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Executive Summary

EXECUTIVE SUMMARY

Introduction

This Executive Summargets outthe main findings from an empirical studgonducted between
January 2007 and September 20fi®ussed on dental theragts in the West Midlands It was
undertaken by the Centre for Research in Medical and Dental Education (CRMDE) based at the
University of Birmingharand funded by the NHS West Midlands Workforce Deanery

Qualified dental therapists are able to carout certain types of dental treatmentunder the
prescriptionof 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 preF 2 NYSR ONRBgya 2y LINAYFNE (GSSGKZ FyR LI |
Following legislative changas July 2002, a range of extended duties were introduced for dental
therapistsand theywere also permitted to work in any sector déntistry ¢ includingthe general

dental service, which hadeen previouslyprohibited ¢ KSaS OKIFy3Sa FAAGGSR A (K
policy agenda to extend the skillix in NHS dentistry In 2003, Birmingham Dental Hospital

launched a newthree-year ful-time BSc coursén dental hygiene/therapyconsequently the first

cohort of qualified dentalhygienetherapistsgraduatedfrom Birmingham irR006. More recently,

from August 2008dental therapistsare expected to undertake a mandatory number of CPDrdiou

each yeams part of being a registered professional with the GDC.

With the heightened profileof the dental therapy role, thistudy sought to investigate the
educational needs and teamwork issues of employing dental therapists in primary caretrgentis
Fieldwork was conducted in founain phases(March - July 2007, drawing on the views and
experiences of early career dentaygienetherapists,those ofmore experiencedlental therapists,
and also dentists working alongside dental therapist®eporting was completedafter eachof the
four main phasesandshort reports producedApril 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
one substantie document.

This Executive Summary proviga digest of the main findingato four sections or themes
e key characteristics of respondents;
e education and support needs, distinguishing between induction and continuing education;
e role and teamwork isss; and
e overall views

In the results sectioneach2 ¥ (1 KS & phds® &aQ dts oWwrdlistihtt section Gection Three,
Parts One to Four). h&seprovide detailedresultsfrom each phaseandincludesummaies of main
findings Those wishing to gund their understanding in a fuller explanation and discussion of the
results are referred to theefour distinct parts of theesults 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 studyere:

I To explore the transition of newigualified dentalhygienetherapists (from the School of
Dental Hygiene and Therapy, Birmingham Dental Hospital) into work, focussing specifically on
their inductionneeds in this early phase of their careand

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

The Data

There were dur mainphases of data collection
i In March 2007, ajuestionnaire was distributed to athe final year undergraduate dental
hygiendtherapy students studying at th&chool of Dental Hygiene and Therapy, Birmingham
Dental Hospith The response rateras 94% (15/16).

i InMarch 2007, a ontline questionnaire was distributed to @006 dental hygienétherapy
graduatesirom the School of Dental Hygiene and Therapy, Birmingham Dental Hospiial
goupof Wy S-ptizE f ATASRQ RSy (Il t Kishhdeddinng ieSshdoridle 3 NJ F
half of their first year in work. The response rate was 100% (11/18tructuredtelephone
interviews were also conducted with a small sample of dentists (n=5) working with one of
these newlyqualified dental hygienist/therapists.

i In June 2007, guestionnaie 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, questionnaire was distributed téead dentists working with dental
therapists in the West Midlandssamping was ested within theapproach used for the West
Midlandsdental therapistd.e. dental therapists were asked to pass the questionnaire to the
main dentist with whom they worked Twentysevendental therapistsconfirmed they had
passed thequestionnaireto their dentist, and 20 completed dentist questionnaires were
receivedg a response rate of 74% (20/27).

Main Findings

Key characteristics of respondents
¢ Amongst the final yeahygiene/therapyundergraduates, mst (80%) planned to work full
time, would prefe a mix of NHS/private work (92%ndwould like a combination of hygiene
and therapy work (87%)

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

e Most registereddental therapistan the West Midland$iad qualified either in the last eight
years (since 2000) or more than twerftye years ago (before 1980). Over half had had a
career break at some stage since qualification; these varied in length from less than five years
through tomore than 16 years.
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e Most dental therapists in the West Midlandgorked as a dental therapist (82%), were
employed on a partime basis (74%), and on only one contract (65%hese dental
therapistswere employedin all bar two of the Hmary Care Trust (FCT$ in the West
Midlands, most frequentlyhosewithin the former Birmingham and Black Country SHA area.
There was a fairly even spread of respondents from the salaried seawit¢he general
dental servicdGDS)and nost were employed in largeulti-surgerysettings.

e 5SyirataqQ FTSSRol O I 02 dzii reflectdd ai rgrige of differdent | RSY
experiences. About twthirds (68% worked in salaried dental services, the majority of
which (85%) had an NHS contradll those from the GDSetting (32% had appointed a
dental therapist since 2003, and again, mosthese alsdhad an NHS contract. There was a
good crosssection of dental respondents from across the West Midlands.

Education and support needs

Early work experiences

¢ Newly-qualified dentalhygienetherapist<perceptionabout starting work was mixedMain
challenges were associated with the elayday environment of working in a clinic/practice
(getting used to the faster speed, the environment, dentist prescriptions amikaing the
balance of hygiene/therapy). Fewer notedinical challenges; those mentioned were
principally restorative in nature and this was identified as one of the priority areas for an
induction (foundation) programme.

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

Induction

e All final year undergraduates were aware of aspects of their professional practice they
needed to improve, and similarly, foewly-qualified hygienetherapistsin their first year in
work, most (64%) agreed they had dmme more aware of further learning needs since
starting work.

e Although most newhgualified dentalhygienetherapists had received good support from
their dentist colleagues, many had no clear plan for their continuing education and reported
finding ithard to find time forcontinuing education

e 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 (73poand most of the West Midlands dental therapists (59%)
strongly/agreedthere wasa need for such a programme to suppd®Sy G I £ (0 KS NI LJIA
transition into work. Nearly all of the undergraduates (93%) made positive comments about
the availability of sucla programme, and for nearly twihirds, it would encourage them to
seek work in the West Midlands.
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Topic priorities for an induction (foundation) programme

e Overall, there was consensus amongst early career daygienetherapists(including both
undergraduates and newdgualified) that an induction (foundation) programmehould
include restorative dentistry, paediatric dentistry, medical emergencies, preventive
dentistry, teamworkinglegislationand extractions Other topics favoured (though les®)
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 reportéidgfee
very confidenin dental health education, scale and polish, application of new materials and
local analgesia.

Continuing education and support needs

e For the West Midlands dental therapist workforce, increased provision of continuing
education wouldbe wellreceived. This sentiment was mirrored ke early career dental
therapiststoo.

e Themainchallenggag 2 N]J Ay 3 | a | RSydlf GKSNILAAG &SNS
or understanding of the e ¢ LINR y OA LJ f f,&gettifigksBfitieRtSrefeirdlsi teamQ 0
issues, difficulties with particular patients and employment concerns (getting a job,
appropriate pay etc).

e The extent to which dentists provided ote-one support for their dental therapist varied.
Just under twethirds of dentistsin the salaried services (62%) had regular -tmene
meetings vith the dental therapist, and only haif the GDS dentists did.

e Most dentists who responded (83%) considered ttiaty knew about the permitted range of
duties for therapistswith salarieddentists significantly more likely tiodicate that they did
compared withGDS dentists (chi square p<0.05). Tihiing starkly contrasts with the views
of all groups of dental therapists surveydtie majority of dental therapists in the West
Midlands (86%)felt that dentistsdid not know about the permitted range of duties of a
dental therapist.

e Thedentists recognisethe value of educational provision ftnem about the role of dental
therapists About half (54%) of the salaried dentists, and nudghe 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 tife dentist being fully prepared and informed
about the new role, and the value of joint training with the therapist.

Topic priorities for continuing education

e The topic priorities identified by the West Midlands dental therapy workforce were mainly
as®ciated with restorative dentistry, medical emergencies, cross infectimeyventive
dentistry, communication with patients and radiography. Many walsogenerally keen to
do more relevant CPD, keep -tpdate with new developments and learn more about
working with particular patient groups (e.g. those with special needs).

e Dentists identified the main educational needs for dental therapists weestorative
dentistry (both permanent and deciduous teetlnd undertaking deciduous pulpotomy.
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The nmain 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 groupggi2y
clear about referral procedures anthe interface with the dentist, 3) ensuring good
communication channels, and 4) recognising that there are advantages for dentisferand
the cost effectiveness of the practice.

Role and teamwork issues

Career apirations

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-fitie, would prefer a mix of NS/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 mix@tioeconomic patient group.

253G aARfl yRa Rieef adpifations kvérdindsiifragiienty abdut adjusting

the hygiene/therapy balance in favour of more therapy work or a good mix of hygiene and
therapy. Also highlighted wees desire for a geater mix of adults and children and some
wanted to get more involved ithe diagnosic aspects ofiental care or specific clinical areas

Profile of work

Dental therapists (newhgualified and West Midlands wid&ere asked about the profile of
their day-to-day workin up to twoof their employmentcontracts. In main contractsnewly
qualified hygienetherapists were most likely to undertakeainly hygienavork (55%;) only
about a third undertookmainly therapywork (36%). Frorthe West Midlandsvide survey of
dental therapiststhe picture wasslightlymore positive: just over half (55%hdertookmixed
hygiene/therapywork. Reports about econd main contracts indicated that all newly-
qualified dental therapistsundertook mainly hygieneand over half(55%) of theWest
Midlandswide dental therapists undertooknainly hygienevork too; most of the rest of the
West Midlands therapists dighixed hygiene/therapy36%).

The majority of these newly-qualified dentalhygienetherapists were not undertaking nch
therapy work on a dayo-day basis. Moreover, about a quarter of dental therapists in the
West Midlands were also predominantly engaged in hygiene activity. These fisdiggest

a significant loss in the use of their particular skills and to the M@ generally, since
those engaged inmainly therapywork were more likely to work with both adults and
children, work with special needs and anxious patients, and undertekialy NHSvork or a

mix of NHS/private. Those who wemgainly hygienists maigiworked privately. Such data
alsocontrast 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 newjyalified dentalhygienetherapistswere:
dental health education, scale and polish, application of materials, restorations (permanent
and deciduous) and administering of local analgedidore advanced therapyype duties
were onlyfrequently undertaken by those who workeds mainly therasts or in amixed
hygiene/therapy role. These ther 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 igme-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,damost 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%glt that they encouragel the dental therapist to use th&ull
range2 T KA a k KA mMihofydaifeatifedr@nting more input from the dental therapist

on: undertaking deciduous pulpotomy, taking radiographs, taking impressions, dental health
education and placing rubber dam.

Positiveaspects highlightetby dental therapistsabout their workincluded patient care, the
range of work undertakerthe value ofappreciative and supportive dentistand working
within a team Thoseesssatisfied were more likely to be working mainly as hygienists,
report difficulties fihding a suitable job, receiyg insufficient referrals and struggg to
achieve an appropriate mix of hygiene and therapy work.

5SyGAataqQ YFIAYy Y2GA@0Sa F2N [ LIRAYyGAYy3a | RSyl
skilkmix for the practice service particularly the GDS dentists. GDS dentists had also been
attracted by a dental therapist as being a ceffiective way of undertaking routine dental
work. For about twethirds of the salaried respondents, the dental therapist had already
been appointel when they had started working in the servicg they were unable to
comment on thenitial motives for the appointment

MostRS Yy 1QAYIMRY (1 & bestzhomd A KS oPN) Ay 3 o Adfeitedto RSy G I |
the team/skill mix benefits i.e. lalcating routine dental work to enable the dentist to

O2YLX SGS O2YLX SE GNBIFiYSyiaod I LILIN2 F OKAYy 3 KI
talent for managing specific patient groups (e.g. children, anxious and special needs patients).

The main chllengesreported were aboutfinding 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%), ananly half (50%) of the newhgualified dental hygienetherapists,
indicated high levels of job satisfaction.Final year undergraduatealso had positive
impressionsabout thdr forthcomingrole asa dental therapist; they emphasisdide value of
patient cae, variety of work and job satisfaction.

For dentists, there was unanimous agreement that the appointment of a dental therapist had
Worked outwelR> | YR Y2aid om0 ¢SNB O2YYAUGGSR G2 Y
practice/service. About two-thirds of dentists thought the new dental contract did not

support the employment of dental therapistsparticularly 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 dentistesponsesthere were many endorsements about the employment of
a dental therapist. Most comments were either generally posita@nplimentaryabout

vi
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their skills with particular patient groups, expressedenthusiasmabout the beneits for the
dentist and the skill mix of the dental team. lllustrative examples include:

| feel therapists are much more proficient than dentists when working on very small
children who require extensive restoration treatment. Our therapist offers so niuch
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.

Conclusionsand Key Messages

The views ofa range of dental therapists and sample ofdentists working with dental therapists
suggest there ia good deal oénthusiasm for the dental therapy role. High levels of job satisfaction
amongst dental therapists signdélat 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 servicesyorking in the NHSand the introduction ofmandatory CPD, there are
several challenges ahead.

One of thesechallengess to ercourage and develop NHS dentists to employ dental therapists to
work on the full range of permitted dental therapy dutie¥he provision ofnductioneducation and
support, particularly for new dental therapists during their initial transition into waockuld
contribute towards meeting this challenge.

A second challengés to strengthen continuing educationfor dental therapistsby providing an
increased range of appropriate continuing education for dental therapmistgpled withsupportin
planningCHD. Educational support for those returning from career breaks is especially important,
given that more than half of dental therapists veahad a break from practice since initial
qualification. Thisstudy hassignalledsomekey priorities for continuingeducationprovision, but also
highlightedthat RSy G I £ 1 K S NJ LJo indkdirreasetifuicipatidalidediddfionbecome

a reality. Dentists have an important role here, and this work suggests many dentists would
welcome the idea of educationglipport to helpthem work with dental therapists more effectively.
Bringingthe educational needs of dental therapists into sharper pnoviithin dental teamswiill
make it much mordikely that dental therapists will implememny new learning @juired into their
day-to-day clinical practice.

Key messages which can bgnthesised from this workiclude:

e Thereis enthusiasm amongst netherapy graduates for starting work, especially in the
general dental servigehigh levels of job satisfaction amongaractisingdental therapists
were alsoindicated

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

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

e 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.

e There is value in providing educational support for dental teams new to the role of a dental
therapist.

Vii
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1.0 INTRODUCTION

Qualified dental therapists are able to carry ocgrtain types of dental treatmentunder the
prescriptionof a dentist. SpecificHly, in addition to thedutiesof a dental hygienist, dental therapists

can restore primary and secondary teeth, carry out pulpotomies on primary teeth, extract primary

teeth, place preF 2 N Y SR ONR gy a 2y LINRAYI NB §(SS{Kae. AsyaR LI | y
profession, hey are registered with the General Dental Council (GDC) on #r&aD Care
Professionals (DCP3gister, along with dental hygienists, and more recerftigm August 2008, all

dental nurses, dental technicians, clinical dental téclans and orthodontic therapistdn terms of

numbers, registered dental therapists ame of the smallest grop of registered dental care
professionals, with onl{t 158 registered with the GD@ October 200&ompared with5 355dental

hygienists, an®6 108dentists(GDC, 2008.

In recent years, several key legislative changes have been introduced which impact on dental
therapists in the UK. To strengthen5 / t r@d@lation and bring them in line with thedlental
colleagues, the introduction of mandtory continuing professional developmen{CPD) was
introduced fom August 200§GDC, 2008. Thisspecifiesa minimum requirementfor all DCPg0
complete150CPD hoursver a five years period to remain registered with taBC

The capacity to treatdults, as well as children, was part of the changeutiesintroducedfor dental
therapistsin July2002 (UK Parliament2002 GDC, 2002 Providedthat dental therapistscomplete
appropriate training, theadditional tasks which werpermitted included:administering the inferior
dental nerve block, undertaking pulpotomies and placing stainless steel crowns on deciduous teeth
Thus, a kegevelopmentwaspermissionfor therapiststo undertake restorative treatments in adults.
Arising from the samegislative amendmentherapistswere also permitted to work in any sector of
dentistry - hospital practice, corporate bodies, armed servicedaried serviceas well as the general
dental service, which haabt previously beerallowed(UK Parliament2002).

However, further change in theDCA dzA RSt Ay Sa T 2 NitieR Sipséguenthatrive@with LIA & G & O
the registration of all DCPsy H AN nc @ ¢KS NB3IdzZ I GA2yad NBY2OSR (K!
hygienists and dental therapists, which hakviouslyformally restricted the types of treatment they

were able to provide. Insteatiesenew regulationsnow require all registrants to work within their

training and competence a system already in place for dentists (Hancocks, 20@). a pratical

level, this means that any future additions in dutfes any DCP groupvill not require amendments

to the Dentists Act. The idea is that the Couceaih nowregulate the work of DCPs throughe
publishededucational guidance, for example, the G@€riculaDeveloping the Dental TeanSuch

curriculaact as the skill set for each particular group and tteen more easily be revised when new
treatments or skills come into dentist§GDC, 2008. However, b help practitionersunderstand

what these new regulationsmean for each individuadental tearQ & N2 f S  he/SRopeRofizi A S & =
Practicewasrecentlypublished(GDC, 2009)The Scope of Practicalsodemonstrates how each role

can bedeveloped evenfurther with appropriate training and suppartFa example, additional skills

which dental therapists can develop with the relevardining include for exampleadministering

inhalation sedation, prescribing radiographs and toathitening GDC, 2009).

Such changes demonstrate that movesstoengthen education, regulation anthe role of dental
auxiliaries in dentistry hae evolvedover manyyears (Nuffield, 1993GDC 1998); and are not just
unique to the UK Changes in global dental patterns, such as a reduced burden of dental disease
coupled withan expanding ageing population has meé#mit, on the one handthere is a need for
minimal dental intervention for many children and adults, lout the other a need focomplex high
technology dental care for older patients (Baltutis and Morgan, 19B8ljcy solutions for these

1
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patterns of dental carén highly developed countries worldwidevecentred on the value of a team
based approacin dentistry, where greater skithix indeliverycanbe achievedBaltutis and Morgan,
1998;DH, 2000) Specificlly, expanded roles for dental therapistdfer the potential to deliver much

of the routine denistry, whilst still retaining their expertise inpreventive care andvith particular
patient groups. It alsoarguably offeran efficiency gain for dentistéeeingtime for themto provide
more complexpatient treatment which is beyond the scope of other team member®\ detailed
study of NHS and private treatment provided for 850 patients at 17 dental practices concluded that
relatively small proportion ofare can be defined as complex restorative treatmelettal therapists
could potentially treat nearly 70% of visits and 58% of clinical time (Evans et al, 200@&ydition,

with shorter training periods, thelental therapy rolewas considered toffer additional workforce
capacity in NHS$entistry, at a time when access to NHS dental services for all patients was the
principal policy goaDH, 2000)

In responseto this policy agenda, the Government funded an expansion of dental therapy
undergraduge training places. Indeed, 188 dualkgualified dental hygienistherapists graduated

from UK schools in 2007 (Noble, 2007). Some of these new graduates were from Birmingham.
2003,. ANX¥AY3IKIY 5S8Syidlf 1 2aLAdlfQa audke? dewtBrde- 5Sy i f
year fultime BSc courseand the first cohort of dualtgualified hygieneherapists graduated in

2006 At the time of the studyBirminghanwas one of only foumtegrated degredevel training in

dental hygiene and dental therapy 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 Ingernes
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 anoth&maib8g
schools in thdJK (9 in England, 2 in Scotland, 1 in WadleisNorthern Ireland which providea joint
two-year diploma in dental hygiene and dental therapy. Wlprovide training which is based on
curricula determined by the GDC.

Giventhe expansion inthe hygienetherapy professionit is welcomed that a numbesf empirical
studieshave been conductedn the last ten years Many of these studiebave exploredthe role,
work patterns and teamwork implications of employing a dental therapgsrticularly in the general
dental service.

Onekey questiorwhich has beerof interest to researchers and practitioneissthe extent to which
therapistsarein employment and used to their full capacitis the range of their skills utilised to best
effect? The research vddence suggestsconsistently that the employnré 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 studiesconcludethat most dental therapistan the GDSvork predominantlywith
adults in a preventive roled. on hygieneaelated work (Jones et al, 280D Arguably, his means that
dental therapistdo not have the opportunity to use their full range of skills gradticularlyrun the

risk ofbecomingdeskilled in restorative techniques (Noble, 2007).

Identifying the specific attitudes of dentists towards the employment of dental therapists has been a
sustained focusin the recent past This is not surprisinggiven the current need for
KEIASYAAOGKkUKSNI LIAaGAa (2 ,tdrNtceptm@ by denRs®yidicritical. Q&4 LIN.
Survey based research in Wales (Jones et aB)2@duth East Scotland (Ross et al, 2007), and West

Sussex (Gallagher and Wright, 2008)ked specificallyat 3 Sy SNI f RSy GF f LINF OGA G A
and attitudes towards themployment ofdental therapistdn practice. Rncipal findings highlighted

D 5 t lawcknowledge levelabout the breadth of dutigsand mixed viewsowards recruiting dental

therapists. For examplepnly 38% of GDPs in West Sussex repoite2l000 thatthey would consider

employing a dental therapisif legislation allowed (Gallagher and Wright, 20@2wever,Jones et al



Introduction

reportedin 208 that 41% of GDPs in Wales would be likely to employ a hygidmsapistand Ross

et al (2006)concluded that64%in South East Scotlandould consider doing so Despitesuch
evidence ofa growing acceptance of the dental therapy roley kconstrains identified in these
studieswere surgeryspace,concern about the cost effectiveness, and lack of clarity aboutskiks

and competency of the therapig¢fones et al, 2@&) Ross et al, 200&allagher and Wright, 20R3To
safeguard safe practice, the need for dental nurses to be available to work alongside the dental
therapist has also been identified as a potentibstacle to overcome (Noble, 2007).

Recommendations from the empirical reseai@igyue formore postgraduatesducationto establish
dental therapists in the general dental servi¢gancocks, 2007)The future success of dental therapy
depends on the qudly 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 mé&ttere is limited researcWwhich has pecifically
examinedthe CPD activity or continuing education needs of dental therapi§&gbons et al (2000)
reported from a national survey of registered dental therapists that courses and journal reading were
the most popular CPD activities, with 7RA%ving attended at least one-day training course and 63%
read the British Dental JournaNot surprisingly, the GDC acknowledghat the availability of CPD
provision for DCPs is less advanced than their dental colleagues (GDCw2088suggestdie need

to expand the range of provision on offeDavenport et & &003) trial2 T { KSuwéd afJaa i a Q
progress filefor CPD found that most therapisfelt CPD provision was not adequate awduld
benefit from being more reflective iplanning their ontinuing education, yet getting dentists
AYGSNBaAaGSR Ay adzJL)2 NI Ay 3 shée Er§uddnayiod prablematicyvithduK A & 1 A
ways of rewarding them for this time. Davenport et al (2003) concluded that strengthening the
guality of educatin and professional development vital, especially when a profession idopting

new responsibilities We also know that dentistseedto expand their knowledge and ability to work
alongside dental therapistsnd therapistsieed to be able tgractiseall their skills, particularltheir
restorative skills. Theubstantiveresearchconcludesthe importance ofmore educationfor dental
therapists and dentists working with thenndeed since the fieldwork for this study was collected,
some postgraduateental deaneriegsuch as South Central Deanengve 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 sirtbe extension in role and workplampportunities had
been introduced for dental therapists. In this timbe first cohortsof . A NJY A y du&ll-qualified
dental hygiene/therapistdiad graduated andtraining to introduceextended roles for experienced
dental therapistshad been compleed. However, questions emergefbr the West Midlands
Workforce Deanery. These included: what educational support can be offered to help newly
gualified dental therapists find dental therapy employment in the West Midlandé®uld a
foundation progranrme be welreceived, and what are the topic priorities? Hoan 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 invitest Midlands that
could be shared with other dentistsThe purpose of this study was therefore to address these
educational and workforce demand® find out the educational needs and teamwork issues relating
to the employment of dental therapists iniprary carein the West Midlands

This study has three inteelated strands. The first of thesgto explore the continuing education,
training and development needs of the first Birmingham dehtajienetherapy graduategthe 2006
cohort of 11 studerd). This is in the context afational dental workforce issues, changes associated
with the extended role of therapists, and the introduction of the new dental contract. The second
strand focuses on thé&hen) current cohort 0f2007 Birminghandental hygene/therapy final year
undergraduates and seeks to explore tlieeducation and career aspirations. The third strand
investigates the educational and teamwork issues of dental therajpishe West Midlands.
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2.0 METHODS AND DESIGN

2.1  AIMS AND OBJEWES
The broad aims ohis studyare:

(i) To explore the transition of newkgualified dental therapistffrom the School of Deral
Hygiene and Therapy, Birmingham Dental Hospitéb work, focussing specifically on their
educational needs in this egrphase of their caregand

(i) To better understandthe educationaheeds and teamwork implications of dental therapists
working in primary care NHS dental teams.

The specific objectives are:

e To report views offinal year dentaltherapy undergraduatestowards their transition into
work;

e ¢2 ARSYy(dATe RSyGlf GKSNILAAGAQ, ang $pdeflidaly2y | vy
report views towards a foundation programme for nevguyalified therapistsin their first
year at work

e ¢2 SELJX 2 NiBvs &h8motivatiangténwards working witha dental therapist and

e Todescribell KS RSy (I fole dukeSavd taathvioik @suesvithin the dental team

The research studyasconducted between midlanuary 2007 and September 2008ieldworkwas
undertaken by Dr Vickie Firmstone, managmsu a dayto-day basisby Dr Alison Bullock. Emeritus
Professor John Frame provided overall direction of the study. The research team worked with a
wider projectgroup comprising key stakeholdeliscludingMrs SueNoble from thedental hygiend
therapy undergraduate course at Birmingham Dental Hospitadd Jane DavieSlowik and Erica
Ottley from the NHSVest Midlands Workforce Deanery

2.2 DESIGN

A case study desigmasemployed,primarily using questionnairesndinterviews Perspectivesere
drawn from dental therapists at various stages in their career, complemented with views from the
lead dentists working with them. Specific data sources includled:(then current) final year
undergraduate dentahygiere/therapy studentgBirmingham graduates of 200 Barly careeidental
hygienetherapists(Birmingham graduates of 2006) and a sampl&eafl dentiss working with them

in practice and registered dentaherapistsliving and/or working in the West Midlasénd theirlead
dentists working with them.

2.3 DATA COLLECTION TOOLS
Fourmain data collection methods were used:

1. A faceto-face questionnaire to the current final year undergraduate dental hyditeeapy
students at Birmingham Dental Hospitalgduates of 2007);

2. An online gquestionnaire to newdgualified dental hygiengherapists 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 quesonnaire to lead dentists working witla sample ofWest Midlands dental
therapists The design of this tool was informed by a small numbetrattured telephone
interviews with lead dentists working alongside a neglalified dental therapist
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All these tools collected both quantitative andualitative data. Qualitative datavas analysed
thematically, drawing together themes in the responses and coding accordingly. Quantitative data
mainly entailed descriptive analysis, and the production of sumnieyyres which provide an
overview of the data collected. In some casesyasappropriate to employ inferential statistics to
better understand the significance of the findings.

Thesefive methodsare described in greater detail below.

2.3.1 Questiomaire tofinal yearundergraduates

A questionnairewvasdistributed to all 18final yearundergraduate dentahygienetherapy students
(graduates of 2007at a training event in March 2007They completedhe questionnairewithin the
session and hantkturned their completed questionnaire to a member of the research teali.
explored their career plans, confidence to start work, continuing support needs and views towards a
possible foundation programm@ee Appendix 1)

2.3.2. Questionnaire to newlyqualified dental hygiene/therapists

An online questionnaire wasmaildistributed to all 11 dentahygienetherapists whohad qualified

FNRY . ANNAYIKIY 5SyGrf 1 2aLAdGrIt Ay Hnnco ¢KS |jd
work, their views towardsheir 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
undertakeni.e. the proportion of therapy as opposed to hygiene dutiesd their viavs towards the

profile of their work within the dental tear{see Appendix 2)

In conjunction with other data, the intention was to explore views towards an indu¢ttamdation)
programme which could support the development and employment of dentalaghists in NHS
dental teamsn the West Midlands.

2.3.3 Survey ofregistereddental therapistsin the West Midlands

Thisquestionnairesoughtviews on service issues, educational needs, and challenges as presented by
registereddental therapistdiving andor 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 apromch
known dental therapist¢see Appendi).

2.34 Surveyof dentistsworking with a dental therapisin the West Midlands

¢tKS RSydGlf &ad2NwSe |AYSR (2 ARSyGAFe RSylGradaQ S
therapist. The purpose was texplore 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 theyapist their
LISNELISOUA®SA (261 NRa RS yita tebign iarfd Sovderitvas infortdedfoysd NI/ A Y
small number of semstructured interviews conducted with dentists who had worked with dental
therapists (n=4)

The distribution of the dentist surveywas nested within the survey of dental therapist®ental
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 letésr Appendix).

The Results and Disgsionis structured into four maiparts. These represent the four mapghases
of data collection.



Final Year Undergraduates

3.0 RESULTS AND DISCUSSRAIRT ONE
FINAL YEAR UNDERGRADUATE DENTAL THERAPIS

3.1 HNAL YEAR UNDERGRADUREEULTS

This section outlines the findings from the survey of final year undergraduate dental

hygiendii KSNJ LIA&aGa addzReAy3d G . ANYAYIKEYQa {OKz22f 2
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they apgoach the end of their degree course and start paid work.

The questionnaire was completed by all 15 undergradsiateendinga two-day seminar programme
entitled Gateway to Practiceon 2223 March 2007(approximately three months prior to their
expected completion of their degrge One student, who was not able to attend, was forwarded a
copy of the questionnaire with a p#eaid envelope via a student present in the group. This
remaining questionnaire was not returned to the research office; heheeresponse 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. Thesetisas correspond to the sequencing of the
guestionnaire(Appendix 1) The final section summarises the main conclusions which can be drawn
from this undergraduate survey.

3.1.1 Career Rans

3.1.11 Intention to work as a dental therapist

Respondents ere asked about their intention to find work as a dental therapist. A Ltikpd scale

was used to rate their attitude on afoint scale where 1 representegery weakand 6 wasvery
strongintention (see Q.LAppendix 1L The results suggest that theajority of respondents were

very committed to find work as a dental therapist; 73% (11/15) rated their intentiomeag strong

(scored 6). Thisprovidesa G NPy 3 SYR2NESYSyYy(d 2F (GKS FAylLf &SI N
dental therapist role at sime when they were likely to be looking for employment opportunities.

3.1.1.2 Intention to work in a designated geographical area

In terms ofthe area of the country (county, city or town) in which they hoped to waskof the 15

respondents (40%) expssed an interest in working in the area covered by the West Midlands
Workforce DeaneryStaffordshire (n=2)Birmingham Shropshire, Worcestershire and the general
NBalLkRryasS 2F a2Sad aARflyRaéod ¢g2 27F dplogS Ay RA
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
deaneriesg some were interested in more than one location which were across different deaneries
Locations mentioned included: South Yorkshire/East Midlands Deanery, Pedyshire, Leicester);
Oxford Deanery area (n=3Northamptonshire); Severn and Wessex Deanery area {rs@merset,
Wiltshire); KSS Deanery (neSussex); London Deanery (r=llondon); North Wales Deanery (n= 1
North Wales); and Mersey Deanery (re=Cheshire).

These results suggest thaist under half of theBirminghamundergraduates (40%) had plans to look
for work in the West Midlands, a further four students (27A%@re looking for work in the nearby
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areas of Derbyshire, Northamptonshire and Leicestershitds possible that these individuals may
6S FAGNI OGSR (G2 92N} Ay GKS 2Sad aARflyRa FNB}
opportunities. This was exgied in the next parts of the questionnaire.

3.1.1.3 Factors influencing choice of location

Question 3 (an open question) asked respondexiteut thefactors likely to influence their choice of
work location. All fifteen respondents provided at least oresponse and these have been
thematically coded using the categories shown in T&hle below. Notably, most individuals
provided more than one response, hence responses total 27.

TABLB.I Principal influences for location of work

Percentof
respondents
Frequency (n=15)
Practice suitability 9 60%

(indudingsize, support systems,
appointment times, type of patients)

Distance/travelling/location 60%
27%
13%
13%

7%

Employment conditions (hours, pay)
Family home/where originally from
Dual qualfications

P NN B O

Availability of work
Total responses 27

Thetwo most frequentlycited factors influencing thedzy’ R S NH NXEhBicklofil&#ién were(1)
the profile of the practice itself and/qR)its geographical location.

First, in termsof the practice, nearly twehirds of respondents (60%) identified an aspect of the

dental practice as important. Several of these comredrabout thedpractice suitabilitg T WhaR &

the practice has to offér g KAt &ad Fy20KSN F2d00 IASNBA deeKkdfdria ailssS
practicé TLI2d A OASa Ay LI I OS gAGK NBIAFNR G2 /tE8T | yydZ
éappointment time$ | tyge ofdpatients /| £t SIENI @Y YIye AYRAQDGARIZ f &
the practice as importanh determining their choice of location.

Just under twethirds (60%) were influenced by the geographical location of the practice, i.e. distance
FTNRY K2YSI {Kdurney Nae€@ds f{f MYl I2ZNNDex (62 YSYGA2ySR (|
homear¢ ¢l a NBfSOFIyd I yR {w&leré originalfy fraretNBH vy R LISROS yF R ASTRA ¢
AY T dzSamdys 02 F G

Other factors raised by respondents related to the employment conditions, whether or the
practice/clinic would employ someone with dual hygemnd therapy qualifications, and the
availability of work.

3.1.1.4 Contractual conditions

Respondentswere askedwhether they would wish to work on a salaried or saifiployed basis or
GKSUKSNI 6KS@ gSNB Wdzy RSOA RS R Q dncertamy ot ieystuderis: 4 dz33 S
over half (54% 8/15) were undecided. Most of the rest reported that they would prefer to work on

a salaried basis (6/1640%). From this small sample, a salaried dental therapy position would seem

to be preferred, thougld A @Sy Yl ye FAylFf @SIFN addzRSyia 6SNB wd
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 regardingybe of dental service in which
they wished to workand rank each of the main dental services in order of prioritsst choice,
second choice, third choice and so forth. The results are displayed below hart

CHARB.1: Priority of preference regary dental service

100 q
80 - GDS
B CDS
:.} 60 - @ PDS
% O HDS
SL_’ 40 - O Dental Access
B Other
20 A
O -1 T T
1st 2nd 3rd 4th 5th
choice choice choice choice choice

Note: One respondent provided a 3rd choice of private practice, Zrahdice of specialist practice for paediatrics.

Chart3.1 clearly showshat all respondents rated the General Dental Service (GDBmpreferred

option; for all 15 (100%) this was their first choideor their second choice, are than half (53%

8/15) then rated the Community Dental Service (CDS), with the rest split mainly between Personal
Dental Service (PDS) or Hospital Defitd NIJA OS o1 5{ 0 @ C2NJ NBaLRYyRSydac
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 Factorsmfluencing choice of dental service

Respondents were subsequently asked: What factors are likely to influence your choice of dental
service to work in7Q.6 Appendix L 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
Table3.2. The number of coded responses total 32.

TABLB.2 Principal influence®r choice of service

Percent of

Frequency respondents
Employment conditions (hours, pay) 11 73%
Support systems (dentist and team) 8 53%
Appointment times/lengths 5 33%
Distancef/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.

LI & YR K2dz2NRA® { AE BBSELRGIRS Y AT Y@HIBN dikA GK (&KSdz
andafurkK SNJ o Y Syl A ArdiSi& GA y Ff dzSy O0Sa o hyS AYRA@GARdZ f
0S Ay Tt dzS sddeStiRyesidBadiaitages @f employed versuseaeiployed

The second factor, mentioned by more than half of respondents (53%) relatbd support systems
GAGKAY GKS LINY OGAOSo { A E 2 Bupibi Bom yhe deatidt MBeytil & K S|
support that will be giveh =  IprglcRce staff and suppcét ® hy S &AYLIXshafftgani SR (G K|
members 6 SNB A Y LJ2 NI Ny X I iwold Kiike§t@ @eK &ppreciated for [their]
contribution to the servige ®

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 respondentg80%)planned to work fultime (see Tabl&.3).

TABLE.3: Working hours

Frequency Percent
Fulttime 12 80%
Parttime 0 0%
52yQi 1y26kdzy RSOARSR 3 20%
Total responses 15 100%

3.1.1.8 Preferred balance of acity
To seekrespondent§yiews abouttheir preferred balance of activifya series of closed tick boxes
were provided across four main themes

The first theme washe balance of NHS/private wolseeTable3.4). The majority of respondents
(75%- 9/12) would prefer a mix of NHS/private work, with the rest wanting mof@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. ®gether, 92% of those who
responded would prefeat least someNHS work. It is appropriate that hese findings should be
comparedat this pointwith those from newly-qualified hygiene/therapists (reported latén this
report, Table 4.2 Less than half (40%) way-qualified hygiene/therapistdhiad achieved a mixed
NHS/private profile of activityn 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
seond main contracts. Drawing from across these two data sources demonstratgsotéaetial
mismatch between expectations and reality for thereferred activity after qualifying.

TABLEB .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%




The second theme sought views abale mix of hygiene and therapy work that they would prefer.
Nearly all (87% 13/15) suggested that a balance of hyggeand therapy work would be ideal (Table
3.5). The remainder still wanted a mix of activity, but with an emphasis on the hygiene Agan,

in sharp contrast to data reported later in the repoiitaple 4.3)newly-qualified hygiene/therapists
were mud 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

i K S NI 4 dzapHaSchdimayi e lvely difiduly to t

Lk ¢ ¢ Kdza =

achieve in their first year in work.

TABLB.5:

The responses tthe age profile of patientanost final year undergraduatethat responded (93%
13/14) would prefer a mix of aggsee Table 3.4)It is noteworthy that more than half of newly
gualified dental hygiene/therapists (56%) repedt working with a mixed cHdren and adult
population (Table 4.5)Theindications are that final year undergraduates may weith more adults
than they hadenvisaged 33% of newhgualified hygiene/therapists reported working mainly with

adults.

TABLB.6:

In terms of the patient profile, only 8 of the I&dividualsrespondeal. Of thosetwo-thirds intended
to work onlywith a few anxious patientanda few special needs patient&bout a third 6=3) noted

2dzNJ RI G
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Hygiendtherapy work
Frequency Percent
Mixed hygiene and therapy 13 87%
Mixed hygiene and therapy/ mainly hygiene 2 13%
Total responses 15 100%

Age profile of patierst

Frequency Percent
Mixed children and adults 13 93%
Mainly with adults 1 7%
Mainly with children 0 0
Total responses 14 100%

their preference to see many special needs patients.

TABLB.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 patiegrbup (8/8).

10
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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 sbpoint scale was used to rate their confidentowards various aspects of therapy
work, where 6 wasery confidenaand 1 wasiot confident

TABLE 3.8: Confidence to start work

How confident are you about starting Not Very Mean
work as a therapist? confident confident
1.2) 3) 4) (5.6)

Dertal 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 (%) 3.87
Undertaking deciduous polpotomy 8 (53%) 3 (20%) 4 (27%) 2.60
Treating patients under conscioy 12 (92%) 1 (8%) 1.46
sedation

The main findings in Tabk8 showthat all students werevery/confident(rated 5 or 6) in dental
health educatio, 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 wereonfident(rated 4,5 or 6) in placing rubber dam, undertaking restorations
deciduous teeth, taking impressions, extracting deciduous teeth and undertaking restorations in
permanent teeth. A minority (of between 13D%) lacked confidence in these topics.

Low levels of confidence were most frequently observed in the twactopt the bottom of Tabl8.8:
undertaking deciduous pulpotomy and treating patients under conscious sedation. For these aspects
of dental therapy work, the majority (over 70%) reported that they weot confident(scored 1 or

2). For conscious sedatt, 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 aasanoted irthe Introduction, page 1

11
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3.1.3 Support for Continuing Education

3.1.3.1.Views towards continuing education

Thefinal year dentahygienetherapist studentsvere asked to rate their views towardssaries of
statementsabout continuing edud#on. These statements were abotlte 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 (TaBl®).

TABLB.Y ¢ K S Mivsltdwards Zddtinidng education

Strongly Strongly Mean

Level of agreement disagree agree
Statement 1,2) 3) (4) (5,6)

There is a need for an education 1 (7%) 14 (93% 5.80
programme for newly graduated

therapists to support their transition to

work

| would welcome ofgoing support to help 2 (13%) 13 (87%) 5.40
me secure my first job

| am aware of aspects of my professional 6 (40%) 9 (60%) 4.73
practice that | need to improve

There are too few courses that are 3 (21%) 4 (29%) 7 (50%) 4.43
relevant to qualifiedherapists

| feel the undergraduate course has 2 (13%) 1 (7%) 6 (40%) 6 (40%) 4.13
prepared me well for starting work as a

therapist

| have a clear plan for my continuing 1 (7%) 5 (33%) 6 (40%) 3 (20%) 3.73
education

I am confident that | will find a job in 4 (27%) 3 (20%) 4 (27%) 4 (27%) 3.60
GKAOK LQft dzasS GKS

skills (*)

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

A key finding is the overwhelming support for a foundation programaregfaduates in their first

year after qualifying. Ninetthree percent strongly/agreedthat there is a need for such a
LINEINF YYS (2 &dzLILI2 NI GKSANI GNXyaxidiazy Ayid2 62NJ]c
support to help me secure my first GoQ ® ¢tKAAd o6l a NBAYT2NOSR o6& (K
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%Jreedthat the undergraduate course had prepared them well for
starting work as a therapist. Adgreed(rated 4, 5 or 6) that there were aware apects of their
professional practice they needed to improve; this is a positive indication of a reflective practitioner.
However, only 60%greedthat they had a clear plan for their continuing education, and most (nearly
80%)agreedthat there were toofew courses that are relevant to dental therapists.

3.1.3.2 Contentof a foundation programme

In terms of thepossible content of an education programpieisclear from their responses (shown

in Table3.10) that most respondentagreed(scored 4, 5 06) that all of the listed topics should be
included. Strongest agreement was for the inclusion of restorative dentistry and paediatric

12
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dentistry: 80% and 73% of respondents (respectivetydngly/agreedfor the inclusion of these
topics. However, morehian halfstrongly agreedhat extractions, conscious sedation, teamorking
and medical emergencies should be included (demarked by the dashed line).

Those listed below the dashed line were rated lower priorigfthoughmost agreedthat they were
important, a significant minority of about a third disagreed (rated 1, 2 or 3) about their inclusion.

TABLBMAnY ¢KSNILA&GaQ OASga (261 NRa (GKS O2yaSyl

Views on the possible content of an educatio Strongly Strongly Mean
programme for newly grduated therapists in disagree agree
their first year of work

(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
Treatirg 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

| Legislaton | 10w 2(13%)  5(33%) 7(47%) | 427

Preventivedentistry 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
Radography 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 suggestedny other areas which should be included in a foundation
programme which had not been listed in TalBld0 (see Q.12Appendix L The comments made
from theseeightindividuals have been thematically coded into three main categories, shown in Table
3.11 below.

TABLEB.11: Other areas suggested for inclusion in a foundation programme

Percent of
Frequency respondents

Clinical 7 88%

General (2)

Specifigincluding mlpotomy, )

impressions, crowns, blocks)
Materials 2 25%
Other 3 38%
Total responses 12

13
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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
adzZa3SaidA2ya F2N) Y2NB GRILEBVAVAI2¢EY DT APIOYAOI NBI 2
support you if requiredd T lteghRiqué updatels ® hiKSNJ &dzd ;m&eridl hptlafed ¢ S NB
and a few more general comments were made. One noted that the topics provided in the previous
question (listel in Table3mn v O2PFSNBR | f y' S OS acaskbbised ldamiBgl 4> 2y
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 ncentive of a West Midlands programme of courses

Respondents weraskedd 2 2 dz2f R I LINBINI YYS 2F O2dzNESa |y
Ay GKS 2S5Sad aARflIyRaKé |yR (GKS& @gSNB AyogAd
question. Elevespecifically started their comment with a yes/no/possibly answesix(55%) said
Gyegs  fiditely SOWNB L2 NI SR G KIF G F  LINE foNsibY Y & yDOP ddN2 &R 3K
to seek work in the West Midlands and(36%)a | AnB¢ doieballdy noé. This is a positive

indication of the idea of a programme, since 7 of the 11 respondents (64%) would be incentivised by
ddzOK | LINPINF YYSO ¢tKNBS 2F GKS n &KresaiBhay?2 y RSR
would attend the courses (even ibhworking here), for another the idea was wallSE OS A @R 0 dzii ¢
inthatareaformé = | y 2 (i KSNJ NBouiRbdin SlRreds® Gh¥tiea2yS RAR y2i
GKSAN Wy2Q NBaLRyasSo

a dzL

R
SR (2

Thus, overall nearly all respondents (93%4/15) made positie comments about such a programme.
Many comments(n=7)¢ SNBE ISy SN} £ X adGl dAy3a G Klgdod ide& SverydINE G A & A
importantt | yereficiet © {2YS LINRPOGARSR Y2NB RSGIFATY

| think a VT year should become compulsory in order to mairtteenstandard we are
taught here.

Qualifying is a very worrying prospect and some sort of helping hand would be fantastic.
Two specifically maioned that the provision of such a course would enhance their confidence:

| 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. Béitavailable | probably would. Would also make
me more confident to work as a therapist.

¢g2 aiAYLIeé KAIKEAIKGSR GKIF G GKS aNotogazlyRfrom thisi Sy R |
area but would attend courses héréNo, @utl would attend the course if aware of them.

Lt 2F GKS W20KSNIDR O2YYSyda RNBg ddSydazy G2 i
more widely available in other parts of the country. For example:

Would prefer a national network of supportenhanisms tie in with distance learning
and location issues, particularly in the southern areas of the country.

14



Final Year Undergraduates

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 dotlyiold will be the best
thing about working as a dental therapist? (Q.Appendix L Just over half (53%) commented about
the satisfaction of providing patient care (TaBl&2).

TABLEB.12: Comments about the best thing about working as a dentalapist

Percent of
Freguency 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 sp@A I f Yy SSRa Tredting ydiyHér patichtd @tere the oral hygiene message

can really be emphasisédiWorking with children and special needs to improve their oral health and

restore teeth to function as appropriage. hiKSNABE KA IXKfRehKidiepiientss haty 3 | 6 f
need itmost | Tfdating disease and preventing future dis€ase

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 undertakidinstrative comments here included:

éBeing able to use all the skills that we have been trainédTKd GAy 3 || RAODIENBRAGE
GAble to carry out a variety of proceduée3  NMafi€tl warkday ®

Other comments were simpl§job satisfactiod | YR 20 KSNJ YAaO0St f Xy 82 dzy 3 NE 7
to help therapists to become more accepted within SOP XK R @&y 3 Y2 NB éAyRSLISYRS

All 15 respondents made at least one comment in response to an open questionaghkieth: \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 (Tabl8.13).

TABLE.13: Comments about the ain challenges in working as a dental therapist

Percent of
Frequency respondents
Needing to promote the role to dentist 9 60%
Time management /insufficient treatment tim 4 27%
Lack of confidence generally or a specific 3 14%
Patient managemet 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.

15
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Comments inclded:

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 dentiststbé role and duties of the dental therapist leading to less
employment offers.

wSaLRyRSyiaQ 20G4KSNJ O2YYSyida 6SNBE aLINBFIR | ONRaa
GAYS G2 02 YL} S iMAnounthBaork M Snyelnliocat@d® & 3 dcdndidgéncednerally

or in a specific area (one individual mentioned pulpotomies and local anaesthetic with children) and
GKSNBE 6SNB F2dzNJ YAaOStflyS2dza W20KSNDR O2YYSyidas

XK2g (2 YIS &dz2NB O2vYacazy AOF A2y ySiég2Nla Ay LIX
.SAy3 | OOSLIWSR IYyR F¥SStAy3 I LIINBOAIFIGSR o6& GKS (S|
Being an ambassador for the profession.
LG akKz2dZ R 0SS y2GSR (Kl G ( gecepion@dur tieSmyain ghalldgadst S OG |
ahead and were governed by tihdimited 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 Aspirdions for the next five years

¢CKS TFAYLFE &SI NJ dagriR SaxdarNabpRatizing iese @xploredyaiyGebtion which
asked: What dental job would you hope to be doing in five years? Fourteen responded to this
question, and their responses havedmecoded into two main categories (TaBlé4).

TABLB.14: Aspirations aboutheir dental job in five years

Percent of
respondents
Frequency (n=14)

Role 10 71%

A mix of dental hygiene/ therapy (6)

A dental therapist 3)

A dental hygienist 1)
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, theay or a mix of the two. Only one expressed an interest in doiighygiene
work, the rest were committed to trying to secure some or all dental therapy work in their future
role.
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Secondjust over a quarter (n=4pok the opportunity to mention the seihg in which they planned

to work. Three mentioned GDS, though one of these specifically intended to include some private
component with this, another noted G@Bworking with oncology patients in a hospital setting. The
other was interested in working 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
adzZ33SaGSR GKIFG AG YAIKG Ay@2t @S az2yYS 1 FiylaRy, 2 F Wi ¢
0KS W20KSNID F2dzNJ O02YYSyia Othose tiiaSmedtibdbdiviantidgyali 2 (0 4 :
Griendly practicé  avélBmativated, educated practide ® ly20KSNJ g2 0O02YYSyila
FALIANF GAZ2Y G2 addgY S peRyw@ed indCPR ordanyisatidns for hygienists and

dentists aliké @

3.1.4.3 Any other comments

Four individuals took thepportunity to write any other commentsThree reiterated their general

enthusiasm to gain experience and develop their dental therap§ sidil FoyaQ G 6 A G G2 3IS
wideworld 0 G K2dzZK 2y S g+ a LI NIAOdz I ddinagt waataoNd$#tBeR | 6 2 d
alAtfta LQOS fSIENYd yR ¢g2dZ R NBIffe fAlcvenii2z 62 NJ
part-time€ UTHerewasclear enthusiasm from several in the group about starting work.

CAylftes 2yS NBaLRYyRSyldl daAaSR (KS wiye 20KSN O02Y°
support and training courses during their first year at work:

| feel that suport 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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SUMMARYOF MAIN FINDINGSROM FINAL YEAR UNDERGRADUATES

A questionnairewas 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
eduation/support needs as they approach the end of their degree.

The response rate from th2007 cohort of Birminghanfinal yeardental hygiene/therapy
undergraduates was 94% (15/16).

The majority (73%) had strong intention to find work as a dental thetapisggesting
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 indivials may be attracted to work in the West Midlands
FNBF F2NJ 0KS WNRIKGQ 2206 YR (NI AYyAy3d 2LII2 NIc

The most important factors influencing the work location were the characteristics of the
practice/clinic and/or its geographical location. Practicarelteristics mentioned were

dpractice suitability Jvhafi the practice hasto offer> a ¢St f |4 &LISOATAO
ésupport system in plaée>appdintment timeé | golRiestin place ® 5Aad0FyOS TNR
2 Nouney timé& & | & NI fmS @ its\fabgraplyical fo&ation.

Over half (54% y k Mp U0 6SNB WdzyRSOARSRQ |l o62dzi ¢KSGKSN
employed basis. Most of the rest would prefer a salaried work arrangement ¢640%6).

The GDS was the most popular choice for firgdryundergraduates; 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
wgnlang 8 | Y R arfd 2adalablé 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 fetilme, would prefer a mix of NHS/private wo(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 soeiconormic patient group.

{ G dzR S y-fatddxonfidSricer about key aspects of working as a dental therapist showed
that all were very confidentin dental health education, scale and polish, application of
materials, local analgesia. The majority were alsaficent 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 ti@g patients under conscious sedation. This was
not surprising since conscious sedation is not taught in the undergraduate curriculum;
gualified dental therapists need to attend a postgraduate course to develop their skills in this
specific area.

Therewas strong support for a foundation programme for graduates in their first year after
qualifying. Ninetsthree percentstrongly/agreedwith a need for such a programme to
support their transition into work. Nearly all (93%) made positive comments abaut th
availability of such a programme, and for nearly #hords, it would encourage them to seek
work in the West Midlands
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e The majoritystrongly/agreeda foundation programme should include restorative dentistry,
paediatric dentistry, extractions, consciosesdation, teamworking 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, d&al health education and record keeping.

e Some were more confident than others about finding a job that would use the range of their
RSyGlf GKSNILR &aiAftftaz FyR y1: O6mMokMpUL g 2dz
aSOdINE wiKSANB FANRG 220Q0

e All wereaware of aspects of their professional practice they needed to improve, and most
agreedthat they had a clear plan for their continuing education. The majagmreedthat
there were too few courses relevant to dental therapists.

o Positive perceptions abduhe 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 apointment times, lack of confidence about a specific skill and patient
management technigues. Notably, thegerceptionsabout the main challenges ahead were
governed by their limited experience obtained during their undergraduate course. Later
aspects 6 the broader study explok the actual challenges experienced once a newly
qualified dental therapist starts work.
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noted wanting to work as a dental therapist, etls wanted to work in specific settings, some
g SNB WdzyadzNBQ>X 20KSNR ¢2dd R tA1S | £SIFR NRf S
supportive practice, and two wanted to become involved in teaching.

3.3 PART ONE CONCLUSION

Final year undergradu@ dental hygiene/therapy students were positive about starting work as a
dental therapist, and were particularly keen to work in the GDS. However, they pertieatealack

of awareness amongst dentists about their therapy role as one of the main nafieahead. 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 endoreat 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 NEWQYALIFIED DENTAL
HYGIENISTHERAPIST

4.1 NEWLYQUAIFIED DENTAL HYGIENE/THERARESULTS

Thispart of thereport outlines the results fronthe survey of newlyqualified dental hygiengherapy
graduates whohad beenlj dz ft A FASR FTNRBY . ANNAYIKIYQE {teKz22f
previous yearZ006). Its purpose was to explothe 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 wiesigned using the Bt Online Survey
(BOS) tooland emailed to all2006 graduates. A reminder email was sent two weeks later. To
improve response rate, a paper version of the questionnaire was miailagril 2007 (see Appendix
2). Afurther reminder paper version was nmail again at the end of April. Completed postal
questionnaires were returned direct to the research office, using goprd envelope.

The questionnaire was completed by all 11 (100%) .oA N¥ A Yy IKI YQa enttfl OK 2 2 f
HygiengTherapistswho graduated irR006.

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
guestionnaire.

4.1.1 Demographics

4.1.1.1.Plae of work

Respondentsvorked in one ofseven 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%; 3/1igdremained in the West Midlands area, another four
(36%)had moved tahe neighbouring deaneries of Oxford, East Midlands and Wales.

Whether theywere employed in areas with a shortage of NHS dentists alssexplored. Here the
picture was mixed: just uter half reported that they worked in an area where NHS dentists were in
short supply (45%; 5/11), a minority definitely didt work in such an area (18%2/11) and the
remainderwasuncertain (36% 4/11). Although numbers here are small, of those vi&lb 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 respondentsreported to beemployedin work, and the vast majority (91%; 10/11) wodkéull-
time.

In terms of their employment contracts, most (82%; 9/idgrked onmore than one contract
mostly employed intwo (46%; 5/11)or three contacts (36%; 4/11l Somost respondents (73%;
8/11) worked fulitime and achieved this by working oo or three contracts.
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Respondentswere subsequently asketb provide key information about their two main contracts

6 0 KBIA NYyRextiainQ O2y i NI OG0 @ LG A& FOly26t SRISR (KL
on a third contract, and informain about this third contract was not been elicited in the
questionnaire. TheA Y i Sy G A2y 6+ a G2 ARSYGATeE o6NRI Rmaid G SNY:
places of work.

4.1.2.2 Main contract
In their main contract the majority worked in the GDS (8298/11). Theremainderindicated their
principal ormain contract wasn the PDS (189@/11) (see Table 4.1)

wSaLRyRSyidaQ LIe&YSyid INNYy3aSYSyda F2NJ GKSANI YIA
being seltemployed (46%; 5/6pr sakried (54%; 6/11).About half those in the GDS were salaried,
and all those working in the PDS were sala(se Table 4.1)

TABLE.1: Employer and payment arrangements

Selfemployed Salaried Frequency
Invoiced Percentage of Paid per
practice income | Paid pe hour 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 ofrespondents worked on eixed NHS/privatdasis in their main contract, another
40% workedmainly privately (Table4.2). Only 20% indicated that they workechainly NHSn their

main contract.

TABLE.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 indicateal mix of NHS/private, as well as mainly privately. This
has been coded into thenainly privatecategory, for the reasons elaborated in the
footnote below.

In terms of thebalance ohygieneandtherapy work in theimain contract just over half (55%; @/1)
undertookmainly hygienevork and about a third (36%; 4/11) undertoakainly therapywork. Less
than 10% (9%; 1/1X¥ported mixed hygiene and therap{fable 4.3)

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 .3: Hygiene/therapywork

Newly-Qualified Dental Therapists

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 ioctmete.

As shown in Table 4.4hdse who weremainly doing hygiene work werenainly privateand those
who were mainly therapy or mixed hygiene and therapy were principally engaged inmixed
NHS/privateor mainly NHSvork.

TABLE 4: Hygiene/therapy wok and mix of NHS/private

Mainly Mix Mainly NHS N/C

private NHS/private 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 ofespondents worked with a mix of children and adults in their main contract (56%;
5/9) (Table4.5). Most of the rest workedhainly with adults(33%; 3/9) andnly a minority worked
mainly with childrer(11%; 19).

TABLE .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 ofsadot
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 Table4.6 below. The majority who undertoakainly hygienework either worked mainly with
adults(18%)or mixed children and adult§18%).

Themainly therapyworkerssplittheir time between children and adults (27%) or workedinly with
children(9%).
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TABLE 6: Hygiene/therapywork and age profile of patients

Newly-Qualified Dental Therapists

Mixed children | Mainly with | Mainly with
and adults adults 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 suggastTable 4.7that many of those who
respondel (4/6) worked with few anxious patientsvhilst a smaller proportiorworked with many
anxious patientg2/6). Working with sgcial needs patients was found to be even raresnaall
proportion worked withfew special needpatients (n=2), only onandicated theyworkedwith many
special needs

Nearly all (83%; 5/6) who indicated working with thesgecific patientgroups wereundertaking
mainly therapy or mixed hygiene and therapyork. Only one respondent who had reported that
they mainly undertook hygiene work indicated treating a few anxious patients.

TABLE.7: Patient profile

Type of patients Frequency
Few speciaheeds 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 groto;(@/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 abthé socioeconomic profile aheir patient

group treated mainly those from low socioeconomicgpe (2/6).

These newlygualifiedhygienetherapists were employed in large mustiirgery practices/services for
their main contractg irrespective of whether they worked in GDS or PD%ws, @erall, 82% (9/11)
worked in pratices/services with three or more dentists, and most of these were GDS sd{ffiaple
4.8).

TABLE .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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all of the dentists in the practices/services. Only one respondent indicated that oherdfiree
dental colleagueslid 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, mostespondents (82%; 9/11)indicated that theyworked 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 thes¢r/8) worked in GDS in their first contract too. Thlieminance of

SYLX 28YSyid Ay GKS D5{ &aSNIBBAOS YANNBNE (GKS FAYRA
serves to emphasise the value of opening up the GDS for the employment of dental therapists.

Similar to the firsimain contracts, the majority of those who worked in the GDS were paid on a self
employed basis (6/8) as opposed to being salaried.
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they also worked in the same types of settind&ut simply, if they worked in GDS and were paid on a
selfemployed basis in their first contract, then their second contract was also likely to be in the GDS

and be selemployed too (although there were sottiimes differences in terms ohow 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 sedmployed arrangement.

Profile of work

First, in terns of the balance of NHS/private work, the majority (78¥9) of respondents with a
second contract workechainly privately(Table4.9).

All reported that they were doingnainly hygienevork in their second contract. Although this does
not infer that repondents were not doingny dental therapy workn their second contra¢it does
indicatethat none werepredominantlydoing dental therapy work.

As would be expected, a cretsbulation of the NHS/private balance of work and the
hygiendtherapy mix stows that most who had a second contract worked mainly as hygienists and
did so on a mainly private basis (78%; 7/9) (T4l9g

TABLHE 9 Hygiene/herapy 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%)
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With the predominance of hygiene work, most respondents treated mainly adults {78%); the
rest treated a mix of adults and children

In terms of the patient profile, the number of respondemisre was low. From the five respondents,
most (n=3eported that they treated only a few anxious patients, and two of these also treated only
a few special needs patientsAlthough few (n=2jreated many anxious patients, one reported to
treat manyspecial needs patients

Only a third of the respondents with a second contract provided details about the-soar@mmic
profile of the patients; all three of these indicated a mixed sazononic profile.

In the second contractnany(44%; 4/9) worked in singleanded settings; the rest (55%; 5/9) worked
with three or more dentists.It should be noted that these responses nearly all neféto the GDS
setting sine eight out of nine of second contraatrere GDS.

TABLE.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 theseespondents(44%; 4/9) provided any information about whethall the
dentists referred patients to thenn their second main contract In mostcases(75%; 3/4) they
responded thagll dentistswith whom they worked did so

Again, like main contracts, ast (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 workedmulti-surgerysettings.
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4.1.3 Support for Continuing Education

4.1.3.1.Views towards continuing education

Ly tA3IKG 2F GKS DSySNIf 5S8Syilt [/ 2dzyOArf Qate SELISOI
required to undertake and record their CRItivity (from July 2008 our survey explored these
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agreement on a six point scale to a series of statements (where Istn@wgly disagreend 6 was

strongly agre¢. These related to their preparedness for work, planning of continuing education,

access to courses, induction to work, and support from colleagues and are listed i L&ble

Overall, respondents generally agreed with the statementgdistin particular, there was strong
support (73%strongly/agreed¢ rated 5 or 6) for a foundation programme for nevguyalified
therapists to support their transition to work. There was also strong endorsement about the support
received from their dentatolleagues: 73%trongly/agreedthat they get good professional support
from the dentists with whom they work. Nearly twhirds (64%)strongly/agreedthat they had
become more aware of their further learning needs since working and that there were wo fe
courses relevant to therapists.

In terms of preparedness for work, about a third of respondesttengly/agreed(36% rated 5 or 6)

that they had felt well-prepared for working as a therapist when they graduated, andadditional

46% rated 4 on the 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 (4&pngly/agreedwith these statements
(Table4.11). These results suggest that the undergraduate course had equippstirespondents

for starting work(82%) and most received good support from the dentists with whom they work.
However,induction for some had been limiteanost 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.

TABLB.1Y ¢ KSNI LA adaQ @OAaASéa G261 NRa O2ydAydzAiy3a SRdzO

Strongly Strongly | Mean
Level of agreemen disagree agree
Statement 1,2) 3) (4) (5,6)
There is a need for an education programme for newly qualified 1(9%) 2(18%) 8(73%) | 5.27

therapists to support their transition to work.

| get good professional support fromeldentists | work with. 1 (9%) 2(18%) 8(73%) | 5.09
Since working, | 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 | graduatd, | felt weltprepared for starting work as a therapig 2(18%) 5(46%) 4(36%) | 4.36
| have a clear plan for my continuing education. 1 (9%) 5 (46%) 5(46%) | 4.09
When | first started work | had a good induction. 3 (27%) 2(18%) 1 (9%) 5(46%) | 4.00
Itis 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 supporewly-qualified dentahygienetherapists in their first year of work.

“

TABLB.12: ¢KSNI LIAadaQ oaSga (26 NRa GKS 02y iSyd 27

Views on the possible content of an educatio Strongly Strongly Mean
programme for newly graduated therapists i disagree agree
their first year of work

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 0%) 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 0%) 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/agreedthat these items should be integral to such a programme. These items of priority are
delineated by the top group in Table 2.1

In the second groupf topics areteamworking, extractions, cross infection, dental health education,
communication with patients and dental patholggbout halfstrongly/agreed(5 or 6) that these

topics should definitely be included and for many of these most of the arsyondentsagreedtoo

(i.e. rated 4 on the foint scale). The exceptions were teamworking, dental health education and
O2YYdzyAOF A2y 6AGK LI GASyla 6KSNB NBalLRyRSyiGiaQ ¢
felt these should be in the programme significant minoritydisagreedhat 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 respondestongly/agreedthat thesewould be useful for
AyOtdzaAzy Ay | F2dzyRFGA2Yy LINBANF YYSS o6dzi | LINE LR
important (rated 1, 2 or 3).

Finally, treating patients under conscious sedation was not reported to be a priority. The majority
(55%)strongly/disagreedrated 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 amther areas for inclusion in a foundation programme.
Commentanade from these two individuals were nafinicalc 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 selémployed, how to draw up a contract of services.
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4.1.4 Working as a NewhQualified DentalHygiene/Therapist

RS & L2 ¥y W& ¢ askedtaeflect on the nature of heir work dutiesandwere asked the frequency
with which they undertook a series of activitiesThey wereasked to indicate whether they
undertook themneve; less than twice a year; about once a month; every couple of weeks; weekly;
and more often Forease of analysis, these six categories have been grouped \fleielQ
YnfrequentyQWequenthQand¥ftenQ o & a K2 gYy. Tey respondentScompletedotitis
guestion, and their responsese shownoverleaf

7

TABLE.13: Newlyqualifieddentd G KSNJI LIA&aGaQ RdziaiSa

Please indicate how often you do the followin Never Infrequently Frequently Often
activities. Less than twice a  About once a month; Weekly;
year Every couple of weeks More often
) @) (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 werféen doing dental health education and scale and potjsh

this formed the core of their daily responsibilities. All digmuentlyor 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 nqudyified dental therapists
irrespective of whether they worked mdjnas a hygienist or as a dental therapist. This is shown by
the split in Tablel.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 treg@vities equentlyCor BftenQ

and nearly all these were individuals undertaolinly therapyor amix of hygiene and therapp at

least one of their contracts Specifically, only one respondent who worketinly as a hygienist
reported & K SequertlyQundertook deciduous polpotomy, the rest of the respondents in the
bottom half of the table who undertook these activities at leaBequentlyQworked as dental
therapists.

Placing rubber dam was undertak@hfrequenthor HeverQby nearly alrespondents. Again, the
one exception was an individual who undertookn& of hygiene and therapyork. Finally, none
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treated patients under conscious sedation. This was not an activity for any of these-qualified

dental therapists

41.4.1 Lendh of time with patients

Respondents were asked about the average length of time theytspith each patient and were

given three response options (as shown in TadlE9).

All respondents reported spending 20

minutes or more with patients: most (60%)es 20-30 minutes with each patient, the rest (40%;

4/10) typically worked for more than 30 minutes.

TABLR.14: Patient appointment length

Freqguency Percent
Less than 20 minutes 0
20¢ 30 minutes 6 60%
More than 30 minutes 4 40%
Total respongs 10 100%

4.1.4.2 Views on being a newhyualified dentahygienetherapist

Views on being a newdyualified dentahygienetherapist were sought by asking respondents to rate
their agreement to a series of general statements usingpmifit scale (Takl4.15). As shown, the

responses have been presented into four broad groups:
strongly/agreed(i.e. rated 5 or 6); statements for which there was a more mixed response from

those for whom the majority

respondents (those who rated 3 or 4); and statements Which the majority disagreed or

strongly/disagreedrated 1 or 2).

TABLR.15: Views towards being a newtyualifiedhygienetherapist

Strongly Strongly | Mean
Level of agreement disagree agree
Statement (1,2) 3) (4) (5,6)
Too few dentists knowtsout the permitted duties of therapists 10 (100%)| 5.70
| wish moredentistswould 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
| 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 1 (10%) 2(20%) 3 (30%) 4 (40%) 4.20
therapists in the dental team
Dentists are in competition with therapists over patients 2 (20%) 2 (20%) 6 (60%) 4.20
Pafents are more likely to keep appointments with their dentist | 3 (30%) 1 (10%) 6 (60%) 3.90
than their therapist
| am treated more as a hygienist than a therapist 2 (20%) 3 (30%) 5 (50%) 4.00
| feel | am a financial burden to the dental practice 5 (50%) 3(30%) 2 (20%) 3.00
Some of the dentists | work with are reluctant to let me do filling] 5 (50%) 1 (10%) 4 (40%) 3.30
| 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 amourfttberapy work that | do. 6 (60%) 1(10%) 3 (30%) 2.80
a@ RSyidlt O2tftSI3dSa R2y Qi K| 5(B0%) 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/agreedthat they wished more dentists would refer pants to them (60% rated 5 or 6). Just
over halfstrongly/agreedthat 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)

| 26 SOSNE @GASsad 6SNB Y2NB LRAAGAGS o62dzi GKS RSy
Only 40%strongly/agreedhat some of the dentists are reluctant to let them do fillings, and only 20%
strongly/agreedhat theirdentalO2 t £ SI 3dzS4 R2y Qi KI @S O2y FARSYOS A
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 theeltf a burden to the practice/service: half (50%)
strongly/disagreedvith this statement and half (50%jrongly/agreedthat 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 roles @ newlyqualified dental therapist, opinions were
divided in terms of whether they were treated more as a hygienist than a therapist. Similarly, about
half (50%¥trongly/disagreedhat they rarely get to use the range of their therapy skills, and tladise
comprised those who worked as dental therapists in at least one of their two main contracts. Overall,
50% (5/10) of respondentstrongly/agreed (rated 5 or 6) that they have high levels of job
satisfaction, and most of these (n=4) were again thosekimg mainly as dental therapists or in a
mixed dental hygienherapy role.

wSAaLRYRSYyGaQ 20SNItf{ -gpaifeddental thebapistBrathadntole yiehtists y S g f &
need to know about the permitted dutieghat they would like more patienteferrals, and that they

have good levels of job satisfaction. = However, the details of their experiences bring differing
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data suggest that those working méi 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 Chalengesin 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 androuped into four main areas (as shown in Tablé below).

TABLE.16: Comments about the main challenges in working as a dental therapist

Percent of
respondents
Frequency (n=10)

Practicebased (norclinical) *10 80%

Clinical 4 40%

Reflectionson the undergraduate programm 4 40%

Other 2 20%
Total 20

*Note: 80% (8/10) of the respondents provided at least one prattésed (norclinical) comment,
but two individuals provided two different comments which have both been coded into this agtego
(hence total equals 10).
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Most respondents (80948/10) highlighted that one of the challenges about working as a dental
therapist related to a practicbased (but norclinical) issue. Four of these ten comments were about
difficulties experienced witl SG G Ay 3 NBFSNNI f & 2N LINBa ONButlo A 2y a ¥
3SG RSyGAaAada G2 NBTSN LFighthdty getilegal BygieriSpreScApNongit& S NI L
% 2 NJ Three noted their challenge was getting used to working at arfagteed (e.gd ¢ KS y dzY 6 S NJ
2F LI GASyGa aSSy LISNJ RITRe othdr tivo practiedsfageddomnieits ieke S 4 & a i
o2dzi GKS TFyOdi mMmAKr GZF W¥X262NJf2FR A &and 6n8 NI LI (
highlighted the difficulty in getting usdd 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 confidencen restorative techniquesand another noted that the challenge wa&:9 I O K
restorative preparation is individug 31 A YAy 3 S BhliSoNd dhgr@iical procedure was
highlighted as particularly challenging. This was undertaking difficult extnacti

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 difSNByYy G FTNRBY 62Nl Ay3a Ay | LINT OG A O Sniti@yNdingirigh y A O @
to time ¢ difficult when coming from an environment where you only have approximately two
FLILRAYGYSyida Ay +y | FThé Ntfe 8w comme@A higBlightédNthel y A y 3 0 €
perceptions about shortfalls in the undergraduate programme: one that restorative preparations

KI @S 0aSSStyF aiX dz3 Kd G 2Andther Cofnhdntedk y RSIANB S¢ @

Not taught how to elevate roots in the undergraduate programme.

Finally, 0 KS (62 W20KSNIDR O2YYSyida 6SNB YIAyfte | o2dz
GKSNI LAAG® ICX § RA V¥ LIS Wasif Bgec8aleygi. £ Another noted:

I worked briefly when first qualified and found being taken seriously by
dentistsa big challenge 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 respondgntseir positive
attitudes towards working as a dental therapist. Their specific responses have been coded into four
key groups, as shown in Tadld7 below.

TABLE.17: Comments about the best thing about working as a dental therapist

Percent of

respondents
Frequency (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.
wa220 al 0 lovekve aspetyoltie wakd A dSa YS YdzOK Y2NB al dAraFt
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Other comments have been coded into two main categoties:satisfaction of providing patient care
(33%; 3/9), and the variety of dental work and patients (adults and chi)di@3%; 3/9). Examples
are provided below:

LYLINRGAY3T LI GASYyGaQ 2N KSIHEGK GKNRAZAK SRdzOF ¢

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

CKNBS W23iKSND O02YYSyia KAIKEAIKG GKS ardAaAafthOdaz
being valued by otherst CAY RAY I | F22R SYLX 28 NMzidA VA ardlIIBSNINY
LINI OdndcO.8&Ay 3 NBO23IVARORAGA2YSHE ©dz2 6t S LINJ

4.1.4.5 Any other comments

The final questiomf the questionnairgrovided 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 vg rewarding, and noted her enjoyment in working as a dental hygteeeapist 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. Thé&s 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 asaNB ¢ | NRA Yy 3 | Yy R, whigreishdiia®S LJ2 &
satisfiedwith 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

FYR R2Sa y20 WOKSNNE LAO1IQ 62NJ @ IS OKIfftSy3as
me very dificult restorative work to do. | 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 wlored, 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 inallthredB a4 LI2 Yy RSy 4aQ yS3lIGABS O02YYSydao

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. |
feel this is because dentists see us therapists as inferior to skeéras.

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:

& XeRtists are still very unaware of therapists/ R dzy g A f £ A y 3 and she hojed KeNdew Jr G A Sy
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 ope 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. Thesadividualsidentified several challenges associated witteit 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 théirst 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 referralsngpaamough
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.

33



4.2

Newly-Qualified Dental Therapists

SUMMARYOF MAIN FINDINGSROM NEWL-QUALIFIED DENTAL THERAPISTS

A questionnaire was distributed in Spring 2007 to all dental hydgtbeeapists who had
graduated from the University of Birmingham in 2006. The purpose was to explore their
experiences andluties 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 @% (11/11); alPO0O6graduates contributed to this survey.

All were working fultime in dentistry and most achieved this by workimgtwo or three

contracts of employment. Most (82%; 9/11)worked only in the GDSsetting and GDS
employees were mainly pdion a selemployed basis. The fewho hada contract inthe

PDSwere paid on asalariedbasis

Graduates had spread across a number of deaneries within theTb& nost commonsingle
deanery identified washe West Midlands (27%; 3/11), and a third ¥864/11) worked in
neighbouring deaneries.

In the two main contracts of employmenof these newlyqualified dental therapists, the
proportion undertakingdental therapy workwas limited In main contra over half (55%)
did mainly hygieneand onlyabou a third undertookmainly therapywork (36%). Few (9%)
indicatedthey undertooka balanceof mixed hygiene/therapyvork. In second contracts, all
respondents indicated theyndertookmainly hygiene

The balance of dental therapy and hygiene actidigectly impacted on the profile of
patients, and income basis of their workhose engaged imainly therapywork were more
likely to work with both adults and children, work with special needs and anxious patients,
and undertakemainly NHSvork or a mixof NHS/private. Those who weneainly hygienists
were mainlyworking privately.

There was strong support for a foundation programme for neguglified graduates in their
first year after qualifying; 73%rongly/agreedwith a need for such a programme.

Newly-qualified dental hygienetherapists strongly/agreedthat a foundation programme
should include restorative dentistry, medical emergencies, paediatric dentistry, preventive
dentistry and legislation. Other topics which were favoured (though lessingt)ded
extractions, cross infection and dental pathology.

Confidence about starting work was mixed. About a third feltymedpared for starting work

as a therapistand many(64%) agreed they had become aware of further learning needs
since starting wrk. Although most had received good support from their égrdolleagues,
most had no clear plan for their continuing education and reported finding it hard to find
time for it.

A core set of activitiess | drequentlyQundertaken by allthese newly-qualified dental
hygienetherapists Thesancluded: dental health education, scale and polish, application of
materials, restorations (permanent and deciduous) and administering of local analgesia.
Other dutieswhich were only $tequentlyQundertaken by he few who workedmainly as a
dental therapist orin a mixed dental hygierherapy role included:deciduous polpotomy,
extracting deciduous teeth, taking radiographs, taking impressions and placing rubber dam
Thus,these newly-qualified dental hygiene/herapistsonly $equentlyQused the full range of
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their permitted skills when working asainly therapistor in amixed hygiene/therapyole,
which this survey data already suggests was the minority of individuals in this sample group

e Patient appointmet times were greatethan 20 minutesg 40% typically saw them for 30
minutes or more.

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

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

o Half (50%)xtrongly/agreedthat they had high levels of job satisfaction. Those less satisfied
were more likely to be working mainly as hygienists, repottedingdifficulties finding a
suitable job, receivininsufficient referrals and not achieving an appropriate mix of hygiene
and therapy work.

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

4.2 PART TWO CONCLUSION

Newly-qualified dental hygienherapy studens were mostly working in muk$urgery GDS settings,
and about half undertook mainly dental therapy work or mixed hygiene and therapy. All were
engaged in a core of dutiesuch 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 ranteioftherapy
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 pasi 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

Thispart of thereport provides the results frorthe survey ofregistered dental therapists in the West
Midlandsundertakenin 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 ah support needs, and their views towards working as a dental therapist (see
Appendix3).

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 fgggendix3). In the same
envelope, a second questionnaire targeting their dentist was also enclosed, and the therapists were
asked to pass this second guestionnaire to the main dentist with whom they worked. Four weeks
later (end of July 2007), a remied letter and second copy of the questionnaiveere mailed.
Completed postal questionnaires were returned direct to the CRMDE research office, usingaédpre
envelope.

The questionnaire was completed by 38 dental therapists. This represents a 648fasespte
(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 sectionrsmarises the main conclusions.

5.1.1 Keyaracteristics of thesample

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 workforae the West Midlands had either
gualified in the last eight years (since 2000) or before 1980.

TABLE.1: Date qualified as a dental therapist

Frequency
(%)
Since 2000 16 (42%)
1990¢ 1999 1 (3%)
1980¢ 1989 2 (5%)
1970¢ 1979 13 (34%)
Pre 19D 6 (16%)
Total responses 38 (100%)

I AdzLJLX SYSy (I NB ljdzSadAzy F2f{t26SR 6KAOK | &1 SRY
Fa | RSydGrf GKSNILAAGKQ® ¢KS NBadzZ da akKz2g | aAa
had 10 years or ks experience, or more than 20 years experience (Tabje
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TABLE.2: Number of years experience as a dental therapist

Frequency
(%0)
10 years or less 18 (49%)
11- 20 years 6 (17%)
More than 20 years 13 (36%)
Total responses 37 (100%)

Drawingthese two sets of data together enables a gomparison between the year of qualification and
0KS ydzYoSNJ 2F &SIk NRA&A SELSNASYyOSo® ¢ K-20/R)had adza3
had breaks from dental therapy work since qualification (see TaB)e

The length of breaks varied hugely: less than 5 years {B320), 6¢ 10 years (35%7/20); 11¢ 15

(20%- 4/20); and 16 years or more (3096/20). Possible explanations might inclucleldcarecareer

breaks, or difficulties securing therapvork since qualification. The other 17 (46%) had had the
expectednumberofé S ND& SELISNASYOS | OO0O2NRAY3I (G2 GKSAN RI

Thus, overall, about half the dental therapy workforce in the West Midlands compisetitioners
who had had rore than 10 years experience in the role (54¥/37), but many of these individuals
had also had breaks of differing lengths from therapy pecacgince qualification. This suggests that
educational support to facilitate return to practice is an impaitand ongoing area for provision.

TABLE.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¢10 11¢15 16 plus
Since 2000 16 (42%) 14 1 1
1990 ¢ 1999 1 (3%) 0 1
1980- 1989 2 (5%) 0 1 1
1970¢ 1979 13 (34%) 3 10 3 2 4
Pre 1970 6 (16%) 0 6 2 1 2
Total responses 38 (100%) 17 (46%) 20 (54%) 3 7 4 6

ThyS 2% (KS&4S mMc AYRAGARIZ & RAR y2d 3IAGS (GKS ydzYoSNI 2F &SI NDna SEL

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 wereworking full or paritime. The majority (82% 31/38) confirmed that theywere
currently working as a deat therapist, although two specifically commented that they were doing
only limited therapy work. Of thenajority actively employed in a dental therapy role, most worked
part-time (23/31¢ 74%), as opposed to fulme (831 ¢ 26%).

The minority not warking as dental therapists (18%//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, fanmgle:ad ! { ! t 6KSyYy L C
FAYR | LINI OGAOS iiwowere worRisyRsihydienisiskasdNtitetedited in éet@rning 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 Midlamti® completed the
questionnairewere currently working in a dental therapy role, and many of those that were not,
expressed interest in returning to practice.

Most of the followingresults draw from the feedback of respondent dental therapists who are
currently workingin 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. abNot
occasionally not all respondents provided a response to a relevant question; in these instances the
total respons€or valid number) is indicated as less than 31. Views of thoseorking were sought

in later parts of the questionnaire (Q24Q17,Appendix4) 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 Tdbebebw, 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 SHAre 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 Tablg.4. In addition, one respondent indited her main place of

work was in Leicestershire, however, as she alasworking in the West Midlands, her responses

have been included in the overall analysis.

TABLBnY wSalLRyRSyGaQ YIAyYy t20F0GA2y 2F 62N) & |

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%

| Stokeon-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 | i 3%
Total responses 30

NB: One individual responded that her main place of work as a dental therapist was in Leltester
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5.1.2 Contracts and Remuneration
5.1.2.1 Hours and contracts of employment
Most respondentg65%; 20/31) had only one contraetind worked partime (74%; 23/31).

There was a fairleven spread between those who workedtwo contracts (16%; %31) or three
contracts (13%; 4/31). Few (7%; 2/31) had four or more contracts.

Just under twethirds (60%; 14/23Wworked parttime on only one contract,and a very similar
proportion workedfull-time on only one contactg2%,; 5/8) thus, respondents wes no more likely to
work fulktime if they worked oriwo or morecontracsthan if they worked only on the one

The questionnaire subsequently asked respondents to provide key information about their two main

O 2 y (i NY IOnhyaORext$HainQ O 2 vy it Mlackribwledged 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 vas
YI22NRG& 2F NBALRYRSyGaqQ Gz2aGFt O2yiNY Ola 6nu 2 dzi

¢tKS AyiSyiliaAaz2y gl a (G2 ARSYGAFTe oNRIFIR LI GGSNya 27
Questions explored payment details, employing service, &edprofile of work undertaken. These
results are detailedelow.

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, CDStahalcdess centres.

Three quarters ofNB & LJ2 y Rathycdniradts 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, atlibse that specified were mostly paid on a monthly basis (93%;
13/14). All selfemployed respondents (n=8) worked in the GDS, but notably, these comprised only
about half the GDS employegshe restof GDS employeesere salaried (n=7) (Table 5.5).

TABLB.5: Employer and payment arrangements in their main contract

Seltemployed Salaried Frequency
Invoiced Percentage | Other
of practice Paid per | Paid per Not
income hour month | 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 eersglioyed)
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Profile of work in the main contract
Fifty six percent ofespondents worked on eainly NHSasis in their main contract, another %9
worked on amixed NHfrivate and 26% weremainly private(Table5.6). Thus three quarters

worked at least some of their time with NHS patients.

TABLB.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) undertootixed hygiene and therapyork, about a quarter (24%; 7/29)
undertookmainly therapywork, and a fifth (21%; 6/29) reportedainly hygiendsee Table 5.7)lt is
positive that most (79%) undertook substantivepart of their main contract undertaking dental
therapy work.

TABLB.7: Hygiene/herapy 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 Tablés.8. Twonotable points: (1)just under half of respondents indicated that they
undertook amix of hygiene and therapgr mainly therapywork (49%; 14/29) on mainly NH®asis;

and (2)those that undertooknainly hygienevork did so on anainly privatebasis (17%; 5/29).

Thus, those who were doingainly hygiene activity workednainly privately(17%; 5/29) and those
who were doingmainly therapywork ormixed hygiene and theramid mixed NHS/privateor mainly
NHSwork. This latter group wasade up oy far the largesproportion (66%; 19/2).

TABLE.8: Hygiene/therapywork and mix of NHS/privain their main contract

Mainly NHS Mainly Mix N/C
private NHS/private
Frequency
Mixed hygiene and therapy 8 2 5 1 16 (55%)
Mainly therapy 6 0 0 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 ofildren and adults (56% 14/25), with the rest
evenly divided between workingainly with children(24%- 6/25) ormainly with adultq20%- 5/25).

TABLE.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 undertooknainly hygiene activity indicatd they workedmainlywith adults (3/5).

TABLB.10: Hygiene/herapywork and age profile of patients in their main contract

Mixed children Mainly Mainly with N/C Frequency

and adults with adults children
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%yorked with both few special needand few anxious patient$48%;
11/23). In factphearly two thirds (65%; 15/23) worked with only a few special needs patientsa and
similarproportion (61%; 14/23) worked with only a few anxious patients.

TABLB.11: Patient profile in their main contract

Type of patients Frequency
Few special neds 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 withmany special needs patienisidertook mainly therapy (or mixed hygiene and therapy
work), and workedmainly NHS Similarly, alkhose with many anxious patientsvorked mainly
therapy(or mixed hygiene and therajpyand again worked onmaainly NHS basis

Most stated that they worked with a mixed soa@oonomic patient group (65%; 15/23), and the rest
of respondents treated mainly those from low soeiconomic groups (35%; 8/23).

Finally, respondents were given the opportunity to comment about the balance of their work. Two
FRRAGAZ2YIE O2YYSy(iad 6SNB YIRSYYye2@PENYSRSaBAI KA D &
y2 i KSNI NBaLRy RS gupervisitglthérSpihygigS (& 150RS yAlas v R & LIS NJ
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All respondents worked in mulsiurgery settings in theimain contract¢ irrespective of whether they
worked in GDS or Sp&ke Table 5.12)Overall, twethirds (67%; 20/30) workeith practices/services
with three or more dentists, and most of these (13/2@@re salaried settings. Thus, therapists were
mainly employed in large mulsurgery practices/clinics for theprincipal contract, particularly if
workingin a salaried servéc

TABLB.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 ofthe pattern of referrals from the dentists, most receiveeferrals fromall 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 diseknown about the proportion of these
referrals which were for dental therapy work as opposed to hygigpe duties.

There was a fairly even spread amongst respondents as to whether there was a separate hygienist
also employed in the practice/servicelust over half (53%; 16/30) reported that there wast a
hygienist (apart from the hygiene work they did), amubst of these worked in salaried settings
(12/16). Of thefour remaining dental therapists without a hygienist, they were mainly doing hygiene
work themselves (n=2), or doing @xad hygiene/therapy role (n=2) amebrked ina GDS setting

All respondedpositivelythat 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%1/31) 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 bk
below).

TABLE.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, lookingt the 42 total contracts, they were fairly evenly divided in terms of bairgglaried

or GDS settings (GDS: 24/&37% salaried: 18/42; 43%). Dental therapists were slightly more likely
to have a salaried contract for their main contract (salare2, 16/31; GDS: 48%, 15/31) but more
likely to have a GDS contract in their second contract if they had one (9Fi)the majority of
those with a second contract, the type of employer remained the saméoasheir 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 newlyqualified dental therapists, may require the awadility of targeted support.

Irrespective of setting, the majority of dental therapists were paid in their second contract ona self
employed basis (73%; 8/11).

LG ¢2dzZ R FLIISFEN GKFEG ySENI e Fff NS &;eldhetrSwoi 4 Q
main contracts and most worked in the same types of settings in both contracts too (#adjhe

few that changed settinge.g.from salaried to GDS (4/1)1)ll bar one continued to be paid on a
salaried basis.

So, in most cases, theame overall systems of payment were in place for both contracts, and for
most respondents this was a selnployed arrangement.

Profile of work

Second contracts wer@redominantlyeither mixed NHS/privat€b5% 6/11) or mainly private(36%
4/11) (Tables.14).

More than half (55%) were engagednmainly hygienavork in their second contract and about a third
(36%) undertook aix of hygiene and therapyA minority (9%) were doirmgainly therapywork.

As would be expected, a cresghulation of the NHS/private balance of work and theygiend
therapy mix shows that the largest group, who worked mainly hygienework in their second
contract, workedmainly privately(4/6). Those who worked in a mixed hygiene and therapy role did
so in a mixed NHS/prate setting (4/4) and the minority who worked mainly in therapy work also
worked in a mixed NHS/private setting (Tabl&7).

TABLB.14: Hygiene/tierapy work and mix of NHS/private in second main contract

Mix Mainly Mainly
NHS/private | private NHS Fequency
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 simgrthat most
respondents treatedadults (88%- 8/9) ¢ either in a mixed children/adults capacity or jusainly
adults

In terms of the patient profilegll nine reported they worked witfflew special needgatients, andew
anxious patient$88%:- 8/9).

Again, 9 of the 11 respondents with a second contract provided details about the-esmriomic

profile of the patients; all bar one indicated a mixed semtonomic profile. One reported that s/he
worked with many patients from low socioeconomic greup
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In the second contract, only one%®©1/11) worked in a singlhanded setting; over half (5496/11)
worked with three or more dentistérable5.15).

TABLE.15: Number of dentists in the practiservice 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 giiae/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 maority (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 imulti-surgerysettings.

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 proporntas paid on a salaried
basis, since half of the GDS dental therapists were also salaried as opposedetmeifed. 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 withoth 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 fifth17%- 5/29) in their main contract undertooknainly
hygieneand worked on amainly privatebasis. 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, fegaredetails about second main contracts.
Those with a secondontract, were mainly employed in the GDS (82%), mainly on &reglioyed

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 predominantlpyedghmulti-
surgerysettings, 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 thetudy g | & (2 SELX 2NB LINI OdAaiay3d RSyl

working as a dentaherapist. Thiswas approachedby askingespondents about the profile of work
undertaken. Twelvekey duties and three response stemere provided L @R A | SZLI®Y R?2
KFELILER sAGK (RRIVYE9RA2NG (. KThddIze8mdnses Srarguied in Tables.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 undeké&n

4

TABLK.16: CKSNI LAAGAQ OASpa | 62dzi GKS LINRPFAES 27
Topics LOR f LQY KIFLJI LQR Validnumber
domore  the amountldo rather
do less
Treating patients under conscious sedation (wit] 18 (86%) 3 (14%) 0 21
dentist)
Taking impessions 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 rdiographs 10 (32%) 18 (58%) 2 (7%) 31
‘Restorations in deciduous teeth | 8(26%) 23 (74%) o 3
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 04%) 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 (5@aution 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 d€eraat not
applicable to thent perhaps because their lead dentist did hot undertakascious 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 werappy with the amount of these treatments undertaken.

In contrast, most were happy with the profile of work listed in the bottom half of T&llé;
specifically the amount of scale and polish work (77%ere happy with the amount undertakgn
administerng local analgesia (94%lental health education (94%), the application of new materials
(81%)and restorations in deciduous teethNotably, for scale and polish work, 23% of respondents
actually wanted to ddessof this activity soalthoughmost were happy with the amount of scale and
polish work, a significant minority were not.

5.1.3.1 Views about dental therapy their workplace

Respondentswere askedwhether there was capacity for them to increase the number of hours
committed to dental therapyactivity, 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 bel¢Whable 5.17)
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TABLEB.17: Increasing the number of houo$ dental therapy work

Number of
) ) respondents
Is there capacity to increase the number of hours of dental therapy work that you do? (n=29)
Yes 9 (31%)
DSYySN}It wesSaQ 02YYSyi 8
Only as and when required or when needed to increase hours, e.g. staff cover 1)
S&as odziXo 8 (28%)
Not likely because dentists do not refer patients or prefer hygiene work 5)
Happy with the hours currently worked, or the balance of work ?3)
No 11 (38%)
DSYySNIt wy2Q 02YYSyi )
Fulktime hygiene/therapy and have a designated wodd already 5)
Financial/budget constraints 2)
Working in a mainly private practiegdimited therapy opportunities 1)
__________ Insufficient surgery space | (4]
b2 adaNBkR2y Qi (y246 1 (4%)

The main message from the responses is that the dehe&ahpists fall into three main categories: (1)
1K23&SyedKDA dzWR AYONBI &S GKS ydzYoSNI 2F K2dm® 2F RS
O2dzZA R GKS2NBGAOIFIffte AYyONBlIFIasS GKS ydzyo SN w@HFQ K2 dzNJ
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 regardingithé 2e9 walld not increase the hours
included difficulty with allocating their already failine workload of therapy and/or hygiene work
elsewhere, budget or space difficulties, and low leveldeshand 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 siroivable 5.18

TABLK.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 13 (45%)
DSYSNIft wesSaqQ 0O2YYSyi ©))
With access to more training or greater confidence 3)
Would do so if patients neked it, or dentists referred Q)

No 16 (55%)
DSYSNIt wy2Q 02YYSyi @)
Already doing a full (or near) full range of therapy work 6)
There are only limited opportunities e.g. private practice, few patient referrals 3)
Fully occupied with workload antb capacity to do more 2)
Dentists would prefer | do hygiene work (2)
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Respondents were split between those that felt there was capacity to incridgsbreadth oftheir

dental therapy work (45%) and those that did not (55%).yMa 2 ¥ GK2aS GKI 4 YIRS
comment referred to the fact their dentist was very supportivalafm 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 aboutthis. 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 theeadth 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 couldt increase the breadth of their dental therapy work

gave a no-a LIS Onb(FHotCGi thié momem Py 2 G QONBRIYIYE y (G 4 © hiKSNBR oyTlec
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 watsmuch 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 tethivds of these
dental therapists to increase theumber of hour®f dental therapy wrk. However, a more mixed
picture emerged about whether they coutdoaden therangeof 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 engageda full range of therapy work, but for about a third, thiejt it

was not a possibilityfor 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 thistudyg | & G2 SELX 2NB LN} OdiAaAiy3d RSyidlt GKS
SRdzOF GA2y @ I fAald 2F wmp G2LAOA gl & LINPDARSR | YR
LI SFasS NI OGS GKSANI AYLRNIFyYyOS T2 MNgieed asixhpot ratiagdzNJ 02 y
scale ranging fromot important(1), through tovery important(6) (see Tablé.19).

TABLEK.19: Importance of topic$or continuing education

Views on the importance of topics fo Not Very Mean
continuing education important important
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
Preventivedentistry 0 1 (3%) 3 (10%) 27 (87%) 5.58
Communicatiorwith 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
Dentalpathology 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 sedatio 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 therapistsreadily identified their learning needswith regard to continuing education.
Particular priorities are delineated in the top third of Tabl&9. Most important were: restorative
dentistry, medical emergencies, cross infectigreventive dentistry and communication with
patients. This was flowed by: paediatric dentistry, radiography, legislation and teamworking.

ly 2Ly jdzSadA2y FTdzNIKSNI SELX 2NBR NBalLRyRSyiGaq |
asked to identify their three main priorities for the next 12 montfisis wa 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 prioritiee haen coded, as
shown in Tabl&.20 below.
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TABLE.20:  Topics suggested as one of the three main priorities for continuing edudattbe
next12 months

Percent of
respondents
Frequency (n=29)
Restorative dentistry 12 41%
Radiography 11 38%
Medical emergencies 6 21%
Preventivedentistry 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%
Legigation 1 3%
Teamworking 1 3%
Pharmacology 0 0
Dental health education 0 0
Other 31 55%
(CPD generally) (20) (34%)
(Specific topic) (10) (34%)
(Patient focus) (6) (21%)
(Keeping ugo-date generally) (6) (21%)
Total responses 86

Perhaps notsurprisingly, given responses shown in Tahl, restorative dentistry was the most

frequently citedimmediate priority from respondents; 41% of respondents specifically noted it was

an important area for the next 12 months. Indeed, a closely matchedfgariorities emergedrom

this open question, compared with theesults from theclosed rating scal¢Table 519); similar
LINA2NAGASAE 6SNB LISNOSAGSR ad WAYLRNIIFIYGIQS yIYS
preventivedentistry and cross infécA 2 y ® CKSNBE 6SNB (62 SEXGSDIIAZ2YAEd
was afforded greater priority in the open question and wamentioned by more than a third of
NBaLR2yRSyGhao { SO2YRX WO2YYdzyAOlI GA2Yy 6AGK LI GAS
comments as might have been expected from responses to bdlfe

a2NB GKFIy KIFIfF 2F NBaLRyRSyda opd>T MTKHPOI LINE
These were in four main areas.
0 Ten individuals commented about attending more CPD, melevant 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-tiopR I 1S @A G K f | i SUpdate RtBID St 2 LIY €
research techniques/materigdsTK&ep up practical skifisTTo Keep updates about the new
RS@OSt2LIY¥Syiacs
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5.1.5 Overall iews

Ovenll views towards working as a dental therapigtre sought through aeries of 14 statements,
and respondents were asked to rate their agreemémwards theseon a 6point scale, where 1
representedstrongly disagregand 6 wastrongly agree

TABLEKB.21:  Overall views towards working as a dental therapist

Views on working as a dental therapist Strongly Strongly Mean
disagree agree
(1.2) ®3) 4 (5.6)
Dentists should be encouraged to employ dental 2 (7%) 0 0 27 (93%) 5.66
therapists.
L QR sk fedilarly the full range of my dental 3 (11%) 2 (7%) 23 (82%) | 5.29

therapy skills.

There are too fewCPDcourses that are relevant to 3 (10%) 2 (7%) 3(10%) 21 (72%) 4.86
therapists.

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

| get good professional support from the dentists I] 6 (21%) 2(7%) 3(10%) 18(62%) | 4.45
work with.

There is a need for an education programme for 4 (14%) 2(7%) 6(21%) 17 (59) 4.55
newly qualified therapists to support their transitio
into work.

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

LQ@S 0SSy 6Stf LINBLI NB| 5017%) 3(10%) 5(17%) 16 (55%) | 4.41
dental therapists.

| need more patient referrals. 8 (28%) 5(17%) 3(10%) 13 (45%) 3.93
| have regular on¢o-one meetings with a dentist 8 (28%) 3(10%) 6(21%) 12 (41%) 3.86
| have a clear plan for my continuing education. 7 (24%) 6 (21%) 5(17%) 11 (38%) 3.74
LiQa KIFENR G2 FAYR GAYS| 7024%) 6Q21%) 7((24%) 9 (31%) 3.76

The new dental contract supports the employmeny 9 (32%) 5(18%) 6 (21%) 8 (29%) 3.29
of dental therapists.

Dentists know about the permitted range of duties| 19 (66%) 4 (14%) 2 (7%) 4 (14%) 2.45
for therapists.

The list of statemets in Table5.21 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 mdstagreed or
strongly/disagreed(rated 1 or 2). This is the strategy used to present theadly comparable data
collected from the newhgualified 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.

5SyiAratcaqQ SyLiz2eySyid 2F RSyidlt (GKSNIXLAada o1 a
strongly/agreed 93% of dental therapistsonsidered that dentists should be encouraged to employ
dental therapists. However, hardly any (14%) perceived that dentists know about the permitted
range of duties for therapistsa findings which strongly concords with the views of neyuglified
hygene/therapists In terms of the interrelationship between dentist and dental therapist, nearly

two thirds agreed(and 41%strongly/agreedd ¢ A (i K { K Bhava feduiarSives-ohé medting
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g A UK | . TR@&ymadyadlen@l therapists meet regulaslith their dentist on a on¢o-one basis,

though a significant minority of more than a third do not. Having said that, the majority &g%gd
thattheyWX3SG 3J22R LINRPTFSaairzyl f & dzlDhad, MihoughddYonel KS RS
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%ijongly/agrea that they wouldWf A1 S (G2 dza
NBE3Jdz F NI &8 GKS TFdzE £ NI y Jdthou@hF haltyd newigudlilidd fdentist S NI LJ&
strongly/agreedthat they were treated more as a hygienist than a therapistosMNest Midlands
therapistsagreed (72%) they hd 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%Agreedil K | ( née& Baie patient referral @dain, a finding whicemerged

from the newlyqualified dentists too (see Table 4.1%hus, working with their dentist and achieving

sufficient referrals for the appropriate clinical treatments merits further development.

Views towards continuing education were explored usiageral statements. In terms of provision,

the majority (72%}strongly/agreedii K liiIK SWB | NB (22 FS¢ O2dzZNESa GKI
Similarly, there was strong endorsement for an education programme for rgudiified therapists

to support heir transition into work; 80%greedthere 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 theyahaldar 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 amsue in which dental therapists need some support.

wSalLR2yRSyiaQ 3ISYySNIft |GGAGdAdZRRSE (261 NRa 62N] Ay 3
whether the new dental contract supports the employment of dental therapiatsiew echoed by

the newly-qudified hygiene/therapists Having said that, job satisfaction was high rfwany (66%
strongly/agreed. Similarly, about twahirds (66%)agreedo NI § SR n X p feeNgful 0 G K
YSY06 SN 2F (KS ¢ RSpfdpdrtibn slightly Yhigher than the mdy-qualified
hygiene/therapists.

The following questioasked respondents if they would like to elaborate on any of these statements
YR GKAA gla F2{t26SR o0& | &dzllLJX SYSy il NE &adl GdSYS
by your experience iIRA F FSNBy G 62NJ LI | OSaKQ

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%//24) and the remainder

were neutral comments or simply observations about their work as a dental therapist-(3224).

In terms of content, the comments can be thematically coded into three main categehies pick

up on the statements provided in the questionnairAs 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 matt¢B8%) (see Table 5.22).
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TABLE.22:  Any other comments

Number of
respondents
Any other comments? (n=16)
Views/experiences about dentists 10 (63%)
Mixed experiences of their relationships with dentists ?3)
Patient referrals (lack of; mainly difficult patientefers the full range of duties) (©)]
Dentist lacks understanding about range of dental therapy duties 2)
Limited support available from dentist in the private practice 1)
Have a good working relationship with their dentist 2)
Continung education 6 (38%)
Lack confidence because insufficient practise 4)
Need a VT scheme for dental therapists 2)
Courses are full 1)
Range of duties/employment issues 6 (38%)
Negative about salary paid/banding )
Being used predominantly as a hygatn Q)
More dentists should come forward to employ dental therapists 1)
Dental therapists in general practice are not viewed as cost effective Q)
__________ The expanded dutiesareagood thing | @
Other 2 (13%)
DSYSNIf LRaAGAGS OZYYOKEtODBYDHY D QKR 0 N )

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 reportedreceving insufficient patient referrals. Most responden82%)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 wowdebeeceived, so

too would an education programme for newdyalified 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 maditime to participate in such provision.

5.1.5.1 Best things about working as a dental therapist

For the remainder of the questionnairall respondents were invited to provide their response to the
questions i.e. all thosthat were then notworking & a dental therapist as well as those that were
(n=38).

CKANLIE FALOS NBalLRyRSyiGda LINPOGARSR | O02YYSyd G2
o2dzi ¢2NJ Ay 3 | aheir coRnfeytsivele veilyp&Sitve aldbui thek/@iety of the role

and their impact on patients (e.g. children, nervous patients etc). Only two individuale

anything negative or critical. These 35 individual comments have been analysed according to each
specific theme within a comment (53 separate itenas)d ardisted in Tablé&.23 below.

Notably, there is considerable overlap with the kinds of comments which were made by-newly

jdzr f AFTASR RSydlf GKSNILA&GA Fo2dzi GKS WwWoSad (KA
strengthen our confidence in theata.
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