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CHAPTER 2 

Standardising and Imparting Information. 

 

2.0 Introducing Standardisation in Clinical Skills and Tutorials.  

          At the time of commencing this higher degree the teaching staff in the oral 

surgery department were quite varied in their clinical and teaching experience and 

feedback from the students suggested that there were differences in teaching that were 

causing confusion and some concern to them. There seemed to be a lack of 

standardisation. There were upward of 12 members of staff working, supervising and 

teaching all the clinical years (years two to final year) of students in the Oral Surgery 

department. They were offering differing skill levels and had had their under and post 

graduate education in different dental schools, peripheral hospitals, practices and 

community dental services.   It is intuitive that their ideas of carrying out clinical 

procedures differed.  This reflected on the information that the students encountered and 

then had to deliver during examination events (SCOTs and OSCEs) in the received 

manner to gain marks from the academic staff assessors. 

          There was no way of knowing whether what was taught was correct or what was 

clinically examined and assessed, and whether either of these was core. Clinical 

procedures are prime candidates for SOP manuals.  

 

2.1    Imparting Standardisation for Clinical Grading. 

2.1.1 Inconsistency in Clinical Grading. 

          Anecdotal evidence from students demonstrates that there can be marked 

inconsistency in grades awarded by different staff for clinical procedures completed by 

students. As these grades form students’ clinical continuous assessment, this naturally 
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causes concern.  

          This is borne out by a staff development day in DUDS Operative Dentistry when 

staff was asked to grade different preparations, with widely varying results. This is 

consistent with and confirms the work of Manoque [34] who found that inconsistency 

and lack of objectivity were the commonest problems associated with clinical 

assessment in the restorative discipline in the United Kingdom (UK). There could be a 

many reasons for this amongst which are   

o lack of explanation to tutors of the parameters for each grade. 

o no tutor training in use of assessment criteria.  

o a limited frame of reference for those tutors who had not long qualified.  

o tutors have a feedback profile from the students and higher grading might be 

thought to sway a favourable report.  

o close peer group association with junior staff resulting in  biased assessments.  

o personal interaction, or lack of, between student and tutor. 

If there were no criteria for marking and it was left to individual opinion, then academic  
 
freedom would allow tutors to pursue peccadilloes [83] 
 
           The descriptors were sketchy for the early Dental School’s 1980s system of 

Observed (O), Assisted (A), Beginner (B), Learning (L), Competent (C) and Proficient 

(P) and there was no capacity to fail a procedure with this alphabetical system. (Table 

1.0 page 1) 

          Initially when the University’s numerical system (Table 2.1) was introduced it 

was used concurrently with the alphabetical system. Both systems were to be used to 

compare the expected capability of the student at the point in the undergraduate timeline 

with that which they had reached 
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Table 2.0 :- DUDS descriptors for numerical grades gave the briefest information 

on what each meant and how to allot them so, by default, the assessments were 

awarded, in essence, globally. 

GRADE DESCRIPTOR 
1 BAD FAIL  
2 CLEAR FAIL  
3 BORDERLINE   Compensatable Fail 
4 PASS   Acceptable 
5 GOOD PERFORMANCE  
6 VERY GOOD PERFORMANCE  
7 MERITORIOUS PERFORMANCE  Merit 
8 EXCELLENT   Distinction 

 

          An audit of what each member of staff understood each of the University grades 1 

- 8 signified about the students’ capability was carried out in 2000. (Table 2.1) 

 
Table 2.1: - Précis of audit form used to canvas the opinions of the clinical teaching  
 
staff about their thoughts on how they awarded each grade and what it meant to  
 
them.  There was no consistency in parameters when awarding each grade. This  
 
demonstrated a pressing need for descriptors to guide the staff. 
 

   

          In 2000 this numerical system now allowed for a failure that could be anything 

from catastrophic (1) to borderline (3). Concurrently, with the audit of grading 

descriptor concepts, an audit of given grades for each of the members of staff was also 

carried out in 2000 when numerical and alphabetical systems were used 

 
If we are to use the university parameters of 1 – 8 for continuous assessment there should be 
consistency in use and understanding of the values of each band.  
 
Will you put into each box a description of what you think that number indicates about the 
ability and level of attainment of the student (in a phrase or couple of words)  
 
We can then produce a standard upon which we all agree to, for consistent application 
 
1 The 1- 8 grades were then listed with blank rows for participants’ comments.  
2  

3 et cetera  
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interchangeably.  

         There were obviously some misunderstandings of what these categories meant. 

Two of the seven oral surgery respondents had described using a grade 4 because it was 

thought to be a fail grade. Should this misconception be widespread then it would have 

serious consequences for validating a student’s ability. Since it was a bare pass this 

heralded a potential embarrassment at ‘Termination of Studies’ meetings. 

         After the 2000 audit of grading concepts’ results found variable individual grading 

parameters all the descriptors for each of the University wide 1- 8 grading system, from 

each of the different DUDS disciplines were sought and each descriptor band was then 

expanded by my collating them, This formalised the escalating expected skill levels as 

the grade increased.  The point at which the student was not able to carry out the 

procedure safely would then be the grade attained.  This would help junior staff with no 

frame of reference for grading and other staff to grade; with the objective of making the 

allocation of a grade fair and to prevent grade inflation. I produced a colour coded 

composite table of these findings. (Appendix 2.0)  A  ‘traffic light’ coloured format was 

chosen. The red banding signifying a failing performance through to amber for 

borderline ability a series of greens for a pass to very good performance and a 

khaki/lime as a distinction. Alongside these bands I put the University percentage 

numerical allotments, which I had found for essay/degree examinations as a further 

guide.   

          Collated like this they gave a more expansive explanation of the criteria for each 

grade and aligned oral surgery with what each discipline expected for each grade. It was 

posted onto the Oral Surgery Exodontia clinical area wall where students sat when 

having their work assessed. It was also pasted on front of the 10 groups’ portfolio files 

A1/2 to E1/2 for both 3rd and 4th years, which were used for storing their portfolios in 
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the department. I had introduced a ‘poly pocket system’ to gather together the clinical 

data, feedback and SCOTs for each student. [84, 85]  

          A manual of explanation of the system – ‘The Grading System - how it works and 

how to use your portfolio’ (disc) was produced for Blackboard. The students had 

portfolios with ‘poly pockets’ to include their clinical grading sheets and any SCOTs 

which they may have completed.  Again this was the first time that it had been so 

presented (at least) in DUDS’ Oral Surgery department, to the students.  

         The audit of given grades for 3rd and 4th years was then repeated in 2009, after the 

numerical system had superseded the alphabetical, and compiled in the same tables as 

2000. (Tables 2.2 [3rd year] and 2.3[4th year]) 

 

2.1.2 Inconsistency in 3rd BDS Clinical Grading. 

Table 2.2:-  A comparison of 3rd BDS grades awarded for Oral Surgery clinical  
 
work   This audit was carried out in 2000 and, after providing guidance and  
 
descriptors, in 2009. The number of each grade allocated by tutors 1, 2, 3, 6 and 7  
 
is expressed as a percentage*     
 
 
3rd BDS  Tutor 1 Tutor 2 Tutor 3 Tutor 6 Tutor 7 

 2000 2009 2000 2009 2000 2009 2000 2009 2000 2009 
1 -2 - 3 0 0 0 0 0 0 0 0 0 19 
B / 4 11 26 14 0 40 3 0 5 0 25 
L / 5 27 69 57 0 36 69 26 37 0 45 
C / 6 57 5 14 0 23 24 66 47 0 10 
P / 7 - 8 5 0 14 0 0 3 9 11 0 1 

*(<0.5 rounded down;  >0.5 rounded up)        

             Some tutors did not teach both years but were included for comparison with 

their colleagues within the year. When both numerical and alphabetical systems ran 

concurrently the first 3rd BDS audit (Table 2.2) in 2000 grading the clinical session was 

seen to be full of random inconsistencies and anomalies.  The full range of University 
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Grading from 1 – 8 was not used by any staff member, nobody used 1, 2 or 3; contrarily 

some students where graded as P proficient or C competent within the first week of 

clinical work.  The audit figures showed that some tutors found that nobody was ever L 

and learning or B a beginner!  One junior member of staff had devised their own 

system, which was to award a C for the 3rd years and a P for the 4th years!  Another 

junior member of staff found it amusing to grade all students as a 7 or 8. 

Figure 2.0:- 3rd  BDS – Spread Of Clinical Grade Allocation in 2000. The line 

graphing style makes easy identification of individual grade allocation that differ 

widely and supports the students’ complaint of inconsistency between tutors with 

tutor 3 awarding 40% of their marks at 4, and the other extreme tutor 6, awarding 

72% of their marks at 7!  

 

 

          The spread of the grades in the 3rd year 2000  (Figure 2.0) shows on average 47% 

of the 3rd year students in their first semester of clinical exposure being allocated grades, 

by four tutors, of 6 to 8, which the University describes as  ‘A very good performance’ 

and ‘ Excellent - distinction’. This is not a credible percentage given that none of them 

have had experience of the procedures they will have been carrying out during these 

weeks.  If it is true the course needs to be modified so that the students skills are 
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extended and they are not just repeating procedures that they can perform already with 

alacrity. 

Figure 2.1:- 3rd BDS – Linear trend of clinical grade allocation in 2000 showing  
 
that all tutors trend to giving high grades. 
 
 

 

 

 

 

 

 
The trend of the tutors grading (Figure 2.1) is to the higher grades but they diverge in  
 
their assessment of the students’ abilities with one tutor trending to allocate a grade 8 –  
 
Excellent / Distinction - to 30% of the students and their lowest at 3 whether calculated  
 
as linear (changing at a steady rate), logarithmic (quick rate changes) or polynomial  
 
(fluctuating data) to assess best fit. Linear trending was chosen as best fit. 
 
 Figure 2.2:- 3rd BDS – spread of clinical grade allocation in 2009. After supplying 

descriptors for the grades 39.5% and 48% were awarded by all tutors for grades 4  

and 5 respectively. 
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                 With a greater composite explanation of the colour coded descriptors in full 

view on the clinic there is a change in the marking profile with 25% of students 

reaching the 6 – 8 grades. There is a shift of the grade assessment to the median (Figure 

2.2) . And the trending of marks (Figure 2.3) shows a much tighter bunching of the 

tutors opinions on standards reached as evidenced by their assessment grade allocations. 

Figure 2.3:- 3rd BDS – Tutors 1, 3, 6 and 7 trend of clinical grade allocation in 2009  
 
has much closer grouping after descriptors were introduced.  
 
 

 
2.1.3 Inconsistency in 4th BDS Clinical Grading. 
 
Table 2.3:- A comparison of 4th  BDS grades awarded for Oral Surgery clinical  
 
work   This audit was carried out in 2000 and, after providing guidance and  
 
descriptors, in 2009. The number of each grade allocated by tutors 1, 2, 3, 4, 5 and  
 
6 is expressed as a percentage*     
 

4th BDS 
 Tutor 1  Tutor 2 Tutor 3 Tutor 4 Tutor 5 Tutor 6 

 2000 2009 2000 2009 2000 2009 2000 2009 2000 2009 2000 2009 
1/ 2 - 3      3      2 
B / 4 2 9 0 6 1 30 0 1 3 0 0 7 
L  / 5 21 52 5 42 21 42 8 40 4 0 16 46 
C  / 6 22 34 33 47 54 13 70 53 41 0 11 35 
P / 7 - 8 55 5 62 5 24 9 22 6 52 0 73 10 

*(<0.5 rounded down >0.5 rounded up)   
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As a comparison with the 3 BDS, some tutors did not teach both years but again, were 

included for comparison with their colleagues within the year. The distribution of 

grades for the 4 BDS in 2000, for the same semester is even more alarming with tutors 

allocating, averagely, 87% of grades from 6 to 8 (Figure 2.4).   

 

Figure 2.4: - 4th  BDS - Spread Of Clinical Grade Allocation in 2000 graphed in a  
 
linear style. This shows individual grade allocation like those of the 3rd BDS differ  
 
widely and again supports the students’ complaint of inconsistency between tutors  
 
with tutor 6 awarding 40% of their marks at 5, and the other extreme tutor 2,  
 
awarding 61% of their marks at 7. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
           

 

 

          The visiting practitioners and junior members of staff consistently gave higher 

grades but the academic staff grading centred on a pass mark, which earned them a 

reputation as hawkish markers. 
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Figure 2.5: - 4th BDS - Trend of clinical grade allocation in 2000. There was a  
 
general trend for higher grades but these were not consistent amongst the tutors. 
 

 
 
 
          The trend is that four of these tutors would not give grades below 3 that is, one 

which is a borderline or marginal fail and which is compensatable.  These four would 

also tend to give grades that were higher than those of their other two colleagues. Tutor 

3 has the lowest variation in distribution. 

Figure 2.6:- 4th BDS – Spread of clinical grade allocation in 2009, which 

demonstrates the closer grouping around the median. 
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The change in grade allocation after tutors had been shown more detailed descriptor 

information was marked.  The slope of the trend was not as steep although still 

weighted to the higher end of the scale with only tutor 3 showing a now horizontal 

distribution 

Figure 2.7:-  4th  Year BDS  this plot for the five tutors of this year showing in  
 
2009, as with the 3rd BDS, a much closer grouping of the trend for clinical grade  
 
allocation. 
 

 
         The portfolio system instructions also moved the responsibility of getting grades 

from senior supervising staff to the student. The dialogue in the manual ‘Grading and 

SCOT Sheets - How to Use Them’ explained that constant devolution to the junior staff 

may produce a pleasing series of grades but these staff had a limited frame of reference 

and these grades would not necessarily be reflected in the final clinical grade for the 

semester. Sufficient leeway for subjective or contrary allocation of marking remained 

with this system so that the mark sheets were redesigned and a simple marking system 

evolved. The final format of this sheet had a column allotted for the allocation of 

complexity for the tooth that was to be extracted.  

Complexity 1 was described as an extraction for which a pair of forceps only would be 
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necessary for a qualified practitioner to extract the tooth.  The medical history would be 

uneventful and the patient compliant. 

Complexity 2 would be awarded for a tooth for which hand instruments other than a 

pair of forceps must be used; or with a complexity of management in the medical 

history or a patient who required overt management to complete the task.    

Each stage of all the procedures carried out in the casual exodontia clinic were listed so 

that it could be graded with  

a tick – that the student could independently carry it out,  

a cross – that the procedure was not carried out wholly by the student.    

These descriptors were limited but deliberately so.  For each patient episode, they 

revolved around a simple question – could the student carry out this procedure to the 

BDS standard independently - yes or no. This allowed housemen with a limited frame 

of reference to give a value judgment more easily within their experience.  

          The sheet was two-sided and feedback from the tutor was introduced at this point. 

It was arranged to give both the student and staff an opportunity to reflect upon, discuss 

and record the reasons for their performance and the clinical session university grade 

was then to be recorded.  

          This meant the clinical work might still be given a high University grading if the 

performance was that which was expected of the student given the stage of their 

undergraduate career that they had reached.    Because each step was graded it gave the 

opportunity to see the progress longitudinally and also vertically.  It would be easier to 

collect this data on Excel than the previous evolving sheets, which had had to be 

collated manually. The sheet should over the years change from being populated by 

crosses to being full of ticks.  The grade based on their stage of development would 

reflect their peer group standing and as ticks increased it should be motivational. 
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          If tutors were reluctant to engage the formal ‘Professionalism Marks’ system then 

there was an ‘Alert’ box.  When the sheets were reviewed at the end of the semester it 

would become apparent if there were several of these which may precipitate ‘cause for 

concern’ which would have otherwise, gone unrecorded.  

          It seems a given that student feedback is often negative probably because, during 

their undergraduate career, there are few opportunities for them to vent their frustrations 

about the course in an anonymous fashion. They were inevitably critical and wanted 

‘more’ but from the statistical feedback it was evident that there was a lack of 

engagement with the manual form of material. Even so, the students were asked if the 

clinical information they received had been standardised across the groups. They were 

asked to score on a five point Likert scale. The trend is minimal but it is to disagree; 

they thought it had not been standardised, independently of gender.  

Figure 2.8:- Entire 5th BDS cohort 2011 broken down by gender response to the 

question “Was the teaching standardised across the different groups”. This was 

recorded on a 5 point Likert scale as 1 = strongly agree to 5 = strongly disagree. 

The trend for males showed that they were equivocal about standardisation but 

females and the year as a whole had a slight trend to report that standardisation 

had not been achieved.  

 

0	  

5	  

10	  

15	  

20	  

25	  

strongly	  agree	   agree	   neither	  agree	  
nor	  disagree	  

disagree	  	   strongly	  
disagree	  

Entire	  Year	  

Male	  

Female	  

Linear(Entire	  
Year)	  
Linear(Male)	  

Linear(Female)	  

N
um

be
r o

f s
tu

de
nt

s i
n 

ea
ch

 L
ik

er
t g

ro
up

 

←5 point Likert scale of agreement 



i.  - 42 - 

                What are the benefits of standardising the undergraduate material? The 

students have a reputable source that needs no ‘translation’ to the Dundee Oral Surgery 

teaching method and that can then be related to wider ideas. Staff should see this 

approach, not as constraining, but as an opportunity for growth. Once the methodology 

is agreed and standardised there is a basis for developing innovative teaching. 

          The grading system is not being correctly applied ‘I think it's unfair when we get 

referrals from GDPs for difficult extractions. And when we are unable to extract it by 

ourselves we get a bad grade.’ The difficulty should be taken into consideration.  

Inclusion of a presentation explaining the oral surgery marking system, to the dental 

foundation officers (DF) and senior house officers (SHO) during their induction week, 

would be a first step in solving this problem. 

 

2.2 Standardisation. 

In the 50s Bloom devised three domains to which educators should direct and organise 

their teaching.[35] These were i) cognitive ii) affective and iii) psychomotor and 

mooted that these should be encompassed and applied together.  This should exercise 

balanced assessment in the use of the skills of the taxonomy. 

“Globalization has pushed standardization into the limelight making it become not only  

desirable, but also necessary ……………….. a tool that fosters innovation“. [36]   

So it was self-evident that standardization was called for if these objectives were to be 

accomplished uniformly by tutoring staff. The different staff would need varying 

degrees of support to accomplish this. Here was an opportunity to introduce 

Blueprinting ‘the process of aligning the learning outcomes, learning and teaching 

method and assessment criteria used for evaluating clinical competence/performance’ 

and that this chance to standardise was also a chance to Blueprint the DUDS oral 



i.  - 43 - 

surgery curriculum.   [37] 

          The core Oral Surgery clinical skills and common clinical skill, for all years, were 

presented as SOP manuals de novo. There was no precursor documentation as this was 

the first time that this information had been presented in this way to the student and 

staff bodies.  

          In the first clinical year, BDS students have a great change from regular  

whole-year didactic teaching to regular small group teaching. Considerable organization 

was needed to provide support material to make sure that each group had a similar 

teaching experience within a greatly variable clinical scenario. They also changed from 

mutual support to an activity that was now competitive. This was important for these 

credit-bearing activities. 

          When the Virtual Learning Environment (VLE) became available in 2004 at 

DUDS a different type of thinking was needed for its use to move from paper based 

material which had been presented in hard copy to the students to a virtual interactive 

space. The possibilities of this technology were not fully realised and the change was 

not used to its full advantage.  Initially the paper technologies were merely transferred 

to this easily accessible, cheap and infinitely available source. There were also the 

inevitable time constraints of developing and putting new ideas onto the site.   

Incrementally standardised teaching material was developed and included. 

o course manuals; 

o video adjuncts; 

o modifying the existing tutorial system; 

o piloting improved modelling for exodontia (see the chapter on Thiel Bodies)  

The uptake and usage of the above from the VLE could then be monitored with 

Statistics by Blackboard Learn™ to determine whether the students were taking 
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advantage of the opportunity to use the new material. 

 

2.2.1 Course Manuals. 

A constant theme from the students is that they want teaching material on the clinics 

when there are a reduced number of patients.  It is of course significant that there is 

material for suturing practice on the clinic but it is set-up to be self-starting. The 

students need to be spoon-fed and have this material presented as a bench exercise. 

There is an OSCE / SCOT for this activity and could be completed. The number of 

OSCE / SCOTs completed in each year is numbered in the handful. The use of this 

material might increase if there were a negative outcome if not completed.  The other 

problem is staffing, these activities are staff intensive and even with a couple of bays 

active there may be no one available to assess these activities. Another method has to be 

devised and this may be peer teaching and assessment. 

          There is no University computer access on the clinic so that short exercises, 

clinically based and supported by the manuals are impossible to organise to be available 

as a ‘dip in and out’ exercise, supplementing quiet times. 

          The basics in these manuals are not fulsome but are necessarily their first source 

of information. New ideas of presenting this information need to be explored.  This 

should include material for the web for their iPods and iPhones.  The social sites are not 

necessarily a stage for this, as they seem to use them, as the name suggests as social 

communication and work is not accessed on it.   

          They also want teaching on Couplands; Different methods of teaching this have 

been planned including a ‘claymation’ cartoon.  The alternative methods have to be eye 

catching otherwise from the Statistical Usage tracking it is evident that they are not 

used. They have asked for this to be included with the Thiel body teaching.   
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Previous years have asked for a mixture of Thiel and clinics and as all bodies are now 

so preserved this good idea may be possible in the future. 

The aim of providing this material was to give a constant quality of delivery to allow 

comparison of students’ clinical performance across the many tutors. The information 

was to be a default ‘gold standard’ for undergraduate teaching in oral surgery clinics. 

Sixteen manuals (one as a mirror image for left and right) and one, as a set of five mini-

manuals were produced to address the teaching and dissemination of information 

aspects of the course. 

o 2nd BDS – Oral Surgery Clinical Activity Tasks - 5 mini manuals  

o 2nd BDS – Introduction to Extracting Teeth - Oral Surgery Summer School 

o Right handed  

o Left handed 

o Using the suction Unit / How the Chair works / Equipment Storage in OS 

o Dry Socket – pathogenesis & treatment 

o Patient Scenarios To Practice In The Clinical Situation 

o The Grading System - how it works and how to use your portfolio. 

o This manual was the same for both 3rd & 4th years.  

o 3rd BDS - Clinical Protocols – 

o 3rd BDS Tutorial manual 

o 3rd BDS Lecture Outlines 

o 3rd / 4th /5th BDS - 10 OSCE or SCOT checklists for clinical use 

o 3rd / 4th BDS Surgical Dentistry 

o 4th BDS Irregular Forceps, elevators and luxators 

o 4th BDS Tutorial Manual 

o 4th  BDS Lecture Outlines 



i.  - 46 - 

o  

o 5th BDS Outreach manual 

These were uploaded to the University’s student VLE – ‘My Dundee’ Black Board 

using it as a hub for the management of teaching and learning throughout these years. 

The year specific manuals were written to explain the clinical skills that they were 

expected to attain at each stage of their undergraduate career and Blueprinted to the 

Dundee Dental School’s curriculum, which mirrored the GDC learning outcomes. 

They would explain SOPs and unify the departmental teaching. But only if they were 

used. Because of the apparent difficulty for all staff accessing the manuals, ‘bench 

book’ hard copies were put into the department for them and in addition printed off on 

individual request. 

          Data on use of these manuals was collected for the first seven months of 2014.  

The facility had been running for some years by then and was well known to the 

constantly reminded students. They knew they were expected to use it to supplement 

their clinical and academic activities.  This cohort was likely to give a true a picture as 

any of the extent of use of this material. The software allowed the tracking of the use of 

its content by each student so that student access could be monitored and the findings 

will be presented. 

 

2.2.2 Comparisons of VLE Usage Across the Academic Years. 

The summer school gives our students the first taste of mannequin and hands on 

dentistry, for some quite literally, with the introduction of Thiel cadaveric teaching.  

This access site was always well investigated by the students. Not all groups in all years 

were accommodated in the morgue and, from feed back, the students seemed to like this 

activity so were keen to see if they were chosen. 
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Figure 2.9:- 2nd BDS Thiel venue allocation. Site hits 16/01/2014 - 15/07/2014. The 

students seem to use the VLE as a source reference rather than downloading the 

information to their own device. There are constant hits throughout the course. 

 

           

 

 

 

 

 

           Those Intercalated Clinically Related Activities (ICRAs) that had been 

introduced during the first two pre-clinical years have been a peep into the clinical 

world but this is their first real exposure when they can apply their academic knowledge 

to the clinical situation.     

 

Figure 2.10:- 2nd BDS clinical manual usage. Site hits 16/01/2014 - 15/07/2014. 

 

Compared with usage of the 4th year Surgical Dentistry Manual the use of these two 
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manuals was concentrated over the months of the course and then falls fallow for both 

these years.  It is similar in use to the Surgical Dentistry manuals usage of the 4th years.  

 

Figure 2.11:- 4th BDS surgical dentistry manual usage. Site hits 22/08/2013 – 

29/11/2013.  The manual is well used during the course but not afterwards. 

 

 

Figure 2.12 - 3rd BDS tutorial manual usage. Site hits 16/01/2014 – 15/07/2014. 

This shows that the hits on some days exceed the number of students so some 

access the site more than once. As with other VLE material students do not 

download the material but access it many times. 
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Figure 2.13:- 2nd BDS OSCE check-list usage. Site hits 16/01/2014 – 15/07/2014. 

This, like the 3rd BDS manual, is used as a readily available reference during the 

course.   

 

 

          Compared with the tutorial manual, which is used constantly during the year, it 

seems to show that students only accessed this VLE form of information when it is 

imperative. 

          Both the clinic manual and the OSCE checklist manual were well used. It was 

intended that these manuals would be down loaded and some students had done this and 

printed them out bringing them to the venue. It is significant that some students access 

the site on several occasions.   As this anomaly was repeated throughout the years it 

suggested that a better explanation in the manual and lessons on the use of Black Board 

were needed.  Down loading the manuals would significantly speed up the access and 

allow it permanently when the DUDS site is not always available.   
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2.2.3   2nd BDS – Oral Surgery Clinical Activity Tasks - 5 Mini Manuals.  

These were trialled with my groups. They helped when dividing what were unwieldy 

16/17 student sized groups into manageable numbers by giving constructive self-

teaching tasks for skills they would need in the coming clinics. Whilst the divided group 

pursued these, the mannequin teaching could be directed at a few students at a time. 

These were never uploaded to the VLE but taken to the clinical area to be used in the 

seminars.  

 

2.2.4   3rd BDS and 4th BDS - The Grading System.  

An overall grading manual [disc] explained to the students the system and could be used 

to discuss with the supervising tutor the grade being given.  It also gave them the 

responsibility of collecting their grades for the case and session then they could begin to 

be responsible for recording information critical for their success.   

 

2.2.5 3rd BDS - Clinical Induction Course (CIC).  

This two week course is a reiteration of the material taught in the ‘Summer School’.  It 

also introduced the activities complimentary to extraction. Not least the need to 

constantly check with self, patient, notes and supervising staff that the correct tooth was 

being extracted.   

 

2.2.6 3rd BDS Lecture Outline Manual.  

Then the lecture outlines [disc] for 3rd and 4th years were similarly addressed and 

extended to give preparatory guidance prior to the lecture being given.  

The access to this manual was tracked on Blackboard. 
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Figure 2.14:- 3rd BDS lecture outlines usage. Site hits 23/09/2013 – 23/02/2014 and 

there is a constant use of this during the semester. Again daily downloads exceed 

the student role meaning the manual is accessed several times a day by the same 

student. 

 

 

Figure 2.15:- 3rd BDS lecture outlines manual usage. Site hits 23/09/2013 – 

23/02/2014 by Hour of the Day & Day of the Week. The use is greatest for Monday 

– Wednesday and grouped in the afternoon until the late evening. 
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The use of this manual prior to the approaching examinations suggests that the 3rd BDS 

year have used it to revise. The midweek peak must be timetable driven as it is a 

repeated feature in the usage statistics and not surprisingly the long weekend is given 

little to study. The frequent access suggests the necessity to change this format would 

be low. 

 

2.2.7  3rd / 4th /5th BDS 10 OSCE or SCOT Checklists for Clinical Use  

These sheets structured the assessment of each ‘mini’ skill carried out during clinical 

activity.  It gave a standard operating procedure upon which to base the grade awarded 

and to structure feedback so that the student and staff could appraise the skill and 

discuss their abilities and any improvements that would enhance their skill base. 

 

2.2.8 4th BDS Lecture Outline Manual   

The access to this manual was tracked on Blackboard. 

Again it shows that their favourite time to study is mid-week and mainly after lunch, 

because they are on a clinic in the morning, and until midnight. 

 

Figure 2.16: - 4th BDS use of lecture outline manual usage. Site hits 01/01/2014 – 

30/06/2014 where there was a high peak use at the beginning of the lecture series.  
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Figure 2.17:- 4th BDS lecture outline manual. Site hits 01/01/2014 – 30/06/2014 by 

hour of the day & day of the week.  

 

 

 

2.2.9   3rd BDS Tutorial Manual and 4th BDS Tutorial Manual   

          The tutorial manual introduced an interactive system in which they were expected 

to participate fully. I devised what would be a different form of tutorials to make them 

more interactive in both the 3rd and 4th years.  Previously they had turned into 

‘lecturettes‘ when students felt they had no defined role except to turn up.  They had 

little or no interaction and when, frequently, lulled into answering honestly admitted 

that they had not read anything around the topic or directly for the tutorial. 
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The 3rd year groups were rostered to present a general overview of the topics, which 

were centred on ten subjects of 3rd year core material. They could concentrate on a 

small part that particularly interested them. A series of hyperlinks of recent papers 

relevant to the seminar topic were listed in the tutorial manual. 

o Cross infection control 

o Influence of the medical history 

o Examining patients 

o Medical emergencies 

o Indications for Extraction 

o Complications of Extraction 

o Local Anaesthetic Techniques 

o Haemorrhage and its control 

o Management of the dental abscess 

o Pain control in dentistry 

The tutorials were given by the students. A presenter then had two special questions to 

which they presenter had to provide detailed written answers and email to me. This 

format’s task involved me writing 200 ‘snippet’ questions. I appraised the emailed 

answers, redacted obvious errors and pasted these unattributed answers against the 

question in the Blackboard manual any references and hyperlinks they used for the talk 

and answers were also to be added.  So that as the year progressed they had an 

accumulating dossier of fact for each topic for all to use.  They were invited to peer 

assess and improve the answers themselves. 

          The idea was that the seminars were to be given by the students. They are 

expected to have investigated sufficiently to present a topic in 15 minutes. It was hoped 

that this method would drive itself and be a source for revision and using the 20 
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questions at the end of each topic students could be use it to test themselves once they 

thought they had learnt enough to enter the exam diet. Some questions required 

investigation of fact and others were more of a problem solving exercise for the 3rd 

years. They were to produce a presentation that would engage their colleagues in the 

group.  They could make up a game, use a flip chart, or whichever teaching methods 

they chose. Some students went beyond a predictable Power Point presentation.  There 

were games and crosswords, which really engaged the whole group.  This pointed the 

way in which the tutorials could be taken – and these students seemed to be the natural 

teachers. The semi-didactic events inevitably involved provocative action from the tutor 

– some students found it difficult to engage their colleagues.  

 

Figure 2.18:- 3rd BDS tutorial manual usage. Site hits 03/01/2014 – 02/07/2014. Not 

surprisingly this has a constant use throughout the time they ran. The two peaks 

are difficult to attribute to any circumstance. 
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Figure 2.19:- 3rd BDS tutorial manual usage. Site hits 03/01/2014 – 02/07/2014 by 

hour of the day and by day of week.    

 

           

 

 

 

 

 

           

          To give some form of motivation and censure missing answers in 4th year 

tutorials the (lack of) professionalism system could be used - a useful tool because non-

contributors would still have access to everyone else’s work – not professional.  I felt  

that it would be churlish of individuals who did not contribute to gain from others 

efforts.  

          Although difficult to assess, presentation skills at this stage and the desire to 

interact was difficult for some students, the need for censure was backed by the 

conclusions drawn by that if not assessed the students paid little heed to an activity.  
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These tutorials covered 

o Prescription writing  

o Suture materials and techniques  

o Surgical dentistry  

o The Tempero-mandibular joint  

o Biopsies 

o Maxillo-facial trauma 1: Fractures of the Zygoma  

o Maxillo-facial trauma 2: Fractures of the Mandible  

o Oral Cancer  

o Diagnosis  

o Letter Writing  

o Venepuncture – (this topic was added as a ‘filler’ for slow clinic days and as 

revision. It was not included in the formal tutorial round). 

These, with its incumbent 220 questions, included at the end of some of the topics were 

extra questions for self-teaching and role-play for time in the clinic when there was a 

dearth of patients. This was intended to hone their clinical and problem solving skills 

when dealing with everyday untoward scenarios, which happen in the clinic. 

          The whole group was expected to have read the two papers. One rostered student 

had to give an account of them in about 15 minutes. This allows time for group 

discussion and analysis and their critical appraisal of the papers. The exercise should 

drive itself and be available to the students for revision.  Starred papers could be used as 

a question source in the examination 

These critical analyses were attached, with the abstract, for all to use on the Blackboard 

manual. 
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          However the next year it was felt that as these topics were covered didactically 

and here was an opportunity to Blueprint to the GDC learning outcomes and instead, 

use the time to inculcate “Critical Analysis”. So critical analysis skills were introduced 

to the 4th years. It is a condicio sine qua non that people don’t like change. There was 

resistance to some of the papers chosen. But the point being that the academic worth of 

the paper was to some extent irrelevant, for it was learning to critically analyse that was 

paramount.  It was serendipitously fortunate that core didactic material and the previous 

tutorial topics could be included and enhanced. They usually appraised two papers – 

unless long then it was reduced to one. 

            Again it involved selecting 200 papers this time!  Which meant I read many 

more. Time constraints meant help was sought from the lecturers who gave the didactic 

lectures that were paired with three tutorial topics. Blueprinting for some was direct but 

others were quirky, humorous or oddly interesting. Anything to engage a group of 

students’ interest and get them to understand the concept and effectively carry it out.  It 

could be argued that papers from any discipline could be used for this activity. 

Not one of the students accessed this manual January to July 2014 although it was 

readily available on Blackboard. 

 

2.2.10   4th BDS Surgical Dentistry.  

         The Surgical Dentistry course demanded a manual [disc] to explain in 

considerable detail the basics of simple dento-alveolar surgery. This I produced and put 

onto the VLE. 

          The OSCE was reorganised from an unstructured viva to a six station written 

question and answer event. One station remained and was for assessing suturing skills. 

It was manikin based with a soft silicon cover to replicate the mucosa over the model 
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teeth. This was where the DVD of suturing was used to support the teaching of the 

course and provide a revision aid for the students. All the students did access this during 

the time of the course but there is no way of knowing if they downloaded it. (Figure 

2.11)  But statistical tracking showed that they never looked at it again in the time frame 

01/ 01/2014 to 30 / 06/2014 even with written examinations looming.    

            Here is a completely different pattern of use. It is supposed that they all 

download the manual which would be expected, allowing use during the course 

practical Op-Tec laboratory sessions, but looking at the statistics it can be seen that 

some open it multiple time and supposes that they do not down load it.  This may 

account for some of the difficulties they have during the practical sessions without a 

manual to guide them. Sharing is not a good option. 

 

2.2.11  4th BDS Irregular Forceps, Elevators and Luxators 

          The use of elevators and luxators was now included in the surgical dentistry 

course. There had been no place for its formal inclusion before.  The hand instrument 

usage had been taught ad hoc as had the use of non-standard forceps. 

 

2.2.12  5th   BDS Outreach Manual. 

          A final year students’ manual guided them to the many venues and explained 

clinical skills they were expected to acquire which they had not often encountered ‘by 

the way’ or even seen in the Dental Hospital.    

It included 

o Minor Oral Surgery planning.  

o Revision of surgical planning 

o Revision of extra-oral examination vis-à-vis the cranial nerves. 
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o Alternative modes of local anaesthesia for inferior dental nerve. 

o Ninewells Hospital - GA theatre etiquette, Sterile gowning and gloving and 

GA trays 

Last but not least  

o Routes / transport to the outreach venues.   

o And an encouragement to view or visit the Maggie Centre designed by Frank 

Gehry who was responsible for the Guggenheim Museum, Bilbao and the 

Walt Disney Concert Hall, Los Angeles. 

            This manual still had very few hits.  It took some time to make them realise that 

the manual exists.  It seemed that there is little interest in accessing this information in 

this form.  There were only 11 hits January to July 2014.  I only recently tracked down 

one of the problems; on Black Board the students now have a specific Oral Surgery 

folder that is so entitled.  Unfortunately this was added when there was already work 

uploaded into the folder entitled Special Clinics.  So the students opened the Oral 

Surgery folder and found – nothing.   

 

2.2.13 Updated Adjuncts to all Year’s Manuals. 

          Upon realising some more of the possibilities of the VLE - I was able to include 

hyperlinks into the manual, which gave an added dimension to the format and source of 

information.  

         I have made and uploaded ‘How to’ 3 minute ‘goldfish’ videos for the summer 

school  

o Extracting FDI 22  UL 2 

o Extracting FDI 24  UL4 

o Extracting FDI 36  LL6 
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o A longer video ‘Principles of Suturing’ was made for the surgical dentistry 

course in the 4th year  

o Two revision power points for surgical dentistry were uploaded but neither was 

accessed 01/01/2014 to 30/06/2014 or over the examination period.  

 

 

          A huge amount of work and time is expended in total for the little use the students 

make of it.   
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