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EXECUTIVE SUMMARY 
 
 

Introduction 
This Executive Summary sets out the main findings from an empirical study conducted between 
January 2007 and September 2008 focussed on dental therapists in the West Midlands.  It was 
undertaken by the Centre for Research in Medical and Dental Education (CRMDE) based at the 
University of Birmingham and funded by the NHS West Midlands Workforce Deanery.    
 
Qualified dental therapists are able to carry out certain types of dental treatment, under the 
prescription of a dentist.  Specifically, in addition to the duties of a dental hygienist, dental therapists 
can restore primary and secondary teeth, carry out pulpotomies on primary teeth, extract primary 
teeth, place pre-ŦƻǊƳŜŘ ŎǊƻǿƴǎ ƻƴ ǇǊƛƳŀǊȅ ǘŜŜǘƘΣ ŀƴŘ Ǉƭŀƴ ǘƘŜ ŘŜƭƛǾŜǊȅ ƻŦ ŀ ǇŀǘƛŜƴǘΩǎ ŎŀǊŜΦ   
Following legislative changes in July 2002, a range of extended duties were introduced for dental 
therapists and they were also permitted to work in any sector of dentistry ς including the general 
dental service, which had been previously prohibited.   ¢ƘŜǎŜ ŎƘŀƴƎŜǎ ŦƛǘǘŜŘ ǿƛǘƘ ǘƘŜ DƻǾŜǊƴƳŜƴǘΩǎ 
policy agenda to extend the skill-mix in NHS dentistry.   In 2003, Birmingham Dental Hospital 
launched a new three-year full-time BSc course in dental hygiene/therapy; consequently the first 
cohort of qualified dental hygiene/therapists graduated from Birmingham in 2006.  More recently, 
from August 2008, dental therapists are expected to undertake a mandatory number of CPD hours 
each year as part of being a registered professional with the GDC.  
 
With the heightened profile of the dental therapy role, this study sought to investigate the 
educational needs and teamwork issues of employing dental therapists in primary care dentistry. 
Fieldwork was conducted in four main phases (March - July 2007), drawing on the views and 
experiences of early career dental hygiene/therapists, those of more experienced dental therapists, 
and also dentists working alongside dental therapists.  Reporting was completed after each of the 
four main phases, and short reports produced (April 2007- September 2008).    In this full and final 
report, all the data are synthesised so that the aims and objectives of the study can be distilled into 
one substantive document.   
 
This Executive Summary provides a digest of the main findings into four sections or themes:   

 key characteristics of respondents;  

 education and support needs, distinguishing between induction and continuing education; 

 role and teamwork issues; and  

 overall views 
 
In the results section, each ƻŦ ǘƘŜ ǎǘǳŘȅΩǎ ŦƻǳǊ phases has its own distinct section (Section Three, 
Parts One to Four).  These provide detailed results from each phase, and include summaries of main 
findings.   Those wishing to ground their understanding in a fuller explanation and discussion of the 
results are referred to these four distinct parts of the results, and the associated appendices.   
 
At the end of the report (Section Four), the Conclusions and Key Messages are provided. 
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Project Aims 
The broad aims of this study were: 

i  To explore the transition of newly-qualified dental hygiene/therapists (from the School of 
Dental Hygiene and Therapy, Birmingham Dental Hospital) into work, focussing specifically on 
their induction needs in this early phase of their career; and 

ii   To understand the educational needs and teamwork implications of dental therapists working 
in primary care NHS dental teams in the West Midlands. 

 
The Data 
There were four main phases of data collection:  

i In March 2007, a questionnaire was distributed to all the final year undergraduate dental 
hygiene/ therapy students studying at the School of Dental Hygiene and Therapy, Birmingham 
Dental Hospital.  The response rate was 94% (15/16). 

ii In March 2007, an on-line questionnaire was distributed to all 2006 dental hygiene/ therapy 
graduates from the School of Dental Hygiene and Therapy, Birmingham Dental Hospital.  This 
group of ΨƴŜǿƭȅ-ǉǳŀƭƛŦƛŜŘΩ ŘŜƴǘŀƭ ƘȅƎƛŜƴŜκǘƘŜǊŀǇȅ ƎǊŀŘǳŀǘŜǎ was targeted during the second 
half of their first year in work.  The response rate was 100% (11/11).  Structured telephone 
interviews were also conducted with a small sample of dentists (n=5) working with one of 
these newly-qualified dental hygienist/therapists. 

 
iii In June 2007, a questionnaire was distributed to all registered dental therapists in the West 

Midlands (n=59).  The response rate was 64% (38/59). 

iv Also in June 2007, a questionnaire was distributed to lead dentists working with dental 
therapists in the West Midlands.  Sampling was nested within the approach used for the West 
Midlands dental therapists i.e. dental therapists were asked to pass the questionnaire to the 
main dentist with whom they worked.  Twenty-seven dental therapists confirmed they had 
passed the questionnaire to their dentist, and 20 completed dentist questionnaires were 
received ς a response rate of 74% (20/27). 

 
 

Main Findings 
 

Key characteristics of respondents 
 Amongst the final year hygiene/therapy undergraduates, most (80%) planned to work full-

time, would prefer a mix of NHS/private work (92%), and would like a combination of hygiene 
and therapy work (87%). 

 Within their first year of qualification, Birmingham Dental Hospital dental hygiene/therapy 
graduates worked in a range of deaneries in the UK; West Midlands (27%), and its 
neighbouring local deaneries (36%) were most common.  All worked full-time and most 
achieved this by securing employment on two or three contracts.  All worked in the GDS for 
at least some of their time.   

 Most registered dental therapists in the West Midlands had qualified either in the last eight 
years (since 2000) or more than twenty-five years ago (before 1980). Over half had had a 
career break at some stage since qualification; these varied in length from less than five years 
through to more than 16 years.   
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 Most dental therapists in the West Midlands worked as a dental therapist (82%), were 
employed on a part-time basis (74%), and on only one contract (65%).  These dental 
therapists were employed in all bar two of the Primary Care Trusts (PCTs) in the West 
Midlands, most frequently those within the former Birmingham and Black Country SHA area.  
There was a fairly even spread of respondents from the salaried service and the general 
dental service (GDS), and most were employed in large multi-surgery settings. 

 5ŜƴǘƛǎǘǎΩ ŦŜŜŘōŀŎƪ ŀōƻǳǘ ǿƻǊƪƛƴƎ ǿƛǘƘ ŀ ŘŜƴǘŀƭ ǘƘŜǊŀǇƛǎǘ reflected a range of different 
experiences.  About two-thirds (68%) worked in salaried dental services, the majority of 
which (85%) had an NHS contract.  All those from the GDS setting (32%) had appointed a 
dental therapist since 2003, and again, most of these also had an NHS contract.   There was a 
good cross-section of dental respondents from across the West Midlands.   

 

 

Education and support needs 

Early work experiences  

 Newly-qualified dental hygiene/therapistsΩ perception about starting work was mixed.  Main 
challenges were associated with the day-to-day environment of working in a clinic/practice 
(getting used to the faster speed, the environment, dentist prescriptions and achieving the 
balance of hygiene/therapy).  Fewer noted clinical challenges; those mentioned were 
principally restorative in nature and this was identified as one of the priority areas for an 
induction (foundation) programme. 

 Final year undergraduates predicted the challenges of starting work to include pressured 
appointment times; but many also mentioned lack of awareness amongst dentists about their 
role, lack of confidence about a specific clinical skill, and the challenge of adopting 
appropriate patient management techniques.   

 

Induction  

 All final year undergraduates were aware of aspects of their professional practice they 
needed to improve, and similarly, for newly-qualified hygiene/therapists in their first year in 
work, most (64%) agreed they had become more aware of further learning needs since 
starting work.    

 Although most newly-qualified dental hygiene/therapists had received good support from 
their dentist colleagues, many had no clear plan for their continuing education and reported 
finding it hard to find time for continuing education.  

 There was strong support for an induction (foundation) programme for graduates in their 
first year of work.  Nearly all of the final year undergraduates (93%), the majority of the 
newly-qualified graduates (73%), and most of the West Midlands dental therapists (59%) 
strongly/agreed there was a need for such a programme to support ŘŜƴǘŀƭ ǘƘŜǊŀǇƛǎǘǎΩ 
transition into work.  Nearly all of the undergraduates (93%) made positive comments about 
the availability of such a programme, and for nearly two-thirds, it would encourage them to 
seek work in the West Midlands.   
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Topic priorities for an induction (foundation) programme 

 Overall, there was consensus amongst early career dental hygiene/therapists (including both 
undergraduates and newly-qualified) that an induction (foundation) programme should 
include:  restorative dentistry, paediatric dentistry, medical emergencies, preventive 
dentistry, teamworking, legislation and extractions.  Other topics favoured (though less so) 
included cross infection and dental pathology.  Many final year undergraduates also 
highlighted the value of prioritising: communication with patients, pharmacology, 
radiography and record keeping.  In contrast, most of the undergraduates reported feeling 
very confident in dental health education, scale and polish, application of new materials and 
local analgesia. 

 

Continuing education and support needs 

 For the West Midlands dental therapist workforce, increased provision of continuing 
education would be well-received.  This sentiment was mirrored by the early career dental 
therapists too.   

 The main challenges in ǿƻǊƪƛƴƎ ŀǎ ŀ ŘŜƴǘŀƭ ǘƘŜǊŀǇƛǎǘ ǿŜǊŜ ŀǎǎƻŎƛŀǘŜŘ ǿƛǘƘ ƻǘƘŜǊǎΩ ŀŎŎŜǇǘŀƴŎŜ 
or understanding of the role όǇǊƛƴŎƛǇŀƭƭȅ ǘƘŜ ŘŜƴǘƛǎǘǎΩύ, getting sufficient referrals, team 
issues, difficulties with particular patients and employment concerns (getting a job, 
appropriate pay etc). 

 The extent to which dentists provided one-to-one support for their dental therapist varied.  
Just under two-thirds of dentists in the salaried services (62%) had regular one-to-one 
meetings with the dental therapist, and only half of the GDS dentists did.  

 Most dentists who responded (83%) considered that they knew about the permitted range of 
duties for therapists, with salaried dentists significantly more likely to indicate that they did, 
compared with GDS dentists (chi square p<0.05).  This finding starkly contrasts with the views 
of all groups of dental therapists surveyed: the majority of dental therapists in the West 
Midlands (86%) felt that dentists did not know about the permitted range of duties of a 
dental therapist. 

 The dentists recognised the value of educational provision for them about the role of dental 
therapists.  About half (54%) of the salaried dentists, and most of the GDS dentists  (83%) felt 
it would have been helpful to have had some training on how best to support the dental 
therapist.  Many of the dentists commented about the educational implications of appointing 
a dental therapist, for example, in terms of the dentist being fully prepared and informed 
about the new role, and the value of joint training with the therapist.  

 

Topic priorities for continuing education 

 The topic priorities identified by the West Midlands dental therapy workforce were mainly 
associated with restorative dentistry, medical emergencies, cross infection, preventive 
dentistry, communication with patients and radiography.  Many were also generally keen to 
do more relevant CPD, keep up-to-date with new developments and learn more about 
working with particular patient groups (e.g. those with special needs).  

 Dentists identified the main educational needs for dental therapists were: restorative 
dentistry (both permanent and deciduous teeth); and undertaking deciduous pulpotomy. 
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 The main tips offered by dental respondents for other dentists working with a dental 
therapist were about 1) clinical activities (i.e. knowing about the range of dental therapy 
duties, using them fully and recognising their skills with particular patient groups), 2) being 
clear about referral procedures and the interface with the dentist, 3) ensuring good 
communication channels, and 4) recognising that there are advantages for dentists and for 
the cost effectiveness of the practice.  

 

Role and teamwork issues 

Career aspirations 

 For final year undergraduates, the majority (73%) had strong intention to find work as a 
dental therapist; the GDS was the most popular choice followed by the CDS, and then the 
PDS.   Most (80%) planned to work full-time, would prefer a mix of NHS/private work (92%), 
would like a combination of hygiene and therapy work (87%), and to treat a mix of children 
and adults (93%).  Most (63%) envisaged they would treat a few special needs and a few 
anxious patients, and would prefer to work with a mixed socio-economic patient group. 

 ²Ŝǎǘ aƛŘƭŀƴŘǎ ŘŜƴǘŀƭ ǘƘŜǊŀǇƛǎǘǎΩ Ŏareer aspirations were most frequently about adjusting 
the hygiene/therapy balance in favour of more therapy work or a good mix of hygiene and 
therapy.  Also highlighted was a desire for a greater mix of adults and children and some 
wanted to get more involved in the diagnostic aspects of dental care or specific clinical areas.  

 

Profile of work 

 Dental therapists (newly-qualified and West Midlands wide) were asked about the profile of 
their day-to-day work in up to two of their employment contracts.  In main contracts, newly-
qualified hygiene/therapists were most likely to undertake mainly hygiene work (55%); only 
about a third undertook mainly therapy work (36%).  From the West Midlands-wide survey of 
dental therapists, the picture was slightly more positive: just over half (55%) undertook mixed 
hygiene/therapy work.  Reports about second main contracts indicated that all newly-
qualified dental therapists undertook mainly hygiene and over half (55%) of the West 
Midlands-wide dental therapists undertook mainly hygiene work too; most of the rest of the 
West Midlands therapists did mixed hygiene/therapy (36%).   

 The majority of these newly-qualified dental hygiene/therapists were not undertaking much 
therapy work on a day-to-day basis.  Moreover, about a quarter of dental therapists in the 
West Midlands were also predominantly engaged in hygiene activity.  These findings suggest 
a significant loss in the use of their particular skills and to the NHS more generally, since 
those engaged in mainly therapy work were more likely to work with both adults and 
children, work with special needs and anxious patients, and undertake mainly NHS work or a 
mix of NHS/private.  Those who were mainly hygienists mainly worked privately.  Such data 
also contrast sharply with the expectations of final year undergraduates, most of whom want 
to work in a mixed hygiene/therapy role (87%). 

 Core activities frequently undertaken by all newly-qualified dental hygiene/therapists were: 
dental health education, scale and polish, application of materials, restorations (permanent 
and deciduous) and administering of local analgesia.  More advanced therapy-type duties 
were only frequently undertaken by those who worked as mainly therapists or in a mixed 
hygiene/therapy role.  These other duties included: deciduous polpotomy, extracting 
deciduous teeth, taking radiographs, taking impressions and placing rubber dam.  
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Teamwork issues 

 Most dental therapists were happy with the amount of hygiene-type duties undertaken (e.g. 
scale and polish), but would like to get more involved in some of the therapy duties (e.g. 
supporting conscious sedation, taking impressions). There was enthusiasm from dental 
therapists to use the full range of duties, and most felt they had been well prepared for the 
extended role.  

 Most dentists (over 70%) were happy with the amount of activities undertaken by the dental 
therapist, and nearly all (95%) felt that they encouraged the dental therapist to use the Ψfull 
range ƻŦ ƘƛǎκƘŜǊ ŘǳǘƛŜǎΩ.  A minority identified wanting more input from the dental therapist 
on: undertaking deciduous pulpotomy, taking radiographs, taking impressions, dental health 
education and placing rubber dam.   

 Positive aspects highlighted by dental therapists about their work included patient care, the 
range of work undertaken, the value of appreciative and supportive dentists, and working 
within a team.   Those less satisfied were more likely to be working mainly as hygienists, 
report difficulties finding a suitable job, receiving insufficient referrals and struggling to 
achieve an appropriate mix of hygiene and therapy work.    

 5ŜƴǘƛǎǘǎΩ Ƴŀƛƴ ƳƻǘƛǾŜǎ ŦƻǊ ŀǇǇƻƛƴǘƛƴƎ ŀ ŘŜƴǘŀƭ ǘƘŜǊŀǇƛǎǘ ƘŀŘ ōŜŜƴ ǘƻ ǇǊƻǾƛŘŜ ŀƴ ƛƳǇǊƻǾŜŘ 
skill-mix for the practice service ς particularly the GDS dentists.  GDS dentists had also been 
attracted by a dental therapist as being a cost-effective way of undertaking routine dental 
work.  For about two-thirds of the salaried respondents, the dental therapist had already 
been appointed when they had started working in the service, so they were unable to 
comment on the initial motives for the appointment.     

 Most ŘŜƴǘƛǎǘǎΩ ŎƻƳƳŜƴǘǎ ŀōƻǳǘ ǘƘŜ Ψbest thingΩ ƛƴ ǿƻǊƪƛƴƎ ǿƛǘƘ ŀ ŘŜƴǘŀƭ ǘƘŜǊŀǇƛǎǘ referred to 
the team/skill mix benefits i.e. allocating routine dental work to enable the dentist to 
ŎƻƳǇƭŜǘŜ ŎƻƳǇƭŜȄ ǘǊŜŀǘƳŜƴǘǎΦ  !ǇǇǊƻŀŎƘƛƴƎ ƘŀƭŦ ƛŘŜƴǘƛŦƛŜŘ ǘƘŜ ŘŜƴǘŀƭ ǘƘŜǊŀǇƛǎǘΩǎ ǇŀǊǘƛŎǳƭŀǊ 
talent for managing specific patient groups (e.g. children, anxious and special needs patients).   
The main challenges reported were about finding time to communicate about treatment 
plans and encouraging other dentists to make referrals. 

 

Overall views  

 Job satisfaction was high amongst working dental therapists.  Most West Midlands dental 
therapists (66%), and only half (50%) of the newly-qualified dental hygiene/therapists, 
indicated high levels of job satisfaction.  Final year undergraduates also had positive 
impressions about their forthcoming role as a dental therapist; they emphasised the value of 
patient care, variety of work and job satisfaction.   

 For dentists, there was unanimous agreement that the appointment of a dental therapist had 
Ψworked out wellΩΣ ŀƴŘ Ƴƻǎǘ όфр҈ύ ǿŜǊŜ ŎƻƳƳƛǘǘŜŘ ǘƻ ƳŀƛƴǘŀƛƴƛƴƎ ŀ ŘŜƴǘŀƭ ǘƘŜǊŀǇƛǎǘ ƛƴ ǘƘŜ 
practice/service.  About two-thirds of dentists thought the new dental contract did not 
support the employment of dental therapists ς particularly GDS dentists, where 80% of them 
felt this was the case.  Most (76%) reported that the dental therapist role is cost effective in 
the NHS. 

 Throughout the dentist responses, there were many endorsements about the employment of 
a dental therapist.  Most comments were either generally positive, complimentary about 
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their skills with particular patient groups, or expressed enthusiasm about the benefits for the 
dentist and the skill mix of the dental team.  Illustrative examples include: 

I feel therapists are much more proficient than dentists when working on very small 
children who require extensive restoration treatment. Our therapist offers so much in 
terms of her knowledge and expertise in dental health education and working with 
special needs adults and children. 

A dental therapist is a great asset to the dental team. 

 

 

Conclusions and Key Messages 
The views of a range of dental therapists and a sample of dentists working with dental therapists 
suggest there is a good deal of enthusiasm for the dental therapy role.  High levels of job satisfaction 
amongst dental therapists signal that much is going well in dental teams across the West Midlands.  
However, with increasing number of new dental hygiene/therapy graduates, great interest in joining 
the general dental services, working in the NHS, and the introduction of mandatory CPD, there are 
several challenges ahead.   
 
One of these challenges is to encourage and develop NHS dentists to employ dental therapists to 
work on the full range of permitted dental therapy duties.  The provision of induction education and 
support, particularly for new dental therapists during their initial transition into work, could 
contribute towards meeting this challenge.   
 
A second challenge is to strengthen continuing education for dental therapists by providing an 
increased range of appropriate continuing education for dental therapists coupled with support in 
planning CPD.  Educational support for those returning from career breaks is especially important, 
given that more than half of dental therapists have had a break from practice since initial 
qualification.  This study has signalled some key priorities for continuing education provision, but also 
highlighted that ŘŜƴǘŀƭ ǘƘŜǊŀǇƛǎǘǎΩ ƴŜŜŘ ǎǳǇǇƻǊǘ to make increased participation in education become 
a reality.   Dentists have an important role here, and this work suggests many dentists would 
welcome the idea of educational support to help them work with dental therapists more effectively.  
Bringing the educational needs of dental therapists into sharper priority within dental teams will 
make it much more likely that dental therapists will implement any new learning acquired into their 
day-to-day clinical practice.   

 
Key messages which can be synthesised from this work include: 

 There is enthusiasm amongst new therapy graduates for starting work, especially in the 
general dental service; high levels of job satisfaction amongst practising dental therapists 
were also indicated. 

 The dental therapist role can work well in dental teams, especially when dental therapists 
use the full range of their skills. 

 There is widespread support for an induction (foundation) programme for newly-qualified 
dental therapists, which could support transition into work. 

 Many dental therapists lack a clear plan for their continuing education.  Barriers of time and 
appropriate courses were identified.  Restorative dentistry is a priority learning needs. 

 There is value in providing educational support for dental teams new to the role of a dental 
therapist. 
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1.0 INTRODUCTION 
 
Qualified dental therapists are able to carry out certain types of dental treatment, under the 
prescription of a dentist.  Specifically, in addition to the duties of a dental hygienist, dental therapists 
can restore primary and secondary teeth, carry out pulpotomies on primary teeth, extract primary 
teeth, place pre-ŦƻǊƳŜŘ ŎǊƻǿƴǎ ƻƴ ǇǊƛƳŀǊȅ ǘŜŜǘƘΣ ŀƴŘ Ǉƭŀƴ ǘƘŜ ŘŜƭƛǾŜǊȅ ƻŦ ŀ ǇŀǘƛŜƴǘΩǎ Ŏare.  As a 
profession, they are registered with the General Dental Council (GDC) on the Dental Care 
Professionals (DCP) register, along with dental hygienists, and more recently, from August 2008, all 
dental nurses, dental technicians, clinical dental technicians and orthodontic therapists.  In terms of 
numbers, registered dental therapists are one of the smallest group of registered dental care 
professionals, with only 1 158 registered with the GDC in October 2008 compared with 5 355 dental 
hygienists, and 36 108 dentists (GDC, 2008a). 
 
In recent years, several key legislative changes have been introduced which impact on dental 
therapists in the UK.  To strengthen 5/tǎΩ regulation and bring them in line with their dental 
colleagues, the introduction of mandatory continuing professional development (CPD) was 
introduced from August 2008 (GDC, 2008b). This specifies a minimum requirement for all DCPs to 
complete 150 CPD hours over a five years period to remain registered with the GDC.   
 
The capacity to treat adults, as well as children, was part of the change in duties introduced for dental 
therapists in July 2002 (UK Parliament, 2002; GDC, 2002).  Provided that dental therapists complete 
appropriate training, the additional tasks which were permitted included: administering the inferior 
dental nerve block, undertaking pulpotomies and placing stainless steel crowns on deciduous teeth.   
Thus, a key development was permission for therapists to undertake restorative treatments in adults.    
Arising from the same legislative amendment, therapists were also permitted to work in any sector of 
dentistry - hospital practice, corporate bodies, armed services, salaried services as well as the general 
dental service, which had not previously been allowed (UK Parliament, 2002). 
 
However, further change in the GDC ƎǳƛŘŜƭƛƴŜǎ ŦƻǊ ŘŜƴǘŀƭ ǘƘŜǊŀǇƛǎǘǎΩ duties subsequently arrived with 
the registration of all DCPs ƛƴ нллсΦ  ¢ƘŜ ǊŜƎǳƭŀǘƛƻƴǎ ǊŜƳƻǾŜŘ ǘƘŜ ƭƛǎǘ ƻŦ ΨǇŜǊƳƛǘǘŜŘ ŘǳǘƛŜǎΩ ŦƻǊ ŘŜƴǘŀƭ 
hygienists and dental therapists, which had previously formally restricted the types of treatment they 
were able to provide.   Instead these new regulations now require all registrants to work within their 
training and competence ς a system already in place for dentists (Hancocks, 2009).  On a practical 
level, this means that any future additions in duties for any DCP group will not require amendments 
to the Dentists Act.  The idea is that the Council can now regulate the work of DCPs through the 
published educational guidance, for example, the GDC curricula Developing the Dental Team.  Such 
curricula act as the skill set for each particular group and can then more easily be revised when new 
treatments or skills come into dentistry (GDC, 2008c).  However, to help practitioners understand 
what these new regulations mean for each individual dental teamΩǎ ǊƻƭŜ ŀƴŘ ŘǳǘƛŜǎΣ ǘhe Scope of 
Practice was recently published (GDC, 2009).  The Scope of Practice also demonstrates how each role 
can be developed even further with appropriate training and support.  For example, additional skills 
which dental therapists can develop with the relevant training include for example administering 
inhalation sedation, prescribing radiographs and tooth whitening (GDC, 2009).    
 
Such changes demonstrate that moves to strengthen education, regulation and the role of dental 
auxiliaries in dentistry have evolved over many years (Nuffield, 1993; GDC, 1998); and are not just 
unique to the UK.  Changes in global dental patterns, such as a reduced burden of dental disease 
coupled with an expanding ageing population has meant that, on the one hand, there is a need for 
minimal dental intervention for many children and adults, but on the other a need for complex high 
technology dental care for older patients (Baltutis and Morgan, 1998). Policy solutions for these 
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patterns of dental care in highly developed countries worldwide have centred on the value of a team-
based approach in dentistry, where greater skill-mix in delivery can be achieved (Baltutis and Morgan, 
1998; DH, 2000).  Specifically, expanded roles for dental therapists offer the potential to deliver much 
of the routine dentistry, whilst still retaining their expertise in preventive care and with particular 
patient groups.  It also arguably offers an efficiency gain for dentists, freeing time for them to provide 
more complex patient treatment which is beyond the scope of other team members.  A detailed 
study of NHS and private treatment provided for 850 patients at 17 dental practices concluded that a 
relatively small proportion of care can be defined as complex restorative treatment; dental therapists 
could potentially treat nearly 70% of visits and 58% of clinical time (Evans et al, 2007).   In addition, 
with shorter training periods, the dental therapy role was considered to offer additional workforce 
capacity in NHS dentistry, at a time when access to NHS dental services for all patients was the 
principal policy goal (DH, 2000).   
 
In response to this policy agenda, the Government funded an expansion of dental therapy 
undergraduate training places.  Indeed, 188 dually-qualified dental hygienist-therapists graduated 
from UK schools in 2007 (Noble, 2007).  Some of these new graduates were from Birmingham.   In 
2003, .ƛǊƳƛƴƎƘŀƳ 5Ŝƴǘŀƭ IƻǎǇƛǘŀƭΩǎ {ŎƘƻƻƭ ƻŦ 5Ŝƴǘŀƭ IȅƎƛŜƴŜ ŀƴŘ ¢ƘŜǊŀǇȅ ƭaunched a new three-
year full-time BSc course, and the first cohort of dually-qualified hygiene-therapists graduated in 
2006.   At the time of the study, Birmingham was one of only four integrated degree-level training in 
dental hygiene and dental therapy in the UK.  Specifically, Dundee and Manchester offer BSc courses 
in oral health sciences, and Portsmouth and Birmingham provide BSc courses in dental hygiene and 
dental therapy.  More recently, a BSc in oral health sciences has been introduced at Inverness 
College, University of the Highlands and Islands.  However, it is much more common for dental 
hygiene/therapy courses to be awarded at diploma level.  Indeed, there are another 13 training 
schools in the UK (9 in England, 2 in Scotland, 1 in Wales, 1 in Northern Ireland) which provide a joint 
two-year diploma in dental hygiene and dental therapy. All 18 provide training which is based on 
curricula determined by the GDC.   
 
Given the expansion in the hygiene-therapy profession, it is welcomed that a number of empirical 
studies have been conducted in the last ten years.  Many of these studies have explored the role, 
work patterns and teamwork implications of employing a dental therapist ς particularly in the general 
dental service.   
 
One key question which has been of interest to researchers and practitioners is the extent to which 
therapists are in employment, and used to their full capacity: is the range of their skills utilised to best 
effect?  The research evidence suggests consistently that the employment of dental therapists is 
patchy and the extent of their role is contingent largely on the attitude of the dentist(s) with whom 
they work.  Many studies conclude that most dental therapists in the GDS work predominantly with 
adults in a preventive role i.e. on hygiene-related work (Jones et al, 2008).  Arguably, this means that 
dental therapists do not have the opportunity to use their full range of skills and particularly run the 
risk of becoming deskilled in restorative techniques (Noble, 2007).   
 
Identifying the specific attitudes of dentists towards the employment of dental therapists has been a 
sustained focus in the recent past.  This is not surprising; given the current need for 
ƘȅƎƛŜƴƛǎǘκǘƘŜǊŀǇƛǎǘǎ ǘƻ ǿƻǊƪ ǘƻ ŀ ŘŜƴǘƛǎǘΩǎ ǇǊŜǎŎǊƛǇǘƛƻƴ, their acceptance by dentists is critical.   
Survey based research in Wales (Jones et al, 2008), South East Scotland (Ross et al, 2007), and West 
Sussex (Gallagher and Wright, 2003) looked specifically at ƎŜƴŜǊŀƭ ŘŜƴǘŀƭ ǇǊŀŎǘƛǘƛƻƴŜǊǎΩ ƪƴƻǿƭŜŘƎŜ 
and attitudes towards the employment of dental therapists in practice.  Principal findings highlighted 
D5tǎΩ low knowledge levels about the breadth of duties, and mixed views towards recruiting dental 
therapists.  For example, only 38% of GDPs in West Sussex reported in 2000 that they would consider 
employing a dental therapist, if legislation allowed (Gallagher and Wright, 2002). However, Jones et al 
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reported in 2008 that 41% of GDPs in Wales would be likely to employ a hygienist/ therapist and Ross 
et al (2006) concluded that 64% in South East Scotland would consider doing so.   Despite such 
evidence of a growing acceptance of the dental therapy role, key constraints identified in these 
studies were surgery space, concern about the cost effectiveness, and lack of clarity about the skills 
and competency of the therapist (Jones et al, 2008; Ross et al, 2006; Gallagher and Wright, 2003).  To 
safeguard safe practice, the need for dental nurses to be available to work alongside the dental 
therapist has also been identified as a potential obstacle to overcome (Noble, 2007). 
 
Recommendations from the empirical research argue for more postgraduate education to establish 
dental therapists in the general dental service (Hancocks, 2007).  The future success of dental therapy 
depends on the quality of education and professional development for dental teams employing 
dental therapists.   However, what is not adequately answered in the literature, is what those 
learning needs are, and how can they best be met?  There is limited research which has specifically 
examined the CPD activity or continuing education needs of dental therapists.   Gibbons et al (2000) 
reported from a national survey of registered dental therapists that courses and journal reading were 
the most popular CPD activities, with 77% having attended at least one 1-day training course and 63% 
read the British Dental Journal.  Not surprisingly, the GDC acknowledged that the availability of CPD 
provision for DCPs is less advanced than their dental colleagues (GDC, 2008), which suggests the need 
to expand the range of provision on offer.  Davenport et alΩǎ (2003) trial ƻŦ ǘƘŜǊŀǇƛǎǘǎΩ use of a 
progress file for CPD found that most therapists felt CPD provision was not adequate and would 
benefit from being more reflective in planning their continuing education, yet getting dentists 
ƛƴǘŜǊŜǎǘŜŘ ƛƴ ǎǳǇǇƻǊǘƛƴƎ ǘƘŜǊŀǇƛǎǘǎΩ ƛƴ ǘƘƛǎ ƪƛƴŘ ƻŦ ŀŎǘƛǾƛǘȅ she argued may be problematic without 
ways of rewarding them for this time.   Davenport et al (2003) concluded that strengthening the 
quality of education and professional development is vital, especially when a profession is adopting 
new responsibilities.  We also know that dentists need to expand their knowledge and ability to work 
alongside dental therapists, and therapists need to be able to practise all their skills, particularly their 
restorative skills.  The substantive research concludes the importance of more education for dental 
therapists and dentists working with them. Indeed, since the fieldwork for this study was collected, 
some postgraduate dental deaneries (such as South Central Deanery) have launched programmes of 
educational support, based on the idea of a vocational training year for dental therapists.  
 
At the time of this study, it was five years since the extension in role and workplace opportunities had 
been introduced for dental therapists.  In this time, the first cohorts of .ƛǊƳƛƴƎƘŀƳΩǎ dually-qualified 
dental hygiene/therapists had graduated, and training to introduce extended roles for experienced 
dental therapists had been completed.  However, questions emerged for the West Midlands 
Workforce Deanery.   These included:   what educational support can be offered to help newly-
qualified dental therapists find dental therapy employment in the West Midlands?  Would a 
foundation programme be well-received, and what are the topic priorities?  How can experienced 
dental therapists, already working in the West Midlands be supported to extend their role if they 
wish?  And what can we learn from dentists working with dental therapists in the West Midlands that 
could be shared with other dentists?  The purpose of this study was therefore to address these 
educational and workforce demands: to find out the educational needs and teamwork issues relating 
to the employment of dental therapists in primary care in the West Midlands. 
 
This study has three inter-related strands.  The first of these is to explore the continuing education, 
training and development needs of the first Birmingham dental hygiene/therapy graduates (the 2006 
cohort of 11 students).  This is in the context of national dental workforce issues, changes associated 
with the extended role of therapists, and the introduction of the new dental contract.  The second 
strand focuses on the (then) current cohort of 2007 Birmingham dental hygiene/therapy final year 
undergraduates, and seeks to explore their education and career aspirations.  The third strand 
investigates the educational and teamwork issues of dental therapists in the West Midlands. 



Methods and Design 

4 
 

 

2.0 METHODS AND DESIGN 
 
2.1 AIMS AND OBJECTIVES 
The broad aims of this study are: 

(i)  To explore the transition of newly-qualified dental therapists (from the School of Dental 
Hygiene and Therapy, Birmingham Dental Hospital) into work, focussing specifically on their 
educational needs in this early phase of their career; and 

(ii)  To better understand the educational needs and teamwork implications of dental therapists 
working in primary care NHS dental teams. 

 
The specific objectives are: 

 To report views of final year dental therapy undergraduates towards their transition into 
work;  

 ¢ƻ ƛŘŜƴǘƛŦȅ ŘŜƴǘŀƭ ǘƘŜǊŀǇƛǎǘǎΩ ƛƴŘǳŎǘƛƻƴ ŀƴŘ ŎƻƴǘƛƴǳƛƴƎ ŜŘǳŎŀǘƛƻƴ ƴŜŜŘǎ, and specifically 
report views towards a foundation programme for newly-qualified therapists in their first 
year at work; 

 ¢ƻ ŜȄǇƭƻǊŜ ŘŜƴǘƛǎǘǎΩ views and motivations towards working with a dental therapist; and   

 To describe ǘƘŜ ŘŜƴǘŀƭ ǘƘŜǊŀǇƛǎǘΩǎ role, duties and teamwork issues within the dental team.  
 

The research study was conducted between mid-January 2007 and September 2008.  Fieldwork was 
undertaken by Dr Vickie Firmstone, managed on a day-to-day basis by Dr Alison Bullock.  Emeritus 
Professor John Frame provided overall direction of the study.  The research team worked with a 
wider project group comprising key stakeholders, including Mrs Sue Noble from the dental hygiene/  
therapy undergraduate course at Birmingham Dental Hospital; and Jane Davies-Slowik and Erica 
Ottley from the NHS West Midlands Workforce Deanery.   
 
2.2 DESIGN  
A case study design was employed, primarily using questionnaires and interviews.  Perspectives were 
drawn from dental therapists at various stages in their career, complemented with views from the 
lead dentists working with them.  Specific data sources included: the (then current) final year 
undergraduate dental hygiene/therapy students (Birmingham graduates of 2007); early career dental 
hygiene/therapists (Birmingham graduates of 2006) and a sample of lead dentists working with them 
in practice; and registered dental therapists living and/or working in the West Midlands and their lead 
dentists working with them. 
 
 
2.3 DATA COLLECTION TOOLS 
 
Four main data collection methods were used:   
 

1. A face-to-face questionnaire to the current final year undergraduate dental hygiene/ therapy 
students at Birmingham Dental Hospital (graduates of 2007); 

2. An online questionnaire to newly-qualified dental hygiene/ therapists from Birmingham 
Dental Hospital (graduates of 2006); 

3. A postal questionnaire to registered dental therapists living and/or working in the West 
Midlands; and 

4. A postal questionnaire to lead dentists working with a sample of West Midlands dental 
therapists.  The design of this tool was informed by a small number of structured telephone 
interviews with lead dentists working alongside a newly-qualified dental therapist. 
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All these tools collected both quantitative and qualitative data.  Qualitative data was analysed 
thematically, drawing together themes in the responses and coding accordingly.  Quantitative data 
mainly entailed descriptive analysis, and the production of summary figures which provide an 
overview of the data collected.  In some cases, it was appropriate to employ inferential statistics to 
better understand the significance of the findings.   
 
These five methods are described in greater detail below. 
 
2.3.1 Questionnaire to final year undergraduates  
A questionnaire was distributed to all 18 final year undergraduate dental hygiene/therapy students 
(graduates of 2007) at a training event in March 2007.  They completed the questionnaire within the 
session and hand-returned their completed questionnaire to a member of the research team.  It 
explored their career plans, confidence to start work, continuing support needs and views towards a 
possible foundation programme (see Appendix 1).    
 
2.3.2. Questionnaire to newly-qualified dental hygiene/therapists 
An on-line questionnaire was email distributed to all 11 dental hygiene/therapists who had qualified 
ŦǊƻƳ .ƛǊƳƛƴƎƘŀƳ 5Ŝƴǘŀƭ IƻǎǇƛǘŀƭ ƛƴ нллсΦ  ¢ƘŜ ǉǳŜǎǘƛƻƴƴŀƛǊŜ ŜȄǇƭƻǊŜŘ ŘŜƴǘŀƭ ǘƘŜǊŀǇƛǎǘǎΩ ǘǊŀƴǎƛǘƛƻƴ ǘƻ 
work, their views towards their new role, the extent of educational opportunities and support, and 
learning needs within their first year of qualification.  It also identified the balance of work 
undertaken i.e. the proportion of therapy as opposed to hygiene duties, and their views towards the 
profile of their work within the dental team (see Appendix 2).  
 
In conjunction with other data, the intention was to explore views towards an induction (foundation) 
programme which could support the development and employment of dental therapists in NHS 
dental teams in the West Midlands. 
 
2.3.3 Survey of registered dental therapists in the West Midlands 
This questionnaire sought views on service issues, educational needs, and challenges as presented by 
registered dental therapists living and/or working in the West Midlands.  It was postal mailed, and 
the sampling frame identified through a combination of searching the GDC register, information from 
lead dentists within the salaried service, records within the deanery, and a snowball approach from 
known dental therapists (see Appendix 3).   
 
2.3.4 Survey of dentists working with a dental therapist in the West Midlands 
¢ƘŜ ŘŜƴǘŀƭ ǎǳǊǾŜȅ ŀƛƳŜŘ ǘƻ ƛŘŜƴǘƛŦȅ ŘŜƴǘƛǎǘǎΩ ŜȄǇŜǊƛŜƴŎŜǎ ŀƴŘ ǾƛŜǿǎ ǘƻǿŀǊŘǎ ǿƻǊƪƛƴƎ ǿƛǘƘ ŀ ŘŜƴǘŀƭ 
therapist.  The purpose was to explore their motivations towards appointing a dental therapist, their 
experiences of working alongside one (now and previously), the impact on their role and range of 
work, any specific educational needs in relation to employing a dental therapist, and their 
ǇŜǊǎǇŜŎǘƛǾŜǎ ǘƻǿŀǊŘǎ ŘŜƴǘŀƭ ǘƘŜǊŀǇƛǎǘǎΩ ƭŜŀǊƴƛƴƎ ƴŜŜŘǎΦ  Its design and content was informed by a 
small number of semi-structured interviews conducted with dentists who had worked with dental 
therapists (n=4) 
 
The distribution of the dentist survey was nested within the survey of dental therapists.  Dental 
therapists were asked to pass an envelope to the main dentist with whom they worked.  The 
envelope contained a copy of the questionnaire and a covering letter (see Appendix 4). 
 
The Results and Discussion is structured into four main parts.  These represent the four main phases 
of data collection.   



Final Year Undergraduates 

6 
 

 

3.0 RESULTS AND DISCUSSION: PART ONE 
 FINAL YEAR UNDERGRADUATE DENTAL THERAPISTS 
 

 
3.1  FINAL YEAR UNDERGRADUATE RESULTS 
 
This section outlines the findings from the survey of final year undergraduate dental 
hygiene/ǘƘŜǊŀǇƛǎǘǎ ǎǘǳŘȅƛƴƎ ŀǘ .ƛǊƳƛƴƎƘŀƳΩǎ {ŎƘƻƻƭ ƻŦ 5Ŝƴǘŀƭ IȅƎƛŜƴŜ ŀƴŘ ¢ƘŜǊŀǇȅΦ  Lǘǎ ǇǳǊǇƻǎŜ ǿŀǎ 
ǘƻ ŜȄǇƭƻǊŜ ǘƘŜ ǳƴŘŜǊƎǊŀŘǳŀǘŜ ǎǘǳŘŜƴǘǎΩ ŎŀǊŜŜǊ ŀǎǇƛǊŀǘƛƻƴǎ ŀƴŘ ƻƴƎƻƛƴƎ ŜŘǳŎŀǘƛƻƴκǎǳǇǇƻǊǘ ƴŜŜŘǎ ŀǎ 
they approach the end of their degree course and start paid work.    
 
The questionnaire was completed by all 15 undergraduates attending a two-day seminar programme 
entitled Gateway to Practice on 22nd/23rd March 2007 (approximately three months prior to their 
expected completion of their degree).  One student, who was not able to attend, was forwarded a 
copy of the questionnaire with a pre-paid envelope via a student present in the group.  This 
remaining questionnaire was not returned to the research office; hence the response rate was 94% 
(15/16) of all Birmingham final year hygiene/therapy undergraduates of 2007. 
 
The results are organised into four sections:  career plans; preparation for work; support for 
continuing education; and views on the future.  These sections correspond to the sequencing of the 
questionnaire (Appendix 1).  The final section summarises the main conclusions which can be drawn 
from this undergraduate survey. 
 
3.1.1 Career Plans 
3.1.1.1 Intention to work as a dental therapist   
Respondents were asked about their intention to find work as a dental therapist.  A Likert-type scale 
was used to rate their attitude on a 6-point scale where 1 represented very weak and 6 was very 
strong intention (see Q.1, Appendix 1).  The results suggest that the majority of respondents were 
very committed to find work as a dental therapist; 73% (11/15) rated their intention as very strong 
(scored 6).    This provides ǎǘǊƻƴƎ ŜƴŘƻǊǎŜƳŜƴǘ ƻŦ ǘƘŜ Ŧƛƴŀƭ ȅŜŀǊ ǳƴŘŜǊƎǊŀŘǳŀǘŜǎΩ ŜƴǘƘǳǎƛŀǎƳ ŦƻǊ ǘƘŜ 
dental therapist role at a time when they were likely to be looking for employment opportunities. 
 
3.1.1.2 Intention to work in a designated geographical area 
In terms of the area of the country (county, city or town) in which they hoped to work, six of the 15 
respondents (40%) expressed an interest in working in the area covered by the West Midlands 
Workforce Deanery: Staffordshire (n=2), Birmingham, Shropshire, Worcestershire and the general 
ǊŜǎǇƻƴǎŜ ƻŦ ά²Ŝǎǘ aƛŘƭŀƴŘǎέΦ  ¢ǿƻ ƻŦ ǘƘŜǎŜ ƛƴŘƛǾƛŘǳŀƭǎ ŀƭǎƻ ǎǳƎƎŜǎǘŜŘ ǘƘŜ Ǉƻǎǎƛōƛƭƛǘȅ ƻŦ ŜȄploring 
work in other areas i.e. Scotland, and Gloucestershire.  
 
The remaining 60% of respondents (n=9) were planning to look for work across a total of seven 
deaneries ς some were interested in more than one location which were across different deaneries.  
Locations mentioned included:  South Yorkshire/East Midlands Deanery (n=3 ς Derbyshire, Leicester); 
Oxford Deanery area (n=3 ς Northamptonshire); Severn and Wessex Deanery area (n=2 ς Somerset, 
Wiltshire); KSS Deanery (n=1 ς Sussex); London Deanery (n=1 ς London); North Wales Deanery (n= 1 - 
North Wales); and Mersey Deanery (n=1 ς Cheshire). 
 
These results suggest that just under half of the Birmingham undergraduates (40%) had plans to look 
for work in the West Midlands, a further four students (27%) were looking for work in the nearby 
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areas of Derbyshire, Northamptonshire and Leicestershire.  It is possible that these individuals may 
ōŜ ŀǘǘǊŀŎǘŜŘ ǘƻ ǿƻǊƪ ƛƴ ǘƘŜ ²Ŝǎǘ aƛŘƭŀƴŘǎ ŀǊŜŀ ŦƻǊ ǘƘŜ ΨǊƛƎƘǘΩ Ƨƻō ŀƴŘκƻǊ ǎǳǇǇƻǊǘŜŘ ǘǊŀƛƴƛƴƎ 
opportunities.  This was explored in the next parts of the questionnaire. 
 
3.1.1.3 Factors influencing choice of location 
Question 3 (an open question) asked respondents about the factors likely to influence their choice of 
work location.  All fifteen respondents provided at least one response and these have been 
thematically coded using the categories shown in Table 3.1 below.  Notably, most individuals 
provided more than one response, hence responses total 27. 
 
TABLE 3.1: Principal influences for location of work  

 Frequency 

 
Percent of 

respondents 
(n=15) 

Practice suitability  

 (including size, support systems, 
 appointment times, type of patients) 

9 60% 

Distance/travelling/location 9 60% 

Employment conditions (hours, pay) 4 27% 

Family home/where originally from  2 13% 

Dual qualifications 2 13% 

Availability of work 1 7% 

Total responses 27  

 
The two most frequently cited factors influencing the ǳƴŘŜǊƎǊŀŘǳŀǘŜΩǎ choice of location were: (1) 
the profile of the practice itself and/or (2) its geographical location.   
 
First, in terms of the practice, nearly two-thirds of respondents (60%) identified an aspect of the 
dental practice as important.  Several of these commented about the άpractice suitabilityέΤ ŀƴŘ άwhat 
the practice has to offerέ ǿƘƛƭǎǘ ŀƴƻǘƘŜǊ ŦƻǳǊ ǿŜǊŜ ŀōƻǳǘ ǎǇŜŎƛŦƛŎ ŀǎǇŜŎǘǎΣ ǎǳŎƘ ŀǎ ǘƘŜ άsize of 
practiceέΤ άǇƻƭƛŎƛŜǎ ƛƴ ǇƭŀŎŜ ǿƛǘƘ ǊŜƎŀǊŘ ǘƻ /t5Σ ŀƴƴǳŀƭ ŀǇǇǊŀƛǎŀƭǎΦ  ¢ƘŜ ΨǎǳǇǇƻǊǘ ǎȅǎǘŜƳΩ ƛƴ ǇƭŀŎŜέΤ 
άappointment timesέ ŀƴŘ άtype of patientsέΦ  /ƭŜŀǊƭȅΣ Ƴŀƴȅ ƛƴŘƛǾƛŘǳŀƭǎ ǊŜƎŀǊŘ ǘƘŜ ŎƘŀǊŀŎǘŜǊƛǎǘƛŎǎ ƻŦ 
the practice as important in determining their choice of location.   
 
Just under two-thirds (60%) were influenced by the geographical location of the practice, i.e. distance 
ŦǊƻƳ ƘƻƳŜΣ ǘƘŜ ǘǊŀǾŜƭƭƛƴƎ ƻǊ άjourney timeέΦ {ƛƳƛƭŀǊƭȅΣ ǘǿƻ ƳŜƴǘƛƻƴŜŘ ǘƘŀǘ ǊŜǘǳǊƴƛƴƎ ǘƻ ǘƘŜ ŦŀƳƛƭȅ 
home areŀ ǿŀǎ ǊŜƭŜǾŀƴǘ ŀƴŘ ǘƘŀǘ ǘƘŜ ŀǊŜŀ ǎǇŜŎƛŦƛŜŘ ǿŀǎ άwhere originally fromέ ŀƴŘ ƛŘŜƴǘƛŦƛŜŘ ǘƘŜ 
ƛƴŦƭǳŜƴŎŜ ƻŦ άfamilyέΦ 
 
Other factors raised by respondents related to the employment conditions, whether or the 
practice/clinic would employ someone with dual hygiene and therapy qualifications, and the 
availability of work. 
 
3.1.1.4 Contractual conditions 
Respondents were asked whether they would wish to work on a salaried or self-employed basis or 
ǿƘŜǘƘŜǊ ǘƘŜȅ ǿŜǊŜ ΨǳƴŘŜŎƛŘŜŘΩΦ  wŜǎǇƻƴǎŜǎ ǎǳƎƎŜǎǘ ǘƘƛǎ ƛǎ ŀƴ ŀǊŜŀ ƻŦ uncertainty for the students: 
over half (54% - 8/15) were undecided.  Most of the rest reported that they would prefer to work on 
a salaried basis (6/15 ς 40%).  From this small sample, a salaried dental therapy position would seem 
to be preferred, though ƎƛǾŜƴ Ƴŀƴȅ Ŧƛƴŀƭ ȅŜŀǊ ǎǘǳŘŜƴǘǎ ǿŜǊŜ ΨǳƴŘŜŎƛŘŜŘΩ ǘƘŜȅ ƳƛƎƘǘ ǿŜƭŎƻƳŜ ƎǊŜŀǘŜǊ 
information about the relative costs and benefits of each payment approach.   
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3.1.1.5 Type of dental service 
Respondents were asked to indicate their preference regarding the type of dental service in which 
they wished to work and rank each of the main dental services in order of priority: first choice, 
second choice, third choice and so forth.  The results are displayed below (Chart  3.1). 
 
CHART 3.1: Priority of preference regarding dental service 
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Note:  One respondent provided a 3rd choice of private practice, and 4th choice of specialist practice for paediatrics. 
 

Chart 3.1 clearly shows that all respondents rated the General Dental Service (GDS) as their preferred 
option; for all 15 (100%) this was their first choice.  For their second choice, more than half (53% - 
8/15) then rated the Community Dental Service (CDS), with the rest split mainly between Personal 
Dental Service (PDS) or Hospital Dental {ŜǊǾƛŎŜ όI5{ύΦ  CƻǊ ǊŜǎǇƻƴŘŜƴǘǎΩ ǘƘƛǊŘ ŎƘƻƛŎŜΣ ǘƘŜȅ ǿŜǊŜ ƳƻǊŜ 
evenly spread between CDS (29%), PDS 29% and HDS (21%).  The main message is that the GDS is the 
most popular choice for final year undergraduates; this is followed by the CDS, and then the PDS.  
Working in either the HDS or a Dental Access Centre was rated least favourably. 
    
3.1.1.6 Factors influencing choice of dental service 
Respondents were subsequently asked: What factors are likely to influence your choice of dental 
service to work in? (Q.6, Appendix 1). All 15 individuals provided at least one comment, indeed 
several provided more than one comment and responses have been coded into the themes shown in 
Table 3.2.  The number of coded responses total 32.   
 
TABLE 3.2: Principal influences for choice of service  

 Frequency 

 
Percent of 

respondents 

Employment conditions (hours, pay) 11 73% 

Support systems (dentist and team) 8 53% 

Appointment times/lengths 5 33% 

Distance/travelling/location 4 27% 

Type of patients/patient profile 3 20% 

Availability of work 1 7% 

Total responses 32  
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The main influence regarding their choice of dental service relates to the employment conditions i.e. 
Ǉŀȅ ŀƴŘ ƘƻǳǊǎΦ  {ƛȄ ǊŜǎǇƻƴŘŜƴǘǎ ƴƻǘŜŘ ǘƘŀǘ ǘƘŜ άsalaryέ ǿŀǎ ŀ ŦŀŎǘƻǊ ǿƘƛŎƘ ǿƻǳƭŘ ƛƴŦƭǳŜƴŎŜ ǘƘŜƳΣ 
and a furtƘŜǊ о ƳŜƴǘƛƻƴŜŘ άpayέ ƻǊ άfinancialέ ƛƴŦƭǳŜƴŎŜǎΦ  hƴŜ ƛƴŘƛǾƛŘǳŀƭ ŜƭŀōƻǊŀǘŜŘ ǘƘŀǘ ǘƘŜȅ ǿƻǳƭŘ 
ōŜ ƛƴŦƭǳŜƴŎŜŘ ōȅ ǘƘŜ άadvantages/disadvantages of employed versus self-employedέΦ    
 
The second factor, mentioned by more than half of respondents (53%) related to the support systems 
ǿƛǘƘƛƴ ǘƘŜ ǇǊŀŎǘƛŎŜΦ  {ƛȄ ƻŦ ǘƘŜ у ŎƻƳƳŜƴǘǎ ƘŜǊŜ ǿŜǊŜ ǘȅǇƛŎŀƭƭȅΥ άsupport from the dentistέΤ άthe 
support that will be givenέΣ ŀƴŘ άpractice staff and supportέΦ  hƴŜ ǎƛƳǇƭȅ ƴƻǘŜŘ ǘƘŀǘ ǘƘŜ άstaff/team 
membersέ ǿŜǊŜ ƛƳǇƻǊǘŀƴǘΣ ŀƴŘ ŀƴƻǘƘŜǊ ǘƘŀǘ ǘƘŜȅ άwould like to be appreciated for [their] 
contribution to the serviceέΦ 
 
Other factors raised by respondents included the length of the appointment times, the distance to 
travel, the patient profile, and whether or not work was available. 
 
3.1.1.7 Working hours 
Most respondents (80%) planned to work full-time (see Table 3.3). 
 
TABLE 3.3: Working hours  

 Frequency 
 

Percent  

Full-time 12 80% 

Part-time 0 0% 

5ƻƴΩǘ ƪƴƻǿκǳƴŘŜŎƛŘŜŘ 3 20% 

Total responses 15 100% 

 
 
3.1.1.8 Preferred balance of activity 
To seek respondentsΩ views about their preferred balance of activity, a series of closed tick boxes 
were provided across four main themes.   
 
The first theme was the balance of NHS/private work (see Table 3.4).  The majority of respondents 
(75% - 9/12) would prefer a mix of NHS/private work, with the rest wanting more of an emphasis on 
private work.  Two individuals were undecided about whether, on balance, they would prefer mixed 
NHS/private or more private, hence they ticked both items.  Put together, 92% of those who 
responded would prefer at least some NHS work.  It is appropriate that these findings should be 
compared at this point with those from newly-qualified hygiene/therapists (reported later in this 
report, Table 4.2).  Less than half (40%) newly-qualified hygiene/therapists had achieved a mixed 
NHS/private profile of activity in their main contract.  Just as many were working mainly privately 
(40%), and only 20% were working mainly NHS.  Even more had been working mainly privately in their 
second main contracts.  Drawing from across these two data sources demonstrates the potential 
mismatch between expectations and reality for their preferred activity after qualifying. 
 
TABLE 3.4: NHS/private balance  

 Frequency 
 

Percent  

Mixed NHS and private 9 75% 

Mixed NHS and private/ mainly private  2 17% 

Mainly private 1 8% 

Total responses 12 100% 
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The second theme sought views about the mix of hygiene and therapy work that they would prefer.  
Nearly all (87% - 13/15) suggested that a balance of hygiene and therapy work would be ideal (Table 
3.5).  The remainder still wanted a mix of activity, but with an emphasis on the hygiene work.  Again, 
in sharp contrast to data reported later in the report (Table 4.3), newly-qualified hygiene/therapists 
were much more likely to be undertaking mainly hygiene work (55% reported this profile of activity in 
their main contract), only 9% reported a mixed hygiene/therapy role, 36% were working in mainly 
ǘƘŜǊŀǇȅΦ  ¢ƘǳǎΣ ƻǳǊ Řŀǘŀ ǎǳƎƎŜǎǘ ǘƘŀǘ Ŧƛƴŀƭ ȅŜŀǊ ǳƴŘŜǊƎǊŀŘǳŀǘŜǎΩ ŀspirations may be very difficult to 
achieve in their first year in work.  
 
TABLE 3.5: Hygiene/therapy work  

 Frequency 
 

Percent  

Mixed hygiene and therapy 13 87% 

Mixed hygiene and therapy/ mainly hygiene  2 13% 

Total responses 15 100% 

 
The responses to the age profile of patients, most final year undergraduates that responded (93% - 
13/14) would prefer a mix of ages (see Table 3.4).  It is noteworthy that more than half of newly-
qualified dental hygiene/therapists (56%) reported working with a mixed children and adult 
population (Table 4.5). The indications are that final year undergraduates may work with more adults 
than they had envisaged:  33% of newly-qualified hygiene/therapists reported working mainly with 
adults. 
 
TABLE 3.6: Age profile of patients  

 Frequency 
 

Percent  

Mixed children and adults 13 93% 

Mainly with adults 1 7% 

Mainly with children 0 0 

Total responses 14 100% 

 
In terms of the patient profile, only 8 of the 15 individuals responded.  Of those, two-thirds intended 
to work only with a few anxious patients and a few special needs patients.  About a third (n=3) noted 
their preference to see many special needs patients.  
 
TABLE 3.7: Patient profile  

Type of patients Frequency 
 

Percent  

Few special needs patients Few anxious patients 5 63% 

Many special needs patients Few anxious patients 2 25% 

Many special needs patients Not specified 1 13% 

  8  

 
Finally, all those who indicated the preferred socioeconomic profile of patients stated that they 
would like a mixed socioeconomic patient group (8/8).  
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3.1.2 Preparation for Work 
3.1.2.1 Confidence to start work as a dental therapist 
Question 9 asked respondents to reflect on their confidence about starting work as a dental 
therapist.  A six-point scale was used to rate their confidence towards various aspects of therapy 
work, where 6 was very confident and 1 was not confident. 
 
TABLE 3.8: Confidence to start work  

How confident are you about starting 
work as a therapist?  

Not 
confident 

  Very 
confident 

Mean 

 (1,2) (3) (4) (5,6)  

Dental health education    15 (100%) 5.93 

Scale and polish    15 (100%) 5.73 

Application of materials    15 (100%) 5.73 

Administering local analgesia    15 (100%) 5.53 

Taking radiographs   4 (27%) 11 (73%) 4.87 

Placing rubber dam 1 (7%) 2 (13%) 2 (13%) 10 (67%) 4.40 

Restorations in deciduous teeth 1 (7%) 2 (13%) 5 (33%) 7 (47%) 4.27 

Taking impressions  3 (20%) 6 (40%) 6 (40%) 4.27 

Extracting deciduous teeth 1 (7%) 3 (21%) 5 (36%) 5 (36%) 4.00 

Restorations in permanent teeth 1 (7%) 3 (20%) 8 (53%) 3 (20%) 3.87 

Undertaking deciduous polpotomy 8 (53%) 3 (20%) 4 (27%)  2.60 

Treating patients under conscious 
sedation 

12 (92%) 1 (8%)   1.46 

 
The main findings in Table 3.8  show that all students were very/confident (rated 5 or 6) in dental 
health education, scale and polish, application of materials and administering local analgesia.  These 
are the core topics in which students felt most equipped for the role. 
 
Most respondents were confident (rated 4,5 or 6) in placing rubber dam, undertaking restorations in 
deciduous teeth, taking impressions, extracting deciduous teeth and undertaking restorations in 
permanent teeth.  A minority (of between 10-30%) lacked confidence in these topics.   
 
Low levels of confidence were most frequently observed in the two topics at the bottom of Table 3.8:  
undertaking deciduous pulpotomy and treating patients under conscious sedation.  For these aspects 
of dental therapy work, the majority (over 70%) reported that they were not confident (scored 1 or 
2).  For conscious sedation, their reported confidence levels were not surprising since this topic is not 
covered in the undergraduate curriculum.  Qualified dental therapists need to attend a suitable 
postgraduate course to equip them for this specific clinical area, as noted in the Introduction, page 1.  
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3.1.3 Support for Continuing Education 
3.1.3.1. Views towards continuing education 
The final year dental hygiene/therapist students were asked to rate their views towards a series of 
statements about continuing education.  These statements were about the provision of education, 
learning and support needs, plans for continuing education, and a foundation programme for newly-
qualified dental therapists in their first year of work (Table 3.9).   
 
TABLE 3.фΥ ¢ƘŜǊŀǇƛǎǘǎΩ Ǿiews towards continuing education  

Level of agreement  

Strongly 
disagree 

  Strongly 
agree 

Mean 

Statement (1,2) (3) (4) (5,6)  

 There is a need for an education 
programme for newly graduated 
therapists to support their transition to 
work 

 

  1 (7%) 14 (93%) 5.80 

 I would welcome on-going support to help 
me secure my first job 

 

  2 (13%) 13 (87%) 5.40 

 I am aware of aspects of my professional 
practice that I need to improve 

 

  6 (40%) 9 (60%) 4.73 

 There are too few courses that are 
relevant to qualified therapists 

 

 3 (21%) 4 (29%) 7 (50%) 4.43 

 I feel the undergraduate course has 
prepared me well for starting work as a 
therapist 

 

2 (13%) 1 (7%) 6 (40%) 6 (40%) 4.13 

I have a clear plan for my continuing 
education 

 

1 (7%) 5 (33%) 6 (40%) 3 (20%) 3.73 

 I am confident that I will find a job in   
ǿƘƛŎƘ LΩƭƭ ǳǎŜ ǘƘŜ ǊŀƴƎŜ ƻŦ Ƴȅ ǘƘŜǊŀǇȅ 
skills (*) 

 

4 (27%) 3 (20%) 4 (27%) 4 (27%) 3.60 

* Note: Number of respondents was 14, rather than 15. 

 
A key finding is the overwhelming support for a foundation programme for graduates in their first 
year after qualifying.  Ninety-three percent strongly/agreed that there is a need for such a 
ǇǊƻƎǊŀƳƳŜ ǘƻ ǎǳǇǇƻǊǘ ǘƘŜƛǊ ǘǊŀƴǎƛǘƛƻƴ ƛƴǘƻ ǿƻǊƪΦ  Lƴ ŀŘŘƛǘƛƻƴΣ ут҈ όмоκмрύ ǿƻǳƭŘ ΨǿŜƭŎƻƳŜ ƻƴƎƻƛƴƎ 
support to help me secure my first joōΩΦ  ¢Ƙƛǎ ǿŀǎ ǊŜƛƴŦƻǊŎŜŘ ōȅ ǘƘŜ Řŀǘŀ ǿƘƛŎƘ ǎǳƎƎŜǎǘǎ ǘƘŀǘ 
confidence across the group was mixed in relation to finding a job that would use the range of 
therapy skills. Responses were evenly distributed across the rating scale suggesting that some were 
more confident than others about finding an appropriate dental therapist job. 
 
Overall, most respondents (80%) agreed that the undergraduate course had prepared them well for 
starting work as a therapist.  All agreed (rated 4, 5 or 6) that there were aware of aspects of their 
professional practice they needed to improve; this is a positive indication of a reflective practitioner. 
However, only 60% agreed that they had a clear plan for their continuing education, and most (nearly 
80%) agreed that there were too few courses that are relevant to dental therapists. 
 
3.1.3.2 Content of a foundation programme  
In terms of the possible content of an education programme, it is clear from their responses (shown 
in Table 3.10) that most respondents agreed (scored 4, 5 or 6) that all of the listed topics should be 
included.   Strongest agreement was for the inclusion of restorative dentistry and paediatric 
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dentistry: 80% and 73% of respondents (respectively) strongly/agreed for the inclusion of these 
topics. However, more than half strongly agreed that extractions, conscious sedation, team-working 
and medical emergencies should be included (demarked by the dashed line).   
  
 
Those listed below the dashed line were rated lower priority - although most agreed that they were 
important, a significant minority of about a third disagreed (rated 1, 2 or 3) about their inclusion.  
 
TABLE 3.млΥ ¢ƘŜǊŀǇƛǎǘǎΩ ǾƛŜǿǎ ǘƻǿŀǊŘǎ ǘƘŜ ŎƻƴǘŜƴǘ ƻŦ ŀ ǇƻǎǎƛōƭŜ ŦƻǳƴŘŀǘƛƻƴ ǇǊƻƎǊŀƳƳŜ 
Views on the possible content of an education 
programme for newly graduated therapists in 
their first year of work  

Strongly 
disagree 

  Strongly 
agree 

Mean 

 (1,2) (3) (4) (5,6)  

Restorative dentistry 
 

  3 (20%) 12 (80%) 5.20 

Paediatric dentistry 
 

 1 (7%) 3 (20%) 11 (73%) 4.93 

Extractions 
 

  7 (47%) 8 (53%) 4.80 

Treating patients under conscious sedation 
 

2 (13%) 2 (13%) 2 (13%) 9 (60%) 4.73 

Teamworking 
 

1 (7%) 2 (13%) 3 (20%) 9 (60%) 4.60 

Medical emergencies 
 

2 (13%) 2 (13%) 3 (20%) 8 (53%) 4.47 

Legislation 
 

1 (7%) 2 (13%) 5 (33%) 7 (47%) 4.27 

Preventive dentistry 
 

2 (13%) 2 (13%) 4 (27%) 7 (47%) 4.20 

Dental pathology 
 

 4 (27%) 8 (53%) 3 (20%) 4.00 

Pharmacology 
 

 6 (40%) 5 (33%) 4 (27%) 4.00 

Communication with patients 
 

4 (27%) 1 (7%) 3 (20%) 7 (47%) 4.00 

Cross infection 
 

5 (33%) 1 (7%) 2 (13%) 7 (47%) 3.80 

Radiography 
 

3 (20%) 3 (20%) 6 (40%) 3 (20%) 3.67 

Dental health education 5 (33%)  5 (33%) 5 (33%) 3.67 

Record keeping 
 

2 (13%) 6 (40%) 3 (20%) 4 (27%) 3.60 

 
3.1.3.3 Other suggested areas for a foundation education programme 
Only eight respondents suggested any other areas which should be included in a foundation 
programme which had not been listed in Table 3.10 (see Q.12, Appendix 1). The comments made 
from these eight individuals have been thematically coded into three main categories, shown in Table 
3.11 below.  
 
TABLE 3.11: Other areas suggested for inclusion in a foundation programme  

 Frequency 

 
Percent of 

respondents 

Clinical 7 88% 

 General (2)  

 Specific (including pulpotomy, 
 impressions, crowns, blocks) 

(5) 
 

Materials 2 25% 

Other 3 38% 

Total responses 12  
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The main suggestion was for specific clinical areas to be included in a foundation programme.  These 
included pulpotomy (n=2), impressions, crowns, and ID blocks.  Another two made general 
ǎǳƎƎŜǎǘƛƻƴǎ ŦƻǊ ƳƻǊŜ ǘǊŀƛƴƛƴƎ ƻƴ ŎƭƛƴƛŎŀƭ ŀǊŜŀǎΥ  άΨǊŜǇŜǘƛǘƛƻƴΩ ƻŦ ŎƭƛƴƛŎŀƭ ŀǊŜŀǎ ǿƛǘƘ ŀ ƴŜǘǿƻǊƪ ƻŦ 
support you if requiredέΤ ŀƴŘ άtechnique updatesέΦ  hǘƘŜǊ ǎǳƎƎŜǎǘƛƻƴǎ ǿŜǊŜ ŦƻǊ άmaterial updatesέ 
and a few more general comments were made.  One noted that the topics provided in the previous 
question (listed in Table 3.млύ ŎƻǾŜǊŜŘ ŀƭƭ ƴŜŎŜǎǎŀǊȅ ŀǊŜŀǎΣ ƻƴŜ ǎǳƎƎŜǎǘŜŘ άcase-based learningέ 
would be beneficial, and another elaborated about the value of such a course: 

Therapy is incredibly difficult to train for.  No patients.  Not enough practice. 

 
3.1.3.4 The incentive of a West Midlands programme of courses 
Respondents were asked: ά²ƻǳƭŘ ŀ ǇǊƻƎǊŀƳƳŜ ƻŦ ŎƻǳǊǎŜǎ ŀƴŘ ǎǳǇǇƻǊǘ ŜƴŎƻǳǊŀƎŜ ȅƻǳ ǘƻ ǎŜŜƪ ǿƻǊƪ 
ƛƴ ǘƘŜ ²Ŝǎǘ aƛŘƭŀƴŘǎΚέ ŀƴŘ ǘƘŜȅ ǿŜǊŜ ƛƴǾƛǘŜŘ ǘƻ ŎƻƳƳŜƴǘΦ   !ƭƭ мр ƛƴŘƛǾƛŘǳŀƭǎ ǊŜǎǇƻƴŘŜŘ ǘƻ ǘƘƛǎ 
question.  Eleven specifically started their comment with a yes/no/possibly answer.   Six (55%) said 
άyesέ ƻǊ άdefinitelyέΣ м (9%) (ǊŜǇƻǊǘŜŘ ǘƘŀǘ ŀ ǇǊƻƎǊŀƳƳŜ ƻŦ ŎƻǳǊǎŜǎ ǿƻǳƭŘ άpossiblyέ ŜƴŎƻǳǊŀƎŜ ǘƘŜƳ 
to seek work in the West Midlands and 4 (36%) ǎŀƛŘ άnoέ ƻǊ άprobably notέ.  This is a positive 
indication of the idea of a programme, since 7 of the 11 respondents (64%) would be incentivised by 
ǎǳŎƘ ŀ ǇǊƻƎǊŀƳƳŜΦ  ¢ƘǊŜŜ ƻŦ ǘƘŜ п ǿƘƻ ǊŜǎǇƻƴŘŜŘ ΨƴƻΩ ǿŜǊŜ ǎǘƛƭƭ ƎŜƴŜǊŀƭƭȅ ǇƻǎƛǘƛǾŜ ς one said they 
would attend the courses (even if not working here), for another the idea was well-ǊŜŎŜƛǾŜŘ ōǳǘ άnot 
in that area for meέΣ ŀƴƻǘƘŜǊ ǊŜǇƻǊǘŜŘ ǘƘŀǘ ƛǘ άshould be in all areasέΦ  hƴƭȅ ƻƴŜ ŘƛŘ ƴƻǘ ŜƭŀōƻǊŀǘŜ ƻƴ 
ǘƘŜƛǊ ΨƴƻΩ ǊŜǎǇƻƴǎŜΦ   

 
Thus, overall nearly all respondents (93% - 14/15) made positive comments about such a programme.  
Many comments (n=7) ǿŜǊŜ ƎŜƴŜǊŀƭΣ ǎǘŀǘƛƴƎ ǘƘŀǘ ǘƘŜ ǇǊƻǾƛǎƛƻƴ ƻŦ ŎƻǳǊǎŜǎ ǿŀǎ ŀ άgood ideaέΤ άvery 
importantέ ŀƴŘ άbeneficialέΦ  {ƻƳŜ ǇǊƻǾƛŘŜŘ ƳƻǊŜ ŘŜǘŀƛƭΥ 
 

I think a VT year should become compulsory in order to maintain the standard we are 
taught here.    
                                                      
Qualifying is a very worrying prospect and some sort of helping hand would be fantastic.                                                         

 
Two specifically mentioned that the provision of such a course would enhance their confidence:   
 

I would really love to practice therapy but just do not feel confident enough and 
therefore would be very grateful for support.       
 
Currently not planning to stay here.  But if available I probably would.  Would also make 
me more confident to work as a therapist.                     

 
 
¢ǿƻ ǎƛƳǇƭȅ ƘƛƎƘƭƛƎƘǘŜŘ ǘƘŀǘ ǘƘŜȅ ǿƻǳƭŘ ŀǘǘŜƴŘ ŀ ǇǊƻƎǊŀƳƳŜ ǎǳŎƘ ŀǎ ǘƘƛǎΥ  άNot originally from this 
area but would attend courses hereέΤ άNo, but I would attend the course if aware of them.έ 
 
!ƭƭ ƻŦ ǘƘŜ ΨƻǘƘŜǊΩ ŎƻƳƳŜƴǘǎ ŘǊŜǿ ŀǘǘŜƴǘƛƻƴ ǘƻ ǘƘŜ ǊŜǎǇƻƴŘŜƴǘǎΩ ǿƛǎƘ ŦƻǊ ǎǳŎƘ ŀ ǇǊƻƎǊŀƳƳŜ ǘƻ ōŜ 
more widely available in other parts of the country.  For example:    
 

Would prefer a national network of support mechanisms - tie in with distance learning 
and location issues, particularly in the southern areas of the country.  
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3.1.4 Views on the Future 
3.1.4.1 Working as a dental therapist 
All 15 respondents provided a comment to the open question:  What do you think will be the best 
thing about working as a dental therapist? (Q.14, Appendix 1). Just over half (53%) commented about 
the satisfaction of providing patient care (Table 3.12).   
 
TABLE 3.12:  Comments about the best thing about working as a dental therapist 

 Frequency 

 
Percent of 

respondents 

Patient care 8 53% 

Range/variety of work 5 33% 

Job satisfaction 3 20% 

Other 3 20% 

Total responses 19  

 
Comments about patient care included three who emphasised the best thing would be treating 
children or speŎƛŀƭ ƴŜŜŘǎ ǇŀǘƛŜƴǘǎ ŜΦƎΦ άTreating younger patients where the oral hygiene message 
can really be emphasisedέΤ άWorking with children and special needs to improve their oral health and 
restore teeth to function as appropriate.έ  hǘƘŜǊǎ ƘƛƎƘƭƛƎƘǘŜŘ ōŜƛƴƎ ŀōƭŜ ǘƻ άTreat the patients that 
need it mostέ ŀƴŘ άTreating disease and preventing future diseaseέΦ 
 
About a third of respondents considered the best thing about dental therapy work would be the 
range of duties and variety of work which could be undertaken.  Illustrative comments here included: 
άBeing able to use all the skills that we have been trained inέΤ άΧƘŀǾƛƴƎ ŀ ŘƛǾŜǊǎƛǘȅ ƻŦ ǘǊŜŀǘƳŜƴǘέΤ 
άAble to carry out a variety of proceduresέΤ ŀƴŘ άVaried workdayέΦ                        
 
Other comments were simply άjob satisfactionέ ŀƴŘ ƻǘƘŜǊ ƳƛǎŎŜƭƭŀƴŜƻǳǎ ǊŜŦƭŜŎǘƛƻƴǎ ǎǳŎƘ ŀǎ άΧǘǊȅƛƴƎ 
to help therapists to become more accepted within GDPέΤ ŀƴŘ άΧƘŀǾƛƴƎ ƳƻǊŜ ƛƴŘŜǇŜƴŘŜƴŎŜΧέ           
 
All 15 respondents made at least one comment in response to an open question which asked:  What, 
if any, do you see as the main challenges to working as a dental therapist?  
 
Five main themes have been distilled from their responses; these have been used to code the 22 
different comments (Table 3.13).   
 
TABLE 3.13:  Comments about the main challenges in working as a dental therapist 

 Frequency 

 
Percent of 

respondents 

Needing to promote the role to dentists 9 60% 

Time management  /insufficient treatment time 4 27% 

Lack of confidence generally or a specific skill 3 14% 

Patient management 2 13% 

Other 4 27% 

Total responses 22  

 
Over half (60% - 9/15) perceived the main challenge might be dentists not being aware of the full 
range of dental therapy duties, and expressed concern about how the dentists could support them.   
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Comments included: 
 

Making dentist understand their role in having a therapist at their practice.   
 
Having to prove yourself to dentists because dentists are generally unfamiliar with our 
role. 
 
Lack of dentist knowledge about skills. 
 
Lack of awareness by dentists of the role and duties of the dental therapist leading to less 
employment offers. 

 
wŜǎǇƻƴŘŜƴǘǎΩ ƻǘƘŜǊ ŎƻƳƳŜƴǘǎ ǿŜǊŜ ǎǇǊŜŀŘ ŀŎǊƻǎǎ ŀ ƭƛƳƛǘŜŘ ǊŀƴƎŜ ƻŦ ƛǎǎǳŜǎΥ  ŀƴȄƛŜǘȅ ŀōƻǳǘ ƭŀŎƪ ƻŦ 
ǘƛƳŜ ǘƻ ŎƻƳǇƭŜǘŜ ǘǊŜŀǘƳŜƴǘǎ όŜΦƎΦ άAmount of work in time allocatedέύΣ ƭŀŎƪ ƻŦ confidence generally 
or in a specific area (one individual mentioned pulpotomies and local anaesthetic with children) and 
ǘƘŜǊŜ ǿŜǊŜ ŦƻǳǊ ƳƛǎŎŜƭƭŀƴŜƻǳǎ ΨƻǘƘŜǊΩ ŎƻƳƳŜƴǘǎΣ ŜȄŀƳǇƭŜǎ ƻŦ ǿƘƛŎƘ ŀǊŜ ǇǊƻǾƛŘŜŘ ōŜƭƻǿΦ 
 

ΧƘƻǿ ǘƻ ƳŀƪŜ ǎǳǊŜ ŎƻƳƳǳƴƛŎŀǘƛƻƴ ƴŜǘǿƻǊƪǎ ƛƴ Ǉƭace. 
 
.ŜƛƴƎ ŀŎŎŜǇǘŜŘ ŀƴŘ ŦŜŜƭƛƴƎ ŀǇǇǊŜŎƛŀǘŜŘ ōȅ ǘƘŜ ǘŜŀƳ ǿƛǘƘƛƴ ŀ ǇǊŀŎǘƛŎŜΧΦ   
 
Being an ambassador for the profession. 

       
Lǘ ǎƘƻǳƭŘ ōŜ ƴƻǘŜŘ ǘƘŀǘ ǘƘŜǎŜ ŎƻƳƳŜƴǘǎ ǊŜŦƭŜŎǘ ǊŜǎǇƻƴŘŜƴǘǎΩ perceptions about the main challenges 
ahead and were governed by their limited experience obtained during their undergraduate course.  
Later aspects of the broader study will explore the actual challenges experienced once a newly-
qualified dental therapist starts work. 
                                         
3.1.4.2 Aspirations for the next five years 
¢ƘŜ Ŧƛƴŀƭ ȅŜŀǊ ǳƴŘŜǊƎǊŀŘǳŀǘŜǎΩ ƭƻƴƎŜǊ-term career aspirations were explored in a question which 
asked: What dental job would you hope to be doing in five years?  Fourteen responded to this 
question, and their responses have been coded into two main categories (Table 3.14). 
 
TABLE 3.14:  Aspirations about their dental job in five years 

 Frequency 

 
Percent of 

respondents 
(n=14) 

Role 

 A  mix of dental hygiene/ therapy  

 A dental therapist  

 A dental hygienist 

10 

(6) 

(3) 

(1) 

71% 

Working in a specific setting 4 29% 

Not sure 3 21% 

Be in a lead role within clinic/practice 2 14% 

Other 4 29% 

Total responses 23  

 
 
Over two-thirds of respondents (71%) used this question to highlight whether they hoped to be 
working in hygiene, therapy or a mix of the two. Only one expressed an interest in doing only hygiene 
work, the rest were committed to trying to secure some or all dental therapy work in their future 
role. 
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Second, just over a quarter (n=4) took the opportunity to mention the setting in which they planned 
to work.  Three mentioned GDS, though one of these specifically intended to include some private 
component with this, another noted GDS or working with oncology patients in a hospital setting.  The 
other was interested in working in the CDS, but again in including some private work.   
 
In thinking about the next five years, three were unsure what their future role would entail.  Two 
ǎǳƎƎŜǎǘŜŘ ǘƘŀǘ ƛǘ ƳƛƎƘǘ ƛƴǾƻƭǾŜ ǎƻƳŜ ƪƛƴŘ ƻŦ ΨƭŜŀŘΩ ƻǊ ΨǇǊƛƴŎƛǇŀƭΩ ǊƻƭŜ ƛƴ ǘƘŜ ǇǊŀŎǘƛŎŜ ƻǊ ŎƭƛƴƛŎΦ  Finally, 
ǘƘŜ ΨƻǘƘŜǊΩ ŦƻǳǊ ŎƻƳƳŜƴǘǎ Ŏŀƴ ōŜ ǎǇƭƛǘ ƛƴǘƻ ǘǿƻ Ƴŀƛƴ ƎǊƻǳǇǎ ς those that mentioned wanting a 
άfriendly practiceέ ƻǊ άwell-motivated, educated practiceέΦ  !ƴƻǘƘŜǊ ǘǿƻ ŎƻƳƳŜƴǘǎ ŘŜƳƻƴǎǘǊŀǘŜŘ ŀƴ 
ŀǎǇƛǊŀǘƛƻƴ ǘƻ ōŜŎƻƳŜ ƛƴǾƻƭǾŜŘ ƛƴ άtutoringέ ŀƴŘ άbe involved in CPD organisations for hygienists and 
dentists alikeέΦ 
 
3.1.4.3 Any other comments 
Four individuals took the opportunity to write any other comments.  Three reiterated their general 
enthusiasm to gain experience and develop their dental therapy skilƭǎ όά/ŀƴΩǘ ǿŀƛǘ ǘƻ ƎŜǘ ƛƴǘƻ ǘƘŜ ōƛƎ 
wide worldέύ ǘƘƻǳƎƘ ƻƴŜ ǿŀǎ ǇŀǊǘƛŎǳƭŀǊƭȅ ǿƻǊǊƛŜŘ ŀōƻǳǘ ƭƻǎƛƴƎ ƘŜǊ ǎƪƛƭƭǎ όάI do not want to lose the 
ǎƪƛƭƭǎ LΩǾŜ ƭŜŀǊƴǘ ŀƴŘ ǿƻǳƭŘ ǊŜŀƭƭȅ ƭƛƪŜ ǘƻ ǿƻǊƪ ŀǎ ŀ ǘƘŜǊŀǇƛǎǘ ŀƴŘ ŎƻƴǘƛƴǳŜ ǘƻ ƛƳǇǊƻǾŜ ǘƘŜ ǎƪƛƭƭǎ ς even 
part-timeέύΦ  There was clear enthusiasm from several in the group about starting work. 
    
CƛƴŀƭƭȅΣ ƻƴŜ ǊŜǎǇƻƴŘŜƴǘ ǳǎŜŘ ǘƘŜ Ψ!ƴȅ ƻǘƘŜǊ ŎƻƳƳŜƴǘǎΩ ǘƻ ŜƴŘƻǊǎŜ ƘŜǊ ƛƴǘŜǊŜǎǘ ƛƴ ŀǘǘŜƴŘƛƴƎ ŦǳǊǘƘŜǊ 
support and training courses during their first year at work: 
 

I feel that support and training for the first year after qualifying as a therapist would be a very 
good idea and will enable therapists to continue carrying out treatment at a high standard. 
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3.2 SUMMARY OF MAIN FINDINGS FROM FINAL YEAR UNDERGRADUATES 
 

 A questionnaire was distributed to all final year undergraduate dental hygiene and therapy 
students studying at the University of Birmingham in 2007. The specific purpose of the 
undergraduate aspect of the wider study was to explore the career aspirations and ongoing 
education/support needs as they approach the end of their degree.   

 The response rate from the 2007 cohort of Birmingham final year dental hygiene/therapy 
undergraduates was 94% (15/16). 

 The majority (73%) had strong intention to find work as a dental therapist, suggesting 
enthusiasm for the dental therapist role at a time when they are likely to be looking for 
employment opportunities. 

 About 40% had plans to look for work in the West Midlands; a further few (27%) reported 
looking for work nearby.   Such individuals may be attracted to work in the West Midlands 
ŀǊŜŀ ŦƻǊ ǘƘŜ ΨǊƛƎƘǘΩ Ƨƻō ŀƴŘ ǘǊŀƛƴƛƴƎ ƻǇǇƻǊǘǳƴƛǘƛŜǎΦ 

 The most important factors influencing the work location were the characteristics of the 
practice/clinic and/or its geographical location.  Practice characteristics mentioned were 
άpractice suitabilityέΣ άwhat the practice has to offerέΣ ŀǎ ǿŜƭƭ ŀǎ ǎǇŜŎƛŦƛŎ ŦŀŎǘƻǊǎ ǎǳŎƘ ŀǎ ǘƘŜ 
άsupport system in placeέΣ άappointment timesέ ŀƴŘ άpolicies in placeέΦ  5ƛǎǘŀƴŎŜ ŦǊƻƳ ƘƻƳŜΣ 
ƻǊ άjourney timeέ ǿŀǎ ǊŜƭŜǾŀƴǘ ƛƴ ǘŜrms of its geographical location.   

 Over half (54% - уκмрύ ǿŜǊŜ ΨǳƴŘŜŎƛŘŜŘΩ ŀōƻǳǘ ǿƘŜǘƘŜǊ ǘƻ ǿƻǊƪ ƻƴ ŀ ǎŀƭŀǊƛŜŘ ƻǊ ǎŜƭŦ-
employed basis.  Most of the rest would prefer a salaried work arrangement (6/15 ς 40%). 

 The GDS was the most popular choice for final year undergraduates; followed by the CDS, 
and then the PDS.  Working in either the HDS or a Dental Access Centre was rated least 
favourably.    

 Their choice of dental service was principally related to employment conditions (i.e. pay 
ώάsalaryέϐ ŀƴŘ ƘƻǳǊǎύΣ and available support for them in the practice.  Other factors 
mentioned included the length of appointment times, its geographical location and the 
patient profile of the practice. 

 Most (80%) planned to work full-time, would prefer a mix of NHS/private work (92%), would 
like a combination of hygiene and therapy work (87%), and to treat a mix of children and 
adults (93%).  Most (63%) envisaged they would treat a few special needs and a few anxious 
patients, and would prefer to work with a mixed socio-economic patient group. 

 {ǘǳŘŜƴǘǎΩ ǎŜƭŦ-rated confidence about key aspects of working as a dental therapist showed 
that all were very confident in dental health education, scale and polish, application of 
materials, local analgesia.  The majority were also confident in taking radiographs, rubber 
dam, restorations in deciduous teeth, taking impressions and extracting deciduous teeth, 
though a minority were less confident in these activities.  Students were least confident in 
undertaking deciduous pulpotomy and treating patients under conscious sedation. This was 
not surprising since conscious sedation is not taught in the undergraduate curriculum; 
qualified dental therapists need to attend a postgraduate course to develop their skills in this 
specific area.  

 There was strong support for a foundation programme for graduates in their first year after 
qualifying.  Ninety-three percent strongly/agreed with a need for such a programme to 
support their transition into work.  Nearly all (93%) made positive comments about the 
availability of such a programme, and for nearly two-thirds, it would encourage them to seek 
work in the West Midlands 
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 The majority strongly/agreed a foundation programme should include restorative dentistry, 
paediatric dentistry, extractions, conscious sedation, team-working and medical emergencies.  
Those topics afforded less priority but still felt important for most included legislation, 
preventive dentistry, dental pathology, pharmacology, communication with patients, cross 
infection, radiography, dental health education and record keeping.   

 Some were more confident than others about finding a job that would use the range of their 
ŘŜƴǘŀƭ ǘƘŜǊŀǇȅ ǎƪƛƭƭǎΣ ŀƴŘ ут҈ όмоκмрύ ǿƻǳƭŘ ΨǿŜƭŎƻƳŜ ƻƴƎƻƛƴƎ ǎǳǇǇƻǊǘ ǘƻ ƘŜƭǇ ώǘƘŜƳϐ 
ǎŜŎǳǊŜ ώǘƘŜƛǊϐ ŦƛǊǎǘ ƧƻōΩΦ 

 All were aware of aspects of their professional practice they needed to improve, and most 
agreed that they had a clear plan for their continuing education.  The majority agreed that 
there were too few courses relevant to dental therapists. 

 Positive perceptions about the role of a dental therapist emphasised patient care, variety of 
work and job satisfaction.  Perceptions about the main challenges to be faced were also 
sought.  These were predicted to be lack of awareness amongst dentists about the role, 
pressured appointment times, lack of confidence about a specific skill and patient 
management techniques.  Notably, these perceptions about the main challenges ahead were 
governed by their limited experience obtained during their undergraduate course.  Later 
aspects of the broader study explored the actual challenges experienced once a newly-
qualified dental therapist starts work. 

 [ƻƻƪƛƴƎ ŀƘŜŀŘ ŦƛǾŜ ȅŜŀǊǎΣ ǎǘǳŘŜƴǘǎΩ ŀǎǇƛǊŀǘƛƻƴǎ ŦƻŎǳǎǎŜŘ ƻƴ ŘƛŦŦŜǊŜƴǘ ŀǎǇŜŎǘǎ ς some simply 
noted wanting to work as a dental therapist, others wanted to work in specific settings, some 
ǿŜǊŜ ΨǳƴǎǳǊŜΩΣ ƻǘƘŜǊǎ ǿƻǳƭŘ ƭƛƪŜ ŀ ƭŜŀŘ ǊƻƭŜ ƛƴ ǘƘŜ ǇǊŀŎǘƛŎŜΣ ŀ ŦŜǿ ƘƛƎƘƭƛƎƘǘŜŘ ǿƻǊƪƛƴƎ ƛƴ ŀ 
supportive practice, and two wanted to become involved in teaching. 

 
 
3.3 PART ONE CONCLUSION 
 
Final year undergraduate dental hygiene/therapy students were positive about starting work as a 
dental therapist, and were particularly keen to work in the GDS.  However, they perceived that a lack 
of awareness amongst dentists about their therapy role as one of the main challenges ahead.  The 
support available in the practice from the dentist and the dental team was also a key influence on 
their choice of work location and dental service.  Most would welcome support in helping them 
secure a job and there was also strong endorsement for a foundation education programme for 
newly-qualified therapists during their first year of work.   
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4.0 RESULTS AND DISCUSSION: PART TWO  
 WORKING AS A NEWLY-QUALIFIED DENTAL 
 HYGIENIST/THERAPIST 
 
 
4.1 NEWLY-QUALIFIED DENTAL HYGIENE/THERAPIST RESULTS 
 
This part of the report outlines the results from the survey of newly-qualified dental hygiene/ therapy 
graduates who had been ǉǳŀƭƛŦƛŜŘ ŦǊƻƳ .ƛǊƳƛƴƎƘŀƳΩǎ {ŎƘƻƻƭ ƻŦ 5Ŝƴǘŀƭ IȅƎƛŜƴŜ ŀƴŘ ¢ƘŜǊŀǇȅ the 
previous year (2006).  Its purpose was to explore the nature of their employment contracts, profile of 
work, ongoing education/support needs and views towards working as a dental therapist within their 
first year at work.    
 
In March 2007, an online format of the questionnaire was designed using the Bristol Online Survey 
(BOS) tool and emailed to all 2006 graduates.  A reminder email was sent two weeks later.  To 
improve response rate, a paper version of the questionnaire was mailed in April 2007 (see Appendix 
2).  A further reminder paper version was mailed again at the end of April.  Completed postal 
questionnaires were returned direct to the research office, using a pre-paid envelope.   
 
The questionnaire was completed by all 11 (100%) of .ƛǊƳƛƴƎƘŀƳΩǎ {ŎƘƻƻƭ ƻŦ 5ental 
Hygiene/Therapists who graduated in 2006. 
 
The results are organised into four sections:  demographics; contracts and remuneration; continuing 
education; and working as a dental therapist.  These sections correspond to the sequencing of the 
questionnaire.   
 
4.1.1 Demographics 
4.1.1.1. Place of work   
Respondents worked in one of seven deaneries:  West Midlands (n=3), Eastern (n=2), Oxford (n=2), 
with the rest in Severn and Wessex, South West, South Yorkshire/East Midlands, and Wales.  Thus, 
although only just over a quarter (27%; 3/11) had remained in the West Midlands area, another four 
(36%) had moved to the neighbouring deaneries of Oxford, East Midlands and Wales. 
 
Whether they were employed in areas with a shortage of NHS dentists was also explored.  Here the 
picture was mixed:  just under half reported that they worked in an area where NHS dentists were in 
short supply (45%; 5/11), a minority definitely did not work in such an area (18% - 2/11) and the 
remainder was uncertain (36% - 4/11).  Although numbers here are small, of those who felt able to 
comment, most reported that they worked where there was a shortage of NHS dentists. 
 
4.1.2 Contracts and Remuneration 
4.1.2.1 Hours and contracts of employment 
All respondents reported to be employed in work, and the vast majority (91%; 10/11) worked full-
time.   
 
In terms of their employment contracts, most (82%; 9/11) worked on more than one contract ς 
mostly employed in two (46%; 5/11) or three contracts (36%; 4/11).  So most respondents (73%; 
8/11) worked full-time and achieved this by working on two or three contracts. 
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Respondents were subsequently asked to provide key information about their two main contracts 
όǘƘŜƛǊ ΨƳŀƛƴΩ ŀƴŘ Ψnext mainΩ ŎƻƴǘǊŀŎǘύΦ  Lǘ ƛǎ ŀŎƪƴƻǿƭŜŘƎŜŘ ǘƘŀǘ ŀōƻǳǘ ŀ ǘƘƛǊŘ ƻŦ ǊŜǎǇƻƴŘŜƴǘǎ ǿƻǊƪŜŘ 
on a third contract, and information about this third contract was not been elicited in the 
questionnaire.   The ƛƴǘŜƴǘƛƻƴ ǿŀǎ ǘƻ ƛŘŜƴǘƛŦȅ ōǊƻŀŘ ǇŀǘǘŜǊƴǎ ƻŦ ŀŎǘƛǾƛǘȅ ŀōƻǳǘ ŘŜƴǘŀƭ ǘƘŜǊŀǇƛǎǘǎΩ main 
places of work.   
 
 
4.1.2.2 Main contract  
In their main contract, the majority worked in the GDS (82% - 9/11).  The remainder indicated their 
principal or main contract was in the PDS (18% - 2/11) (see Table 4.1).   
 
Payment  
wŜǎǇƻƴŘŜƴǘǎΩ ǇŀȅƳŜƴǘ ŀǊǊŀƴƎŜƳŜƴǘǎ ŦƻǊ ǘƘŜƛǊ Ƴŀƛƴ ŎƻƴǘǊŀŎǘǎ ǿŜǊŜ ŦŀƛǊƭȅ ŜǾŜƴƭȅ ŘƛǾƛŘŜŘ ōŜǘǿŜŜƴ 
being self-employed (46%; 5/6) or salaried (54%; 6/11).  About half those in the GDS were salaried, 
and all those working in the PDS were salaried (see Table 4.1).  
 
TABLE 4.1: Employer and payment arrangements 

 Self-employed Salaried Frequency 

 
Invoiced Percentage of 

practice income Paid per hour 
Paid per 
month  

GDS 4 1 2 2 9 (82%) 

PDS   1 1 2 (18%) 

Total responses 5 (45%) 6 (55%) 11 (100%) 

 
Profile of work 
Forty percent of respondents worked on a mixed NHS/private basis in their main contract, another 
40% worked mainly privately1 (Table 4.2). Only 20% indicated that they worked mainly NHS in their 
main contract.   
 
TABLE 4.2: NHS/private balance  

 Frequency 
 

Percent  

Mixed NHS/private 4 40% 

Mainly private 4 40% 

Mainly NHS 2 20% 

Total responses 10 100% 

Note: One respondent indicated a mix of NHS/private, as well as mainly privately.  This 
has been coded into the mainly private category, for the reasons elaborated in the 
footnote below. 

 

In terms of the balance of hygiene and therapy work in their main contract, just over half (55%; 6/11) 
undertook mainly hygiene work and about a third (36%; 4/11) undertook mainly therapy work. Less 
than 10% (9%; 1/11) reported mixed hygiene and therapy (Table 4.3).   
 
 
 
 
 
 

                                                
1
 It is noted that the phrasing of mainly private does not imply that respondents worked exclusively privately.  They may well 

have done a smaller proportion of NHS work too.  The same could be argued for mainly NHS.  The intention was to develop a 
broad profile of the nature of work undertaken.  
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TABLE 4.3: Hygiene/therapy work  

 Frequency 
 

Percent  

Mainly hygiene 6 55% 

Mainly therapy 4 36% 

Mixed hygiene and therapy 1 9% 

Total responses 11 100% 

Note: Two respondents identified a mix of hygiene/therapy and mainly hygiene.  These responses 
have been coded into the mainly hygiene category, for the reasons elaborated in the footnote. 

 
As shown in Table 4.4, those who were mainly doing hygiene work were mainly private and those 
who were mainly therapy or mixed hygiene and therapy were principally engaged in mixed 
NHS/private or mainly NHS work.  
 
 
TABLE 4.4: Hygiene/therapy work and mix of NHS/private 

 

 
Mainly 
private 

Mix 
NHS/private 

 
Mainly NHS 

 
N/C 

Frequency 

Mainly hygiene 4 (36%) 2 (18%) 0  6 (55%) 

Mainly therapy 0 2 (18%) 1 (9%) 1 (9%) 4 (36%) 

Mixed hygiene and therapy 0 0 1 (9%)  1 (9%) 

Total responses 4 (36%) 4  (36%) 2 (18%) 1 (9%) 11 (100%) 

 
 
Just over half of respondents worked with a mix of children and adults in their main contract (56%; 
5/9) (Table 4.5).  Most of the rest worked mainly with adults (33%; 3/9) and only a minority worked 
mainly with children (11%; 1/9).  
 
TABLE 4.5: Age profile of patients  

 Frequency 
 

Percent  

Mixed children and adults 5 56% 

Mainly with adults 3 33% 

Mainly with children 1 11% 

Total responses 9 100% 

Note: One respondent identified they worked mainly with adults and a mix of adults and 
children.  This responses have been coded into the mainly adults category. 

 
The extent to which the age profile of patients is related to the profile of work undertaken is shown 
in Table 4.6 below.  The majority who undertook mainly hygiene work either worked mainly with 
adults (18%) or mixed children and adults (18%). 
 
The mainly therapy workers split their time between children and adults (27%) or worked mainly with 
children (9%). 
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TABLE 4.6: Hygiene/therapy work and age profile of patients 

 
Mixed children  

and adults 

 
Mainly with 

adults 

 
Mainly with 

children 

 
 

N/C Frequency 

Mainly hygiene 2 (18%) 2 (18%) 0 2 (18%) 6 (55%) 

Mainly therapy 3 (27%) 0 1 (9%)  4 (36%) 

Mixed hygiene and therapy 0 1 (9%) 0  1 (9%) 

Total responses 5 (45%) 3 (27%) 1 (9%) 2 (18%) 11 (100%) 

 
Finally, our numbers here are small, but results suggest in Table 4.7 that many of those who 
responded (4/6) worked with few anxious patients whilst a smaller proportion worked with many 
anxious patients (2/6).   Working with special needs patients was found to be even rarer: a small 
proportion worked with few special needs patients (n=2), only one indicated they worked with many 
special needs.   
 
Nearly all (83%; 5/6) who indicated working with these specific patient groups were undertaking 
mainly therapy or mixed hygiene and therapy work.  Only one respondent who had reported that 
they mainly undertook hygiene work indicated treating a few anxious patients.    
 
TABLE 4.7: Patient profile  

Type of patients Frequency 

Few special needs patients Few anxious patients 1 

Few special needs patients Many anxious patients 1 

Many special needs patients Many anxious patients 1 

 Few anxious patients 3 

  6 

 
Finally, most stated that they worked with a mixed socioeconomic patient group (67%; 4/6), and 
these predominantly had indicated they worked in an area where there was a shortage of NHS 
dentists (3/4).  The rest of those who responded about the socioeconomic profile of their patient 
group treated mainly those from low socioeconomic groups (2/6).   
 
Employing practice/service 
These newly-qualified hygiene/therapists were employed in large multi-surgery practices/services for 
their main contract ς irrespective of whether they worked in GDS or PDS.   Thus, overall, 82% (9/11) 
worked in practices/services with three or more dentists, and most of these were GDS settings (Table 
4.8).     
 
TABLE 4.8: Number of dentists in the practice/service  

 Frequency 
 

Percent  

One dentist 0 0 

Two dentists 2 18% 

Three dentists 5 46% 

Four dentists 3 27% 

Five or more dentists 1 9% 

Total responses 11 100% 
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Lƴ ǘŜǊƳǎ ƻŦ ǘƘŜ ǇŀǘǘŜǊƴ ƻŦ ǊŜŦŜǊǊŀƭǎ ŦǊƻƳ ǘƘŜ ŘŜƴǘƛǎǘǎΣ ŀƭƳƻǎǘ ŀƭƭ ŘŜƴǘŀƭ ǘƘŜǊŀǇƛǎǘǎΩ ǊŜŦŜǊǊŀƭǎ ŎŀƳŜ ŦǊƻƳ 
all of the dentists in the practices/services.  Only one respondent indicated that one of her three 
dental colleagues did not refer work to her.  
 
Most (73%; 8/11) worked in a practice/service with a hygienist, and most reported that a dental 
nurse worked alongside them (91%; 9/10). 
 
 
 
4.1.2.3 Next (second) main contract 
As noted above, most respondents (82%; 9/11) indicated that they worked on more than one 
contract.   
 
Most of the nine respondents were employed through this second contract to work in the GDS (89% - 
8/9), and nearly all of these (7/8) worked in GDS in their first contract too.  This dominance of 
ŜƳǇƭƻȅƳŜƴǘ ƛƴ ǘƘŜ D5{ ǎŜǊǾƛŎŜ ƳƛǊǊƻǊǎ ǘƘŜ ŦƛƴŘƛƴƎǎ ǊŜǇƻǊǘŜŘ ŦƻǊ ǊŜǎǇƻƴŘŜƴǘǎΩ Ƴŀƛƴ ŎƻƴǘǊŀŎǘǎ ŀƴŘ 
serves to emphasise the value of opening up the GDS for the employment of dental therapists.   
 
Payment  
Similar to the first main contracts, the majority of those who worked in the GDS were paid on a self-
employed basis (6/8) as opposed to being salaried. 
 
Lǘ ǿƻǳƭŘ ŀǇǇŜŀǊ ǘƘŀǘ ǊŜǎǇƻƴŘŜƴǘǎΩ ŎƻƴǘǊŀŎǘǳŀƭ ǘŜǊƳǎ ǿŜǊŜ ǎƛƳƛƭŀǊ ƛƴ ǘƘŜƛǊ ǘǿƻ Ƴŀƛƴ ŎƻƴǘǊŀŎǘǎ ŀƴŘ 
they also worked in the same types of settings.  Put simply, if they worked in GDS and were paid on a 
self-employed basis in their first contract, then their second contract was also likely to be in the GDS 
and be self-employed too (although there were sometimes differences in terms of how they were 
paid e.g. invoiced in one and percentage of practice income in the other).   
 
So in most cases the same overall systems of payment were in place for both contracts, and for most 
respondents this was a self-employed arrangement. 
 
Profile of work 
First, in terms of the balance of NHS/private work, the majority (78%; 7/9) of respondents with a 
second contract worked mainly privately (Table 4.9). 
 
All reported that they were doing mainly hygiene work in their second contract.  Although this does 
not infer that respondents were not doing any dental therapy work in their second contract, it does 
indicate that none were predominantly doing dental therapy work.   
 
As would be expected, a cross-tabulation of the NHS/private balance of work and the 
hygiene/therapy mix shows that most who had a second contract worked mainly as hygienists and 
did so on a mainly private basis (78%; 7/9) (Table 4.9).   
 
TABLE 4.9 Hygiene/therapy work and mix of NHS/private 

 
 

Mainly private 
 

Mainly NHS Mix NHS/private Frequency 

Mainly hygiene 7 1 0 9 (100%) 

Mainly therapy 0 0 0 0 

Mixed hygiene and therapy 0 0 0 0 

Total responses 7 (78%) 1 (11%)  9 (100%) 

 



Newly-Qualified Dental Therapists 

25 
 

With the predominance of hygiene work, most respondents treated mainly adults (78% - 7/9); the 
rest treated a mix of adults and children. 
 
In terms of the patient profile, the number of respondents here was low.  From the five respondents, 
most (n=3) reported that they treated only a few anxious patients, and two of these also treated only 
a few special needs patients.  Although few (n=2) treated many anxious patients, none reported to 
treat many special needs patients.  
 
Only a third of the respondents with a second contract provided details about the socio-economic 
profile of the patients; all three of these indicated a mixed socio-economic profile.   
 
Employing practice/service 
In the second contract, many (44%; 4/9) worked in single-handed settings; the rest (55%; 5/9) worked 
with three or more dentists.  It should be noted that these responses nearly all referred to the GDS 
setting since eight out of nine of second contracts were GDS. 
 
TABLE 4.10: Number of dentists in the practice/service  

 Frequency 
 

Percent  

One dentist 4 44% 

Two dentists 0 0 

Three dentists 3 33% 

Four dentists 0 0 

Five or more dentists 2 22% 

Total responses 9 100% 

 
Only about half of these respondents (44%; 4/9) provided any information about whether all the 
dentists referred patients to them in their second main contract.  In most cases (75%; 3/4), they 
responded that all dentists with whom they worked did so.  
 
Again, like main contracts, most (67%; 6/9) worked with a hygienist in the practice, and just over half 
also had a dental nurse working alongside them (56%; 5/9).  Not surprisingly, most of those (83%; 
5/6) with a hygienist in the practice/service worked in multi-surgery settings.   
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4.1.3 Support for Continuing Education 
4.1.3.1. Views towards continuing education 
Lƴ ƭƛƎƘǘ ƻŦ ǘƘŜ DŜƴŜǊŀƭ 5Ŝƴǘŀƭ /ƻǳƴŎƛƭΩǎ ŜȄǇŜŎǘŀǘƛƻƴ ǘƘŀǘ ŀƭƭ ŘŜƴǘŀƭ ŎŀǊŜ ǇǊƻŦŜǎǎƛƻƴŀƭǎ ό5/tǎύ are 
required to undertake and record their CPD activity (from July 2008), our survey explored these 
newly-ǉǳŀƭƛŦƛŜŘ ŘŜƴǘŀƭ ǘƘŜǊŀǇƛǎǘǎΩ ǾƛŜǿǎ ŎƻƴǘƛƴǳƛƴƎ ŜŘǳŎŀǘƛƻƴΦ  wŜǎǇƻƴŘŜƴǘǎ ǿŜǊŜ ŀǎƪŜŘ ǘƻ ǊŀǘŜ ǘƘŜƛǊ 
agreement on a six point scale to a series of statements (where 1 was strongly disagree and 6 was 
strongly agree).  These related to their preparedness for work, planning of continuing education, 
access to courses, induction to work, and support from colleagues and are listed in Table 4.16.   
 
Overall, respondents generally agreed with the statements listed.  In particular, there was strong 
support (73% strongly/agreed ς rated 5 or 6) for a foundation programme for newly-qualified 
therapists to support their transition to work.  There was also strong endorsement about the support 
received from their dental colleagues: 73% strongly/agreed that they get good professional support 
from the dentists with whom they work. Nearly two-thirds (64%) strongly/agreed that they had 
become more aware of their further learning needs since working and that there were too few 
courses relevant to therapists.   
 
In terms of preparedness for work, about a third of respondents strongly/agreed (36% rated 5 or 6) 
that they had felt well-prepared for working as a therapist when they graduated, and an additional 
46% rated 4 on the 6-point scale.  Responses were mixed regarding their plans for continuing 
education, perceptions about induction for work, and the extent to which they agreed it was hard to 
find time for continuing education.  Just under half (46%) strongly/agreed with these statements 
(Table 4.11).  These results suggest that the undergraduate course had equipped most respondents 
for starting work (82%), and most received good support from the dentists with whom they work.  
However, induction for some had been limited, most have become more aware of their learning 
needs since starting work, and half have no clear plan for continuing education and find it hard to find 
time for continuing education. 
 

TABLE 4.11Υ ¢ƘŜǊŀǇƛǎǘǎΩ ǾƛŜǿǎ ǘƻǿŀǊŘǎ ŎƻƴǘƛƴǳƛƴƎ ŜŘǳŎŀǘƛƻƴ  

Level of agreement  

Strongly 
disagree 

  Strongly 
agree 

Mean 

Statement (1,2) (3) (4) (5,6)  

There is a need for an education programme for newly qualified 
therapists to support their transition to work. 

 1 (9%) 2 (18%) 8 (73%) 5.27 

I get good professional support from the dentists I work with.  1 (9%) 2 (18%) 8 (73%) 5.09 

Since working, I have become aware of further learning needs.  2 (18%) 2 (18%) 7 (64%) 4.64 

There are too few courses that are relevant to therapists 2 (18%) 1 (9%) 1 (9%) 7 (64%) 4.45 

When I graduated, I felt well-prepared for starting work as a therapist.   2 (18%) 5 (46%) 4 (36%) 4.36 

I have a clear plan for my continuing education. 1 (9%) 5 (46%)  5 (46%) 4.09 

When I first started work I had a good induction. 3 (27%) 2 (18%) 1 (9%) 5 (46%) 4.00 

It is hard to find time for continuing education. 4 (36%)  2 (18%) 5 (46%) 3.82 
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4.1.3.2 Content of a foundation programme  
A key aim of the survey was to elicit views towards the possible content of a foundation education 
programme designed to support newly-qualified dental hygiene/therapists in their first year of work.   
 

TABLE 4.12: ¢ƘŜǊŀǇƛǎǘǎΩ ǾƛŜǿǎ ǘƻǿŀǊŘǎ ǘƘŜ ŎƻƴǘŜƴǘ ƻŦ ŀ ǇƻǎǎƛōƭŜ ŦƻǳƴŘŀǘƛƻƴ ǇǊƻƎǊŀƳƳŜ 
Views on the possible content of an education 
programme for newly graduated therapists in 
their first year of work  

Strongly 
disagree 

  Strongly 
agree 

Mean 

 (1,2) (3) (4) (5,6)  

Restorative dentistry    11 (100%) 5.64 

Medical emergencies   1   (9%) 10   (91%) 5.64 

Paediatric dentistry 1   (9%)   10   (91%) 5.36 

Preventive dentistry 1   (9%)  1   (9%)   9   (82%) 5.09 

Legislation 1   (9%) 2 (18%)    8   (73%) 4.82 

Teamworking 1   (9%) 3 (27%)    7   (64%) 4.73 

Extractions 1   (9%) 1   (9%) 3 (27%)    6   (54%) 4.55 

Cross infection 3 (27%)  2 (18%)    6   (55%) 4.18 

Dental health education 1   (9%) 3 (27%) 1   (9%)   6   (55%) 4.36 

Communication with patients 2 (18%) 3 (27%)    6   (55%) 4.27 

Dental pathology 1   (9%) 1   (9%) 4 (36%)    5   (46%) 4.45 

Radiography 1   (9%) 3 (27%) 2 (18%)   5   (46%) 4.09 

Pharmacology 4 (36%) 1   (9%) 2 (18%)   4   (36%) 3.82 

Record keeping 4 (36%) 2 (18%) 1   (9%)   4   (36%) 3.55 

Treating patients under conscious sedation 6 (55%) 3 (27%) 1   (9%)   1     (9%) 2.45 

 
There was strong consensus that the programme should include restorative dentistry, medical 
emergencies, paediatric dentistry, preventive dentistry and legislation.  More than 70% 
strongly/agreed that these items should be integral to such a programme.  These items of priority are 
delineated by the top group in Table 4.12.   
 
In the second group of topics are teamworking, extractions, cross infection, dental health education, 
communication with patients and dental pathology; about half strongly/agreed (5 or 6) that these 
topics should definitely be included and for many of these most of the other respondents agreed too 
(i.e. rated 4 on the 6-point scale).  The exceptions were teamworking, dental health education and 
ŎƻƳƳǳƴƛŎŀǘƛƻƴ ǿƛǘƘ ǇŀǘƛŜƴǘǎ ǿƘŜǊŜ ǊŜǎǇƻƴŘŜƴǘǎΩ ǾƛŜǿǎ ǿŜǊŜ ƳƻǊŜ ǇƻƭŀǊƛǎŜŘΦ  !ƭǘƘƻǳƎƘ ŀōƻǳǘ ƘŀƭŦ 
felt these should be in the programme, a significant minority disagreed that they should be (i.e. rated 
1, 2 or 3).   
 
Similarly, there were differing views about the inclusion of radiography, pharmacology, and record 
keeping.  Between a third and half of respondents strongly/agreed that these would be useful for 
ƛƴŎƭǳǎƛƻƴ ƛƴ ŀ ŦƻǳƴŘŀǘƛƻƴ ǇǊƻƎǊŀƳƳŜΣ ōǳǘ ŀ ǇǊƻǇƻǊǘƛƻƴ ƻŦ ŀǘ ƭŜŀǎǘ ŀ ǘƘƛǊŘ ŘƛŘƴΩǘ ŀƎǊŜŜ ǘƘŀǘ ǘƘŜǎŜ ǿŜǊŜ 
important (rated 1, 2 or 3).   
 
Finally, treating patients under conscious sedation was not reported to be a priority.  The majority 
(55%) strongly/disagreed (rated 1 or 2) that it should be included in such a programme.  
 
 
4.1.3.3 Other suggested areas for a foundation education programme 
Only two respondents suggested any other areas for inclusion in a foundation programme. 
Comments made from these two individuals were non-clinical ς one related to contractual issues, the 
other to the need to work more quickly in work compared with undergraduate training:    
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Advice for the self-employed, how to draw up a contract of services. 

 
What tƻ ŜȄǇŜŎǘ ǿƘŜƴ ǉǳŀƭƛŦƛŜŘΧǘƘŜ ǊŜŀƭ ǿƻǊƭŘΗ  ! Řŀȅ ǿƘŜǊŜ мл ǇŀǘƛŜƴǘǎ ŀǊŜ ǎŜŜƴ ōȅ 
ǘƘŜ ǎǘǳŘŜƴǘΣ ƛƴǎǘŜŀŘ ƻŦ нΧƛƴ ƻǊŘŜǊ ǘƻ ǇǊŜǇŀǊŜ ŦƻǊ ǿƻǊƪƛƴƎ ƭƛŦŜΦ 

 
 
4.1.4 Working as a Newly-Qualified Dental Hygiene/Therapist 
RŜǎǇƻƴŘŜƴǘǎΩ were asked to reflect on the nature of their work duties and were asked the frequency 
with which they undertook a series of activities.  They were asked to indicate whether they 
undertook them never; less than twice a year; about once a month; every couple of weeks; weekly; 
and more often.  For ease of analysis, these six categories have been grouped into ΨneverΩ, 
ΨinfrequentlyΩ, ΨfrequentlyΩ, and ΨoftenΩ όŀǎ ǎƘƻǿƴ ƛƴ ¢ŀōƭŜ пΦмоύ.   Ten respondents completed this 
question, and their responses are shown overleaf. 
 
TABLE 4.13: Newly-qualified dentaƭ ǘƘŜǊŀǇƛǎǘǎΩ ŘǳǘƛŜǎ 

Please indicate how often you do the following 
activities. 

Never Infrequently 

Less than twice a 
year 

Frequently 

About once a month;  
Every couple of weeks 

Often 

Weekly; 
More often 

 (1) (2) (3,4) (5,6) 

Dental health education    10 (100%) 

Scale and polish    9 (100%) 

Application of materials (e.g. fissure sealants)   2 (20%) 8 (80%) 

Restorations in deciduous teeth   3 (30%) 7 (70%) 

Restorations in permanent teeth   3 (30%) 7 (70%) 

Administering local analgesia   2 (20%) 8 (80%) 

Undertaking deciduous polpotomy 2 (20%) 2 (20%) 4 (40%) 2 (20%) 

Extracting deciduous teeth 4 (40%)  3 (30%) 3 (30%) 

Taking radiographs 4 (40%) 1 (10%) 2 (20%) 3 (30%) 

Taking impressions 3 (30%) 5 (50%) 1 (10%) 1 (10%) 

Placing rubber dam 8 (80%) 1 (10%) 1 (10%)  

Treating patients under conscious sedation 10 (100%)    

 
The data suggest that all individuals were often doing dental health education and scale and polish ς 
this formed the core of their daily responsibilities.  All also frequently or often undertook duties such 
as application of materials, restorations in deciduous and permanent teeth and administering local 
analgesia. These activities were the focus of the work for all newly-qualified dental therapists 
irrespective of whether they worked mainly as a hygienist or as a dental therapist.  This is shown by 
the split in Table 4.13.   
 
In the bottom half of the table, a more mixed picture emerged.  For deciduous polpotomy, extracting 
deciduous teeth and taking radiographs about half undertook these activities ΨfrequentlyΩ or ΨoftenΩ, 
and nearly all these were individuals undertook mainly therapy or a mix of hygiene and therapy in at 
least one of their contracts.  Specifically, only one respondent who worked mainly as a hygienist 
reported ǎƘŜ ΨfrequentlyΩ undertook deciduous polpotomy ς the rest of the respondents in the 
bottom half of the table who undertook these activities at least ΨfrequentlyΩ worked as dental 
therapists.    
 
Placing rubber dam was undertaken ΨinfrequentlyΩ or ΨneverΩ by nearly all respondents.  Again, the 
one exception was an individual who undertook a mix of hygiene and therapy work.  Finally, none 
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treated patients under conscious sedation.  This was not an activity for any of these newly-qualified 
dental therapists. 
 
4.1.4.1 Length of time with patients 
Respondents were asked about the average length of time they spent with each patient and were 
given three response options (as shown in Table 4.19).  All respondents reported spending 20 
minutes or more with patients: most (60%) spent 20-30 minutes with each patient, the rest (40%; 
4/10) typically worked for more than 30 minutes.   
 
TABLE 4.14: Patient appointment length  

 Frequency 
 

Percent  

Less than 20 minutes 0 0 

20 ς 30 minutes 6 60% 

More than 30 minutes 4 40% 

Total responses 10 100% 

 
4.1.4.2 Views on being a newly-qualified dental hygiene/therapist 
Views on being a newly-qualified dental hygiene/therapist were sought by asking respondents to rate 
their agreement to a series of general statements using a 6-point scale (Table 4.15). As shown, the 
responses have been presented into four broad groups:  those for whom the majority 
strongly/agreed (i.e. rated 5 or 6); statements for which there was a more mixed response from 
respondents (those who rated 3 or 4); and statements for which the majority disagreed or 
strongly/disagreed (rated 1 or 2).   
 
TABLE 4.15: Views towards being a newly-qualified hygiene/therapist 

Level of agreement  

Strongly 
disagree 

  Strongly 
agree 

Mean 

Statement (1,2) (3) (4) (5,6)  

Too few dentists know about the permitted duties of therapists    10 (100%) 5.70 

I wish more dentists would refer patients to me. 3 (30%)  1 (10%) 6 (60%) 4.30 

I have high levels of job satisfaction. 1 (10%) 1 (10%) 3 (30%) 5 (50%) 4.60 

I feel a full member of the dental team. 2 (20%) 1 (10%) 2 (20%) 5 (50%) 4.50 

The new dental contract works against the employment of 
therapists in the dental team 

1 (10%) 2 (20%) 3 (30%) 4 (40%) 4.20 

Dentists are in competition with therapists over patients 2 (20%) 2 (20%)  6 (60%) 4.20 

Patients are more likely to keep appointments with their dentist 
than their therapist 

3 (30%) 1 (10%)  6 (60%) 3.90 

I am treated more as a hygienist than a therapist 2 (20%) 3 (30%)  5 (50%) 4.00 

I feel I am a financial burden to the dental practice 5 (50%)  3 (30%) 2 (20%) 3.00 

Some of the dentists I work with are reluctant to let me do fillings 5 (50%) 1 (10%)  4 (40%) 3.30 

I rarely get to use the range of my therapy skills. 5 (50%) 1 (10%) 1 (10%) 3 (30%) 3.00 

Limited chair space restricts the amount of therapy work that I do. 6 (60%)  1 (10%) 3 (30%) 2.80 

aȅ ŘŜƴǘŀƭ ŎƻƭƭŜŀƎǳŜǎ ŘƻƴΩǘ ƘŀǾŜ ŎƻƴŦƛŘŜƴŎŜ ƛƴ Ƴȅ ǘƘŜǊŀǇȅ ǎƪƛƭƭǎΦ 5 (50%) 1 (10%) 2 (20%) 2 (20%) 2.80 

 
There seemed little difference amongst respondents in terms of whether they worked mainly as a 
dental therapist, mainly as a hygienist or a mix of the two.  There was strong agreement with the 
statement that too few dentists know about the permitted duties of therapists.  Similarly, most 
strongly/agreed that they wished more dentists would refer patients to them (60% rated 5 or 6).  Just 
over half strongly/agreed that dentists are in competition with therapists over patients (60% rated 5 
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or 6), and that patients were more likely to keep their appointments with their dentist than their 
therapist (60% strongly/agreed).   
 
IƻǿŜǾŜǊΣ ǾƛŜǿǎ ǿŜǊŜ ƳƻǊŜ ǇƻǎƛǘƛǾŜ ŀōƻǳǘ ǘƘŜ ŘŜƴǘƛǎǘǎΩ ŀǘǘƛǘǳŘŜǎ ǘƻǿŀǊŘǎ ǘƘŜƛǊ ŎƭƛƴƛŎŀƭ ǘǊŜŀǘƳŜƴǘΦ  
Only 40% strongly/agreed that some of the dentists are reluctant to let them do fillings, and only 20% 
strongly/agreed that their dental ŎƻƭƭŜŀƎǳŜǎ ŘƻƴΩǘ ƘŀǾŜ ŎƻƴŦƛŘŜƴŎŜ ƛƴ ǘƘŜƛǊ ǘƘŜǊŀǇȅ ǿƻǊƪΦ  ¢ƘŜǎŜ ǿŜǊŜ 
more likely to be those working mainly as hygienists.  
 
Second, there were mixed views towards their position in the practice/service.  Specifically, 
responses varied as to whether they felt a burden to the practice/service: half (50%) 
strongly/disagreed with this statement and half (50%) strongly/agreed that they feel a full member of 
the dental team.  Here, those that were positive about their place in the team were much more likely 
to be working mainly as therapists or undertaking a mix of the hygiene/therapy.  There was a spread 
of responses about the perceived impact of the new contract on the employment of therapists in the 
dental team 
 
Finally, in terms of their views on their role as a newly-qualified dental therapist, opinions were 
divided in terms of whether they were treated more as a hygienist than a therapist.  Similarly, about 
half (50%) strongly/disagreed that they rarely get to use the range of their therapy skills, and these all 
comprised those who worked as dental therapists in at least one of their two main contracts.  Overall, 
50% (5/10) of respondents strongly/agreed (rated 5 or 6) that they have high levels of job 
satisfaction, and most of these (n=4) were again those working mainly as dental therapists or in a 
mixed dental hygiene/therapy role.   
 
wŜǎǇƻƴŘŜƴǘǎΩ ƻǾŜǊŀƭƭ ǾƛŜǿǎ ǘƻǿŀǊŘǎ ōŜƛƴƎ ŀ ƴŜǿƭȅ-qualified dental therapist were that more dentists 
need to know about the permitted duties,  that they would like more patient referrals, and that they 
have good levels of job satisfaction.   However, the details of their experiences bring differing 
ƻǇƛƴƛƻƴǎ ŀōƻǳǘ ǘƘŜƛǊ ŘŜƴǘƛǎǘǎΩ ŀǘǘƛǘǳŘŜǎ ǘƻǿŀǊŘǎ ǘƘŜƛǊ ǿƻǊƪΦ !ƭǘƘƻǳƎƘ ƴǳƳōŜǊǎ ƘŜǊŜ ŀǊŜ ǎƳŀƭƭΣ ƻǳǊ 
data suggest that those working mainly as dental therapists or undertaking a mix of dental therapy 
work exhibited more positive views about their role within the dental team, the extent to which they 
felt able to use their skills, and their overall levels of job satisfaction. 
 
4.1.4.3 Challenges in working as a dental therapist 
Ten respondents provided a comment to the open question:  What has been your biggest challenge 
in working as a therapist?  Their comments, which break down into 20 different responses, have been 
thematically coded and grouped into four main areas (as shown in Table 4.16 below).   
 
TABLE 4.16:  Comments about the main challenges in working as a dental therapist 

 Frequency 

 
Percent of 

respondents 
(n=10) 

Practice-based (non-clinical) *10 80% 

Clinical 4 40% 

Reflections on the undergraduate programme 4 40% 

Other 2 20% 

Total 20  

*Note:  80% (8/10) of the respondents provided at least one practice-based (non-clinical) comment, 
but two individuals provided two different comments which have both been coded into this category 
(hence total equals 10). 
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Most respondents (80%; 8/10) highlighted that one of the challenges about working as a dental 
therapist related to a practice-based (but non-clinical) issue.  Four of these ten comments were about 
difficulties experienced with ƎŜǘǘƛƴƎ ǊŜŦŜǊǊŀƭǎ ƻǊ ǇǊŜǎŎǊƛǇǘƛƻƴǎ ŦǊƻƳ ŘŜƴǘƛǎǘǎ όŦƻǊ ŜȄŀƳǇƭŜΥ άDifficult to 
ƎŜǘ ŘŜƴǘƛǎǘǎ ǘƻ ǊŜŦŜǊ ǇŀǘƛŜƴǘǎ ǘƻ ƳŜ ŦƻǊ ǘƘŜǊŀǇȅ ǿƻǊƪέΤ άFighting to get legal hygiene prescriptions to 
ǿƻǊƪέ).  Three noted their challenge was getting used to working at a faster speed (e.g. ά¢ƘŜ ƴǳƳōŜǊ 
ƻŦ ǇŀǘƛŜƴǘǎ ǎŜŜƴ ǇŜǊ Řŀȅ ǿŀǎ ŀ ǎƘƻŎƪ ǘƻ ǘƘŜ ǎȅǎǘŜƳέύ.  The other two practice-based comments were 
ŀōƻǳǘ ǘƘŜ ŦŀŎǘ ǘƘŀǘΥ  άΧƻƴƭȅ мл҈ ƻŦ Ƴȅ ǿƻǊƪƭƻŀŘ ƛǎ ǘƘŜǊŀǇȅ ŎƻƳǇŀǊŜŘ ǘƻ ƘȅƎƛŜƴŜέ; and one 
highlighted the difficulty in getting used to the new (practice) environment. 
 
Clinical challenges noted by the four respondents were mainly about restorative procedures (3/4).  
One noted the challenge of building up sufficient speed in restorative dentistry, for another it was 
gaining confidence in restorative techniques, and another noted that the challenge was: ά9ŀŎƘ 
restorative preparation is individual ς ƎŀƛƴƛƴƎ ŜȄǇŜǊƛŜƴŎŜέ.  Only one other clinical procedure was 
highlighted as particularly challenging.  This was undertaking difficult extractions: 
 
 Difficult extractions where crown is fractured 

 
Challenges relating to the undergraduate experience were noted by four respondents.  Two drew 
attention to the fact that the speed of treatment expected during the undergraduate programme was 
very diffŜǊŜƴǘ ŦǊƻƳ ǿƻǊƪƛƴƎ ƛƴ ŀ ǇǊŀŎǘƛŎŜ ƻǊ ŎƭƛƴƛŎΦ  CƻǊ ŜȄŀƳǇƭŜΣ ƻƴŜ ǉǳŀƭƛŦƛŜŘ ǘƘŀǘΥ άInitially running 
to time ς difficult when coming from an environment where you only have approximately two 
ŀǇǇƻƛƴǘƳŜƴǘǎ ƛƴ ŀƴ ŀŦǘŜǊƴƻƻƴ όǿƘƛƭŜ ǘǊŀƛƴƛƴƎύέΦ The other two comments highlighted their 
perceptions about shortfalls in the undergraduate programme: one that restorative preparations 
ƘŀǾŜ ōŜŜƴ άΧǎŜƭŦ ǘŀǳƎƘǘ ǘƻ ŀ ŎŜǊǘŀƛƴ ŘŜƎǊŜŜέΦ  Another commented: 
 
 Not taught how to elevate roots in the undergraduate programme. 

 
Finally, ǘƘŜ ǘǿƻ ΨƻǘƘŜǊΩ ŎƻƳƳŜƴǘǎ ǿŜǊŜ Ƴŀƛƴƭȅ ŀōƻǳǘ ŘƛŦŦƛŎǳƭǘȅ ŦƛƴŘƛƴƎ ŜƳǇƭƻȅƳŜƴǘ ŀǎ ŀ ŘŜƴǘŀƭ 
ǘƘŜǊŀǇƛǎǘΦ  hƴŜ ǎƛƳǇƭȅ ƴƻǘŜŘ άCƛƴŘƛƴƎ ŜƳǇƭƻȅƳŜƴǘέ was a big challenge.  Another noted: 
 

I worked briefly when first qualified and found being taken seriously by 
dentists a big challenge ς still is.  

 
4.1.4.4 Best thing about working as a dental therapist 
Nine respondents provided a comment to the open question:  What has been the best thing about 
working as a dental therapist? The overwhelming impression from respondents is their positive 
attitudes towards working as a dental therapist.  Their specific responses have been coded into four 
key groups, as shown in Table 4.17 below.   
 
TABLE 4.17:  Comments about the best thing about working as a dental therapist 

 Frequency 

 
Percent of 

respondents 
(n=9) 

Patient care 3 33% 

Range/variety of work 3 33% 

Job satisfaction 2 22% 

Other 3 33% 

Total responses 11  

 
There were two general comments about the job satisfaction of working as a dental therapist: e.g. 
ΨƧƻō ǎŀǘƛǎŦŀŎǘƛƻƴΩΤ άL love every aspect of the work ς ƎƛǾŜǎ ƳŜ ƳǳŎƘ ƳƻǊŜ ǎŀǘƛǎŦŀŎǘƛƻƴ ǘƘŀƴ ƘȅƎƛŜƴŜέΦ  
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Other comments have been coded into two main categories: the satisfaction of providing patient care 
(33%; 3/9), and the variety of dental work and patients (adults and children) (33%; 3/9).  Examples 
are provided below: 
 

LƳǇǊƻǾƛƴƎ ǇŀǘƛŜƴǘǎΩ ƻǊŀƭ ƘŜŀƭǘƘ ǘƘǊƻǳƎƘ ŜŘǳŎŀǘƛƻƴΦ 
 
When patients leave and are happy with work and service you have done for 
them. 
 
More variation of work and working with adults and children of different 
ages. 

 
  
¢ƘǊŜŜ ΨƻǘƘŜǊΩ ŎƻƳƳŜƴǘǎ ƘƛƎƘƭƛƎƘǘ ǘƘŜ ǎŀǘƛǎŦŀŎǘƛƻƴ ƎŀƛƴŜŘ ŦǊƻƳ ǿƻǊƪƛƴƎ ƛƴ ŀ ǇƻǎƛǘƛǾŜ ŜƴǾƛǊƻƴƳŜƴǘΣ ŀƴŘ 
being valued by others: άCƛƴŘƛƴƎ ŀ ƎƻƻŘ ŜƳǇƭƻȅŜǊ ǿƛǘƘ ǎǳǇǇƻǊǘƛǾŜ ŘŜƴǘƛǎǘǎέ; άtǳǘǘƛƴƎ Ƴȅ ƭŜŀǊƴƛƴƎ ƛƴǘƻ 
ǇǊŀŎǘƛŎŜέ and ά.ŜƛƴƎ ǊŜŎƻƎƴƛǎŜŘ ŀǎ ŀ ǾŀƭǳŀōƭŜ ǇǊŀŎǘƛǘƛƻƴŜǊέΦ 
 
4.1.4.5 Any other comments 
The final question of the questionnaire provided respondents with the opportunity to write any other 
comments.  Four individuals did so. One reiterated her general enthusiasm for the role, believing the 
PDS to be very rewarding, and noted her enjoyment in working as a dental hygiene/ therapist and 
being part of the dental team.   
 
However, two individuals used the opportunity to provide negative reflections, and a fourth 
respondent was very mixed in her account.  This was because in one practice her experience was 
wholly positive, whereas in the other she was much less satisfied with the working environment.  In 
the first practice, she referred to the job as a άǊŜǿŀǊŘƛƴƎ ŀƴŘ ǇƻǎƛǘƛǾŜ Ǉƻǎƛǘƛƻƴέ, where she was 
satisfied with the dental support, the nature of the referrals, and her status within the team: 
 

This is the most rewarding position as the principal dentist is very progressive 
ŀƴŘ ŘƻŜǎ ƴƻǘ ΨŎƘŜǊǊȅ ǇƛŎƪΩ ǿƻǊƪΦ IŜ ŎƘŀƭƭŜƴƎŜǎ ƳŜ ƻƴ ŀ Řŀƛƭȅ ōŀǎƛǎ ŀƴŘ ƎƛǾŜǎ 
me very difficult restorative work to do.  I am viewed as a specialist within 
the practice for treating children. 

 
In contrast, the same respondent drew attention to another practice in which she worked, where 
therapy work constitutes only a minority part of her workload, where she was given simple work, 
and where she felt the dentist had a low opinion of her skills compared with those of dental 
graduates.  The perception that the dentist had a low opinion of the dental therapist is a theme 
which emerged in all three ǊŜǎǇƻƴŘŜƴǘǎΩ ƴŜƎŀǘƛǾŜ ŎƻƳƳŜƴǘǎΦ   
 

I am specifically told what filling material to use for patients and not able to 
make my own clinical decisions for myself, based on my own knowledge.  I 
feel this is because dentists see us therapists as inferior to themselves. 

 
Clearly, these few respondents had experienced some difficulties with their dentist being aware of 
the role of a dental therapist.  This was neatly summed up by one of these respondents commenting:  
άΧŘentists are still very unaware of therapists ŀƴŘ ǳƴǿƛƭƭƛƴƎ ǘƻ ǊŜŦŜǊ ǇŀǘƛŜƴǘǎέ and she hoped her new 
job would be an improvement on her last one.   
 
4.1.4.6 Overall review of open comments 
In order to get an overview of the comments made, and by whom, it is useful to provide a brief 
summary of the open comments made by respondents.  Put simply, respondents who identified high 
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levels of job satisfaction mostly comprised those working mainly as a dental therapist or mixed 
hygiene/therapy.  These individuals identified several challenges associated with their first year in 
work.  Some were clinical challenges, but more often were associated with making the transition into 
working in practice, running to time, and clarifying the prescription writing with the dentist. 
 
Those who were less satisfied with their first year in work were more likely to be working mainly as 
hygienists or mixed hygiene/therapy work.  They too had some clinical challenges but principally had 
difficulties finding a job, finding a supportive employee, getting sufficient referrals, having enough 
independence in the role, and reported difficulty being taken seriously.  Finding an appropriate mix of 
dental therapy work, and a supportive employee were the principal concerns identified for several 
newly-qualified dental therapists.   
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4.2  SUMMARY OF MAIN FINDINGS FROM NEWLY-QUALIFIED DENTAL THERAPISTS 
 

 A questionnaire was distributed in Spring 2007 to all dental hygiene/ therapists who had 
graduated from the University of Birmingham in 2006.  The purpose was to explore their 
experiences and duties as a dental therapist within their first twelve months at work, their 
views towards continuing education, and specifically their attitudes towards a foundation 
programme for graduates in their first year after qualifying.   

 The response rate was 100% (11/11); all 2006 graduates contributed to this survey. 

 All were working full-time in dentistry and most achieved this by working in two or three 
contracts of employment.  Most (82%; 9/11) worked only in the GDS setting and GDS 
employees were mainly paid on a self-employed basis.  The few who had a contract in the 
PDS were paid on a salaried basis. 

 Graduates had spread across a number of deaneries within the UK.  The most common single 
deanery identified was the West Midlands (27%; 3/11), and a third (36%; 4/11) worked in 
neighbouring deaneries. 

 In the two main contracts of employment of these newly-qualified dental therapists, the 
proportion undertaking dental therapy work was limited.  In main contracts, over half (55%) 
did mainly hygiene, and only about a third undertook mainly therapy work (36%).  Few (9%) 
indicated they undertook a balance of mixed hygiene/therapy work.  In second contracts, all 
respondents indicated they undertook mainly hygiene.    

 The balance of dental therapy and hygiene activity directly impacted on the profile of 
patients, and income basis of their work.  Those engaged in mainly therapy work were more 
likely to work with both adults and children, work with special needs and anxious patients, 
and undertake mainly NHS work or a mix of NHS/private.  Those who were mainly hygienists 
were mainly working privately. 

 There was strong support for a foundation programme for newly-qualified graduates in their 
first year after qualifying; 73% strongly/agreed with a need for such a programme. 

 Newly-qualified dental hygiene/therapists strongly/agreed that a foundation programme 
should include restorative dentistry, medical emergencies, paediatric dentistry, preventive 
dentistry and legislation.  Other topics which were favoured (though less so) included 
extractions, cross infection and dental pathology. 

 Confidence about starting work was mixed.  About a third felt well-prepared for starting work 
as a therapist, and many (64%) agreed they had become aware of further learning needs 
since starting work.  Although most had received good support from their dentist colleagues, 
most had no clear plan for their continuing education and reported finding it hard to find 
time for it.  

 A core set of activities ǿŀǎ ΨfrequentlyΩ undertaken by all these newly-qualified dental 
hygiene/therapists.  These included: dental health education, scale and polish, application of 
materials, restorations (permanent and deciduous) and administering of local analgesia.  
Other duties which were only ΨfrequentlyΩ undertaken by the few who worked mainly as a 
dental therapist or in a mixed dental hygiene/therapy role included: deciduous polpotomy, 
extracting deciduous teeth, taking radiographs, taking impressions and placing rubber dam.  
Thus, these newly-qualified dental hygiene/therapists only ΨfrequentlyΩ used the full range of 
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their permitted skills when working as mainly therapists or in a mixed hygiene/therapy role, 
which this survey data already suggests was the minority of individuals in this sample group.  

 Patient appointment times were greater than 20 minutes ς 40% typically saw them for 30 
minutes or more. 

 There was consensus that too few dentists know about the permitted range of duties of a 
dental therapist. 

 The main challenge about starting work was associated with working in practice (getting used 
to the faster speed, the environment, dentist prescriptions and achieving the balance of 
hygiene/therapy).  Fewer noted clinical challenges: these were principally restorative in 
nature and this was identified as one of the priority areas for a foundation programme. 

 Half (50%) strongly/agreed that they had high levels of job satisfaction.  Those less satisfied 
were more likely to be working mainly as hygienists, reported having difficulties finding a 
suitable job, receiving insufficient referrals, and not achieving an appropriate mix of hygiene 
and therapy work.    

 All offered positive things about their work as a dental therapist.  Providing patient care, the 
range of work undertaken and appreciative and supportive dentists were highlighted. 

 
 
4.2 PART TWO CONCLUSION 
 
Newly-qualified dental hygiene/ therapy students were mostly working in multi-surgery GDS settings, 
and about half undertook mainly dental therapy work or mixed hygiene and therapy.  All were 
engaged in a core of duties, such as scale and polish, dental health education, restorative work and 
administering local analgesia; far fewer frequently undertook the more advanced dental therapy 
duties.   This was reflected in their views towards the opportunity to use the range of their therapy 
skills, and the extent of patient referrals.  Most had become aware of their further learning needs 
since they had been working, and would have welcomed a foundation programme to support their 
transition into work.   Although there was positive feedback about the professional support provided 
by dentists and the extent to which they felt part of the dental team, there was consensus that too 
few dentists know about the permitted duties of therapists.  This suggests the value of an education 
programme for dentists employing therapists too.   
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5.0 RESULTS AND DISCUSSION: PART THREE  
 DENTAL THERAPISTS IN THE WEST MIDLANDS  
 
5.1  DENTAL THERAPISTS IN THE WEST MIDLANDS RESULTS 

 
This part of the report provides the results from the survey of registered dental therapists in the West 
Midlands undertaken in June 2007.  Its purpose was to explore the proportion of registered dental 
therapists actively working in a dental therapy role, the nature of their employment contracts, 
ongoing education and support needs, and their views towards working as a dental therapist (see 
Appendix 3). 
 
At the end of June 2007, the questionnaire was mailed to 59 registered West Midlands dental 
therapists with a covering letter explaining the purpose of the study (see Appendix 3).  In the same 
envelope, a second questionnaire targeting their dentist was also enclosed, and the therapists were 
asked to pass this second questionnaire to the main dentist with whom they worked.  Four weeks 
later (end of July 2007), a reminder letter and second copy of the questionnaire were mailed.  
Completed postal questionnaires were returned direct to the CRMDE research office, using a pre-paid 
envelope. 
 
The questionnaire was completed by 38 dental therapists.  This represents a 64% response rate 
(38/59). 
 
The results are organised into five sections:  key characteristics of the sample; contracts and 
remuneration; working as a dental therapist; priorities for continuing education; and overall views 
towards the role.   The final section summarises the main conclusions. 
 
5.1.1 Key Characteristics of the Sample 
 
5.1.1.1 Year of qualification 
Respondents were asked when they had first qualified as a dental therapist and, as shown in Table 
5.1 below, most of the registered dental therapist workforce in the West Midlands had either 
qualified in the last eight years (since 2000) or before 1980. 
 
TABLE 5.1: Date qualified as a dental therapist  

 
Frequency 

(%) 

Since 2000 16 (42%) 

1990 ς 1999 1   (3%) 

1980 ς  1989 2   (5%) 

1970 ς 1979 13 (34%) 

Pre 1970 6 (16%) 

Total responses 38 (100%) 

 
! ǎǳǇǇƭŜƳŜƴǘŀǊȅ ǉǳŜǎǘƛƻƴ ŦƻƭƭƻǿŜŘ ǿƘƛŎƘ ŀǎƪŜŘΥ Ψ!ǇǇǊƻȄƛƳŀǘŜƭȅ Ƙƻǿ Ƴŀƴȅ ȅŜŀǊǎ ƘŀǾŜ ȅƻǳ ǇǊŀŎǘƛǎŜŘ 
ŀǎ ŀ ŘŜƴǘŀƭ ǘƘŜǊŀǇƛǎǘΚΩΦ ¢ƘŜ ǊŜǎǳƭǘǎ ǎƘƻǿ ŀ ǎƛƳƛƭŀǊ ǇƛŎǘǳǊŜΥ  Ƴƻǎǘ ²Ŝǎǘ aƛŘƭŀƴŘǎ ŘŜƴǘŀƭ ǘƘŜǊŀǇƛǎǘǎ ƘŀŘ 
had 10 years or less experience, or more than 20 years experience (Table 5.2). 
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TABLE 5.2: Number of years experience as a dental therapist  

 
Frequency 

(%) 

10 years or less  18 (49%) 

11- 20 years 6 (17%) 

More than 20 years  13 (36%) 

Total responses 37 (100%) 

 
Drawing these two sets of data together enables a comparison between the year of qualification and 
ǘƘŜ ƴǳƳōŜǊ ƻŦ ȅŜŀǊΩǎ ŜȄǇŜǊƛŜƴŎŜΦ  ¢ƘŜ Řŀǘŀ ǎǳƎƎŜǎǘ Ƨǳǎǘ ƻǾŜǊ ƘŀƭŦ ƻŦ ǊŜǎǇƻƴŘŜƴǘǎ όрп҈ - 20/37) had 
had breaks from dental therapy work since qualification (see Table 5.3).   
 
The length of breaks varied hugely:  less than 5 years (15% - 3/20), 6 ς 10 years (35% - 7/20); 11 ς 15 
(20% - 4/20); and 16 years or more (30% - 6/20).  Possible explanations might include childcare career 
breaks, or difficulties securing therapy work since qualification.  The other 17 (46%) had had the 
expected number of ȅŜŀǊΩǎ ŜȄǇŜǊƛŜƴŎŜ ŀŎŎƻǊŘƛƴƎ ǘƻ ǘƘŜƛǊ ŘŀǘŜ ƻŦ ǉǳŀƭƛŦƛŎŀǘƛƻƴΦ    
 
Thus, overall, about half the dental therapy workforce in the West Midlands comprised practitioners 
who had had more than 10 years experience in the role (51% - 19/37), but many of these individuals 
had also had breaks of differing lengths from therapy practice since qualification.  This suggests that 
educational support to facilitate return to practice is an important and ongoing area for provision.   
 
TABLE 5.3: Date qualified as a dental therapist and career breaks 

 

Number 
(%) 

Break in dental therapy? Number of years break in dental 
therapy 

 

  No Yes > 5  6 ς10 11 ς 15 16 plus 

Since 2000 16Î (42%) 14 1 1     

1990 ς 1999 1   (3%) 0 1  1    

1980 - 1989 2   (5%) 0 2  1  1   

1970 ς 1979 13 (34%) 3 10 1 3 2 4 

Pre 1970 6 (16%) 0 6 1 2 1 2 

Total responses 38 (100%) 17 (46%) 20 (54%) 3 7 4 6 

Î hƴŜ ƻŦ ǘƘŜǎŜ мс ƛƴŘƛǾƛŘǳŀƭǎ ŘƛŘ ƴƻǘ ƎƛǾŜ ǘƘŜ ƴǳƳōŜǊ ƻŦ ȅŜŀǊΩǎ ŜȄǇŜǊƛŜƴŎŜ 

 
5.1.1.2 Working as a dental therapist 
Respondents were asked whether they were currently working as a dental therapist and if so, 
whether they were working full or part-time.  The majority (82% - 31/38) confirmed that they were 
currently working as a dental therapist, although two specifically commented that they were doing 
only limited therapy work.  Of the majority actively employed in a dental therapy role, most worked 
part-time (23/31 ς 74%), as opposed to full-time (8/31 ς 26%).   
  
The minority not working as dental therapists (18% - 7/38) were asked to give details about their 
working status, and whether they planned to return to dental therapy work.  Most (5/7) expressed an 
interest in getting back to therapy work.  Three were keen to return, for example: ά!{!t ǿƘŜƴ L Ŏŀƴ 
ŦƛƴŘ ŀ ǇǊŀŎǘƛŎŜ ǘƘŀǘ ƴŜŜŘǎ ŀ ǘƘŜǊŀǇƛǎǘέΦ  Two were working as hygienists and interested in returning to 
dental therapy work.  The remaining two had no plans to return to clinical work as both were working 
in oral health promotion.    
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Thus, overall, most registered dental therapists in the West Midlands who completed the 
questionnaire were currently working in a dental therapy role, and many of those that were not, 
expressed interest in returning to practice. 
 
Most of the following results draw from the feedback of respondent dental therapists who are 
currently working in a dental hygiene/therapy role (n=31).  We were primarily interested in the 
profile of activity, educational needs and overall views of those currently working.   Notably, 
occasionally not all respondents provided a response to a relevant question; in these instances the 
total response (or valid number) is indicated as less than 31.  Views of those not working were sought 
in later parts of the questionnaire (Q24 ς Q17, Appendix 4) and these results are provided in Section 
5.2.5.1 onwards. 
 
5.1.1.3. Location of work   
Respondents were asked to indicate the PCT within the West Midlands which was their main location 
of work as a dental therapist.  As shown in Table 5.4 below, respondents were drawn from across 15 
PCTs; more worked in the former Birmingham and Black Country SHA area (the dashed lines mark out 
the three former Strategic Health Authorities).  The PCTs associated with the former Birmingham and 
Black Country SHA are in the top third of the table, the PCTs from the former Shropshire and 
Staffordshire PCTs are listed in the middle third, and those from the former West Midlands South SHA 
are listed in the bottom third of Table 5.4.  In addition, one respondent indicated her main place of 
work was in Leicestershire, however, as she was also working in the West Midlands, her responses 
have been included in the overall analysis.   
 
TABLE 5.пΥ wŜǎǇƻƴŘŜƴǘǎΩ Ƴŀƛƴ ƭƻŎŀǘƛƻƴ ƻŦ ǿƻǊƪ ŀǎ ŀ ŘŜƴǘŀƭ ǘƘŜǊŀǇƛǎǘΥ t/¢ǎ  

 Frequency 
 

Percent  

Solihull Care Trust 3 10% 
South Birmingham 2 7% 
Dudley 2 7% 
Wolverhampton 2 7% 
Heart of Birmingham 1 3% 
Sandwell 1 3% 
Walsall 1 3% 
Birmingham East and North 0 0% 
Stoke-on-Trent 3 10% 
South Staffordshire 3 10% 
Shropshire County 2 7% 
North Staffordshire 1 3% 
Telford and Wrekin 0 0% 
Worcestershire 3 10% 
Herefordshire 3 10% 
Warwickshire 2 7% 
Coventry 1 3% 
Total responses 30  

NB:  One individual responded that her main place of work as a dental therapist was in Leicestershire. 
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5.1.2 Contracts and Remuneration 
5.1.2.1 Hours and contracts of employment 
Most respondents (65%; 20/31) had only one contract, and worked part-time (74%; 23/31).   
 
There was a fairly even spread between those who worked two contracts (16%; 5/31) or three 
contracts (13%; 4/31). Few (7%; 2/31) had four or more contracts.   
 
Just under two-thirds (60%; 14/23) worked part-time on only one contract, and a very similar 
proportion worked full-time on only one contact (62%; 5/8); thus, respondents were no more likely to 
work full-time if they worked on two or more contracts than if they worked only on the one.   
 
The questionnaire subsequently asked respondents to provide key information about their two main 
ŎƻƴǘǊŀŎǘǎ όΨƳŀƛƴΩ ŀƴŘ Ψnext mainΩ ŎƻƴǘǊŀŎǘύ.  It is acknowledged that about a quarter of respondents 
worked on three of more contracts, and only information about their first two contracts was elicited 
in the questionnaire.  Having said that, this data provided contractual information about the vast 
ƳŀƧƻǊƛǘȅ ƻŦ ǊŜǎǇƻƴŘŜƴǘǎΩ ǘƻǘŀƭ ŎƻƴǘǊŀŎǘǎ όпн ƻǳǘ ƻŦ ŀǇǇǊƻȄƛƳŀǘŜƭȅ рл ǘƻǘŀƭ ŎƻƴǘǊŀŎǘǎύΦ   
 
¢ƘŜ ƛƴǘŜƴǘƛƻƴ ǿŀǎ ǘƻ ƛŘŜƴǘƛŦȅ ōǊƻŀŘ ǇŀǘǘŜǊƴǎ ƻŦ ŀŎǘƛǾƛǘȅ ŀōƻǳǘ ŘŜƴǘŀƭ ǘƘŜǊŀǇƛǎǘǎΩ Ƴŀƛƴ ǇƭŀŎŜǎ ƻŦ ǿƻǊƪΦ  
Questions explored payment details, employing service, and the profile of work undertaken.  These 
results are detailed below. 
 
5.1.2.2 Main contract  
Approximately even numbers worked in the salaried dental services (52%; 16/31) compared with the 
GDS (48%; 15/31).  Salaried dental services include: PDS, CDS and dental access centres. 
 
Payment  
Three quarters of ǊŜǎǇƻƴŘŜƴǘǎΩ main contracts were salaried (73%; 22/30), the rest were self-
employed (27%; 8/30) (Table 5.5).  Not surprisingly, all those who worked in the salaried services 
were paid on a salaried basis, and those that specified were mostly paid on a monthly basis (93%; 
13/14).    All self-employed respondents (n=8) worked in the GDS, but notably, these comprised only 
about half the GDS employees ς the rest of GDS employees were salaried (n=7) (Table 5.5).   
 
TABLE 5.5: Employer and payment arrangements in their main contract 

 Self-employed Salaried Frequency 

 

Invoiced Percentage 
of practice 

income 

Other 
Paid per 

hour 
Paid per 
month 

Not 
specified  

GDS 4 2 2 2 5  15 

Salaried 0 0 0 1 13 1 15 

Total responses 8 (27%) 22 (73%) 30 (100%) 

One salaried person did not indicate how s/he was paid (salaried or self-employed) 
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Profile of work in the main contract  
Fifty six percent of respondents worked on a mainly NHS basis in their main contract, another 19% 
worked on a mixed NHS/private and 26% were mainly private (Table 5.6).  Thus three quarters 
worked at least some of their time with NHS patients.   
 
TABLE 5.6: NHS/private balance in their main contract 

 Frequency 
 

Percent  

Mainly NHS 15 56% 

Mainly private 7 26% 

Mixed NHS/private 5 19% 

Total responses 27 100% 

 

Just over half (55%; 16/29) undertook mixed hygiene and therapy work, about a quarter (24%; 7/29) 
undertook mainly therapy work, and a fifth (21%; 6/29) reported mainly hygiene (see Table 5.7).  It is 
positive that most (79%) undertook a substantive part of their main contract undertaking dental 
therapy work. 
 
TABLE 5.7: Hygiene/therapy work in their main contract 

 Frequency 
 

Percent  

Mixed hygiene and therapy 16 55% 

Mainly therapy 7 24% 

Mainly hygiene 6 21% 

Total responses 29 100% 

 
The extent to which this profile of work is related to the NHS/private balance of their activity is 
shown in Table 5.8.  Two notable points: (1) just under half of respondents indicated that they 
undertook a mix of hygiene and therapy or mainly therapy work (49%; 14/29) on a mainly NHS basis; 
and (2) those that undertook mainly hygiene work did so on a mainly private basis (17%; 5/29). 
 
Thus, those who were doing mainly hygiene activity worked mainly privately (17%; 5/29) and those 
who were doing mainly therapy work or mixed hygiene and therapy did mixed NHS/private or mainly 
NHS work. This latter group was made up of by far the largest proportion (66%; 19/29). 
 
TABLE 5.8: Hygiene/therapy work and mix of NHS/private in their main contract 

 

 
Mainly NHS 

 
Mainly 
private 

 

Mix 
NHS/private 

 

 
N/C 

Frequency 

Mixed hygiene and therapy 8 2 5 1 16 (55%)  

Mainly therapy 6 0 0 1 7 (24%)  

Mainly hygiene 1 5 0  6 (21%)  

Total responses 15 (52%) 7 (24%) 5 (17%) 2 (7%) 29 (100%) 

Row percentages 
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Only about two thirds of respondents indicated the age profile of their patients (n=25).  Respondents 
predominantly worked with mixed populations of children and adults (56% - 14/25), with the rest 
evenly divided between working mainly with children (24% - 6/25) or mainly with adults (20% - 5/25).   
 
TABLE 5.9: Age profile of patients in their main contract 

 Frequency 
 

Percent  

Mixed children and adults 14 56% 

Mainly with children 6 24% 

Mainly with adults 5 20% 

Total responses 25 100% 

 
The majority undertook a mix of hygiene and therapy work, working with both adults and children 
(38%; 11/29).  There was no notable pattern amongst the rest of the respondents, except that most 
of those that undertook mainly hygiene activity indicated they worked mainly with adults (3/5). 
 
TABLE 5.10: Hygiene/therapy work and age profile of patients in their main contract 

 

 
Mixed children  

and adults 
 

 
Mainly 

with adults 

 
Mainly with 

children 

 
N/C 

 
Frequency 

 
 

Mixed hygiene and therapy 11  1 2 2 16 (55%) 

Mainly therapy  2 1 2 1 7 (24%) 

Mainly hygiene 1 3  1 1 6 (21%)  

Total responses 14 (48%)  6 (21%)  5 (17%)  4  (14%) 29 (100%) 

 
Finally, the largest group (48%) worked with both few special needs and few anxious patients (48%; 
11/23).  In fact, nearly two thirds (65%; 15/23) worked with only a few special needs patients, and a 
similar proportion (61%; 14/23) worked with only a few anxious patients.     
 
TABLE 5.11: Patient profile in their main contract  

Type of patients Frequency 

Few special needs patients Few anxious patients 11 (48%) 

Few special needs patients Many anxious patients 4 (17%) 

Many special needs patients Many anxious patients 4 (17%) 

Many special needs patients Few anxious patients 2   (9%) 

Many special needs patients N/C 1   (4%) 

N/C Few anxious patients  1   (4%) 

  23 (100%) 

 
All those with many special needs patients undertook mainly therapy (or mixed hygiene and therapy 
work), and worked mainly NHS.  Similarly, all those with many anxious patients worked mainly 
therapy (or mixed hygiene and therapy), and again worked on a mainly NHS basis.    
 
Most stated that they worked with a mixed socio-economic patient group (65%; 15/23), and the rest 
of respondents treated mainly those from low socio-economic groups (35%; 8/23).   
 
Finally, respondents were given the opportunity to comment about the balance of their work.  Two 
ŀŘŘƛǘƛƻƴŀƭ ŎƻƳƳŜƴǘǎ ǿŜǊŜ ƳŀŘŜΥ  ƻƴŜ ƴƻǘŜŘ ǘƘŀǘ ǎƘŜ ǿƻǊƪŜŘ ǿƛǘƘ άƳŀƴȅ ǾŀǊƛŜŘ ŜǘƘƴƛŎ ƎǊƻǳǇǎέ and 
ŀƴƻǘƘŜǊ ǊŜǎǇƻƴŘŜƴǘ ǎǘŀǘŜŘ ǘƘŀǘ ǎƘŜ ƛǎ άsupervising therapy/hygieƴŜ ǎǘǳŘŜƴǘǎ м Řŀȅ ǇŜǊ ǿŜŜƪέΦ 
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Employing practice/service in main contract 
All respondents worked in multi-surgery settings in their main contract ς irrespective of whether they 
worked in GDS or SDS (see Table 5.12).  Overall, two-thirds (67%; 20/30) worked in practices/services 
with three or more dentists, and most of these (13/20) were salaried settings.  Thus, therapists were 
mainly employed in large multi-surgery practices/clinics for their principal contract, particularly if 
working in a salaried service.   
 
TABLE 5.12: Number of dentists in the practice/service in their main contract 

 Frequency 
 

Percent  

One dentist 4 13% 

Two dentists 6 20% 

Three dentists 3 10% 

Four dentists 5 17% 

Five or more dentists 12 40% 

Total responses 30 100% 

 
In terms of the pattern of referrals from the dentists, most received referrals from all the dentists at 
the practice/service (71%; 20/28).  In most other cases (5/28), it was only one dentist who did not 
refer.  This is a positive indication, although little is directly known about the proportion of these 
referrals which were for dental therapy work as opposed to hygiene-type duties. 
 
There was a fairly even spread amongst respondents as to whether there was a separate hygienist 
also employed in the practice/service.  Just over half (53%; 16/30) reported that there was not a 
hygienist (apart from the hygiene work they did), and most of these worked in salaried settings 
(12/16).  Of the four remaining dental therapists without a hygienist, they were mainly doing hygiene 
work themselves (n=2), or doing a mixed hygiene/therapy role (n=2) and worked in a GDS setting.  
 
All responded positively that they had a dental nurse working alongside them (30/30). 
 
5.1.2.2 Next (second) main contract 
As noted earlier, just over a third (35%; 11/31) worked on more than one contract.  Most of the 
eleven respondents who had a second contract were employed through this second contract to work 
in the GDS (82% - 9/11), and most (n=6) worked in GDS in their first contract too (see Table 5.13 
below).  
 
TABLE 5.13: Main and second contract service type in second main contract 

Main contract Frequency Second contract Frequency 

GDS 15 GDS 6 

  Salaried 1 

Salaried 16 GDS 3 

  Salaried 1 

First contract total  31 Second contract total 11 

 
Overall, looking at the 42 total contracts, they were fairly evenly divided in terms of being in salaried 
or GDS settings (GDS: 24/42 ς 57%; salaried: 18/42 ς 43%).  Dental therapists were slightly more likely 
to have a salaried contract for their main contract (salaried: 52%, 16/31; GDS: 48%, 15/31) but more 
likely to have a GDS contract in their second contract if they had one (9/11).  For the majority of 
those with a second contract, the type of employer remained the same as for their first contract 
(7/11; 64%).    
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This suggests that those dental therapists who worked in GDS were more likely to build together 
more than one contract to reach their preferred number of working hours.  Achieving this, 
particularly for newly-qualified dental therapists, may require the availability of targeted support. 
 
Payment  
Irrespective of setting, the majority of dental therapists were paid in their second contract on a self-
employed basis (73%; 8/11).   
 
Lǘ ǿƻǳƭŘ ŀǇǇŜŀǊ ǘƘŀǘ ƴŜŀǊƭȅ ŀƭƭ ǊŜǎǇƻƴŘŜƴǘǎΩ όмлκммύ ŎƻƴǘǊŀŎǘǳŀƭ ǘŜǊƳǎ ǿŜǊŜ ǘƘŜ ǎŀme in their two 
main contracts and most worked in the same types of settings in both contracts too (7/11).  For the 
few that changed setting (e.g. from salaried to GDS (4/11)), all bar one continued to be paid on a 
salaried basis.  
 
So, in most cases, the same overall systems of payment were in place for both contracts, and for 
most respondents this was a self-employed arrangement. 
 
Profile of work  
Second contracts were predominantly either mixed NHS/private (55%; 6/11) or mainly private (36%; 
4/11) (Table 5.14). 
 
More than half (55%) were engaged in mainly hygiene work in their second contract and about a third 
(36%) undertook a mix of hygiene and therapy.  A minority (9%) were doing mainly therapy work.   
 
As would be expected, a cross-tabulation of the NHS/private balance of work and the hygiene/  
therapy mix shows that the largest group, who worked on mainly hygiene work in their second 
contract, worked mainly privately (4/6).  Those who worked in a mixed hygiene and therapy role did 
so in a mixed NHS/private setting (4/4) and the minority who worked mainly in therapy work also 
worked in a mixed NHS/private setting (Table 5.17).   
 
TABLE 5.14: Hygiene/therapy work and mix of NHS/private in second main contract 

 
Mix 

NHS/private 

 
Mainly 
private 

 
Mainly 
NHS Frequency 

Mainly hygiene work 1 4 1 6 (55%) 

Mixed hygiene and therapy work 4 0 0 4 (36%) 

Mainly therapy work 1 0 0 1 (9%) 

Total responses 6 (55%) 4 (36%) 1 (9%) 11 (100%) 

 
With the predominance of hygiene work and mixed hygiene/therapy, it is not surprising that most 
respondents treated adults (88% - 8/9) ς either in a mixed children/adults capacity or just mainly 
adults. 
 
In terms of the patient profile, all nine reported they worked with few special needs patients, and few 
anxious patients (88% - 8/9). 
 
Again, 9 of the 11 respondents with a second contract provided details about the socio-economic 
profile of the patients; all bar one indicated a mixed socio-economic profile.  One reported that s/he 
worked with many patients from low socioeconomic groups. 
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Employing practice/service in second main contract 
In the second contract, only one (9%; 1/11) worked in a single-handed setting; over half (54% - 6/11) 
worked with three or more dentists (Table 5.15).  
 
TABLE 5.15: Number of dentists in the practice/service in second main contract 

 Frequency 
 

Percent  

One dentist 1 9% 

Two dentists 4 36% 

Three dentists 4 36% 

Four dentists 0 0 

Five or more dentists 2 18% 

Total responses 11 100% 

 
Most (10/11) provided information about whether dentists in the practice/service referred patients 
to them.  In most cases (8/10) all the dentists referred patients to the dental therapist.  The two 
exceptions both worked in large practice/services employing five or more dentists, with only one 
referring dentist.  
 
The majority (73%; 8/11) worked with a hygienist in the practice, and most also had a dental nurse 
working alongside them (82%; 9/11).  Not surprisingly, all those with a hygienist in the 
practice/service worked in multi-surgery settings.   
 
In summary, contractual and remuneration details from dental therapists working across the West 
Midlands indicate that, for their main contract, fairly even numbers worked in the salaried service, as 
opposed to the general dental service.  Not surprisingly, a greater proportion was paid on a salaried 
basis, since half of the GDS dental therapists were also salaried as opposed to self-employed.  In 
terms of activity, most undertook a mix of hygiene and therapy, did so on a mainly NHS, or mixed 
NHS/private basis, and worked with both adults and children.  Generally, they worked with few 
special needs or anxious patients.    However, this general picture should not overlook the finding 
that a significant minority (just under a fifth - 17% - 5/29) in their main contract undertook mainly 
hygiene and worked on a mainly private basis.  This group are not using all their skills and are a 
significant loss to the NHS.   
 
Given that most (65%) worked on only one contract, fewer gave details about second main contracts.  
Those with a second contract, were mainly employed in the GDS (82%), mainly on a self-employed 
basis, and undertook mainly hygiene or mixed hygiene/therapy, on a private or mixed NHS/private 
basis.  In both main and second contracts, dental therapists were predominantly employed in multi-
surgery settings, and received referrals from most of the dentists with whom they worked.   
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5.1.3 Working as a Therapist 
One of the key objectives of the study ǿŀǎ ǘƻ ŜȄǇƭƻǊŜ ǇǊŀŎǘƛǎƛƴƎ ŘŜƴǘŀƭ ǘƘŜǊŀǇƛǎǘǎΩ ǾƛŜǿǎ ǘƻǿŀǊŘǎ 
working as a dental therapist.   This was approached by asking respondents about the profile of work 
undertaken.   Twelve key duties and three response stems were providedΥ ΨLΩŘ ƭƛƪŜ ǘƻ Řƻ ƳƻǊŜΩΣ ΨLΩƳ 
ƘŀǇǇȅ ǿƛǘƘ ǘƘŜ ŀƳƻǳƴǘ L ŘƻΩ and ΨLΩŘ ǊŀǘƘŜǊ Řƻ ƭŜǎǎΩ.  Their responses are provided in Table 5.16 
below.  Data is summarised into three groups: those activities which the majority would like to do 
more of; activities for which there was a more mixed response; and activities which most 
respondents were happy with the amount undertaken. 
 
TABLE 5.16: ¢ƘŜǊŀǇƛǎǘǎΩ ǾƛŜǿǎ ŀōƻǳǘ ǘƘŜ ǇǊƻŦƛƭŜ ƻŦ ǿƻǊƪ ǳƴŘŜǊǘŀƪŜƴ  

Topics LΩŘ ƭƛƪŜ ǘƻ 
do more 

LΩƳ ƘŀǇǇȅ ǿƛǘƘ 
the amount I do 

LΩŘ 
rather 
do less 

Valid number 

Treating patients under conscious sedation (with 
dentist) 

18 (86%) 3 (14%) 0 21 

Taking impressions 22 (71%) 9 (30%) 0 31 

Placing rubber dam 17 (63%) 9 (33%) 1 (4%) 27 

Extracting deciduous teeth 15 (50%) 15 (50%) 0 30 

Undertaking deciduous pulpotomy 14 (47%) 14 (47%) 2 (7%) 30 

Restorations in permanent teeth 12 (39%) 19 (61%) 0 31 

Taking radiographs 10 (32%) 18 (58%) 2 (7%) 31 

Restorations in deciduous teeth 8 (26%) 23 (74%) 0 31 

Application of materials (eg. fissure sealant) 4 (13%) 25 (81%) 2 (7%) 31 

Dental health education 2 (7%) 29 (94%) 0 31 

Administering local analgesia 2 (7%) 29 (94%) 0 31 

Scale and polish  24 (77%) 7 (23%) 31 

 
Half or more respondents would like to have been doing more:  taking impressions (71%), placing 
rubber dam (63%) and extracting deciduous teeth (50%). Caution should be exercised about the high 
proportion of respondents who indicated they would like to treat more patients under conscious 
sedation (86%); the low valid number (n=21) suggests that for many this aspect of practice was not 
applicable to them ς perhaps because their lead dentist did not undertake conscious sedation. 
 
There was a mixed picture about undertaking more: deciduous pulpotomy, restorations in permanent 
teeth and taking radiographs.  Some indicated they would like to do more of these activities, whilst 
on the whole, more respondents were happy with the amount of these treatments undertaken. 
 
In contrast, most were happy with the profile of work listed in the bottom half of Table 5.16; 
specifically, the amount of scale and polish work (77% were happy with the amount undertaken), 
administering local analgesia (94%), dental health education (94%), the application of new materials 
(81%) and restorations in deciduous teeth.  Notably, for scale and polish work, 23% of respondents 
actually wanted to do less of this activity, so although most were happy with the amount of scale and 
polish work, a significant minority were not.   
 
5.1.3.1 Views about dental therapy in their workplace 
Respondents were asked whether there was capacity for them to increase the number of hours 
committed to dental therapy activity, and also whether they could broaden the range of dental 
therapy work undertaken.  Their comments about the potential to increase the number of hours have 
been coded and summarised below (Table 5.17).  
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TABLE 5.17: Increasing the number of hours of dental therapy work  

Is there capacity to increase the number of hours of dental therapy work that you do? 

 
Number of 

respondents 
(n=29) 

Yes  

 DŜƴŜǊŀƭ ΨȅŜǎΩ ŎƻƳƳŜƴǘ 
 Only as and when required or when needed to increase hours, e.g. staff cover 

 

9 (31%) 

(8) 
(1) 

¸ŜǎΣ ōǳǘΧΦ 

 Not likely because dentists do not refer patients or prefer hygiene work 
 Happy with the hours currently worked, or the balance of work 

8 (28%) 

(5) 
(3) 

 

No  

 DŜƴŜǊŀƭ ΨƴƻΩ ŎƻƳƳŜƴǘ 
 Full-time hygiene/therapy and have a designated workload already 
 Financial/budget constraints 
 Working in a mainly private practice ς limited therapy opportunities 
 Insufficient surgery space  

11 (38%) 

(2) 
(5) 
(2) 
(1) 
(1) 

bƻǘ ǎǳǊŜκŘƻƴΩǘ ƪƴƻǿ  1 (4%) 

 

The main message from the responses is that the dental therapists fall into three main categories:  (1) 
ǘƘƻǎŜ ǘƘŀǘ ΨyesΩ ŎƻǳƭŘ ƛƴŎǊŜŀǎŜ ǘƘŜ ƴǳƳōŜǊ ƻŦ ƘƻǳǊǎ ƻŦ ŘŜƴǘŀƭ ǘƘŜǊŀǇȅ ǿƻǊƪ όом҈ύΤ όнύ ǘƘƻǎŜ ǘƘŀǘ ΨyesΩ 
ŎƻǳƭŘ ǘƘŜƻǊŜǘƛŎŀƭƭȅ ƛƴŎǊŜŀǎŜ ǘƘŜ ƴǳƳōŜǊ ƻŦ ƘƻǳǊǎ όну҈ύ ōǳǘ ǘƘƛǎ ƛǎ ƴƻǘ ƭƛƪŜƭȅΤ ŀƴŘ όоύ ǘƘƻǎŜ ǘƘŀǘ ΨƴƻΩ 
could not increase their dental therapy hours (38%).  
 
For those unlikely to increase their hours of dental therapy, reasons offered included dentists not 
readily referring dental therapy patients to them, or that the dental therapist was happy with the 
hours worked, or balance of work.  Explanations regarding the ΨƴƻΩ ǘhey would not increase the hours 
included difficulty with allocating their already full-time workload of therapy and/or hygiene work 
elsewhere, budget or space difficulties, and low levels of demand from patients because the practice 
was mainly private.   
 
In terms of broadening the range of therapy work undertaken, again comments were provided in an 
open text format and have been coded into two key categories, as shown in Table 5.18. 
 

TABLE 5.18: Broadening the range of dental therapy work  

Could you broaden the range of therapy work you do if you wished? 

 

Number of 
respondents 

(n=29) 

Yes  

 DŜƴŜǊŀƭ ΨȅŜǎΩ ŎƻƳƳŜƴǘ 
 With access to more training or greater confidence  
 Would do so if patients needed it, or dentists referred 

13 (45%) 

(9) 
(3) 
 (1) 

No  

 DŜƴŜǊŀƭ ΨƴƻΩ ŎƻƳƳŜƴǘ 
 Already doing a full (or near) full range of therapy work 
 There are only limited opportunities e.g. private practice, few patient referrals   
 Fully occupied with workload and no capacity to do more 
 Dentists would prefer I do hygiene work 
   

16 (55%) 

(4) 
(6) 
(3) 
(2) 
(1) 
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Respondents were split between those that felt there was capacity to increase the breadth of their 
dental therapy work (45%) and those that did not (55%).  Maƴȅ ƻŦ ǘƘƻǎŜ ǘƘŀǘ ƳŀŘŜ ŀ ƎŜƴŜǊŀƭ ΨȅŜǎΩ 
comment referred to the fact their dentist was very supportive of them using their full range of skills, 
that appraisal was an opportunity to discuss this issue further or that they would have to ask the 
dentist about this.  For example:  
 

Yes, the dentists are more than happy to support and advise and benefit from any 
change in therapy work.                                                                                 

 
Others noted they would be happy to increase the breadth of dental therapy work if they could 
access further training or if patients or dentists requested a wider breadth of provision from them. 
  
Several of those who stated that they could not increase the breadth of their dental therapy work 
gave a non-ǎǇŜŎƛŦƛŎ ΨnoΩΣ Ψnot at the momentΩΣ Ψƴƻǘ ǊŜŀƭƭȅΩ ŎƻƳƳŜƴǘǎΦ  hǘƘŜǊǎ όƴҐсύ ŜƭŀōƻǊŀǘŜŘ ǘƘŀǘ 
they were already doing a full (or near) full breadth of duties and so increasing the breadth of activity 
was not really relevant.  The rest responded that there was not much capacity for them to do more.  
This was mainly because of the practice profile (n=3; e.g. mainly private), that they already had a full 
workload (n=2), or that dentists preferred them to focus on their dental hygiene activities (n=1). 
 
Overall, the picture suggests that if skill mix issues in the practice could be resolved, and some 
dentists encouraged to refer more patients, there might be capacity for up to two-thirds of these 
dental therapists to increase the number of hours of dental therapy work.  However, a more mixed 
picture emerged about whether they could broaden the range of therapy work.  Just under half could 
envisage this possibility, the rest could not.  Many reported they could not broaden their work 
because they were already engaged in a full range of therapy work, but for about a third, they felt it 
was not a possibility, for example, because there were only limited dental therapy opportunities 
within the practice. 
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5.1.4 Priorities for Continuing Education 
A key theme in this study ǿŀǎ ǘƻ ŜȄǇƭƻǊŜ ǇǊŀŎǘƛǎƛƴƎ ŘŜƴǘŀƭ ǘƘŜǊŀǇƛǎǘǎΩ ǇǊƛƻǊƛǘƛŜǎ ǘƻǿŀǊŘǎ ŎƻƴǘƛƴǳƛƴƎ 
ŜŘǳŎŀǘƛƻƴΦ  ! ƭƛǎǘ ƻŦ мр ǘƻǇƛŎǎ ǿŀǎ ǇǊƻǾƛŘŜŘ ŀƴŘ ǊŜǎǇƻƴŘŜƴǘǎ ǿŜǊŜ ŀǎƪŜŘΥ ΨCƻǊ ŜŀŎƘ ƻŦ ǘƘŜ ƛǘŜƳǎ ƭƛǎǘŜŘΣ 
ǇƭŜŀǎŜ ǊŀǘŜ ǘƘŜƛǊ ƛƳǇƻǊǘŀƴŎŜ ŦƻǊ ȅƻǳ ƛƴ ȅƻǳǊ ŎƻƴǘƛƴǳƛƴƎ ŜŘǳŎŀǘƛƻƴΩΦ  ¢ƘŜȅ ǿŜre given a six point rating 
scale ranging from not important (1), through to very important (6) (see Table  5.19). 
 
TABLE 5.19: Importance of topics for continuing education 

Views on the importance of topics for 
continuing education  

Not 
important 

  Very 
important 

Mean 

 (1,2) (3) (4) (5,6)  

Restorative dentistry 0 1 (3%) 0 29 (97%) 5.57 

Medical emergencies 0 2 (7%) 1 (3%) 28 (90%) 5.58 

Cross infection 1 (3%) 1 (3%) 1 (3%) 28 (90%) 5.45 

Preventive dentistry 0 1 (3%) 3 (10%) 27 (87%) 5.58 

Communication with patients 0 4 (13%) 3 (10%) 24 (77%) 5.26 

Paediatric dentistry 1 (3%) 1 (3%) 7 (23%) 22 (71%) 5.19 

Radiography 2 (7%) 5 (16%) 3 (10%) 21 (68%) 4.84 

Legislation 0 4 (13%) 6 (19%) 21 (68%) 5.00 

Teamworking 1 (3%) 5 (16%) 4 (13%) 21 (68%) 5.00 

Dental pathology 1 (3%) 5 (16%) 6 (19%) 19 (61%) 4.81 

Record keeping 2 (7%) 6 (19%) 4 (13%) 19 (61%) 4.71 

Dental health education 2 (7%) 5 (16%) 5 (16%) 19 (61%) 4.77 

Extractions 1 (3%) 3 (10%) 10 (35%) 15 (52%) 4.62 

Treating patients under conscious sedation 7 (23%) 3 (10%) 6 (20%) 14 (47%) 4.03 

Pharmacology 2 (7%) 5 (17%) 9 (30%) 14 (47%) 4.47 

 
Overall, it is clear that most respondents rated nearly all of the topics as important, suggesting these 
dental therapists readily identified their learning needs with regard to continuing education. 
Particular priorities are delineated in the top third of Table 5.19.  Most important were:  restorative 
dentistry, medical emergencies, cross infection, preventive dentistry and communication with 
patients.  This was followed by:  paediatric dentistry, radiography, legislation and teamworking. 
 
!ƴ ƻǇŜƴ ǉǳŜǎǘƛƻƴ ŦǳǊǘƘŜǊ ŜȄǇƭƻǊŜŘ ǊŜǎǇƻƴŘŜƴǘǎΩ ǇǊƛƻǊƛǘƛŜǎ ŦƻǊ ǘƘŜƛǊ ŎƻƴǘƛƴǳƛƴƎ ŜŘǳŎŀǘƛƻƴΦ  ¢ƘŜȅ ǿŜǊŜ 
asked to identify their three main priorities for the next 12 months.  This was an attempt to drill down 
further into the responses given in Table 5.19.   
 
At least one response was provided by 29 of the 38 respondents.  However, some respondents listed 
several items for each response, therefore a total of 86 separate priorities have been coded, as 
shown in Table 5.20 below.  
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TABLE 5.20:  Topics suggested as one of the three main priorities for continuing education in the 
  next 12 months 

 Frequency 

 
Percent of 

respondents 
(n=29) 

Restorative dentistry 12 41% 

Radiography 11 38% 

Medical emergencies 6 21% 

Preventive dentistry 6 21% 

Cross infection 5 17% 

Treating patients under conscious sedation 3 10% 

Dental pathology 2 7% 

Extractions 2 7% 

Paediatric dentistry 3 10% 

Communication with patients 2 7% 

Record keeping 1 3% 

Legislation 1 3% 

Teamworking 1 3% 

Pharmacology 0 0 

Dental health education 0 0 

Other 31 55% 

 (CPD generally) (10) (34%) 

 (Specific topic) (10) (34%) 

 (Patient focus) (6) (21%) 

 (Keeping up-to-date generally) (6) (21%) 

Total responses 86  

 
Perhaps not surprisingly, given responses shown in Table 5.19, restorative dentistry was the most 
frequently cited immediate priority from respondents; 41% of respondents specifically noted it was 
an important area for the next 12 months.  Indeed, a closely matched set of priorities emerged from 
this open question, compared with the results from the closed rating scale (Table 5.19); similar 
ǇǊƛƻǊƛǘƛŜǎ ǿŜǊŜ ǇŜǊŎŜƛǾŜŘ ŀǎ ΨƛƳǇƻǊǘŀƴǘΩΣ ƴŀƳŜƭȅΥ ǊŜǎǘƻǊŀǘƛǾŜ ŘŜƴǘƛǎǘǊȅΣ ƳŜŘƛŎŀƭ ŜƳŜǊƎŜƴŎƛŜǎΣ 
preventive dentistry and cross infecǘƛƻƴΦ  ¢ƘŜǊŜ ǿŜǊŜ ǘǿƻ ŜȄŎŜǇǘƛƻƴǎΦ  CƛǊǎǘΣ ǊŀŘƛƻƎǊŀǇƘȅΣ ƻǊ ΨX-raysΩ 
was afforded greater priority in the open question and was mentioned by more than a third of 
ǊŜǎǇƻƴŘŜƴǘǎΦ  {ŜŎƻƴŘΣ ΨŎƻƳƳǳƴƛŎŀǘƛƻƴ ǿƛǘƘ ǇŀǘƛŜƴǘǎΩ ǿŀǎ ƴƻǘ ƳŜƴǘƛƻƴŜŘ ŀǎ ŦǊŜǉǳŜƴǘƭȅ ƛƴ ǘƘŜ ƻǇŜƴ 
comments as might have been expected from responses to Table 5.19. 
 
aƻǊŜ ǘƘŀƴ ƘŀƭŦ ƻŦ ǊŜǎǇƻƴŘŜƴǘǎ όрф҈Τ мтκнфύΣ ǇǊƻǾƛŘŜŘ ǊŜǎǇƻƴǎŜǎ ǿƘƛŎƘ ƘŀǾŜ ōŜŜƴ ŎƻŘŜŘ ŀǎ ΨƻǘƘŜǊΩΦ  
These were in four main areas.   

o Ten individuals commented about attending more CPD, more relevant CPD or more courses 
with CPD hours.   

o Ten commented about a specific topic, for example, health and safety, hygiene skills, 
periodontology, orthodontics.   

o Seven noted that they would prioritise special needs patients, or particular medical 
conditions associated with patients.   

o Finally, six planned to keep generally up-to-ŘŀǘŜ ǿƛǘƘ ƭŀǘŜǎǘ ŘŜǾŜƭƻǇƳŜƴǘǎ όάUpdate latest 
research techniques/materialsέΤέ Keep up practical skillsέΤ άTo keep updates about the new 
ŘŜǾŜƭƻǇƳŜƴǘǎέ. 
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5.1.5 Overall Views  
Overall views towards working as a dental therapist were sought through a series of 14 statements, 
and respondents were asked to rate their agreement towards these on a 6-point scale, where 1 
represented strongly disagree, and 6 was strongly agree.  
 
TABLE 5.21: Overall views towards working as a dental therapist  

Views on working as a dental therapist  Strongly 
disagree 

  Strongly 
agree 

Mean 

 (1,2) (3) (4) (5,6)  

Dentists should be encouraged to employ dental 
therapists. 

2 (7%) 0 0 27 (93%) 5.66 

LΩŘ ƭƛƪŜ ǘƻ use regularly the full range of my dental 
therapy skills. 

3 (11%)  2 (7%) 23 (82%) 5.29 

There are too few CPD courses that are relevant to 
therapists. 

3 (10%) 2 (7%) 3 (10%) 21 (72%) 4.86 

I have high levels of job satisfaction. 5 (17%) 4 (14%) 1 (3%) 19 (66%) 4.45 

I get good professional support from the dentists I 
work with. 

6 (21%) 2 (7%) 3 (10%) 18 (62%) 4.45 

There is a need for an education programme for 
newly qualified therapists to support their transition 
into work. 

4 (14%) 2 (7%) 6 (21%) 17 (59%) 4.55 

I feel a full member of the dental team. 4 (14%) 5 (17%) 4 (14%) 16 (55%) 4.31 

LΩǾŜ ōŜŜƴ ǿŜƭƭ ǇǊŜǇŀǊŜŘ ŦƻǊ ǘƘŜ ŎƘŀƴƎŜǎ ƛƴ ŘǳǘƛŜǎ ŦƻǊ 
dental therapists. 

5 (17%) 3 (10%) 5 (17%) 16 (55%) 4.41 

I need more patient referrals. 8 (28%) 5 (17%) 3 (10%) 13 (45%) 3.93 

I have regular one-to-one meetings with a dentist 8 (28%) 3 (10%) 6 (21%) 12 (41%) 3.86 

I have a clear plan for my continuing education. 7 (24%) 6 (21%) 5 (17%) 11 (38%) 3.74 

LǘΩǎ ƘŀǊŘ ǘƻ ŦƛƴŘ ǘƛƳŜ ŦƻǊ ŎƻƴǘƛƴǳƛƴƎ ŜŘǳŎŀǘƛƻƴΦ 7 (24%) 6 (21%) 7 (24%) 9 (31%) 3.76 

The new dental contract supports the employment 
of dental therapists. 

9 (32%) 5 (18%) 6 (21%) 8 (29%) 3.29 

Dentists know about the permitted range of duties 
for therapists. 

19 (66%) 4 (14%) 2 (7%) 4 (14%) 2.45 

 
The list of statements in Table 5.21 is split into three groups: those for whom the majority 
strongly/agreed (i.e. rated 5 or 6); statements for which there was a more mixed response from 
respondents (those who rated 3 or 4); and statements for which most disagreed or 
strongly/disagreed (rated 1 or 2).  This is the strategy used to present the broadly comparable data 
collected from the newly-qualified dentists (see Table 4.15).   
 
However, the statements are best understood according to four main themes:  (a) attitudes towards 
dentists; (b) range of duties; (c) continuing education; and (d) general views.   Each of these is 
considered in turn. 
 
5ŜƴǘƛǎǘǎΩ ŜƳǇƭƻȅƳŜƴǘ ƻŦ ŘŜƴǘŀƭ ǘƘŜǊŀǇƛǎǘǎ ǿŀǎ ǘƘŜ ǎǘŀǘŜƳŜƴǘ ǿƛǘƘ ǿƘƛŎƘ ƴŜŀǊƭȅ ŀƭƭ ǊŜǎǇƻƴŘŜƴǘǎ 
strongly/agreed; 93% of dental therapists considered that dentists should be encouraged to employ 
dental therapists.  However, hardly any (14%) perceived that dentists know about the permitted 
range of duties for therapists, a findings which strongly concords with the views of newly-qualified 
hygiene/therapists.   In terms of the interrelationship between dentist and dental therapist, nearly 
two thirds agreed (and 41% strongly/agreedύ ǿƛǘƘ ǘƘŜ ǎǘŀǘŜƳŜƴǘ ΨI have regular one-to-one meeting 
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ǿƛǘƘ ŀ ŘŜƴǘƛǎǘΩ.  Thus, many dental therapists meet regularly with their dentist on a one-to-one basis, 
though a significant minority of more than a third do not.  Having said that, the majority (72%) agreed 
that they ΨΧƎŜǘ ƎƻƻŘ ǇǊƻŦŜǎǎƛƻƴŀƭ ǎǳǇǇƻǊǘ ŦǊƻƳ ǘƘŜ ŘŜƴǘƛǎǘǎ L ǿƻǊƪ ǿƛǘƘΩ.  Thus, although one-to-one 
meetings were not necessarily routine for all dental therapists, support from dentists was valued. 
 
The second key theme amongst the statements was about the range of dental therapist duties.  It is 
clear that the vast majority of respondents (82%) strongly/agreed that they would ΨƭƛƪŜ ǘƻ ǳǎŜ 
ǊŜƎǳƭŀǊƭȅ ǘƘŜ Ŧǳƭƭ ǊŀƴƎŜ ƻŦ Ƴȅ ŘŜƴǘŀƭ ǘƘŜǊŀǇȅ ǎƪƛƭƭǎΩ, although half of newly-qualified dentists 
strongly/agreed that they were treated more as a hygienist than a therapist.  Most West Midlands 
therapists agreed (72%) they had been well prepared for the changes in duties.  This is all very 
positive about the motivation levels and preparedness for the extended role and duties.  However, 
more than half (55%) agreed ǘƘŀǘ ǘƘŜȅ Ψneed more patient referralǎΩΣ again, a finding which emerged 
from the newly-qualified dentists too (see Table 4.15). Thus, working with their dentist and achieving 
sufficient referrals for the appropriate clinical treatments merits further development. 
 
Views towards continuing education were explored using several statements.  In terms of provision, 
the majority (72%) strongly/agreed ǘƘŀǘ ΨǘƘŜǊŜ ŀǊŜ ǘƻƻ ŦŜǿ ŎƻǳǊǎŜǎ ǘƘŀǘ ŀǊŜ ǊŜƭŜǾŀƴǘ ǘƻ ǘƘŜǊŀǇƛǎǘǎΩ.  
Similarly, there was strong endorsement for an education programme for newly-qualified therapists 
to support their transition into work; 80% agreed there is a need for such provision.  Having said that, 
there were mixed views about being able to find time for continuing education, and similarly mixed 
responses were observed from respondents about whether they had a clear plan for their continuing 
education.  Thus, although there was general disappointment about the adequacy of provision, at an 
individual level some respondents reported difficulties in planning and finding time for continuing 
education.  This is an issue in which dental therapists need some support. 
 
wŜǎǇƻƴŘŜƴǘǎΩ ƎŜƴŜǊŀƭ ŀǘǘƛǘǳŘŜǎ ǘƻǿŀǊŘǎ ǿƻǊƪƛƴƎ ŀǎ ŀ ŘŜƴǘŀƭ ǘƘŜǊŀǇƛǎǘ ǎǳƎƎŜǎǘ ƳƛȄŜŘ ǾƛŜǿǎ ŀōƻǳǘ 
whether the new dental contract supports the employment of dental therapists, a view echoed by 
the newly-qualified hygiene/therapists.  Having said that, job satisfaction was high for many (66% 
strongly/agreed).  Similarly, about two-thirds (66%) agreed όǊŀǘŜŘ пΣ р ƻǊ сύ ǘƘŀǘ ǘƘŜȅ Ψfeel a full 
ƳŜƳōŜǊ ƻŦ ǘƘŜ ŘŜƴǘŀƭ ǘŜŀƳΩ ς a proportion slightly higher than the newly-qualified 
hygiene/therapists. 
 
The following question asked respondents if they would like to elaborate on any of these statements 
ŀƴŘ ǘƘƛǎ ǿŀǎ ŦƻƭƭƻǿŜŘ ōȅ ŀ ǎǳǇǇƭŜƳŜƴǘŀǊȅ ǎǘŀǘŜƳŜƴǘΥ  ΨCƻǊ ŜȄŀƳǇƭŜΣ ƘŀǾŜ ȅƻǳǊ ǾƛŜǿǎ ōŜŜƴ ƛƴŦƭǳŜƴŎŜŘ 
by your experience in ŘƛŦŦŜǊŜƴǘ ǿƻǊƪǇƭŀŎŜǎΚΩ  
 
Sixteen individuals provided a response to this question, and six provided a more extensive comment 
(24 comments in total).  In terms of the tenor of these responses, nearly two thirds were negative or 
critical in essence (58% - 14/24), just under a third were positive (29% - 7/24) and the remainder 
were neutral comments or simply observations about their work as a dental therapist (13% - 3/24).  
In terms of content, the comments can be thematically coded into three main categories which pick 
up on the statements provided in the questionnaire.  As can be seen below, comments were mainly 
about their views and experiences with dentists (63%), continuing education issues (38%), or about 
the range of therapy duties or employment matters (38%) (see Table 5.22). 
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TABLE 5.22: Any other comments  

Any other comments?   

 
Number of 

respondents 
(n=16) 

Views/experiences about dentists 

 Mixed experiences of their relationships with dentists  
 Patient referrals (lack of; mainly difficult patients; refers the full range of duties) 
 Dentist lacks understanding about range of dental therapy duties 
 Limited support available from dentist in the private practice 
 Have a good working relationship with their dentist 

10 (63%) 

(3)  
(3) 
(2) 
(1) 
 (1) 

 

Continuing education  

 Lack confidence because insufficient practise  
 Need a VT scheme for dental therapists  
 Courses are full 
  

6 (38%) 

(4) 
 (2) 
 (1) 

 

Range of duties/employment issues 

 Negative about salary paid/banding  
 Being used predominantly as a hygienist 
 More dentists should come forward to employ dental therapists 
 Dental therapists in general practice are not viewed as cost effective  
 The expanded duties are a good thing 

6 (38%) 

(2) 
(1) 
(1) 
(1) 
(1) 

Other 

 DŜƴŜǊŀƭ ǇƻǎƛǘƛǾŜ ŎƻƳƳŜƴǘ όάΦΦΦƴƻ ǇǊƻōƭŜƳǎέΤ άŎƘŀƭƭŜƴƎƛƴƎ ōǳǘ ǊŜǿŀǊŘƛƴƎέύ 

2 (13%) 

(2) 

 

 
In summary, respondents felt that dentists needed encouragement to employ dental therapists, and 
perceived few of them knew about the range of duties.  This may be part of the explanation why 
many reported receiving insufficient patient referrals.  Most respondents (82%) were certainly keen 
to use the full range of permitted duties, but arguably, not all considered they had been well 
prepared for the changes.  Increased provision of continuing education would be well received, so 
too would an education programme for newly-qualified dental therapists.  However, it would be 
beneficial for such investment in continuing education to be accompanied by support for dental 
therapists in planning their education, and making time to participate in such provision.   
 
5.1.5.1 Best things about working as a dental therapist 
For the remainder of the questionnaire, all respondents were invited to provide their response to the 
questions i.e. all those that were then not working as a dental therapist as well as those that were 
(n=38).   
 
¢ƘƛǊǘȅ ŦƛǾŜ ǊŜǎǇƻƴŘŜƴǘǎ ǇǊƻǾƛŘŜŘ ŀ ŎƻƳƳŜƴǘ ǘƻ ǘƘŜ ƻǇŜƴ ǉǳŜǎǘƛƻƴΥ Ψ²Ƙŀǘ Ƙŀǎ ōŜŜƴ ǘƘŜ ōŜǎǘ ǘƘƛƴƎ 
ŀōƻǳǘ ǿƻǊƪƛƴƎ ŀǎ ŀ ŘŜƴǘŀƭ ǘƘŜǊŀǇƛǎǘΚΩ Their comments were very positive about the variety of the role 
and their impact on patients (e.g. children, nervous patients etc).  Only two individuals wrote 
anything negative or critical.  These 35 individual comments have been analysed according to each 
specific theme within a comment (53 separate items), and are listed in Table 5.23 below.  
 
Notably, there is considerable overlap with the kinds of comments which were made by newly-
ǉǳŀƭƛŦƛŜŘ ŘŜƴǘŀƭ ǘƘŜǊŀǇƛǎǘǎ ŀōƻǳǘ ǘƘŜ ΨōŜǎǘ ǘƘƛƴƎǎ ŀōƻǳǘ ǿƻǊƪƛƴƎ ŀǎ ŀ ŘŜƴǘŀƭ ǘƘŜǊŀǇƛǎǘΩΤ ǘƘƛǎ ǎŜǊǾŜǎ ǘƻ 
strengthen our confidence in the data. 


