https://www.oriel.nhs.uk

Wales

Northern Ireland
Local recruitment

https://www.walesdeanery.org

http://www.nimdta.gov.uk/

Paediatric Dentistry

England, Scotland
National recruitment
Online application via Oriel

https://www.oriel.nhs.uk

(for post CCST in Paediatric Dentistry, Scotland: 
www.nes.scot.nhs.uk

Wales

Northern Ireland
Local recruitment

https://www.walesdeanery.org

http://www.nimdta.gov.uk/

Orthodontics All UK
National recruitment
Online application via Oriel

https://www.oriel.nhs.uk
www.lpmde.ac.uk
www.rcseng.ac.uk

Restorative Dentistry All UK
National recruitment
Online application via Oriel

https://www.nwpgmd.nhs.uk/national_RD_Recruitment

http://www.restdent.org.uk/) 

Restorative Dentistry 
monospecialties:

Endodontics

Periodontics

Prosthodontics

All UK Local recruitment

http://www.restdent.org.uk/) 

England:www.oriel.nhs.uk (only NIHR-funded posts 
available)

Wales, Scotland and N Ireland: none available

Dental Public Health All UK
Local recruitment (Moving to 
national recruitment with Medical 
Public health)

England: https://www.oriel.nhs.uk

Wales: https://www.walesdeanery.org

Scotland: www.nes.scot.nhs.uk

N. Ireland: Not available

Oral Medicine All UK 
Local recruitment
(Moving to National recruitment )

England: https://www.oriel.nhs.uk

Wales: https://www.walesdeanery.org

Scotland: www.nes.scot.nhs.uk/

Ireland: http://www.nimdta.gov.uk/

Oral Pathology All UK
Local recruitment
(Moving to National recruitment )

England: https://www.oriel.nhs.uk

Wales: https://www.walesdeanery.org

Scotland: www.nes.scot.nhs.uk

N. Ireland: http://www.nimdta.gov.uk

Oral Microbiology All UK
Local recruitment. Currently no 
training positions in U.K.

Visit www.aclinoralmicro.com for more information

Dental & Maxillofacial 
Radiology

All UK
Local recruitment
(Moving to National recruitment )

England: https://www.oriel.nhs.uk

Wales: www.walesdeanery.org

Scotland: www.nes.scot.nhs.uk

N. Ireland: Currently no consultants, so no training posts

All speciality recruitment is likely to be National from 2019
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Am I eligible? 
All applicants must have full GDC 
registration. Varied experience in different 
areas of dentistry will give you invaluable 
working experience. These can be obtained 
via DCT rotations, specialty dentist 
or community jobs. Spend some time 
researching about the training posts’ ‘person 
specification’, to identify the areas you can 
build your CV for and gain the essential 
experience required before applying. You 
may also wish to complete the Membership 
of the Faculty of Dental Surgery (MFDS) or 
Membership of the Joint Dental Faculties 
(MJDF) examinations, which are recognised 
qualifications demonstrating completion 
of foundation/basic postgraduate training. 
These are not essential but many applicants 
will have achieved this when applying.

I would like to undertake specialist 
training; how do I apply?
Depending on which part of the UK you 
wish to train and which specialty you have 
chosen, you will have to apply through local 
or national recruitment. Posts are not always 

available for application every year and some 
are available every three years or longer. This 
is usually because previous trainees must 
complete their training before their posts can 
become available again for recruitment. It 
is theoretically possible that in any one year 
there may be no StR posts available. Most 
posts are funded by the NHS, to meet local 
and national workforce demands, through 
Local Education and Training Boards (LETBs) 
of Health Education England (HEE); NHS 
Education for Scotland, Northern Ireland 
Medical and Dental Training Agency 
(NIMDTA) and Wales Deanery. Sometimes 
additional posts become available through 
funding directly from an NHS trust or 
universities. NHS jobs or BDJ Jobs recruitment 
websites are good places to start looking.

Local Recruitment
Local recruitment is where the training 
post is advertised by the trust or region; the 
selection process and interview are hosted 
and carried out by staff members from 
that trust. The application and recruitment 
process varies with each post.

National Recruitment
Some specialties now recruit nationally and 
in future, many more will follow suit.

National recruitment is a centralised 
recruitment process that involves a 
structured, nationally agreed and quality 
assured process for recruiting trainees. 
Jobs are advertised through various sites 
(i.e BDJ Jobs, NHS jobs, Deanery websites). 

At the time of advertising, full details of 
posts may not be available and additional 
posts may be included during the application 
period. Therefore, it is advisable for 
potential applicants to apply at the outset 
to be eligible for interview selection, in case 
their preferred post becomes available. The 
skillset and personal attributes sought for 
each specialty will differ and so will their 
recruitment process, for example, some may 
include a clinical assessment component.

Applications must be made online 
through Oriel, a UK-wide portal for 
healthcare recruitment. If your application is 
successful, you will be invited for interview. 

For academic posts in specialties that 
recruit nationally, the successful candidate is 
first recruited by the University/educational 
institution but the appointee still has to go 
through the National Recruitment process 
to be ‘clinically benchmarked’ (meaning, 
they must achieve the minimum appointable 
score – if they achieve this score they are 
given a National Training Number {NTN} 
and thus considered an academic specialty 
trainee).

Table 2 shows the different specialties in 
different countries that recruit through this 
process with their respective recruitment 

centres involved. Table 
3 is a rough guide 

of the national 
recruitment 

process.

Table 3: National Recruitment Process for Specialty training

1. Training post advertisement

2. Oriel online application. Give details of the following aspects about yourself:

 Achievements outside dentistry

 Presentations and publications

 Teaching & Audit

 Suitability to specialty

 Commitment to specialty 

 Management, leadership, team-working & communication skills

 Research skills

3. Open days at training centres for prospective applicants to visit

4. Interview at a single centre. Usually fi ve stations:

 Station 1: Communication skills

 Station 2: Clinical Governance, Teaching & Research

 Station 3: Clinical experience and commitment to the specialty

 Station 4: Management, Teamwork, NHS and GDC knowledge

 Station 5: Portfolio and CV Assessment

 Station 6: (For ACFs/ACLs) Academic interview

5. Scoring & Ranking

  Interviewers score candidates according to their interview performance at each station. Each 
candidate is then ranked.

 Candidates list their preference of training posts

6. Posts offered based upon applicant rank and preference

PROFESSIONAL
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Useful sources of 
further information
� https://www.gdc-uk.org/professionals/

specialist-lists

� www.dentalcareersguide.com

� http://www.copdend.org/

� http://www.mjdf.org.uk/

� https://www.rcsed.ac.uk/exams/the-mfds-
exam

� http://www.nhsemployers.org/
case-studies-and-resources/2017/08/pay-
and-conditions-circular-md-1-2017

‘ Spend some time 
researching about the 
training posts’ ‘person 
specification’, to identify 
the areas you can build 
your CV for and gain 
the essential experience 
required before applying’

I’ve heard some training posts 
incorporate a postgraduate 
degree, is this true?
Many specialty training posts will involve a 
commitment to completing a post-graduate 
degree in their subject. Trainees will be 
enrolled at their respective dental schools 
or affiliated universities to undertake this 
and are usually self-funded (fees vary across 

institutions). Dental Public Health trainees 
are expected to undertake a Master Dental 
Public Health and this is usually funded by 
Health Education England, or NES or the 
equivalent in Wales and Northern Ireland.

Some specialty training posts [Academic 
Clinical Fellows (ACFs) and Lecturers 
(ACLs)] have integrated academic training 
programmes supported by the National 
Institute of Health Research (NIHR). These 
jobs are suited to individuals pursuing a 
career in academic dentistry. ACFs/ACLs 
are expected to complete their specialty 
training commitments, complete an MSc 
or equivalent degree (funded by NIHR) and 
usually start preparations for a PhD in their 
subject. To be eligible, applicants must meet 
essential requirements for specialty training 
and be successful at specialty and academic 
interviews.

How much will I be paid 
during training?
According to the NHS Employers national 
salary scales from 1 April 2017, for trainees 
starting after this date, all specialty 
registrars’ basic pay will be fixed at £46,208, 
throughout training. This new ‘junior 
doctors’ contract’ does not apply to NHS 
Scotland, which continues to follow banded 
salaries that increase annually, with starting 
salaries being dependent on how many 
continuous NHS secondary care service 
years you have had prior to starting specialty 
training.

Congratulations, you got the job! 
Now, what is the training 
really like?
Your job will be very demanding and require 
a great deal of hard work and commitment. 
Unless you are an academic specialty 

� Attain full GDC registration

� Complete the MFDS or MJDF 
examination

� Specialities that require you to work 
in a primary care setting will require 
the trainee to have or be eligible for 
a performer number (special care/ 
orthodontics) in England and Wales. 
For Scotland, register as a practitioner 
with NHS Scotland and Northern 
Ireland, register to be included in the 
Northern Ireland Dental List.

� Keep a portfolio of cases you manage 
(do not include patient identifiable 
information), audits and service 
evaluations you are involved with. 
Look at your chosen specialties’ 
person specification and build your 
portfolio towards their requirements. 
An example of portfolio sections:

 ■ CV

 ■  Clinical log of cases managed 
and observed

 ■  Audit, service evaluations and 
research you have been involved in

 ■  Publications including peer-
reviewed and non-peer-reviewed 
journals

 ■  Posters and presentations you 
have produced, including awards 
and prizes

 ■ Patient feedback or testimonials

 ■ CPD log

� Present your work – poster or verbal 
presentations

� Apply for prizes

� Attend study days

� Keep up-to-date with evidence based 
practice (maintain a CPD log)

� Join Specialist Societies to 
demonstrate your interest and 
commitment to the Specialty

Top tips from Specialty Trainees
trainee, most purely specialty trainees 
will be known as Registrars or Specialty 
Trainee Registrars (abbreviated to StR). Your 
progress is assessed through the Annual 
Review of Competence Progression (ARCP) 
over the training period. On completion 
of your training commitments, you will be 
awarded with a Completion of Certificate of 
Specialist Training (CCST) and thereafter 
can register with the GDC as a specialist in 
that particular field. The full-time training 
period to become a specialist usually varies 
between 3 and 5 years. 

Career pathways for each specialty are also 
very different. Having a CCST, may allow 
some specialists to apply for NHS consultant 
posts in their field; however, some specialties 
require completion of the Intercollegiate 
Specialty Fellowship Examination (ISFE) 
before doing so. Preparation for the ISFE 

may be incorporated 
into your training – with 
the goal of completing 
both CCST and ISFE. 
Alternatively, some 
specialties may have 
a separate training 
period for CCST, 
followed by an optional 
additional training 
period to complete the 
ISFE. These additional 
training periods must be 
applied for separately, on 
successful completion of 
the CCST. 

Amanda Lim ■
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The different clinics that are included 
within Oral Surgery at The 
Eastman are:

1. New patient clinic
All new patients attend this clinic, 
following referral from primary care or 
other secondary care departments. A full 
assessment is carried out with radiology 
as appropriate. Following diagnosis and 
discussion with the patient, options for 
treatment are explained, including the 
option of treatment with local anaesthetic, 
under intravenous sedation, or general 
anaesthetic. If the patient decides on 
active treatment from the oral surgery 
department then this is booked in for 
them at a later date, with a pre-assessment 
prior to this if required. 

2. Local anaesthetic/Sedation 
Minor Oral Surgery Clinic
Mostly we carry out extractions, however 
other treatments are also included in 
this clinic if deemed appropriate for 
a DCT to carry out, such as biopsies. 
Before the session, we prepare the clinical 
notes, read through the medical history, 
fill out consent and WHO forms, and 
review radiographs. This way, any special 
requirements can be made known, such 
as the need to take INR or check BMs 
based on a patient’s medical history. It 
also allows us to plan for any surgical 
extractions, and discuss it with the 

 ORAL SURGERY AND 

Aleeza Cheema and Shivana Anand’s final post on their time at 
the Eastman…

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.

ORAL MEDICINE AT 

registrars. We are always supported by 
senior colleagues, who will assist with any 
complex cases. This has been extremely 
educational and hands-on allowing us to 
develop our minor oral surgical skills and 
gain confidence in carrying out surgical 
extractions.

This clinic teaches you the value of 
being organised, efficient and managing 
patients well from a secondary care aspect. 
Prior to beginning the treatment, the 
tooth/ teeth should be checked with the 
patient and nurse, and recorded on the 
WHO checklist. 

Treatment is carried out with local 
anaesthetic alone, or with intravenous 
sedation as well. The latter is carried out in 
a clinic with longer appointment times to 
allow for the administration of midazolam 
and the post-operative recovery period. 

Once a patient’s treatment has been 
completed, they are discharged back to the 
care of their GDP. 

3. General anaesthetic clinics
General anaesthetic lists are usually done 
with patients who are severely dental 
phobic, or require extensive and invasive 
treatment. The lists are held at Royal 
National Throat Nose and Ear Hospital or 
at UCLH and are usually carried out as a 
day surgery. The list usually starts early 
and patients with a higher priority are seen 
first for instance those who are diabetic, 
elderly or children. At the start of the day 

all the patients are discussed in a theatre 
team meeting and the ‘WHO check list’ 
is completed individually before each and 
every patient to check the right patient, the 
right procedure and the correct steps are 
taken to ensure total safety and efficiency. 
Lists under general anaesthesia prove more 
complex and this is a great opportunity 
to learn from the senior members of 
the team.

4. Teaching
We have weekly tutorials and practical 
sessions with the senior members of 
the team – usually the registrars or 
consultants. This is an opportunity for 
us to present issues we may have had 
and gain advice on how to overcome 
these. Teaching sessions can be done by 
the DCT presenting on a topic to teach 
one another, registrar lead where they 
explain procedures or new research or 
practical sessions where we actively learn 
techniques. The teaching sessions also 
allow us to maintain our professional 
development and aid in our core training.

5. Oral medicine clinics
The Oral Medicine department deals with 
many primary care referrals, ranging 
from Minor RAS to Oral SCC. Not all 
of the patients seen are new, most are 
existing patients who are monitored and 
followed-up, at a time scale appropriate for 
their condition. 

It has given us an insight into the field 
of oral medicine, and we have seen a 
variety of conditions, some that we have 
only read about during our undergraduate 
studies. It has been really eye-opening and 
informative, and improved our ability to 
recognise features of common conditions 
such as lichen planus. 

6. Facial pain clinics
Once a week we attend facial pain clinic, 
which has been very interesting. Patients 
in this clinic attend with chronic pain that 
has been in the head and neck region that 
has been present for over three months. 
The clinicians use a detailed questionnaire 
to take a thorough history. Many of the 
patients who attend are suffering from 
temporomandibular disorder.

Aleeza Cheema and Shivana Anand ■

THE EASTMAN DENTAL HOSPITAL
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TAX RETURN TIME! 

31 JANUARY IS THE DEADLINE

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

A s the joys of the festive period are 
over, 31 January – the deadline 
for submitting your Tax Return 

form – looms large. If you have been in 
employment for the year, with no self-
employed work, then you may not need 
to submit a return. However, if you have 
purchased loupes, and paid for your 
subscriptions – you are entitled to get the 
tax relief now. It is worth speaking to your 
accountant to see what the best course of 
action for you to take is to get you r affairs 
in order. 

Tax Returns, however, are not the only 
consideration you have to make as you 
join the world of self-employment and 
become responsible for all aspects of your 
finances. Once you are out of employment, 
you are no longer entitled to sick pay. We 
would advise that you adopt a long-term 
plan, and safeguard yourself against any 
future illness. There are many forms of 

income protection available to you, and 
it is certainly a worthwhile expense. The 
nature of the work you will perform as a 
dentist lends itself to muscular and joint 
conditions, and so you need to make 
sure you are protected from the start of 
your career.

Pensions are another worthwhile 
consideration. Through performing your 
NHS work, you will be entitled to be part 
of the NHS pension scheme. Although 
this is a good scheme, it may also be 
worth considering making additional 
contributions to a private pension. Not 
only do pension contributions provide tax 
relief, but they are another means of saving 
for the future. 

Finally, many of you will be looking 
to buy a house, or even a practice in the 
upcoming years. Being self-employed 
makes securing a mortgage or bank loan 
more difficult, due to the potentially 
fluctuating levels of income monthly. As 
a first-year associate, another problem is 
that most lenders require two full years’ 
worth of accounts, and as a newly-qualified 
associate, you won’t have this information. 
It is important that you work with your 
accountant to try and forecast earnings so 
that you can still obtain the financing. 

Once you have been an associate for 
a few years, obtaining a mortgage does 
become easier, however, people still 
encounter issues due to the lenders needing 
official HMRC documents as proof of 
earnings, known as SA302s. HMRC made 
an announcement on the 4th September 
2017, stating that the Revenue are set to 
stop issuing paper copies of the SA302s 
following an agreement with UK Finance 
(formally known as Council of Mortgage 
Lenders). This should mean that the tax 
calculations that your accountant prepares 
will be sufficient to obtain a mortgage. 
Being self-employed may initially seem 
like a lot of responsibility. The HMRC tax 
system itself is complex, and then paying 
taxes is another routine that you have to get 
to grips with. On top of that then there are 
all these other financial areas to consider 
too. Help is at hand, so speak to us to make 
sure you spend and save your money in the 
most efficient way possible!

Sophie Kwiatkowski ■

‘ However, if you have 
purchased loupes, 
and paid for your 
subscriptions – you 
are entitled to get 
the tax relief now’

Sophie Kwiatkowski, an accountant with PFM Dental 
Accountancy, explains about Tax Returns.
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In the last entry of this three part series, 
I am writing about moving on from my 
maxillofacial surgery post, and how I 

feel now that is had finished. From my last 
two entries I have discussed how moving 
from a practice setting to a maxillofacial 
post was a very steep learning curve! Now 
the nightshifts are done and I am back 
to doing fulltime dentistry it is easier 
to reflect on how I have benefited. The 
new post I have undertaken is a child 
dental health dental core trainee post. I 
undertake new patient clinics, treatment 
sessions and casualty clinics. On the 
whole, I would say a maxillofacial post has 
made me a more competent practitioner 
when thinking of the patient as a whole 
person- and not just their teeth! You 
have much greater understanding of how 
managed clinical networks in a hospital 

MOVING FORWARD
By Sasha Pervin

environment work, which makes day 
to day management of complex cases 
easier. Of course, if I had gone back 

into practice this would be slightly less 
relevant. Nevertheless traumatic dental 
injuries coming into your clinic would be 
less likely to faze you, and management 

of swellings would also feel like a more 
comfortable task. What about getting back 
into routine restorative dentistry? Mostly 
I would say people are right when they 
say it is a bit like riding a bike. Holding a 
hand-piece feels more comfortable than 
I was expecting but I think it is normal 
to feel a little out of your comfort zone, 
when your previous day to day tasks have 
been very different! I suppose the main 
question is, would I do it again? The 
answer is, absolutely yes. Whilst I did 
not enjoy every aspect of the year I met 
some fantastic new colleagues and learnt 
a lot about other medical specialties as 
well as the management of ill patients. If 
I was returning to practice I would feel 
confident in immediate management 
of most acute situations, where I would 
previously have discussed with colleagues. 
From a training point of view, it has 
provided me with on call experience which 
is pretty paramount if you want to become 
a specialty trainee in any field of dentistry. 

Sasha Pervin ■

‘ I think it is normal 
to feel a little out of 
your comfort zone, 
when your previous 
day to day tasks have 
been very different!’



An overview of COPDEND
National Recruitment
During the final year of University, students 
are expected to undergo the National 
Recruitment process to test their knowledge 
and communication skills. This allows them 
to be ranked based on performance against 
all other students in the country. Students 
are then expected to rank their choices 
for jobs, the majority of which are 1 year 
foundation posts however, there are some 
longer 2 year GPT schemes available.

What is General 
Professional Training?
General Professional 
Training is a two year 
longitudinal 
training 

WHAT IS A GPT?

By George Jones1

programme, which encompasses Foundation 
Training and Dental Core Training Level 
1. As of 2017, there are only two remaining 
GPT schemes available, one in the 
North East and the other in Yorkshire & 
Humberside.

Over the two year post, GPTs spend 
50% of their time in a primary care (dental 
practice) setting and the other 50% in a 
secondary care (hospital) setting. Essentially, 
this means trainees spend alternate weeks in 
practice and hospital.

For the purposes of this article the North 
East GPT scheme set in Newcastle Dental 
Hospital will be discussed (twelve training 
positions available in each year).  

General Professional Training in 
Newcastle Dental Hospital
The hospital proportion is split into two halves;
1. The Restorative Year
2. A year split between Paediatric Dentistry 

and Orthodontics, Dental Emergency 
Clinic and Oral Surgery Rotations.

The restorative year
A timetabled week would usually comprise 
of the following:
� Two consultant led diagnostic clinics
� Four-five treatment sessions
� One session to observe a consultant’s 

treatment sessions
� One session on the endodontic 

troubleshooting clinic
� Various other clinics during the year.

The restorative year gives an excellent 
opportunity to examine patients referred 
for a range of restorative options, e.g. 
unsuccessful management of periodontal 
disease and endodontic treatment, toothwear 
cases, and many more. With direct guidance 
and support from restorative consultants, 
standard areas of prosthodontics, 
endodontics and periodontics are practised, 
and skills improved. There is exposure to 

‘ The restorative year 
gives an excellent 

opportunity 
to examine 
patients’
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NORTH EAST GPT SCHEME

50% TIME SPENT BETWEEN PRACTICE AND HOSPITAL

PRACTICE

YEARS 1 & 2

STANDARD
FOUNDATION
TRAINING IN
PRACTICE:
The GPT programme 
allows trainees to undergo 
standard foundation 
training in a NHS practice, 
carrying out the required 
clinical activity to meet 
satisfactory completion. 
Alongside this trainees 
spend time in a hospital 
setting moving through 
different clinical rotations

HOSPITAL YEAR 1
RESTORATIVE ROTATION (1 YEAR):
CONSULTANT LEAD DIAGNOSTIC CLINICS: following examination of a patient referred for specialist restorative opinion, diagnosis and treatment plans are 
formulated under the supervision of a consultant

RESTORATIVE TREATMENT SESSIONS: GPT’s perform treatment in all mono-specialities including endodontics, prosthodontics and periodontics. Patients are 
allocated to GPT’s by a senior member of staff to ensure a full case mix is achieved throughout the year

OBSERVING CONSULTANTS OWN TREATMENT: GPT’s observe a restorative consultant performing complex restorative treatment including implant supported 
prostheses, periodontal surgeries, and obturator cases

ENDODONTIC TROUBLESHOOTING CLINIC: GPT’s treat patients referred for complex endodontic problems such as; GP removal, perforation repairs, post/
instrument separation using microscopes under consultant supervision

OTHER CLINICS: GPT’s are also exposed to training in special care dentistry, oral medicine, sedation, oncology clinics, periodontal surgery and implants clinics.

HOSPITAL YEAR 2
PAEDIATRICS AND ORTHODONTICS ROTATIONS (4 MONTHS):
CONSULTANT LED DIAGNOSTIC CLINICS: assessment, diagnosis and treatment planning of paediatric patients

PAEDIATRIC TREATMENT: this includes treatment sessions (inhalation sedation, stainless steel crowns, caries management), trauma lists (splinting, root end 
closures, endodontic treatment) and emergency clinics (extractions, referrals, trauma management)

OBSERVING ORTHODONTIC CONSULTANTS OWN TREATMENT: GPT’s observe orthodontists perform treatment on multidisciplinary patients e.g. cleft lip and 
palate and hypodontia patients

DENTAL EMERGENCY CLINIC ROTATION (4 MONTHS)
EMERGENCY DENTAL CARE: open service to the public to treat dental pain, commonly irreversible pulpitis (access and extractions), swellings and dental trauma

ORAL SURGERY ROTATION (4 months):
CONSULTANT LED DIAGNOSTIC CLINICS: assessment, diagnosis and treatment planning oral surgery presentations

ORAL SURGERY TREATMENT: GPT’s spend time on Dental Emergency Clinic, General Anaesthetic clinics and performing minor oral surgery and biopsies

Fig. 1  An overview of the North East GPT Scheme – 50% of time spent in practice carrying out standard foundation training on the left, followed by remaining 50% spent 
in hospital moving through different rotations. 

more specialist aspects of dentistry such as 
weekly use of microscopes for perforation 
repairs, endodontic re-treatment cases and 
post/instrument removals. Other clinics 
provide a wide skill mix such as intravenous 
sedation, oral medicine and much more 
(see Fig 1).

The Paediatric and 
Orthodontic Rotation
A timetabled week would usually comprise 
of the following:
� Two consultant led diagnostic clinics
� One paediatric trauma list
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1  George graduated from the University of 
Manchester in 2015, and is currently an Oral and 
Maxillofacial Surgery Dental Core Trainee after 
completing General Professional Training (GPT) 
in the North East. He was recently awarded the 
TC White Medal Award from the Royal College 
of Surgeons and Physicians of Glasgow for his 
performance in MFDS Examinations, and is going 
to discuss his opinions on GPT training.
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� One session observing an orthodontic 
consultant

� Three paediatric treatment sessions
� Three-four paediatric casualty/emergency 

sessions.

Following on from undergraduate 
studies, this rotation greatly improves 
paediatric treatment planning and the use 
of special investigations, whilst increasing 
confidence in discussing treatment options 
with children and parents. Having trauma 
lists and discussing how to appropriately 
manage cases with consultants in lunch 
time meetings increases efficiency in 
performing trauma checks, splinting 
procedures, root end closure of 
incisors and endodontic treatment 
in children. Frequent exposure to 
inhalation sedation cases is also 
available in this rotation, with 
treatment sessions allowing an 
enhancement in skill of caries 

management in children such as the use 
of stainless steel crowns, restorations and 

emergency care management.

The Dental Emergency 
Clinic Rotation
A timetabled week would usually comprise 
of the following:
�  Nine-ten full sessions of the Dental 

Emergency Clinic
�  One radiology clinic.

With a large number of 
adults requiring emergency 

treatment on a daily basis, this 
rotation improves confidence in 

diagnosing and treating patients 
in pain. Performing common 

procedures such as endodontic 
access and extractions improves time 

management skills and clinical skill in 
routine dentistry.

The Oral Surgery Rotation
A timetabled week would usually comprise 
of the following:
�  Two consultant led diagnostic clinics
�  One general anaesthetic session with a 

consultant
�  Two-three sessions on the Dental 

Emergency Clinic
�  Four-five minor oral surgery/biopsy lists.

Clinical application of guidelines such as 
3rd molar guidance and SCDEP guidelines 
are gained in oral surgery. Exposure to 
general anaesthetic lists allows time to 
ask questions, observe and then perform 
procedures to the expected level.  The 
majority of patients require conventional 
extractions, or surgical extractions (MOS). 
Biopsies comprise of both incisional and 
excision biopsies, which improves soft tissue 
management and suturing skills. 

Overall
My overall experience through GPT has been 

extremely positive. I 
believe by completing 
GPT I have gained vast 
amounts of knowledge 
and experience in the 
hospital setting as well 
as carrying out my 
foundation training. 
It has allowed me to 
build a comprehensive 
portfolio, experience 
broader insight to more 
aspects of dentistry and 

help me to successfully complete postgraduate 
exams. I have found all the staff to have been 
extremely supportive and ultimately provided 
a springboard for a career as a competent 
hospital dentist. I have enjoyed my experiences 
being in a new city full of exciting things to 
do and would highly recommend GPT as an 
excellent route for new graduates who may be 
unsure if they want their careers in a hospital 
or practice setting.

George Jones ■

Positives
� A wide exposure to all aspects of 

dentistry is available. This significantly 
boosts knowledge and practical 
experience following on from 
Undergraduate level

� Expected future GPT pay is 50% FD 
pay (£31,044), and 50% Hospital Pay 
(£36,461), therefore roughly £33,750, 
which is more than a FD salary

� GPT offers separate MFDS study days in 
addition to FD study days. This increases 
knowledge and training to perform well 
in MFDS/MJDF examinations

� Being employed for two years allows 
easier access and continuation of case 
reports/audits/papers/posters, boosting 
your CV.

� Close supervision and easy access 
to consultants allows reassurance in 
our early careers that work is being 
completed to a high standard

� Due to a balance between dental 
practice and hospital on alternate 
weeks, there is constant exposure to 
routine dentistry, meaning skills are 
always kept up to date. Other DCT’s 
may not do any aspect of restorative 
dentistry for 1 year.

Positives and negatives of GPT

Negatives
� Steep learning curve at the beginning - 

exposure to more complex treatment or 
treatment that was not performed at 
undergraduate level

� Large amounts of notes, dictation 
and letters are required from 
consultant clinics, which is new 
and unfamiliar when starting

� Patients in practice or hospital 
undergoing treatment sometimes have 
to wait longer to have their treatment 
due to only working every other week.

‘  Exposure to general 
anaesthetic lists allows time 
to ask questions, observe and 
then perform procedures to 
the expected level’

PROFESSIONAL

34 BDJ STUDENT Vol 25 | Issue 1



Pastest.com/dentistry
Visit us at:

Our dentistry revision books, authored 
by experts in dental education are 
designed to help you pass your exams.

Use code BDJ20 
at the checkout

Pastest.com/dentistry

Our dentistry revision books, authored 

designed to help you pass your exams.

REVISION
Test your 
knowledge 
with the 
following questions 
from PasTest

Which one of the following statements about the Florida probe is incorrect?
A. Reduces inter- and intra-operator error by using a constant force

B. Records the pocket depth and not attachment loss

C. The tip is placed at the bottom of the sulcus

D. The sleeve is positioned at the gingival margin

E. The correct measurement is visually assessed

Look at the 
radiograph 
and suggest 
the differential 
diagnosis for the 
appearance.

Question 1

Question 3

Question 2

Answers are 
on page 44

Which of the following is an 
inflammatory odontogenic cyst?
A. Dentigerous cyst

B. Eruption cyst

C. Gingival cyst

D. Odontogenic keratocyst

E. Radicular cyst

Question 4
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A patient has presented at your 
practice with this unilateral lesion 
in their mouth, which is sore.
A. What is the likely diagnosis?

B. This condition can occur as one of 
a number of clinical subtypes. What 
are these?

C. What are the predisposing factors?

D. Where else can this condition occur 
and what are the lesions like?
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On examination, it is more common to 
find multiple missing teeth in a symmetrical 
pattern than to find a single missing tooth. In 
other words, the most common presentation 
is where contralateral sides of each arch 
are affected. Excluding the third molars, 
the mandibular second premolars and the 
maxillary lateral incisors are found to be the 
most frequently affected teeth1. 

A thorough clinical and radiographic 
examination is recommended for effective 
diagnosis and treatment. Following 
examination, the severity of the condition is 
quantified and a treatment plan is devised 
accordingly.

Severity is assessed based on the number of 
missing teeth:
� Mild: less than 3 missing teeth2

� Moderate: less than 6 missing teeth2

� Severe: more than 6 missing teeth2.

It has been suggested that as an overall rule, 
if the hypodontia is not particularly severe, 
the missing teeth tend to be the most distal 
tooth of any given type: for example, the lateral 
incisors and the second premolars.

TREATMENT
Treatment planning for hypodontia can seem ©
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INTRODUCTION
The thought of losing a tooth would fill most 
of us with a sense of dread. To this day I fear 
waking up and mysteriously missing a front 
tooth. This thought drives me to keep up with 
my oral hygiene routine and try to control my 
sweet tooth.

But what if your missing teeth were not due 
to the lack of a meticulous oral hygiene routine 
and a diet full of Cadbury Eggs, Maltesers and 
Haribo? 

Congenitally Missing Teeth (CMT) also 
known as Hypodontia is considered the single 
most prevalent craniofacial malformation 
affecting people worldwide1.

In this article we aim to explore the 
definition, aetiology and presentation of CMT 
as well as the treatment options available to the 
patient.

BACKGROUND
Hypodontia is defined as the congenital 

A BEGINNER’S GUIDE TO: 
HYPODONTIA

By Shaadi Manouchehri*

absence of one or more teeth with the 
exception of the third molars. Congenitally 
missing deciduous teeth are considerably less 
prevalent than their permanent counterparts: 
the prevalence of hypodontia affecting the 
permanent dentition is thought to be up to 
16.2%2 whereas congenitally missing deciduous 
teeth are thought to affect up to 2.4% of the 
population2.

This condition not only adversely affects 
the patient’s speech and their masticatory 
efficiency, it can also have considerable 
impact on the patient’s psyche due to its 
aesthetic effects. 

PRESENTATION
CMT is thought to occur due to the 
dysplastic expression of the ectoderm2 
caused by disturbances in the early stages 
of development. Genetics play a crucial role 
in the development of hypodontia, however 
there is thought to be an environmental 
component as well. This is demonstrated 
by analysing monozygotic twins2. CMT 
can present in isolation or as a feature of a 
concurrent medical condition such as Down’s 
Syndrome, Ectodermal Dysplasia and Cleft Lip 
and Palate2. CMT can also be associated with 
retained deciduous teeth, microdontia and 
class 2 skeletal patterns. 

*  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. 
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complex and therefore it should be handled by 
an experienced, multidisciplinary team. Many 
dental hospitals have designated hypodontia 
assessment clinics where a multidisciplinary 
approach is taken to assessment and treatment 
planning. This team commonly consists of 
specialists from a number of fields such as 
restorative, paediatrics and orthodontics. 
Below is an overview of treatment options that 
can be considered based on the individual 
case.

Treatment options include:
1. Accepting the space: assess the patient’s 

concerns and expectations, bearing in 
mind that not all patients want or require 
intervention. A thorough discussion of 
treatment options should be carried out 
with the patient and, if appropriate, their 
parents ensuring long term consequences 
are explained and the risks and benefits 
are discussed. Restoring the space can 
potentially commit the patient to a lifetime 
of maintenance, and in certain cases 
intervention might not be indicated.

2. Closing the space: fixed orthodontic 
appliances can be used to eliminate the 
spaces. This method may need to be 
combined with restorative camouflaging 
of the other teeth. For example: in cases 
of missing lateral incisors, following 
orthodontic space closure, the canines can 
be selectively bleached and restored with 
composite resin to resemble lateral incisors.

3. Opening the space: in cases where there is 
insufficient space for the replacement of 
the missing teeth, space may be created by 
means of fixed orthodontic appliances and 
subsequent replacement of the teeth.

4. Restoring the space: missing teeth can be 
replaced by:

 � Removable partial denture(s)
 � Resin retained bridge(s)
 � Dental implant(s).
5. Autotransplantation: This process is 

defined as “the surgical relocation of 
a tooth from one site in the mouth, to 
another in the same individual”4 and in 
rare cases, this may be a viable treatment 
option.

The selection of the most appropriate 
treatment can be an arduous process. This 
process requires specific assessment of the 
remaining dentition, occlusion, periodontal 
condition and patient preference to name a 
few. In some cases, the financial implications 
of the treatment may be a significant factor in 
influencing the patient’s final decision. 

In cases involving dental implants, we 
must bear in mind that the majority of the 
patients presenting with hypodontia are 
children and adolescents and they have yet to 
reach maxillofacial maturity. It is therefore 
recommended to consider an interim 
restorative option prior to implant placement. 
This usually involves restoring with resin 
retained bridge(s) to maintain the space 
followed by an assessment to determine the 
patient’s suitability for dental implants at the 
age of maxillofacial maturity.

Furthermore, in cases of CMT with retained 
deciduous teeth, a careful assessment of the 
prognosis of the deciduous teeth needs to be 
carried out. The clinician then needs to decide 
whether to maintain the deciduous teeth for 
as long as possible and replace the teeth when 
they are lost or extract the deciduous teeth and 
replace them as part of the treatment plan. 

CONCLUSION
Hypodontia is a prevalent craniofacial 
anomaly with the literature quoting up to 1 

in 6 individuals being affected depending on 
the population studied2. This condition can 
have an enormous impact on the patient’s 
appearance and affect their dentition’s ability 
to function as well as it should. The range of 
treatment options available and the difference 
in individual cases can prove to be a challenge 
for any clinician to treat. However with careful 
assessment and planning, including timely 
referral to designated multidisciplinary care 
teams, we can achieve the optimal clinical 
outcome while adhering to the patient’s wishes.

Shaadi Manouchehri ■
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� 22 year old female patient

� Hypodontia → missing lower premolars

� Retained lower first deciduous molars

� Fixed appliance orthodontics to align and 
maintain space in the lower right quadrant

� Restoration with no-preparation resin 
retained bridge

� Distal cantilever bridge using the lower 
right canine as abutment

� 19 year old female patient

� Hypodontia → missing upper lateral 
incisors

� Fixed appliance orthodontics to align and 
maintain spaces of upper lateral incisors

� Restoration with no-preparation resin 
retained bridges

� Cantilever bridges using upper central 
incisors as abutments

Case 1 Case 2
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S.H.E.E.P is a single acronym that can 
aid in deciding whether a tooth with 
questionable prognosis is restorable 

or not. The acronym stands for: Structure, 
History, Endodontics, Experience, and 
Periodontal health. Each of the above is given 
a score out of 10 which is then multiplied by 2 
to give the percentage likelihood of the tooth 
having a favourable prognosis. For a more 
in depth guide on how to use the acronym, 
take a look in the Spring 2016 issue of 
BDJ Student. 

Whilst being a useful acronym, it does 
not consider the entire picture necessary 
in deciding the restorability of a tooth. For 
once the foundations and structure of a tooth 
have been deemed to have a good prognosis, 
thought should then turn to analysis of 
occlusion. Poor occlusal planning may be the 
undoing of treatment resulting in restoration 
failure, or an iatrogenic problem. As such, 
the process of occlusal analysis should be a 
cornerstone of every clinician’s assessment 
toolkit. In this article, I will describe a process 
for evaluating occlusion within the context 
placing direct restorations to hopefully 
provide some clarity on the topic. 

First, I think it will be useful to know what 
the ideal is when it comes down to occlusion. 
Depending on the paper that you are reading, 
the ‘ideal’ occlusion should satisfy the 
following principles1; 
1. Occlusal forces should be directed down 

the long axis of the tooth

PUTTING THE O IN 
O- S.H.E.E.P

Gian-Marco D’Andrea on why 
putting the O in O-SHEEP matters.

2. Occlusal forces should be balanced 
throughout the dentition 

3. Occlusal contacts should be simultaneous 
with all other occlusal contacts 

4. Anterior guidance produces dis-occlusion 
of posterior teeth 

5. Lateral guidance should be borne by the 
canine or shared with posterior teeth on 
the working side with dis-occlusion of the 
non-working side teeth

6. Intercuspal position (ICP) coincides with 
centric relation.

Note: For definitions of the above terms, the 
reader is referred to reference 2 as this article 
describes them in detail.  

Prior to introducing any restoration to 
the mouth, a decision should be made as to 
whether there is a plan to accept, or alter the 
patients’ existing occlusion. Not changing 
the occlusal scheme follows the conformative 
approach. This plans the provision of 
restorations to coincide with the pre-operative 
occlusal contacts of other teeth whilst being in 
harmony with the existing jaw relationship3. 

While this is considered the easier 
approach, proper execution requires planning, 
careful implementation and checking to 
ensure the occlusion has remained unaltered. 

The re-organised approach aims to provide 
restorations well tolerated by the patient 
whilst altering the occlusion in a way that 
it becomes more ideal1. Two examples are 
given bellow where this may be desirable. 

A patient having suffered from generalised 
tooth surface loss, resulting in a reduction 
in occlusal vertical dimension (OVD), may 
require an increase in OVD to restore them 
back to their pre-existing occlusion. Another 
example may involve a tooth planned for 
restoration, with a cuspal incline contact. 
Upon preparation and restoration of the 
tooth, the incline contact is not replaced 
and instead now has a contact only in ICP, 
improving the way in which the tooth 
is loaded. 

Placing restorations without proper 
consideration describes the ‘unorganised 
approach’ and is potentially followed by an 
adverse or poorly tolerated reaction such as: 
� A temporomandibular disorder4 
� Occlusal trauma to the periodontal tissues 

(primary occlusal trauma)1,4

� Increased progression of periodontal 
disease (secondary occlusal trauma)5

� Failure of restorations1,4 
� Damage to opposing dentition1,4 
� Hypersensitivity1.

To prevent unwittingly following an 
unorganised approach, Davies et al (2001)1,3 
described the ‘EDEC principle’, an aid for 
planning and provision of direct and indirect 
restorations. The EDEC principle is: 
� E = Examine 
� D = Design 
� E = Execute 
� C = Check.

O
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EXAMINE 
This step involves examination of centric 
stops and guiding contacts in both protrusive 
and excursive movements. 

First, dry the teeth by asking the patient 
to bite down on folded tissue paper held 
by miller forceps to help marking with 
articulating paper. Next, mark-up the patients’ 
dynamic occlusion (protrusive and excursive 
movements) by asking the patient to slide their 
teeth forwards and backwards and side to side 
whilst holding articulating paper between 
them. Following that, change the colour 
of paper, and ask the patient to tap their 
teeth together in ICP to record their static 
occlusion. Ideally, use articulating paper of 
minimal thickness (12-20µm) when marking 
static occlusion as thick papers are prone to 
leave false marks and may alter the patients 
position of closure6. 

Examination of the marks made on the 
occlusal surfaces will inform the operator as 
to whether restoration using the conformative 
approach is possible. This will be evident by 
reproducible reference markings of occlusal 
contacts on teeth that are not going to be 
restored, stabilising the positions of teeth and 
the TMJ. 

In addition, Shimstock holds can be 
recorded across the dentition to assess which 
tooth pairs contact one another when in 
the patient is in ICP. Shimstock, a 6-8µm 
thick Mylar film, is held with Millers forceps 
between the patient’s teeth whist closed in 
ICP. Gently pull on the Shimstock to draw the 
film from between the teeth. A ‘shim-hold’ is 
where you are unable to pull the Shimstock 
due to antagonistic teeth contacting. 
Sometimes, there may be a transient hold 
which represents the antagonistic teeth being 
in close approximation to one another, but not 
actually being in contact. Make a record of the 
teeth on which holds were present to use as 
a baseline against which you can check post-
operatively to ensure the static occlusion is 
unchanged.  

DESIGN 
Articulating paper aids in marking areas 
which should be spared if possible when 
planning restoration design. For example, if 
a tooth that is going to be filled has a mark 
in centric occlusion, it would be better if 
that centric stop be avoided in your cavity 
preparation if possible. 

EXECUTE
Once an assessment and restoration design 
has been carried out, the next step is to 

carefully execute it. A photograph or sketch 
of the anatomical features you want to avoid 
can be used intraoperatively to act as a guide, 
reminding you of features you want to spare 
when preparing the tooth for a restoration. 
It goes without saying that plans may need 
to be adapted as you gain a better clinical 
picture of the cavity design whilst carrying 
out caries removal. The state and extent of 
carious breakdown might mean that in the 
process of removing unsupported enamel and 
achieving sound hard tooth structure the loss 
of some occlusal reference points or anatomy 
is unavoidable.  

One method described to help with 
recreating occlusal anatomy in a simple 
yet effective manner without spending a 
significant amount of time performing 
chairside layering techniques is the 
microbrush stamp technique7. This can be 
used to restore teeth which have not yet 
suffered from cavitation of the enamel, 
typically due to approximal caries. Effectively 
it is broken down into the following steps: 
1. Tooth is isolated under rubber dam 
2. Isolate the occlusal surface with a thin 

layer of Vaseline 
3. Flowable composite is applied to the 

occlusal surface of the tooth with 
microbrush placed at its centre, taking care 
not to contact the tooth

4. Flowable composite is cured creating a 
stamp of the occlusal anatomy

5. Following cavity preparation, composite is 
added up to the final enamel layer

6. Before curing, Teflon tape (PTFE) is 
placed on the occlusal surface of the tooth 
followed by using the stamp to adapt the 
Teflon recreating the original occlusal 
anatomy

7. Excess composite is removed prior to 
curing with minimal finishing required 
post-operatively.

CHECK
Once the restoration is complete, it must be 
checked to determine whether or not you 

‘ Poor occlusal planning may 
be the undoing of treatment 
resulting in restoration 
failure, or an iatrogenic 
problem.’

have conformed to the pre-existing occlusion 
or whether you have stumbled into the realms 
of the disorganised approach. To check, 
re-record shim holds on the teeth which 
exhibited holds preoperatively. If the holds 
are absent or have shifted to different teeth 
it is likely that you have not conformed to 
the pre-existing occlusion. Of course, if you 
have any doubt you can ask your patient. 
They will usually be able to tell you whether 
their bite appears to have changed, as the 
contralateral side of the arch will not have 
altered proprioceptive feedback due to local 
anaesthesia. 

An advantage of having 
marked pre-operative 
contact points with 
articulating paper is that 
you have a reference of 
the occlusal contacts you 
would like to replicate in 
your restoration which 
can be compared to 
pictures or records made.

To conclude, placing 
direct restorations 

will form a large component of treatment 
carried out in primary and secondary care. 
Having a good understanding of occlusion 
and the aims of treatment will help prevent 
unwittingly restoring teeth using the 
unorganised approach, in addition to saving 
time spent on adjusting restorations. The 
EDEC principle, integrated with the SHEEP 
acronym to form O-SHEEP, has been 
described as an aid to help guide clinicians, 
when planning and executing restorative 
treatment of teeth, to avoid causing iatrogenic 
damage and premature failure of your 
treatment plan. 

REFERENCES
1. Davies S J, Gray R M J, Whitehead S A. Good 

occlusal practice in advanced restorative dentistry. 
Br Dent J 2001; 191: 421-434.

2. Milosevic A. Occlusion: I. Terms, mandibular 
movement and the factors of occlusion. Dent 
Update 2003; 30: 359-361.

3. Davies S J, Gray R M J, Smith P W. Good occlusal 
practice in simple restorative dentistry. Br Dent J 
2001; 191: 365-381.

4. Steele J G, Nohl F S A, Wassell R W. Crowns 
and other extra-coronal restorations: Occlusal 
considerations and articulator selection. Br Dent J 
2002; 192: 377-187.

5. Ericsson I, Lindhe J: Effect of longstanding jiggling 
on experimental marginal periodontitis in the 
beagle dog, J Clin Periodontol 1982; 9: 497-503.

6. Kelleher M G D, Setchell D J. An investigation of 
marking materials used in occlusal adjustment. Br 
Dent J 1984; 156: 96-102.

7. Varsha Rao K. Case Report Microbrush Stamp 
Technique. Dental Town 2015: 398.

Gian-Marco D’Andrea ■

CLINICAL

Vol 25 | Issue 1 BDJ STUDENT 39



Somewhere 
towards the end of 
your dentistry degree you 
will start to hear the phrase ‘clinical 
governance’ mentioned and be quite frankly 
baffled as to what it actually means. 

The NHS defines clinical governance 
as ‘A framework through which NHS 
organisations are accountable for 
continuously improving the quality of their 
services and safeguarding high standards of 
care by creating an environment in which 
excellence in clinical care will f lourish’1. 
Put simply, clinical governance is an 
umbrella term for a number of activities and 
procedures that we should focus on in order 
to continuously improve patient care. 

Following several major failures in NHS 
standards, such as in the Bristol paediatric 
cardiac surgery case in the 1980s and 90s,2 
clinical governance was implemented to 
tackle the wide differences in quality of 
care throughout Britain. In 2009, the Care 
Quality Commission (CQC) was established 
by the Health and Social Care Act 20083 in 
order to assess and monitor the quality of 

A GUIDE TO
CLINICAL 
GOVERNANCE
by Catherine Hart

care provided in over 21,000 organisations, 
including dental practices. All healthcare 
organisations are required to register with 
the CQC and comply with the guidance laid 
out in ‘Essential Standards of Quality and 
Safety’4.

So, what are the areas that make up 
clinical governance?

You might hear the words ‘framework’ 
or ‘pillars’ used but these are essentially 
a structured way of thinking about the 
different areas that make up clinical 
governance. 

There are two common mnemonics that 
are useful to remember the different areas: 
CAREPUS and PACER PIRATES. 

For the purpose of this article, we are 
going to focus on the first mnemonic as it is 
based on the themes set out in the dentistry-
targeted department of health document 
‘Primary Care Dental Services Clinical 
Governance Framework’5.

PREVENTION AND 
PUBLIC HEALTH

Dental Public Health involves 
assessing the oral health 

needs of a population 
and coming up with 

effective solutions at 
a population level to 

implement change 
and prevent 
disease. The Adult 
Dental Health 
Survey6 is an 
integral method 
of assessing a 
population’s 
needs. It has 
been carried 
out every 10 
years since 1968 
in order to get 
a picture of how 

the dental health of 
the adult population 

has changed over 
time. The results of 

surveys and research 
such as this go on to 

influence local and national 
policy about topics such as 

water fluoridation, thus making a 
difference at a population level. 

In general practice, prevention is 
implemented at an individual patient level 
and is a key aspect of any treatment plan. 
Current best practice is to follow guidance 
set out in the document ‘Delivering Better 
Oral Health: an evidence based toolkit for 
prevention’7. Particularly for finals, make 
sure that you know this inside out, if you 
don’t already!

AUDIT AND PEER REVIEW
Clinical Audit and Peer review are an 
integral part of ensuring that best practice 
is being followed and that any areas for 
improvement are identified. 

Peer review is when small groups of 
dentists work together to improve the 
quality of service. They do this by sharing 
experiences, reviewing aspects of practice 
and identifying areas for change8.

Audit is a continuous process of 
improving the quality of patient care by 
focusing on changing one small thing at 
a time. It is a tool that can be applied to 
almost everything in practice whether it 
is quality of radiographs, patient waiting 
times, use of fluoride varnish, success of ©
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THE
AUDIT
CYCLE

Set criteria/
standards

Data collection

Compare data with set 
criteria/standards and 
create an Action Plan

Implement 
change

Re-Audit

The audit cycle

inferior alveolar blocks etc. The key is 
understanding how the cycle works and how 
it can be implemented in practice – not just 
memorising it! It would be easy to write a 
whole article on audits but here is the basic 
cycle for reference. 
� Identify a topic/problem/weakness
� Set desired standard/goal (ideally 

evidence-based)
� First data collection - compare current 

performance against the set standard

� If below the set standard, decide on a 
strategy for change and formulate an 
Action plan dictating who will do what. 

� Implement the change
� Second data collection - has the change 

improved performance? Are you now 

‘ However, as with all 
evidence, you should 
consider the quality of the 
research that they are based 
on and how recently they 
were last updated’

achieving the set standard? Is there a 
need for further changes to be made? Do 
you need to do another audit cycle?

CHILD PROTECTION
Each practice has a child protection 
policy outlining the procedure that will 
be implemented if a safeguarding concern 
is raised. There will also be a named 
safeguarding lead who is responsible for 
ensuring that the policy is adhered too. All 
new members of the dental team will need 
to be aware of the policy, undertake regular 
training in this area and have an enhanced 
DBS checked. 

EVIDENCE-BASED DENTISTRY
Yes, you may find this a dull topic at 
university, but soon you will realise it is 
the foundation of our clinical practice and 
actually not quite as dull as you thought! 

There is a vast range of information 
available so you need to 
be able to decipher what 
should you listen to and 
what you shouldn’t. In 
order to do this, you need 
to be familiar with the 
hierarchy of evidence 
and be able to critically 
appraise a paper yourself. 

Guidelines written 
by bodies such as The 
National Institute 
for Health and Care 
Excellence (NICE) and 

the Scottish Dental Clinical Effectiveness 
Programme (SCDEP) are important to 
be familiar with and use as a basis for 
your practice. Particularly when working 
within the NHS, you need to have a strong 
evidence-based justification for deviating 
from recommended guidelines. However, as 
with all evidence, you should consider the 
quality of the research that they are based 
on and how recently they were last updated. 
Essentially, treat all sources with a healthy 
degree of scepticism!

RECORDS
This is all about ensuring that GDC standard 
number 4, ‘Maintain and protect patients’ 
information’9 is upheld. When writing 
clinical records, remember the 4 C’s: clear, 
concise, contemporaneous and complete. 
Patient information also includes referral 
letters, lab prescriptions, radiographs, 
consent forms, photographs and any audio/
visual recording.

Prevention and Public Health

Audit and Peer Review

Child Protection

EBD

Records

Patient information and involvement

Infection Control

Radiography

Accessibility

Teamwork

Environmental Safety

Staff Development

PACER PIRATES

Clinical effectiveness and Research

Audit

Risk assessment

Education

Policy

Using information and IT

Staffi ng and Services

CAREPUS
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Every practice should have a confidentiality 
policy and data protection policy to ensure 
that the GDC standards and legislation 
such as the Data Protection Act 199810 and 
Caldicott Principles 199711 are adhered to. Key 
points:
� Patients have the right to request access to 

their records but the practice can choose to 
charge an admin fee10

� Once a patient stops receiving treatment 
at a practice, records should be kept for 
a minimum of 11 years or until the child 
patient reaches 25, whichever is longer12

� If you are asked to disclose any 
confidential information it is always a good 
idea to speak to your indemnity provider 
for advice. Information may be disclosed 
if it is in the patient’s best interest or the 
public’s interest. As a general rule though, 
if a patient has not consented to disclosure 
of the confidential information, in the 
absence of a Court Order, disclosure is 
likely to be unreasonable13.

PATIENT INFORMATION AND 
INVOLVEMENT
This area ties in with the standards 
‘communicate effectively with patients’ and 
‘Obtain Valid Consent’9. In order to obtain 
valid consent, patients need to be given clear 
information about their oral health and 
treatment options in a way that they can 
understand. This is not only done verbally but 
can be backed up with written treatment plans, 
information leaflets, educational videos in the 
waiting room, information on the practice 
website and clearly displayed price lists. 

The practice complaints procedure should 
be displayed in a public area and all staff 
should be familiar with it. It is also important 
to allow patients to give feedback by doing 
regular surveys or by having a suggestion box.

INFECTION CONTROL
Cross infection control is a vast topic that 
covers decontamination of instruments, 
surgery design, personal protective equipment 
(PPE) and immunisation records to name 
just a few. The main documents to look 
at are HTM 01-05,14 HTM 07-0115 and the 
BDA Advice sheet on Infection control in 
dentistry16. 

Again, there will be a long practice policy on 
this and all staff will have regular training.

RADIOGRAPHY
This is often a hot topic at DFT interviews so 
it is important that you are familiar with the 
Ionising Radiation Regulations 199917 and 
the Ionising Radiation (Medical Exposure) 
Regulations 2000.18 You need to understand 
the different roles of the Radiation Protection 
Advisor, Radiation Protection Supervisor, 
medical physics expert, referrer, practitioner, 
operator and legal person. All practices should 
have policies on radiography that name 
members of the team who fulfil these roles. 
Staff should receive regular training and 
up-to-date maintenance logs and 6-monthly 
audits should be recorded and stored. There 

should also be a practice policy outlining the 
procedure for managing an exposure that 
was much greater than intended. If this was 
due to an equipment failure, the Health and 
Safety Executive (HSE) should be notified 
immediately and a full investigation carried 
out. If it occurred due to another reason, it 
should be reported to the CQC. 

ACCESSIBILITY
Health Care providers should ensure that 
they comply with the Equality Act 201019, 
Disability Discrimination Act 200520 and 
try to minimise barriers to healthcare. This 
includes making reasonable changes to 
you practice to allow disabled access and 

wheelchair friendly 
surgeries, disabled toilets, 
access to interpreters 
and access to emergency 
care. It also goes without 
saying that you must 
treat patients fairly and 
as individuals, without 
discrimination. (GDC 
standard 1.9).

TEAMWORK 
GDC Standard 6 states: 
‘Work with colleagues in 
a way that is in patients’ 
best interests’9. Promoting 
a culture of openness 

and positivity leads to happy staff and happy 
patients. This is achieved by encouraging a 
non-blame culture, holding regular practice 
meetings, doing staff surveys, learning from 
complaints together and allowing concerns 
to be raised and dealt with in a positive 
way. When thinking about teamwork also 
consider the different roles within the team, 
scope of practice and employment policies 
and contracts.

ENVIRONMENTAL SAFETY
Health and Safety enables staff and patients 
to work or be treated in a safe environment 
as possible. If an accident were to happen 
involving a member of staff, an incident 
report would need to be logged and reported 
in line with RIDDOR (Reportable diseases 
and dangerous occurrences) (2013)21 to the 
HSE. Regular risk assessments are carried out 
in practice to help reduce the frequency and 
severity of accidents. 

Legislation to be aware of includes: Control 
of substances hazardous to health (COSHH)22, 
hazardous waste regulations 200523 and health 
and safety at work act 197424. 

‘ Professional development 
is more than just fulfilling 
GDC requirements, it 
enables you to keep treating 
patients to the best of your 
ability whilst gaining control 
over your career path’

1. Put patients’ interests fi rst

2. Communicate effectively with patients

3. Obtain Valid Consent

4. Maintain and protect patients’ information

5. Have a clear and effective complaints procedure

6. Work with colleagues in a way that is in patients’ best interests

7. Maintain, develop and work within your professional knowledge and skills

8. Raise concerns if patients are at risk

9. Make sure your personal behaviour maintains patients’ confi dence in you 
and the dental profession.

GDC STANDARDS FOR THE DENTAL TEAM9
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STAFF DEVELOPMENT
Undertaking CPD has been a mandatory 
requirement for dentists since the scheme 
was phased in from 2002 over three years. 
2018 sees major changes to the scheme. Based 
on a ‘plan, do, reflect, record’ approach, the 
GDC is now asking you to approach the CPD 
you choose in a more considered way and 
ensure it is relevant to your current or future 
practice. There are also new stipulations on 
CPD providers for which registrants should 
look out. It remains a registrant’s responsibility 
to count only such CPD as verifiable that 
complies with the GDC’s requirements, and 
the GDC can potentially challenge CPD where 
it has concerns that it wasn’t really verifiable.

Required hours
� There will no longer be a need to record 

non-verifiable CPD, only verifiable CPD
� Dentists need to do a minimum 100 

hours per five-year cycle
� Hygienists, therapists, clinical dental 

technicians and orthodontic therapists 
need to do 75 hours per cycle

� Dental nurses and technicians continue 
to do 50 hours per cycle.

CPD is something that you can start 
doing yourself now. Take an active interest 
in dentistry, be inquisitive, read articles, go 
to extra clinics and take every opportunity 
available to you at university. It is such a rich 
environment full of potential that you may 
not realise until you have left. Professional 
development is more than just fulfilling 
GDC requirements, it enables you to keep 
treating patients to the best of your ability 
whilst gaining control over your career 
path, wherever you want it to take you. Start 
creating a personal development plan (PDP) 
now to help you work out where you want to 
be and how you are going to get there. 

HOW TO APPROACH THE 
PROFESSIONALISM, MANAGEMENT 
AND LEADERSHIP STATION AT DFT 
INTERVIEWS
For the DFT interview you will have an 
interview station based on professionalism, 
management and leadership. You will be 
given a scenario to read for a few minutes and 
then asked to talk about it for 10 minutes. The 
more structured your approach the better you 
will do. 

These are the areas that you need to think 
about before giving you answer.
� GDC Standards – which ones are applicable 

to the scenario? Have any been breached or Catherine Hart ■

are in danger of being breached?
� Clinical governance – which aspects of 

clinical governance are important in 
this scenario? What could you use to 
help manage the situation or prevent it 
occurring again? How are you going to 
incorporate it into your management?

� Are there any legal issues? Do you need to 
notify CQC/HSE/GDC?

� Are there any practical issues, for example 
time/cost/accessibility/staffing/materials?

� What would be your primary concern and 
initial management?

� What would your immediate, short term 
and long term actions be? What would the 
consequences of these be?

If you remember one of the mnemonics 
listed above for clinical governance this will 
help a lot when answering this station. Don’t 
get too bogged down with remembering all of 
the legislation and policies as listing those will 
only get you a bonus point or two. It is much 
more important that you convey how you 
think of the patient first, can identify the main 
issues and can manage situations logically with 
a cool head. Structure your answer using the 
points above and practice, practice, practice! 
Good luck!
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for 
revision 
questions 
from PasTest

Questions are 
on page 35

REVISION

Question 1

Look at the radiograph below and 
suggest the differential diagnosis for 
the appearance.

Question 2

Question 3
Which one of the following statements 
about the Florida probe is incorrect?

A. Reduces inter- and intra-operator error 
by using a constant force

B. Records the pocket depth and not 
attachment loss

C. The tip is placed at the bottom of the 
sulcus

D. The sleeve is positioned at the gingival 
margin

E. The correct measurement is visually 
assessed

ANSWER 
E. The correct measurement is visually 

assessed. 

 The Florida probe uses a constant force 
of 15N and is a computerised probe. 
The tip is placed at the bottom of the 
sulcus and the blue sleeve positioned 
at the gingival margin. The difference 
between is measured by the computer 
and activated with a foot control.

ANSWER 
A. A Reticular lichen planus or lichenoid 

reaction.

B. Clinical subtypes:

 • Erosive/desquamative

 • Papular

 • Atrophic

 • Plaque-like

 • Bullous

C. Predisposing factors:

 •  Drugs, eg antimalarials, antidiabetic 
drugs, non-steroidal anti-inflammatory 
drugs (NSAIDs), gold salts, 
antihypertensives

When answering a question regarding 
likely radiological diagnosis and its 
differential diagnosis, it is important to 
take account of the following:

• Site or anatomical position of the lesion

• Size of the lesion

• Shape of the lesion

• Outline/edge or periphery of the lesion

• Relative radi odensity

• Effect on adjacent structures

The above information will elicit a list 
of possible diagnoses although the 
final diagnosis may require histological 
confirmation.

ANSWER 
• Site: maxillary antrum

• Size: small

• Shape: conical

• Relative radiodensity: radiopaque (same 
density as root)

• Effect on adjacent structures: 
discontinuity of antral floor.

The likely diagnosis is a displaced root in 
the maxillary antrum with evidence of an 
oroantral communication.

Which of the following is an 
inflammatory odontogenic cyst?

A. Dentigerous cyst

B. Eruption cyst

C. Gingival cyst

D. Odontogenic keratocyst

E. Radicular cyst

Question 4 ANSWER 
E. Radicular cyst.

 This type of cyst, also known as a 
periapical cyst, is the most common 
type of odontogenic cyst. It is caused 
by inflammation or death of the pulp 
as a result of trauma or dental caries. 
These cysts are usually asymptomatic, 
but pain can be caused by secondary 
inflammation. 

 •  Dental restorative materials, eg 
amalgam and gold

 • Graft-versus-host disease

 • Hepatitis C and chronic liver disease

D. Skin, nails and genitalia may be 
affected.

 •  Itchy, purple, raised patches are often 
seen on the wrists. They often occur 
following trauma – the Koebner 
phenomenon.

 •  If the skin of the scalp is affected, 
alopecia or hair loss may be seen.

 • Nails appear ridged when affected.

 •  Genitalia show white lesions similar to 
those seen in the mouth.
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A patient has presented at your practice 
with this unilateral lesion in their mouth, 
which is sore.

A. What is the likely diagnosis?

B. This condition can occur as one of 
a number of clinical subtypes. What 
are these?

C. What are the predisposing factors?

D. Where else can this condition occur 
and what are the lesions like?
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