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CHAPTER 7 

DISCUSSION. 

 

7.0 Moving forward. 

          This study investigated how teaching oral surgery clinical skills has developed 

and if the changes made over time, have kept up with the demands of the GDC. It 

explored the impact of changes in the teaching model and looked at the influence of 

them on skills and assessment. The role of the oral surgeon has changed from the 

market place tooth-snatcher to the ‘fast operator’ in a clinical setting to, now, a 

sophisticated wider reparative brief with surgical endodontics and implants.  

          Have we missed the goal when providing information for the students?  The use 

of Blackboard may just add another layer in the sources of information and 

communication.  Students have an announcement posted that OSCE information is in 

this source format and it can be seen that they do then use the format at the time but 

then never visit it again which they need to do daily to keep up to date with the 

changing timetable. Indeed within the last few weeks’ general emails, rather than 

Blackboard notifications, have been sent to students that venues and staff have been 

changed, reinforces this idea.  

         They have realised that Blackboard technology may be a good source of 

examination information but is only used by the students at the time that it is relevant to 

the timetable. It does not fulfill a fluid clinical demand for knowledge.  This is just a 

library book in a convenient access point, resolving the problems of textbook numbers.  

          But it is evident from tracking the use of VLE they have restricted hours and days 

when they use IT. The students don’t regularly use VLE. Tracking their limited use of 

this helps in rebutting the complaint that they do not have enough explanation or access 
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to the topics for examination. What we seem to have done is just transferred selected 

written information into an easily accessible electronic format.  

          The teaching material on the VLE does require a great deal of academic staff time 

to produce these documents. With its limited student use, it is questionable if it the best 

use of this staff time. The many techniques that can be used with VLE could be used for 

interactive student improvement in their acquisition of knowledge.   

          It may be more helpful to produce an interactive teaching format - problem based 

learning (PBL) modules instead of notes to rote learn and then forget, is a good 

alternative. An opportunity to Skype after lectures would help expand areas that had 

been misunderstood and provide sources from which further information could be 

gained. 

          As they completed each phase of the clinical undergraduate years in oral surgery 

they could complete SCOTs and this would record and show them and demonstrate to 

the staff progress in the achievement of knowledge and skill in each student.  This 

would be motivational for the student to complete, successfully, these stages. Then it 

becomes imperative that they should take this on board and make sure that the feedback 

required on the SWOT sheet is filled in and Professional Points could be given if this 

were not done. 

          The historical didactic teaching has been enlivened with power point and video.  

The art of taking notes has been lost by students and there is a constant demand for 

hand-outs that can be annotated during a lecture and then used as a complete set of 

information necessary for passing an examination on the topic. That further 

investigation and reading is necessary doesn’t seem to occur to them. Students also 

complain that material is thinly explained in modules on the VLE and lectures are 

delivered at a racing pace; ‘ I did badly in the exam because I didn’t get a good set of 
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notes during the lecture’  4th year student 2012. Others have commented on the 

phenomenon that students want all the information delivered in one didactic bundle and 

not to have to supplement it. 

          This indicates a passivity, by the students, in the learning process; redolent of 

their secondary education where they were fed examination-passing information. That 

our students are highly motivated to become dentists is a sine qua non. There is a 

problem with the new generations of students who have been educated in a secondary 

system, which has demanded that they learn only information blueprinted to that which 

they would need in a written examination and this concept is carried into tertiary 

education. They are the generation that expect everything to be spelled out and given to 

them, their input to gather the information can be minimal. After a prosthetics lecture 

the students asked – ‘what of this do we need to learn for the exam?’ - 4th year 2011.  

Then they debate that there is much in the curriculum that they will never use ‘I will 

never need this information in practice’ -  4th year feedback 2012.  

         But there is more to becoming a dentist than learning and perfecting the 

techniques that are of use in practice.  This description might fit the role of a therapist 

rather than a dental surgeon and would be an alternative for students that don’t want 

such a broad dental education.  

         One thing that needs changing when they attend the clinical years is that they need 

to realise that ‘there are more things in heaven and earth Horatio’ and a broad scope of 

knowledge is necessary. Limiting themselves to received DUDS material only from 

which to gather pertinent information to make diagnoses and carry out clinical 

procedures will not suffice.   They need to realise broad theoretical knowledge is 

necessary to accomplish clinical performance.  This material, theoretical or clinical 

practices, need individual study outwith the 9 to 5 they spend in the building to expand 
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their knowledge and increase their skill base.  “Surprisingly students are expected to 

work outside of lecturer times.”  Dr. Anthony Clare in his Weekend Education Column. 

Daily Telegraph 1999. 

 

7.1 Standardising and Imparting Information.  

          Teaching clinical oral surgery skills is a difficult task relying as it does on pre-

skilling a student and a constant supply of suitable patient material upon which the 

students can then refine their skills. The progressive sophistication of modern teaching 

material has prepared students to a greater degree than the situation in the 1950’s when 

the patient was the practice model. Designing a teaching method for propedaeutic 

knowledge and continuing this through the clinical years is an evolving multifaceted 

task. 

          The arrangement of clinical exposure consequent upon the greater student number 

with falling extraction case numbers has meant that the same opportunities for acquiring 

this taught skill have now diminished. The student in the clinic is so focused on the 

mechanics of the extraction that the patient ‘underneath’ the extraction can be forgotten.  

‘Oops’ and a sharp intake of breath or a look of astonishment or horror should be 

guarded against in the life situation.  Patients having extractions watch the observing 

students and have mentioned their facial expressions during the event.  As this 

happened the students then realize how difficult it is to remain ‘professional’ and curb 

these reflexes.  

 

7.2 Clinical Data Collection 

          Relying on serendipitous interface with exodontia patients to validate 

competency, as in the past when huge numbers of extractions were accomplished, is no 
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longer acceptable.  A standard that was set by number has been shown to be fallacious.  

The students have complained over the years that grading is a matter of chance and 

interaction with the tutor concerned. The chance element has been removed 

significantly improving the process.  The checklists and daily clinic sheets have 

essentially standardised the assessment, although any system is open to the vagaries of a 

rogue marker. 

          The process is more transparent and is fairer. The staff find it easy to use with its 

binary structure and that the element of subjectivity has been removed.  It structures the 

feedback. It is easy to collate and has a direct and easy relationship to their termly 

clinical grading.  

There is the opportunity to ascribe a written analysis to each patient event, which is of 

use when considering overall individual performance. 

 

7.3 Adjuncts to Clinical Teaching.  

          I have found students, having practiced their first extraction efforts on a Thiel 

body, have some of the apprehension experienced by them (and me) taken away  when 

they first encounter an extraction patient. Thiel extractions allow ‘freeze frame’ 

instruction, which is, literally hands on.  The ability to guide the hands at this juncture is 

outstanding. It is well accepted by the students and they would have more time with the 

cadavers interspaced with the clinical reality if the material and money was available.  

          From mannequins to pigs’ heads to Thiel bodies the practice model has improved 

the rudimentary skilling of the 3rd year students prior to clinical exposure.   

The modern silicon materials can be adapted to simulate mucosa most realistically. It 

has provided a model much more realistic than the foam table-top pads. I find the 

students’ complaints and comments that it tears easily when they are practicing unlike a 
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foam tabletop model as confirmatory of its verisimilitude. The tabletop models which 

they use in the ‘how to’ tutorials is more tolerant of their heavy-handed initial attempts. 

This is useful in their first attempts at suturing but it is desirable to have staged models 

of increasing difficulty prior to suturing patients. Intra-oral suturing looks deceptively 

easy when demonstrated by experienced tutors but students agree when first tried in the 

mannequins, that it is very difficult.  

          The silicon mucosa for cutting flaps has exposed how difficult they find 

transposing a 2D diagram to a 3D model even after tutorial demonstrations. It also 

demonstrates their hesitancy to cut even a silicon shim for practice or OSCE. They have 

few of these allocated to them to practice on, unlike conservation where the supply of 

practice teeth is endless. Cavities can be rectified when they make errors.  The sense 

that it has to be correct after few tries for there are few opportunities to correct it during 

the cutting and because the material is limited may account for this hesitancy.   

          The only comparable situation is under general anaesthesia, but here the teaching 

is still restricted to the 5th year when the surgical aspect takes precedence and they are 

expected to have mastered the basic exodontia techniques. The stumbling block to that 

is that the 3rd years are timetabled for the afternoon and Dental and Oral Surgery GA 

lists are held in the morning. Students use this facility if their extraction totals are low 

so there is room for flexibility for this to be used by 3rd years for early learning. 

 

7.4 Assessment past and present. 

          Checklist assessment has produced more consensus of a student’s ability in the 

clinical setting. When using OSCE checklists there is some element of acquiring skill in 

exodontia experience, continuous teaching experience and experience in using the 

OSCE needed to be able to judge oral surgery procedures.  If the undergraduates and the 
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housemen of less than six months experience and non-teaching clinicians are taken out 

of the results when using the checklists scores for exodontia and are statistically 

analysed, then the checklist has consistent closely matched results. 

          The SCOTs have been used infrequently by the students.  There is a ‘time’ 

element in using them as we have found when trying to use them for termly assessment.  

They have been reduced to mini-skills and do not take as long. Communication of their 

use and encouragement of both the staff and the students to use them would produce a 

portfolio of ability throughout the discipline and is to be encouraged. 

          If these SCOTs are to be used regularly it is possible that assessment of 3rd years 

by 5th years is possible during clinical time with the 5th year as a mentor.  It would help 

in the transition of putting knowledge into practice. 

 

7.5 Dento-Alveolar Surgery Teaching & Assessment – how Dundee does it. 

          Whilst on the one hand the 5th year students report that they like taking out teeth 

there seems to be a reticence in the 3rd and 4th years to take the exodontia cases that 

arrive in the department. If, as postulated, the problem is, not one of the experience of 

extracting teeth with limited numbers but a cultural disinclination to do so then to 

encourage their confidence in their skill to attain competence is circuitous.  If this is the 

problem the solutions so far devised will have a limited impact on solving it.   

          If the problem is one of disinclination then as there are fewer teeth to extract this 

becomes a procedure that the general dental practitioner performs very seldom. Should 

this not be devolved to a specialist?  There is a growing undercurrent, which voices the 

opinion that the answer is that the skill will be limited to oral surgeons working in 

secondary care.  

          The basic skills mix taught may all change though as more conservative and 
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advanced restorative solutions are demanded by patients. Manual and automatic 

periotomes and luxators may be used to preserve bone for advanced restorative 

techniques.  These instruments are another expense for the general practitioner. 

Spreading this cost over decreasing numbers of extractions adds weight to the idea that 

exodontia may become a specialist referral.  

          Do students integrate their learning in the different disciplines? The division of 

dental skills into disciplines has put oral surgery in a band of its own with little overlap 

in skills with other dental disciplines. The generalist began to disappear from the high 

street and already routine extractions are referred to the oral surgery department in 

Dundee.  This may have heralded the beginning of its transformation into a 

postgraduate subject as has already been mooted.     

          The SNP manifesto aspired to increase dental access and there has been since its 

publication a 32.6% increase in dental practitioners in Scotland. This translates to 793 in 

real terms. This increase in practitioners would account for some of the decrease of 

patients attending the emergency services in DUDS A & E and the onward referral to 

oral surgery services. 

          Student feedback for the surgical dentistry course reports a good grounding in 

cutting flaps and suturing them back into place.  There is a lack of confidence in cutting 

bone and sectioning teeth. This needs a model upon which they can practice and then 

simple dento-alveolar surgical procedures triaged for them to consolidate the skill. 

Because they are very simple procedures they could be booked, early, into the exodontia 

clinics. There is almost always dead time here with few patients booked early in the 

session.  
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7.6 Future Research. 

7.6.1 Problem Based Learning. 

          Tutorial opportunities have been changed in format with little result.  The 

students present the papers as mini-lectures, the rest still remain essentially passive 

during these events.  Patients arrive at unpredictable intervals in the exodontia clinic 

leaving times when there is not sufficient clinical material to teach all the members of 

the student groups.  This is an ideal opportunity along with tutorial time to use for 

problem based learning (PBL). This could be used as an interactive exercise leaning for 

core topics.   It is a task that will take a considerable time to complete. Given that to 

produce this material is very time consuming the first round of students’ exercise could 

be to produce a core topic PBL exercise during tutorial time and lean clinic sessions. 

This could then be used for future teaching as a group exercise during tutorial time.  

Devising and testing PBL formats is suitable for a project for electives.      

          If there were sufficient models for the students to answer and hand in – other 

schools use essay format questions - it could be used to encourage the student to 

connect more with oral surgery.  

 

7.6.2 Surgical Dentistry Teaching. 

          The model for surgical dentistry exercises has been improved and the students 

report that they feel confident in their approach to cut a muco-periosteal flap and then 

close a minor surgical procedure. What is now needed is a model for cutting bone and 

sectioning teeth. The Thiel bodies could be used to practice cutting bone and exposing 

roots.  When using the present surgical dentistry practice model a section of   bone (pig, 

cow or synthetic) with teeth could be included. How this could be done will need 

experimentation. It is an important final part of the model system; students lack 
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confidence to do this as is evidenced by the tone of the motor during surgery and by 

their feedback.  

    

7.6.3 Outreach Tutor Packages. 

          By request from the tutor and by student feedback it is apparent that the teaching 

is not standardised to the School or between outreach venues. Accessing MyDundee is 

not user friendly.  A hard copy and/or disc or USB peg could be compiled to make this 

easier for them and to help standardise the teaching. The video demonstrations and the 

OSCE marking videos produced for this thesis could be used and targeted interactive 

PBL modules would help. The tutors could have ‘refresher’ day courses at the School.   

 

7.6.4 Induction and Validation for New Staff. 

          Induction days for recently employed junior staff take place at the beginning of 

their contract.  It is obviously based on the demands of their NHS duties. There is little 

included about interaction with students. The guidance for teaching, supervising and 

grading them is minimal.  The guided tour of this small well-signed hospital as part of 

the induction programme could be removed and substituted with this topic. Many of the 

junior staff are our own students and they could help if a colleague was struggling to 

find a venue.  Other new staff, who are either NHS or University, get no induction in 

Oral Surgery at all.  The ‘Outreach package’ could be part of the material they receive 

to guide them on the clinic.  
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CONCLUSIONS. 

          This thesis set out to confirm that ‘despite falling numbers of clinical cases 

suitable for training undergraduates in oral surgery it is still possible to deliver new 

graduates who are safe beginners and are therefore competent to perform exodontia 

and simple dento-alveolar procedures’. 

o It found that achieving BDS Standard for exodontia is attainable with the material 

available.   

o The tutored use of OSCE and SCOT check lists allows us to reassure the GDC that 

our graduates have reached the level of competency required of a safe beginner. 

o The new validated OSCEs are easy for the student to understand. 

o The OSCEs can be fitted into clinical time without disturbing the running of the 

emergency clinic. 

o SCOTs must be used to give students the motivation to offer their work to a 

concentrated continual assessment.  

o Thought should be given to how lecturer’s time is used in providing teaching 

material for MyDundee. PBL and links to web sites may be better than our 

‘computerised text books’ aka the manuals. 

o The Thiel bodies provide a realistic model for early exodontia teaching and learning. 

o Students find this model acceptable and want more experience of it. 

o Patient material for surgical procedures is more difficult to provide and timetable. 

This is in common with the other dental schools. 

o Patients could be triaged for very simple dento-alveolar surgery booked in for 4th 

year exodontia sessions, since the patient load is lighter than it was previously when this 

session would only accommodate exodontia. 
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o Consideration should be given to triaging suitable patients to the student lists in the 

5th year. 

o The students have the knowledge to carry out simple dento-alveolar surgical 

procedures 

o The students have the technical ability to carry out simple dento-alveolar surgical 

procedures 

o They are confident to cut muco-periosteal flaps and suture wounds. 

o The teaching aids for this have been sufficiently well designed to produce a realistic 

practice model. 

o They are not confident to cut bone or section teeth. 

o A surgical teaching aid needs to be supplemented to include a model, which allows 

realistic cutting of bone and tooth sectioning to increase their confidence to do this on 

patients.  

o Thiel bodies could be used during the surgical dentistry course to provide a model 

for cutting bone and sectioning teeth. 

o More material for new staff and Outreach trainers should be produced. 

o Our students enjoy their undergraduate oral surgery course and feel that it equips 

them for practice.  

 


