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  CHAPTER 4 

Exodontia Adjuncts to Clinical Teaching –The Thiel Cadaver Experience. 

 

4.0 There must be something better than a pig’s head!            

          In oral surgery exodontia verisimilitude is difficult to model.  The historical 

models have been from the abattoir or as a mannequin simulator.  The experience is not 

comparable and does not give the transferable skill that is sought, even at this early 

stage. Looking to modern technology – haptics or Virtual Reality Simulation (VRS) - 

do not currently offer a model, although investigation and recording of extraction torque 

forces have used this technology. [44] 

           Ultimately the student can watch an extraction demonstration given by a lecturer 

but this still lacks that one element, the operating feel of an extraction. To comply then, 

with the ever more demanding GDC guidelines becomes difficult.  

          Assessing their ability to fulfill this regulation can be done by testing their ability 

to select the appropriate instruments for the operation and for them to demonstrate an 

extraction on a simulator model.  But which model can this learned and then tested on 

and should they be the same model? The old ‘hands on’ with no other prior practice is 

redundant and abattoir animals are no longer culturally acceptable for religious or 

philosophical reasons. In addition the process of mechanically recovering meat leaves a 

head with little teaching tissue. Also they have to be disposed of in a prescribed manner, 

which adds to the cost. The DUDS technician who usually organised all this has not 

been replaced after retiral so disposal problems now make it an even more inappropriate 

model. The mannequin is of limited value it being realistic in form and much of the 

procedural elements can be assessed using it, but it bears little resemblance to the 

sounds and ‘feel’ of moving and removing a tooth in a patient.  This very limitation in 
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its qualities and because the life situation is so different it may be argued that 

assessment does not fulfill the GDC criteria. 

 ‘Students must provide patient care only when they have demonstrated adequate 

knowledge and skills. For clinical procedures, the student should be assessed as 

competent in the relevant skills at the levels required in the pre-clinical 

environments prior to treating patients.’  GDC Standards for Education: Current 

Requirements (2014). 

Students like a model upon which to practice so that they can undertake treatment with 

some experience, no matter how small, upon which to base their clinical actions. 

            However in addition to basic working methods they need confidence, not in the 

least to work in front of their colleagues. “I don’t want to look an idiot” [45-48].   

Cadavers have long been an educational tool acting as the silent patient and silent 

teacher. Brenner explains that there are no viable alternatives as cadavers have distinct 

properties. [49] Performing surgical procedure on the cadavers may help provide 

minimal familiarity with techniques and so build confidence. Since anatomy legislation 

now allows for cadaveric practice of surgical procedures rather than only routine 

dissection, the use of the Thiel embalming technique was explored by the Dundee 

Centre for Anatomy and Human Identification (CAHID) to replace the traditional high 

formalin method.  This technique was researched and perfected over 30 years by Walter 

Thiel (1919 – 2012). That it was not used greatly to start with can be attributed to the 

work being published (1992) in German after his research post war. [50, 51]  

           He donated the method to science and did not patent it; its advantages saw its 

uptake and use in Dundee. The formaldehyde/formalin used is in low concentration 

0.8% (usually 35%) to fix the tissues; the water based salts solution contains boric acid 

& chloro-cresol for disinfection, ammonium & potassium nitrate, sodium sulphite, 
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ethanol and ethylene glycol emulsified by morpholine. 

Trials of the suitability of use of Thiel embalmed bodies were carried out in 2009 by 

CAHID. The success of this promoted the progress to total Thiel embalming. By 2012 

all the cadavers were so embalmed and the unit could hold 90 cadavers which increased 

to 110 in 2013. [52] The cadaver is pale with life-like flexibility, a soft fix, with a low 

odour. Looking like waxwork dolls waiting to be painted, they appeared to be an 

excellent model to train undergraduates prior to working on patients with these 

advantages: - 

o The soft tissue is compliant and as supple as ante-mortem tissues 

o The hard tissue robust 

o The ‘patients’ are uncomplaining 

o They last indefinitely, for years – there is little smell as they are bacterial disinfected.  

o Are not too expensive and now relatively plentiful. This pilot charged £200 per 

cadaver session to use and did present some organisational difficulties.  

o It has much more of the ‘feel’ of a live extraction than the mannequins in part because 

it involves the student having to handle the facial curtain and temporo-mandibular joint. 

o Now they can be seated instead of supine– although this possibility has not yet been 

explored. 

There are disadvantages 

o There is superficial desquamation so they loose hair, which is off putting as 

eyebrows, beard and scalp hair can brush out in tufts during working.  

o The epidermal structures deteriorate as the cadaver ages. 

o The ‘feel’ is not exactly the same as in life  – deterioration in periodontal membrane 

gives a slightly easier extraction.  

So far the cadavers have been presented on trolleys, which are too high or low for 
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some of the students. 

The morgue at Dundee was to run pilot studies using cadavers embalmed using the 

Thiel method.  It embraced all disciplines and asked for an outline of a feasibility study 

for their use from in the Medical and Dental School. The Oral Surgery exodontia pilot 

was one such chosen.   

           It was questioned if teaching extractions on Thiel bodies crossed the line of 

acceptability with all its overtones of Holocaust desecration.  The majority of students 

are probably too young and distanced from the events of World War 11 to have any 

appreciation of this; and such is the narrowness of their education because of the 

demands of high grades for University admission there is little time or motivation to 

explore outside their core subjects.   Culturally some groups have a longer memory. 

 

4.1 3rd BDS Summer School Thiel Pilot 2011. 

          Before committing the department to timetabled future wholesale use of these 

cadavers, ethical approval to work with the Thiel bodies was sought for a pilot study to 

identify the possibility of students carrying out routine extractions from these cadavers 

with the transition years in the Summer Schools of 2011. This material was to be used 

as an adjunct to the 3rd year Summer School Introduction to Clinical Skills (ICS) course 

teaching in 2011.  

          It was an opportunity to assess the teaching model and explore the possibility that 

Thiel cadaveric extraction is a good method to teach and test the competency required 

to perform simple dento-alveolar extractions prior to treating patients. It was hoped that 

it would give the student ‘hands-on’ experience to prepare for the real thing. 

These sessions had a licensed anatomy teacher, from CAHID, present to observe 

cadaveric practice in accordance with the Human Tissue (Scotland) Act 2006. The year 
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(77 students) was split into two cohorts. Forty-six to be instructed and taught only in a 

clinical setting using a Frasaco™ mannequin propped up in a dental chair. With the 

routine course of these two clinic sessions dedicated to forceps identification, 

mannequin demonstration and practice. The model has upper and lower arches of metal 

teeth in a moulded rubber base.  Some student groups were discouraged, by the tutors 

teaching these groups, from extracting the metal teeth from the rubber base of the arch 

model in case it wore out the models.  They have now been in use for over ten years.   

          If possible, they were to witness a member of staff carrying out a patient’s 

extraction. Not all of either of the groups was able to see an extraction; patient numbers 

and the patients’ wishes prevented this. They were also introduced to the protocols in 

the department when extracting teeth and the layout of the clinic, resuscitation 

equipment etc. 

           The other cohort (n = 31) were timetabled for the Thiel experience.  These were 

large and I subdivided them into three groups of eight students and one of seven; each 

group attending for 1 to 1½ hours. These thirty-one students were randomly selected by 

virtue of the coincidence of the predetermined timetable and when the bodies were 

available.  Similarly I split the groups when they had their one session with me in the 

clinic.  The surgeries are small for such large groups and each year there are students 

fainting when the whole group is shoehorned into one surgery for demonstrations.   

          In the anatomy session the students were allocated to the bodies, ad hoc, in the 

dissecting room. These cadavers were in varying states of facial surgical dissection. The 

Medical School had used them for different procedures but if it was below the clavicles, 

this had no bearing on teaching exodontia; however undergraduate dissection and 

surgical procedures – parotidectomy, temporo-mandibular joint surgery, bicoronal flaps 

did affect the amount of tissue left. One cadaver in this pilot study had considerable 
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facial tissue loss affecting the normal architecture over the middle and lower thirds and 

consequently the ability of the students to practice soft tissue management was 

constrained. 

          The students were familiar with this method of body preservation for they had 

practiced administering simple different regional anaesthetic techniques. Scenarios were 

composed [disc – (manuals x5)] to try to get the students to respond to the cadaver as a 

person. These scenarios included a demographic for the patient, a brief dental and 

medical history and a treatment plan. This gave the opportunity to revise local 

anaesthetic choice and they could explain the route of anaesthesia for the teeth to be 

extracted. They were familiar with the Fédération Dentaire Internationale (FDI) 

notation. They had had a lecture and group clinical tutorial on dental forceps design and 

use. Based on this and the course manual they then had to decide the correct forceps for 

the extraction. There were eight pairs of forceps - Lower 73; 74; 74N; 136   and   Upper 

94; 95; 135; 29. From these they had to select the best beak design with any special 

adaptations including the handle shape and profile, to fit the anatomy of the tooth to be 

extracted. 

Figure 4.0 :- A group of students discussing which pair of forceps would be best to 

use for the tooth they have been asked to extract from a Thiel body. 
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This was a first for me. I have never seen groups of students discussing and relating 

forceps to dental anatomy like this.   

They were to explain to the tutor and the group before they carried out the extraction:  

o Why they had chosen the forceps 

o How they would apply the forceps 

o How they could protect soft tissue and joints 

o The first movement, consolidation and  

o Second movements necessary to extract the tooth 

Whilst supervised by the oral surgery lecturer and watched by their colleagues, who 

were encouraged to give helpful advice, they then extracted the designated tooth. 

 

Figure 4.1:-  A still frame (left) from the video of students extracting Thiel teeth 

demonstrating  my ‘hands on’ teaching with the student being guided and then a 

later frame (right) with the student attempting extraction on their own. 

 

          After this trial the feelings of all 3rd year students who had been the cohort in the 

2011 ICS Summer School, were asked to feedback after they had extracted their first 

tooth. They were asked to assess this in the first 9 weeks of the first 2011-12 semester 

once they had extracted a tooth.  A two-sided questionnaire for those who had and had 



 -  92 -  

not used a Thiel body [Appendix 4.0, 4.1] was placed in their portfolios so that they 

could be answered by every student.  

          The questionnaire was designed to accommodate both those that had the 

opportunity to use the Thiel cadavers and those that had not.  The questions were in a 

simple binary format, yes/no, except for the confidence level when a Likert scale was 

used.  There was a free text box for any constructive comment to be added by them.   

At the end of the ICS summer school the students had a gateway examination using 

multiple discipline OSCEs. The oral surgery OSCE procedure was that described in 

Chapter 2 for validation of the checklist.  

 

4.1.1 Thiel Extraction Preparation of 3rd BDS Students 2012, 2013 and 2014. 

          This format of 2011 was then carried out in the following years. The groups of 

students were divided again by timetable in a random manner.  The course ran 

identically to that of the pilot study. The first week was held in the oral surgery 

department with mannequin teaching and demonstration. The second week was spent 

with the Thiel bodies except for some groups who could not be so accommodated which 

meant they had two clinical sessions. The same questionnaires were completed by 

successional 3rd year groups. By 2014 cadaver availability was unlimited and the 

dentition and cadaveric quality was very good.  

 

Figure 4.2: - Numbers of Students Using Thiel Cadavers by Year. 
 

2011-12 31 
2012-13 39 
2013-14 58 
2014-15 44 
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4.2 Questionnaire for Thiel Extraction in 4th year and 5th BDS Students in 2011. 

Within the same 9-week period the 4th and 5th year students in 2011 were also asked to 

conjecture how they felt about using this method of teaching. Of course none of them 

had had the Thiel extraction opportunity, but they had encountered this embalming 

method during their dissections in the first two years. They were asked if they thought 

that this experience would help when acquiring early experience of extraction. The 

questionnaire was minimally modified to use for this with some of the questions being 

identical, for example, all years were asked if these cadavers would be acceptable 

culturally, morally and aesthetically.  

 

4.3 Feedback and Evaluation of Attitude to Thiel Extraction in 3rd BDS Students in 

2011-2013. 

4.3.1 2011.   

          There was a 65% (50) response rate from the whole 3rd year. None of these 3rd 

years had any moral, ethical or cultural objections to using these bodies. Given our 

diverse student population this was an unexpected finding.  

          By Christmas 2011 39% (30) of 77 students in 3rd year had taken out a tooth 

within this time frame. Sixty percent (18) of these students had not been tutored with 

the Thiel bodies and 40% (12) had. They had the same clinical exposure; the only 

variable was the availability of patients.  
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Figure 4.3:- 2011 - 3rd BDS students confidence level at their first extraction.  They 

were asked to score their feelings on a  5-Point Likert scale which graded their 

confidence from very low to very high. Only the non-Thiels allocated a score to 

very low the majority ambivalent about their confidence. The Thiel candidates had 

the highest (70%) score of all, in the low category. Was this because they had 

insight into the difficulties? 

 

 

           

          There was no apparent difference in the trend of the scores of confidence levels in 

the Thiel or non-Thiel groups, weighted for lower confidence, although one from the 

Thiel group commented positively that it did give them confidence.  

          Of the Thiel using group, 90% (16) felt it was very like an extraction on a patient 

and not unexpectedly 83% (15) found it more difficult in life.  So 17% (2) must have 

felt that the two systems were the same. Ninety four percent (17) felt it was a good 

method to learn the mechanics and use of forceps and 83% (15) appreciated the 

opportunity to manage soft tissue. Only one declined to extract a tooth but still wanted 

to be there and watch. Another ticked the procedure as unaesthetic. One hundred 

percent of them thought that everybody should have the opportunity to use a Thiel body 
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and they made supportive comments. 

o ¨ Why wouldn’t you want to go back and practice? … Thiel body user (T) 

o ¨More attempts at extraction on the Thiel” (T) 

o “Love to have done more” (T) 

o ¨Experience was very useful”  (T) 

o ¨Gave me more confidence – getting the feel of hand placement “  (T) 

o ¨Thiel experience was very beneficial.”   (T) 

o “More attempts at extractions – only did it once and would have loved to have done 

more.” (T) 

o “Practice on multiple bodies with different landmarks”(T) 

o ¨A mixture of Thiel and clinical during the term to make people feel more confident 

before first extraction.” non-Thiel body user (NT) 

o I believe a Thiel extraction might provide us with better preparation (NT) 

This idea of integration across the 1st two clinical years would be ideal although 

difficult to institute.   

          At last students discussed the form of the forceps design and use.  When I realised 

that they just learnt forceps numbers on the handles and I had covered them over with 

tape for the Thiel body exercise, ICS and the OSCEs. I was encouraged that this had 

then solved the problem and made them look at the forceps conventional use in detail.  

This was a first for me. I have never seen groups of students discussing and relating the 

design of the forceps to dental anatomy like this. Choice of forceps is important and still 

experimentally explored. It has been suggested that force generation with different 

forceps shows lower forces are generated when using forceps unconventionally.  The 

experience of the different forces required for upper and lower and single and multi-

rooted teeth was experienced by our students in the Thiel group using forceps 
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conventionally. [54]  

          Twenty four percent (12) of all respondents alleged that oral surgery was their 

preferred discipline which breaks down to 33 % (6) of Thiel students and 24% (6) of the 

non-Thiel students liked the oral surgery discipline.  A predisposition to surgery might 

bias the responses when questioned if the Thiel experience was useful. 

 

4.3.2 2012.    

The questionnaire response rate for this year was 70% (46) of 66 students. Of the 

students allocated to the Thiel experience only one did not complete the task; distraught 

at the Thiel practical but determined to carry on the student took some persuading that 

this was unworkable and not a good learning exercise if accompanied by such emotional 

disturbance. One to one mannequin sessions were arranged for the student. This is in 

tune with the student who commented that they thought it might be aesthetically 

unpleasant but ‘would do it anyway’ Our students can be driven to succeed!  However 

most of the feedback comments were very positive and related to this course that taught 

the students basic extraction techniques with forceps and could not cover the whole 

armamentarium of exodontia techniques and instruments. 

o More opportunity to extract on cadavers please. (T) 

o Great Learning experience. (T) 

o Thiel really useful but wish we could have done more of it. (T) 

o Can we have more opportunities to practice using the forceps & hand positioning 

before 1st extraction also to be shown?(NT) 

o Can we have chance to practice using elevators/luxators? (NT) 

o Provided a good opportunity to experience & learn more about extractions before 

treating a patient. 
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o In general good opportunity & improved my confidence for extractions.(T)  

o Gave a great chance to practice before extracting a tooth on a real patient. (T) 

o Use of Thiel effective way to learn compared to models but more practice would be 

useful. (T) 

o Thiel was harder as bodies were laid flat. (T) 

Figure 4.4:- 2012 3rd BDS students confidence level at their first extraction.  They 

were asked to score their feelings on a 5-Point Likert scale, which graded their 

confidence from very low to very high. Most of the Thiel cohort was ambivalent or 

low in confidence but this year saw a group with (22%) with high confidence. 

 

 

 

Again both groups show confidence rating falling away as the confidence scale 

increases but much more marked in the non-Thiel group.  

The Thiel group had very similar positive feedback comments relating to confidence 

when compared to the years 2011 and 2013. 

o In general good opportunity & improved my confidence for extractions.(T) 

o Enjoyed the OS teaching & made me feel confident before starting clinic(T).  
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Forty three percent (15) of Thiel students and 36% (4) of the non-Thiel students 

espoused oral surgery as their favourite discipline. 

 

4.3.3. Feedback for the 3rd BDS 2011 – 2013. 

The surprise was the relatively few negative comments and the larger number of 

positives. There are always non-constructive and negative comments with any feedback 

some of those answers in this questionnaire were not directed to the purpose of the Thiel 

exercise but in consequence did help plan changes in the course for future years. 

o Tissues not very similar to a patient with teeth easier to take out.  

o Was not allowed to practice extraction on the model.  

o Wouldn’t go back as it is different from patient. 

o Allow students to watch (? Thiel extraction or patient / staff extraction?) & be more 

hands on quicker  

Forty-six percent (20) of all these responding students had oral surgery as their favourite 

discipline. 

 

4.3.4 2013.    

Fifty-one percent (37) of the whole year of students returned the questionnaire.  

Eleven wanted no changes in the course, four thought that the Thiel cadavers were the 

best part of the course and six wanted more oral surgery sessions. 
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Figure 4.5:- 2013 3rd BDS students reported confidence level at their first 

extraction scored on a 5-point Likert scale. There is a lower confidence in this year 

compared with the previous but a group of the Thiel cohort (14%) rated their 

confidence as very high. This is the first year since 2011 to have a group in this 

category. 

        

 

          The non-Thiel group in this year shows a marked decrease in confidence when 

faced with taking out their first tooth, as had the previous year. The Thiel group had no 

such declination and demonstrated equal confidence levels at both extremes comparable 

to the previous years’ findings. 

 

o I think we should have more opportunity to extract on cadavers 

o Thiel really useful but wish we could have done more of it  

o Thiels provided a good opportunity to experience & learn more about extractions 

before treating a patient. 

o Compared to a patient the teeth easier to take out. In general good opportunity & 

improved my confidence for extractions. 
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o Thiel was harder as bodies were laid flat 

o Gave a great chance to practice before a real patient extraction. Enjoyed the OS 

teaching & made me feel confident before starting clinic. 

o More practice before a patient  

 

and yet again…… 

 

o Couldn’t practice an extraction as I was not allowed to take the tooth out on the 

model 

This problem is voiced frequently on the clinic as well and is difficult to address. 

 

o Also could be shown & have chance of using elevators/luxators 

o The tissues are not very similar 

At this clinical stage 22% (8) of these students professed oral surgery as their preferred 

discipline with 65% (24) undecided. 
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Table 4.0:- Collated 2011 – 2013  3rd BDS students’ opinions on different aspects  
 
of the Thiel cadaver extraction experience and its likeness to their first clinical  
 
exposure.   
 
(Expressed as a percentage of respondents - n = 75 ) 
 
Thiel cadaver users  2011-11 2012-35 2013-22 
 YES NO YES NO YES NO 
Do you have a moral 
objection to using a cadaver 
for extractions 

 100 (18)  100 (35)  100 (22) 

Do you have any cultural 
objection to using a cadaver 
for extractions 

 100 (18)  100 (35)  100(22) 

Do you have aesthetic 
qualms to using a cadaver 
for extractions 

  5  (1) 95 (17)  11 (4) 89 (31) 18(4) 82(18) 

Did you feel advantaged to 
be included in the Thiel 
extraction group 

95 (17)   5 (1) 100 (35)   100 (22)  

Did this give you an 
understanding/'feel' of 
extraction  

89 (16) 11 (2) 89 (31) 11 (4) 91(20)   9 (2) 

Did a Thiel extraction have 
an overall similarity to a 
patient extraction  

72 (13) 28 (5) 86 (30) 14 (5) 86 (19) 14 (3) 

Was a Thiel extraction more 
difficult than mannequin 67 (12) 33 (6) 71 (25) 29 (10) 96 (21)   4 (1) 

Was the patient extraction 
more difficult than Thiel 95 (17)   5 (1) 94 (33)   6 (2) 96 (21)   4 (1) 

Did the Thiel help to learn 
how to apply forceps  95 (17)   5 (1) 100 (35)  96 (21)   4 (1) 

Did the Thiel help with 
learning to manipulate soft 
tissue & jaws 

83 (15) 17 (3) 94 (33)   6 (2) 82 (18) 18 (4) 

Would you like to go back to 
the Thiel and practice or ask 
questions 

72 (13) 28 (5) 49 (17) 51 (18) 82 (18) 18 (4) 

Who should practice on a Thiel cadaver (you can tick more than one option) 
All students 95 (17)  74 (26)  96 (21)    
Volunteers only  5 (1)  29 (10)  64 (14)  
Random selection       
SHO/DFs       
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Table 4.1:- Collated 2011 – 2013  3rd BDS students’ opinions on different aspects of  
 
not having access to a Thiel cadaver upon which to have their primary instruction  
 
and practice prior to their first clinical experience  
 
(Expressed as a percentage of respondents - n = 69 ) 
 
Non-Thiel Cadaver Users  2011-32  2012- 11 2013-15 
 YES NO YES NO YES NO 
Do you have a moral 
objection to using a cadaver 
for extractions 

 100 (32)   9 (1) 91(10)  100 (26) 

Do you have any cultural 
objection to using a cadaver 
for extractions 

 100 (32)  100 (11)  100 (26) 

Do you have aesthetic 
qualms to using a cadaver 
for extractions 

 100(32) 18 (2)  82 (9)  100 (26) 

Would you have liked to 
have practiced on a Thiel 
cadaver 

100 (32)  82 (9) 18(2) 100 (26)  

Did you feel disadvantaged 
not to be included in the 
Thiel extraction group 

100 (32)  64 (7) 36 (4) 100 (26)  

Who should practice on a Thiel cadaver (you can tick more than one option) 
All students 97 (31)  73 (8)  100 (26)  
Volunteers only   3   (1)  36 (4)      7 (1)  
Random selection       
SHO/DFs       
 
 
4.4 3rd Year Feedback and Attitudes from the Oral Surgery / National Student 

Survey (OS/NSS). 

          Another questionnaire based on the Oral Surgery / National Student Survey 

(OS/NSS) was run in 2013 and 2014 by the University to evaluate the whole of the ICS 

course. In 2013 the return rate was 100% (72) it being presented to the students after 

their written paper and in 2014 96% (71). One question applied to oral surgery. Not all 

students though answered all the questions.  

The questionnaire answers threw up some pointers to future organization. Some oral 

surgery teaching staff kept the students in the clinic all morning without a break, which 

is normal for all school clinics (and complies with the Factories Act 1961). 
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https://www.gov.uk/rest-breaks-work/overview. It had been noted that they complain of 

tiredness in other disciplines when they are expected to fulfill this time allocation. And 

although experienced staff and students do this routinely it must be challenging for 

them because it was again mentioned, ‘3 hours in extractions was quite long! Maybe 

allow a half hour break to refuel’! The split group arrangement is somewhat tedious for 

the tutor because it means reiterating the material but it gives nearer the optimum staff : 

student teaching ratio [55] and so allows much greater opportunity for individual 

supervision to enhance as much of the routine teaching as possible.  It addresses the 

students fatigue on the initial exposure to enduring a three-hour clinical session.  There 

was then time for them to return to have free association practice time and ask 

questions. So splitting the groups is a justified positive step towards solving this 

problem that they have at the start of their demanding clinical career. 

          Four students wanted more oral surgery sessions; a constant request across the 

years. It is a very concentrated couple of sessions for them, with much to take in 

especially if they are – by their own admission - wearying towards the end of the 

morning.  

The years 2013 & 2014 agreed that, immediately after their induction course, they were 

confident to take out a tooth whether they had used a Thiel cadaver or not. With this 

confidence ratings tended to be very high for both years. 

Table 4.2 :- 3rd BDS students’ assessment of their confidence to extract a tooth 

when asked immediately after their ‘Summer School’ course and before their first 

clinical exposure. (OS/NSS question on confidence to extract a tooth). 

Year Very Low Low Neither High 
nor Low High Very High 

2013 0 5 9 43 15 
2014 0 2 11 39 19 
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The immediate confidence for extraction finding is contrary to that of 2011 - 2013 

students that were asked the question immediately after they had taken out their first 

tooth and where 2013 is common to both situations.   

 

Table 4.3: - Students’ assessment of their confidence immediately after extracting 

their first patient’s tooth (DUDS/OS Questionnaire).   

Number of students rating confidence 
level after taking out their first tooth.  

Very 
Low Low Neither High 

nor Low High Very 
High 

2011 – Thiel Users 0 3 2 1 0 
         – Non- Thiel Users 1 7 8 2 0 
2012 – Thiel Users 3 7 11 15 0 
         – Non- Thiel Users 0 2 6 1 0 
2013 – Thiel Users 1 9 5 3 3 
         – Non- Thiel Users 0 3 7 3 0 

 
 

           Students in 2011 – 2013 (Figure 4.3) after facing a real patient on the clinic at the 

beginning 3rd BDS semester, did not exhibit the same cavalier bravado of these same 

students did immediately on completing their Summer School oral surgery exodontia 

course (Figure 4.2) where the students of 2013 are common.  

          Some of the free text comments intimated, whether they had had the experience 

of extracting a tooth from a cadaver or not, that it was not like a real patient and that 

they should go straight to extraction on a patient. From the lecturer’s point of view the 

opportunity to correct error is not to be matched.  It would not be safe to let them start 

straight away without any foundation training and would not comply with GDC 

learning outcomes.  One to one teaching by experienced academic staff on a busy clinic 

in the 3rd year first semester is not always achieved and the dental foundation clinicians 

(DFs) and senior housemen (SHOs) share this task, giving advice from a very limited 

experience base.  Non-standard teaching and misinterpretation of lecture or manual 

material, are easy to rectify and explain in the Thiel but less so in a patient.   From their 
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comments it is obvious that unnoticed by them is the passive experience.  They are in 

Millar’s pyramid just at the level of consciously not knowing but are beginning to 

acquire knowledge and skill. 

 The oral surgery Thiel sessions were welcomed by the students.  Kerry Richardson, 

Exam Convener Introduction to Clinical Skills – Report 2013 

          There is no acceptable adequate animal model so there is a leap from a metal and 

plastic inert model to a patient with a student comment in 2012 that nothing can 

prepare for the nerves or anxiety experienced when dealing with a real patient.  

The interposition of the Thiel body at this point, with all its similarities, means that the 

step from theory to operating on their first patient is not so great.  

 

4.5 Results of the OSCE and clinical performance by Thiel and non-Thiel groups. 

          The two groups, Thiel and Non Thiel users, of students’ OSCE and clinical 

experience were to be tracked to see if there were any differences in their outcomes. 

In 2008-2010 the failure rates at this OSCE in oral surgery were 8%, 15% & 26%. 

The failure rate for the gateway extraction OSCE [Appendix 4.2, 4.3] of the summer 

school for years 2011 -2013 was 3%, 7% and 6%, but none of these fell into the Thiel 

group. 

          The average number of extractions and the clinical grade average was difficult to 

interpret in that students in the non-Thiel group attended sessions in general anaesthesia 

for children to give them more experience. Deciduous and permanent extractions were 

not separately recorded and resulted in 2011 that five students then had extraction 

numbers three times that of their cohort, throwing the average and introducing a bias.  

The significance of this could be interpreted as this group lagging behind the Thiel 

group to the extent that remedial action had to be taken. With this bias, further tracking 
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of them proved uninformative.  

Table 4.4 :- Compilation of data of students sessions in summer school ICS oral 

surgery clinic and centre for anatomy and human identification [CAHID]. No 

student who had Thiel instruction failed this OSCE.  The groups are too small to 

infer any relationship in extraction numbers or clinical grade. 

ICS   3rd BDS 
 

% Fail Rate  
@ ICS OSCE 

Average Number 
of extractions 
Semester 3.1 

Average 
Clinical Grade 
for Semester 3.1 

1 Thiel session + 
1 Clinic Session (31) 0 6 5 2011-2012 
2 Clinical Sessions  3 4 4 
1 Thiel session + 
1 Clinic Session (58) 0 5 5 2012-2013 
2 Clinical Sessions 7 4 5 
1 Thiel session + 
1 Clinic Session (39) 0 4 5 2013-2014 

 
2 Clinical Sessions 6 4 5 

 
 
4.6 Feedback and Evaluation of Attitude to Thiel Extraction in 4th and 5th BDS 

Students in 2011. 

          The 4th and 5th year were asked by questionnaire about their undergraduate 

experience on first extracting a tooth and to conjecture on their feelings if a Thiel body 

had been available.  They were also asked questions about their surgical experience. 

Forty-three (72%) of the 59 4th year students returned the form. 

           Of those, no 4th year had any moral or cultural objection and only 6% (3) had 

aesthetic qualm one adding ‘but I’d do it’ with 4% (2) being undecided.  One other 

dissenting student answered yes & no!  

The 4th years were very keen and positive for an untried experience.  

o ‘Would have helped get the feel of extractions’   

o Somewhat unrealistically but with enthusiasm to be applauded  “they should be 

available for edjucation (sic) regardless of pecuniary considerations” 

o Although one, keen to use the system, thought we were still applying the ethics 
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of Burke and Hare adding a caveat of  ‘as long as the cadaver know they’re being used 

this way’ 

Fifty-five percent (38) of 5th year’s 63 students returned the form. Of the responders 

none of the 5th year had any moral, ethical or cultural objections to using these bodies.  

Sixty-eight percent (26) of the returned 5th year 2011 felt the mannequin models they 

had used were adequate; yet 100% wanted to practice on a cadaver. 

The 5th students’ free comments were positive  

o you would get the feel of an extraction (NT) 

o a great idea(NT) 

o should be implemented (NT) 

Figure 4.6:- 2011 4th & 5th BDS students who had no Thiel teaching retrospectively 

rating their confidence level at their first extraction.  They were asked to score 

their feelings on a 5-Point Likert scale where they graded their confidence from 

very low to very high.  The 4th BDS cohort showed a marked trend to a low or very 

low level of confidence. 
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For those using Thiel bodies both years showed a remembered decline in the level of 

their confidence from low to high.  This is consistent with the 3rd years from 2011-13. 

          The overall positive feedback from all the students over the years and the 

availability of these Thiel cadavers encouraged the pursuance of this adjunct system to 

continue after the exodontia pilot study of the Summer Schools 2011. It was 

encouraging that they were positive about this method of practice in all years. From the 

aspect of the teacher this technique is unrivalled and allows so many easily 

accomplished interventions in situations that are not fraught as it would be should the 

procedure be incorrectly carried out live. Using Thiel bodies removes the pressure of a 

‘real’ patient yet gives the same feel and allows time unlimited, unrestricted cadaveric 

manipulation. 

          In Dundee in 2011 finding enough, sufficiently dentate cadavers was more of a 

challenge. The proposal to increase the number of cadavers meant that there was a 

greater chance of finding cadavers with adequate dentition for teaching the students of 

the 2nd to 3rd year transitional Summer School during their ICS course extraction 

tutorials in future years and was easy in 2014.  In previous years with numbers of 

extraction patients falling by 53% in Dundee in 5 years and continuing to do so this 

method is an ideal adjunct for introducing and practicing the discipline of a simple 

forceps extraction. The programme continues to use the CAHID facility. From 2011 to 

2014 one hundred and seventy two 2nd BDS students had had their introductory training 

using these. 

 


