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Abstract
Introduction: Outreach training has become an important element of the undergraduate curriculum. Part time general dental
practitioners (GDPs) are the professionals of choice to deliver this educational experience yet little work has been undertaken into
this transition to clinical teaching.
Methods: Using a qualitative approach, a thematic analysis was undertaken of clinical teaching accounts written by three novice
teachers. The setting was a large inner city outreach centre of the University of Portsmouth, teaching final year dental students from
King's College London, in an integrated team care environment with dental hygiene therapy and dental nurse students.
Results: Three major themes were identified. These were: What is clinical dental education? Me as a “clinical teacher” and
Specific teaching issues.
Discussion: The analysis of the written accounts brought together many issues that have been addressed separately in the
literature. However, the themes highlighted the complexity of dental education and the different environment of the teaching clinic
from general practice. Some of these themes in future could be discussed in small peer group seminars to facilitate an easier
transition from experienced GDP to clinical teacher.
Conclusion: Within the limitations of this study the themes demonstrate the breadth and complexity of clinical education which
is experienced in both dental schools and in outreach education.
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Introduction
Increasingly, with the widespread education of dental students
in outreach centres in the UK, experienced dental practitioners are
becoming clinical teachers, teaching a full range of clinical dentistry
in a primary care setting [1-5]. In the UK, dental practitioners have
taught in dental schools on a part time basis since the inception of
formal Dental University Education but very much within the structure
established in the dental schools by senior full time academic teachers.
Analysis of outreach teaching initiatives normally focuses on the
outcomes of the students’ experiences and due to the success of these
initiatives it is considered a positive learning environment. For example
The Maurice Wohl General Dental Practice Centre of King’s College
London was one of the earlier outreach facilities opened in 1987 and
regular reports on student’s satisfaction are published [4]. Positive
outcomes often are measured against generic Outcome Objectives that
have been used to define outreach education. These include:Personal Development – ‘to encourage students’ progress towards
professional working and increase their confidence in the clinical
environment’.
Professional Responsibility – ‘to encourage students to appreciate
the ethical responsibility of dental professionals for oral health and
optimal care for the whole community’.
Practice Environment – ‘to encourage students to appreciate the
responsibilities and requirements of the practice environment within
the primary care setting’.
Further Development of Clinical Skills – ‘to consolidate awareness
and develop students’ skills in the provision of comprehensive oral care
for a range of patient groups including the hard to reach’. (Modified
from Smith et al. [6] at the inception of the Academy in 2010)
J Interdiscipl Med Dent Sci
ISSN: 2376-032X JIMDS, an open access journal

Some work has been published on the development of the teaching
team and how they relate to the mother dental school [3] and the need
to train teachers in outreach settings [1]. However, there appears to
be a dearth of evidence of the personal journeys that experienced
practitioners go through to become clinical teachers in order to be
able to optimise the student teacher interaction for the benefit of
patient outcome. The research question formulated was therefore- Are
there common experiences, teaching philosophies and practices that
have been adopted by a group of highly experienced general dental
practitioners who are new to clinical teaching of dental undergraduates?

Methods
The context of the research environment was at the recently
established University of Portsmouth Dental Academy (UPDA). The
University of Portsmouth established the School for Professionals
Complimentary to Dentistry in 2004, providing a three year BSc
Honours programme education for a cohort of 24 dental hygiene
therapy students. Subsequently, collaboration was proposed between
the University of Portsmouth and King’s College London Dental
Institute to provide an outreach experience for 50% of final year dental
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students in a primary care setting, alongside dental hygiene therapy
colleagues in training [5]. The aspiration was that this would provide
education to students training to be dental care professionals, to
practice and interact together both on and off the clinic, creating interprofessional education and communities of practice that mimic real life
environments [7].

Author

Biography

A

Qualified in 1971
Spent 5 years as an associate in 3 general practices
Became an expense sharing principal from 1977-2007
Awarded MSc in Gerodontology in 1989
Taught CPD courses for GDPs 1989-1996
Joined the William Beatty Dental Service at SPCD from 2007-2010
Appointed part-time clinical teacher 2010 at UPDA and KCLDI.

B

Qualified in 1981
Spent 2 years as an associate
Became a principal in 1984
Practice inspector for FPC for 16 years
Held various LDC roles
Appointed to SPCD as a part-time clinical teacher, 2009
Appointed to UPDA as a part-time clinical teacher, 2010

C

Qualified in 1985
Appointed to a junior hospital post for 6 months
Joined RADC for 3 years
Spent 4 years in associate positions in the UK and Hong Kong
Rejoined RADC for 8 years
Spent 10 years as an associate in the UK
Appointed part-time postgraduate dental tutor 2008
Appointed to UPDA as a part-time clinical teacher 2010
Appointed part-time adviser to Postgraduate Dental Deanery 2011

D

Qualified in 1981
Appointed to various junior hospital posts till 1987
Appointed full time lecturer at UMDS 1987
Appointed Senior lecturer/Honorary consultant KCLDI 1997
Appointed Director of Clinical Studies at UPDA 2009

Subject material
Three clinical teachers were identified who were undertaking their
Graduate Certificate in Academic Practice (GCAP) offered by King’s
Learning Institute, King’s College London and who gave consent for
their personal narratives to be analysed to investigate the research
question. As part of their initial teacher education (GCAP), in addition
to formal educational workshop sessions and teaching observations,
they had to complete a 7,000 word reflective autoethnographical
account of their teaching practice to date. These accounts were
analysed using grounded theory to identify common themes of their
experiences as novice clinical teachers. The reports were read in detail
by one person outside the GCAP process (D) and after several readings,
themes and sub themes that were common or particularly prominent
were indentified. The transcription of these themes and sub themes
were then scrutinised by all three of the participants who also then reread all the reports to confirm the themes and identify any further sub
themes. This was subsequently discussed in a round table discussion of
all four authors as per accepted protocols for this type of research [8].
Names and gender of the participants have been anonymised.
To understand the context of where the participants/authors
started their journey as dental educators mini bios of the 4 authors are
given in Table 1.
The three clinical teachers (A,B,C) provide just over 50% of the
clinical teaching to the dental students in the Academy. Although in
autoethnography type research bias is understood to be intrinsic, for
the purposes of this paper the bias of the individuals is fully elucidated.
Author D has bias from his full time career in academic dentistry and
clinical teaching. Further there is bias as he line manages the three
participants and has taken a role in their development as clinical
teachers. Last, all four participants work at the same institution and
regularly work together on the same clinic. They therefore bring bias as
they are confident in the quality of the experience that they and their
fellow clinical teachers are providing for their student colleagues.

Results
The thematic analysis identified three major themes
1)

What is clinical dental education? (what does it involve?)

2)

Me as a “clinical teacher”

3)

Specific teaching issues and coping strategies.

What is Clinical Dental education? (what does it involve?)
The subthemes identified included: The complexity of dental
education, Skills and knowledge of a new dentist, Interacting with
agencies (internal and external) and Outreach experience and
environment.
Complexity of dental education: The complexity of dental
education was recognised by the novice clinical teachers with the
theme being a recurrent feature of the three accounts.
Within the more complex environment of 5th year outreach
J Interdiscipl Med Dent Sci
ISSN: 2376-032X JIMDS, an open access journal

FPC - Family Practitioner Committee
KCLDI - King’s College London Dental Institute
LDC - Local Dental Committee
Glossary RADC - Royal Army Dental Corps
UMDS - United Medical and Dental Hospitals of Guy’s and St Thomas’
SPCD - School of Professionals Complementary to Dentistry
UPDA - University of Portsmouth Dental Academy
Table 1: Author biographies.

teaching, students apparently bring with them at least some ‘chains’ of
understanding. My role must be to attempt to bring together these chains
into a network of understanding. A
I realised that the role of the clinical teacher is complex. On reflection,
I now understand that it is more than just supervision alone but about
encouraging and guiding the student to reflect on their own practice. B
Skills and knowledge of a new dentist: The clinical teachers were
aware of various models that place skills and knowledge into context
through their formal didactic teaching and were curious in trying to
explore where their students fitted into the proposed models.
Certainly on this scale [9], my students were ‘consciously
incompetent’ in that they were aware of their shortcomings. To be
‘consciously incompetent’ they have begun the journey to become
reflective practitioners. My role is to assist them, within the context
of this outreach experience, to help them seek their own answers – to
become independent reflective practitioners. A
Students learn best when we respect their existing knowledge, give
them responsibility and then allow them to learn at their own pace. C
I can relate to the “3-P Model of Learning” [10], because my “world
of learning” is individual to my aspirations and interests. I lean towards
a teaching style to promote deep ‘learner centredness’ and although I
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understand ‘Surface’ and ‘Strategic’ approaches to study, they do not sit
comfortably with me. I also accept that every teacher and/or individual
student will have their own preferred approach to study, and the
continuous challenge is to push each other to achieve quality learning
outcomes such as deep learning, insight, autonomous learning and the
ability to become critically reflective. C
Interacting with agencies
Interaction with internal agencies: The novice teachers recognised
the roles of both internal and external agencies on their teaching input.
In order for me to understand my role in order to facilitate this, I
found it necessary to investigate the curriculum so that I would know
what to teach and when to teach it. For me, I see the curriculum as a road
map that is to be explored with the student. B
To be an efficient teacher/adviser in higher education I must know
and understand my role in each organisation. C
One novice teacher possibly due to their higher clinical work load
as well as educational input into all the professionals in training at the
Academy discussed the concept of the spiral curriculum [11]. A spiral
curriculum assists students as they progress from knowledge-based
activity to application in the clinical environment. They stated ‘A spiral
curriculum is one in which there is an iterative revisiting of topics,
subjects or themes throughout the course. A spiral curriculum is not
simply the repetition of a topic taught. It requires also the deepening of
it, with each successive encounter building on the previous one’ [11].
Therefore, I have learnt to ensure that repeated clinical encounters
are built upon to gain experience and there is a requirement for deeper
learning through the articulation of the more complex outcomes. I am
in a fortunate position of having a work-load of eight clinical sessions
per week and being a team lead - this allows me to ‘know’ the individual
abilities of the students and their previous experiences so that I am able
to build on these ‘repeated episodes’. B
Interaction with External agencies: Role of The General Dental
Council (UK)
They all quite naturally made comment of the major role that the
General Dental Council (GDC) has on their role as teachers particularly
the interaction of the links of the domains of learning [12].
Professionalism: I see that one of my roles as a clinical teacher is
to model what I perceive to be good, professional practice. This might be
in the way that I communicate with patients, in the manner in which I
interact with students, in the priorities of the subject matter that I teach,
in the way that I relate with team members and colleagues. A
Communication: I believe, for instance, that demonstrating good
communication skills with patients is one of the most important features
of what I do, particularly in the teaching of denture provision. This is the
‘Heart’ of dental education. For instance, I will try to stand in front of
the patient, make eye contact, introduce myself, shake hands and never
speak from behind a mask. A
Committing to lifelong learning and developing as a reflective
practitioner: The GDC, in their ‘Standards for Dental Professionals’
[13] state that as dentists we should “Continuously review your
knowledge, skills and professional performance. Reflect on them, and
identify and understand your limits as well as your strengths”. One
J Interdiscipl Med Dent Sci
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clinical teacher described their role to embed into their teaching a
commitment to lifelong learning, possibly due to their other role in the
local postgraduate deanery.
A Clinical Teacher’s role is to enable the medical/dental
undergraduate to achieve their primary qualification but this is only the
first step in their education which will last throughout their practising
life. C
The earlier students learn to reflect on their learning, to try to identify
what they don’t know and to deeper understand what they do know, the
better professionals they will be. I believe my ‘use of silence’ and questions
facilitate this skill. A
The outreach experience and environment: Much has been
written about the successful introduction of outreach teaching and as
the teachers were working in this environment it featured heavily in
their reports of their experience as novice teachers. Elkind et al. [2]
concluded that ‘outreach is a different and more demanding context
for teaching than the dental hospital, characterised by isolation,
management responsibility, pressure, a steep learning curve and stress.
The desirable characteristics of outreach teachers are those which
enable them to cope in this environment, together with a studentcentred teaching style and the appropriate knowledge’.
For me, it has been an exciting challenge to try teach the students the
realities of a primary care environment and to apply the teaching they
have received in the previous 4 years to the holistic care of patients. A
Clinical practice for students allows the transition of theory to
practice. Many of the learning outcomes are covered earlier in the
programme but their application demands the need for a deeper
approach to learning to enable the scaffolding of knowledge in relation to
complexity and significance. B
Our challenge, as their teachers, is to give them autonomy on the
live student clinics, particularly as they get closer to qualification, but
to know when to intervene without adversely impacting on student
confidence and/or allowing patient safety and treatment outcomes to be
compromised. C

Me as a “clinical teacher”: Naturally they reflected on themselves as

clinical teachers and this section is divided into the subthemes of - Me
teaching “professional practice”, Me teaching “clinical skills”, “what I
do day in, day out” and understanding oneself as a “Clinical teacher”.
Me Teaching “Professional practice”: Professional practice
was reflected through all three accounts but in terms of “teaching
professional practice” rather than as practicing dentists which would
have been the theme of the participants when they were working as
dental practitioners rather than GDP clinical teachers.
It is a core professional belief and personal philosophy as a teacher
that practising clinicians should help prepare and pass on experience to
future practitioners. B

I am a very enthusiastic teacher who tries to lead by example. I put
myself in the student’s shoes and think about the qualities I admired
in Clinical Teachers when I was an undergraduate [dental] student. I
always strive to give a good individual performance and hope that this
contributes to maximising the performance of others. C
Me Teaching “Clinical Skills”: Surprisingly only one clinical
teacher discussed in any detail this aspect of their role. This possibly
is as their main role in developing final year students to make the
transition into foundation training and independant practice and as
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such are allowing students to develop autonomy as opposed to teaching
fundamental clinical skills as is necessary in early years at dental school.
Even this one teacher did not major on this role, as competence in a
range of technical skills is just one factor in this complex educational
involvement.
I need to be able to demonstrate good clinical skills. ---“I should be
able to show them what to do and how to do it. I need to be able to
identify where they are going wrong, and identify solutions for these.”--and I need to be able to help the students to see the end result – not just
‘how’ but ‘why’. A
What I do day in and day out: Again naturally the novice teachers’
accounts majored on how their personal philosophy of teaching impacts
on what they do every day when undertaking clinical supervision.
In this new learning environment – not dissimilar to my working life
in general practice – my aim is to distil my experience and expertise and
transmit that to students. A
The student presentation is often straightforward for me because I
am fully aware of the patient history and their progress through their
care plan. I must be mindful, however, to allow the student to make a
full and un-interrupted presentation. There is also an opportunity for
an advanced student to provide an in-depth and focussed high level
approach to their presentation with detailed and informed questioning
from me. B
Any teacher needs to understand what makes their students ‘tick’ in
order to meet their needs most effectively. It is of paramount importance
that a Clinical Teacher is student-focused from the very beginning of the
relationship because our ‘Subject’, when teaching takes place on the live
student clinic, is the patient. I try to be an effective listener with the aim
of finding out how much the student knows about a topic, what their
basic assumptions are, i.e. what drives them, and what they want to
learn more about. C
Understanding oneself as a “Clinical teacher”
Oneself: Although only one of the participants discussed this
aspect, as this was a recurrent and powerful theme that developed
through their portfolio, it is included:
I would define my learning ability as that of the ‘Reflective Observer’
and, instead of trying to fight against my learning style, I now ‘go with
the flow’ and try to operate within understood parameters. This has, as
a consequence, enabled me to be far more empathetic and effective when
assisting students to learn within their individual comfort zones and/or
gently push them into their ‘Zone of proximal development’ [14]. C
As Clinical Teachers, with our own commitment to Lifelong Learning,
feedback must be a reciprocal process because we too, continuously learn
from our students’ experiences, either via the students themselves, their
patients, carers and/or other members of the multi-disciplinary team. C
Developing as a “clinical teacher”: The aspect of their role and
where they positioned themselves was reflected in their portfolios often
to five types of clinical teacher [15].
In addition, the descriptor – having ‘knowledge of dentistry and wide
clinical experience’ - describes my career so far. A
When I first started teaching on the Hygiene, Therapy Student
clinic, I was unsure of the process of clinical teaching and my role. The
students have developing under-pinning knowledge and varying degrees
of experience. I presumed I would help them learn and gain experience
J Interdiscipl Med Dent Sci
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and that my clinical teaching would need to focus on communication,
clinical reasoning, information management and operative skills. B
Satisfaction and the future: All three of the novice clinical teachers
expressed their deep satisfaction with their new role and this is in line
with the pilot findings of part-time practitioner teachers at King’s
College London [16].
What I do now have is a far greater understanding of the processes
of teaching and learning. What I also know is that now overlaid over
my ‘networks of understanding’ of dentistry, I now have the beginning –
and it is only a beginning – of another network, that of the educational
process itself. My task for the future is to continue to read the literature
which will help me develop this further network of understanding, in
order then to be a ‘good teacher’, in keeping with the values of the Higher
Education Academy UK (HEA). A
Overall, feedback from the Hygiene Therapy and Dental Students has
been supportive of my teaching and I was delighted to receive recognition
from King’s in 2011. As my confidence and learning has developed I feel I
have been able to participate in progressive teaching that has enabled my
personal philosophy as a teacher to be fulfilled. B
Reflection about my journey so far has made me realise that to fulfil
my own career potential, I had to find a niche of like-minded people who
share the same values as me. I consider myself extremely lucky to have
found those people in both of the organisations that I now work for - the
University of Portsmouth Dental Academy and regional Deanery. I am
now in the right jobs for me and it is exciting that every day provides new
challenges as each organisation evolves to survive and prosper in these
financially challenging times. C

Specific teaching issues and coping strategies: Interwoven
through the three accounts the clinical teacher used examples and cited
frustrations of clinical teaching. They recognised the dynamic of the
three parties in clinical education, the importance of feedback and how
to deliver it and finally the juggling of time and numbers of students.
The Three Way Dynamic: The novice teachers were also aware of
the three way dynamic with a critical balance between the Subject, the
Teacher and the Learner.
I must ‘observe proceedings’ in an understated way without
undermining the student in front of their patient but, at the same time, I
can never allow patient safety to be compromised. A
There is not only interaction between the Teacher and the Learner,
i.e. the student, there is interaction with a live Subject, i.e. the patient. C
I can really relate to this model because my goal as a Clinical Teacher
is to set up the relationship between the patient and the student and then
stand back, but still have ‘eyes in the back of my head’. C
Giving Feedback: All three of the clinical teachers appear to have
thought carefully on how to use and give effective feedback. This is
gratifying as the results of surveys’ including the National Student
survey UK, students on the whole tend to give low scores for this aspect
of their education [16].
When giving feedback on clinic, I encourage them to think by asking
further questions of them. Also, by being open and approachable, I
encourage them to ask questions of me, either on clinic or by email. A
Students expect feedback from their supervising tutor. Feedback is
also available from a variety of other sources including staff nurses and
patients. We encourage students to discuss their feedback at the practice
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team meetings in order to share trends in the way we work and influence
the way in which the team behaves. Additionally, we have found the use
of patient feedback to be powerful in reinforcing practice and catalytic in
identifying new ways to practice. B
I find immediate constructive feedback is an invaluable tool in
developing a student’s skills; and will always try to identify any positive
aspects of a performance but have to be honest about how the skill can
be improved. C
Time and numbers: As all clinical teachers they recognised the
pressure of managing a large number of students often working at the
approach to their limit of experience.
I am in a fortunate position of having a work-load of eight clinical
sessions per week and being a team lead - this allows me to ‘know’ the
individual abilities of the students and their previous experiences so that
I am able to build on these ‘repeated episodes’. B
Students learn best when we respect their existing knowledge, give
them responsibility and then allow them to learn at their own pace.
However, with a minimum of eighty [final year] dental students, in
addition to fifty [Level 5/Level 6] hygiene/therapy students engaged
in the delivery of patient care, we cannot develop effective [learning]
relationships with every learner and this may result in an ‘unconsciously
incompetent’ student having too much autonomy. C

Discussion
All three participants discussed in detail in their personal narratives
how they perceived dental education from their experience of teaching
in an outreach environment for three years. The approach to bring these
accounts together is widely accepted by exponents of autoethnography
[8]. By inviting the participants to read each other’s narratives along
with the initial thematic analysis that had been indentified, the research
is then grounded by the analysis in the participants’ understanding as
well as that of the primary researcher [8]. Further, through knowledge
gained in their didactic sessions, the participants tried to link their
experience to various educational theories. Such in-depth analysis
produces very rich data and thus small numbers of participants are
routinly recruited to such studies. The complexity of dental education
was well recognised and the participants discussed this in terms of the
component parts which have been collated as 8 key factors Table 2 [17].
The component part or skills itemised in Table 2 will have become
second nature to experienced GDPs (they have become unconsciously
competent) [9] but a different skill set is needed to unpack them and
apply them to patient and student management in a busy outreach
teaching clinic. These skills have been extensively explored and have
been well defined by the GDC as well as other organisations including
Association for Dental Education in Europe [18]. In the most simple
terms, three different skill sets needed by graduating dental students
have been identified and are summarised as ‘head’, ‘heart’ and ‘hands’
1

Remembering a large amount of factual information

2

Understanding complex mechanisms

3

Competence in a range of technical skills

4

Understanding and use of the scientific method

5

Developing professionalism, socially responsible attitudes and ethical
practice

6

Deploying interpersonal skills for working with colleagues and patients

7

Developing sophisticated problem-solving and diagnostic reasoning skills

8

Personal skills, including self-evaluation and reflective practice
Table 2: Factors to be considered in the education of dentists.
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Domain

Type of skill

Shorthand

Psychomotor

Technical skill and clinical knowledge;
competence at procedures

Hands (do)

Affective

Understand, motivate and empathise with
patients

Heart (feel)

Cognitive

Critical, clinical reasoning; rational decision
making; knowledge of facts

Head (think)

Table 3: Link between Bloom’s domain’s of learning and skills needed for dentistry.

Table 3 [19]. ‘Head’ implies knowledge and understanding and the
ability to reason. ‘Heart’ implies the ability to empathise and motivate
patients, whilst ‘Hands’ is the technical skill required to carry out
dental treatment and it has been suggested that the categories ‘head’,
‘heart’ and ‘hands’ link into Bloom’s domains of learning [19].
Skills progression has been classified into 5 stages:- Novice →
Advanced beginner → Competent → Proficient → Expert [20]. In
another skills progression hierarchy, developed for skills training in a
business environment. Gordon [9] suggested that students pass from:Unconsciously incompetent → consciously incompetent → consciously
competent → unconsciously competent. One participant leant heavily
on the theory to underpin their academic practice.
---my students were ‘consciously incompetent’ in that they were
aware of their shortcomings. To be ‘consciously incompetent’ they have
begun the journey to become reflective practitioners. A
The three participants were aware of the need to inculcate a deeper
learning and referred to Bloom’s Taxonomy [21] which covers six levels
of cognitive ability from knowledge, comprehension, application,
analysis and synthesis to evaluation. The ability to achieve these levels
will increase with the increasing competence of the student. This
has been described as increasing competence as the development of
‘Professional Authenticity’ from someone who ‘Knows’ to ‘Knows
how’ to ‘Shows how’ to someone who ‘Does’ [22]. Some students may
strategically ‘tick off’’ these competencies to become technically capable
practitioners. Others may ‘cross-link’ knowledge structures to become
‘understanding’ practitioners capable of holistic care and to later
develop expertise. Kinchin et al. [23] described this through concept
mapping as ‘chains of practice and networks of understanding, the
interaction and transformation between defining the term expertise’.
In a subsequent paper Kinchin et al. [24] applied this to the clinical
setting – ‘the typical structure of a clinical procedure would be a chain
of practice that would be communicated to the student. The student’s
competence would be assessed through his/her ability to reproduce the
chain under varying conditions with various patients. The student’s
expertise, however, must be assessed through his/her ability to relate
the chain of practice to the underlying network of understanding, and
explaining how the elements are linked, and how and why the chain of
practice should be modified in response to changes of context’.
McMillan [25] has suggested that ‘questioning helps students
retrieve what they know and apply it appropriately in new contexts’
and ‘helps students to think about and verbalise their understanding
of the relationships between isolated knowledge’. She also suggested
that ‘clinical teachers should think out loud, as this communicates a
general framework for solving the clinical problems’. In some ways,
she is verbalising the more complex language of Kinchin et al. [20] in
simpler terms – her ‘isolated knowledge’ is Kinchin’s ‘chain of practice’
– her ‘frameworks’, ‘nets’. Despite this, McMillan described the clinical
teacher’s underlying knowledge as ‘tacit’, whereas Kinchin used the
links between chains and nets as a way trying to expose the expert’s
knowledge and experience to investigation and understanding [25].
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One participant related strongly to the use of questions interspersed
with appropriate silence to allow the students to develop their nets of
understanding.
I believe my ‘use of silence’ and questions facilitate this skill. A
Biggs [10] has identified an approach to study – what he calls a
strategic approach – which allows students to be able to choose which
approach to learning is appropriate for each circumstance. There is not
necessarily a right or wrong way to learn.
However clearly part of my role is to help them achieve a position
where they do have a choice of learning techniques. I do this by pointing
them to other external sources of information (textbooks, for instance)
where they may notice a different or more accessible explanation of the
relevant material. C
The participants discussed their development as teachers, often
referring to the work of Sweet et al. [15] who recognised five types of
clinical teacher (Table 4). From their research the category ‘Dental
practitioners’ see ‘their position as one who helps students by example
and as role models’. In the context of the GDC guidelines, this is an
important part of students’ learning.
Certainly it came through strongly that the novice teachers
recognised that they had embarked upon a new journey.
What I do now have is a far greater understanding of the processes
of teaching and learning. What I also know is that now overlaid over
my ‘networks of understanding’ of dentistry, I now have the beginning –
and it is only a beginning – of another network, that of the educational
process itself. A
As my confidence and learning has developed I feel I have been
able to participate in progressive teaching that has enabled my personal
philosophy as a teacher to be fulfilled. B
They aspired to the higher levels of the hierarchy [15] of being both
an intuitive teacher and gaining teacher training which has to be an
important skills progression and recognised by Dental Faculties. As
GDPs who teach part of their time, they add considerable richness to
the learning experience of our more junior (student) colleagues.
All three participants were highly reflective in their reports and
this is obvious in their professional and teaching lives with numerous
quotes in the results section demonstrating this important quality in a
teacher
“Reflection about my journey so far has made me realise that to fulfil
my own career potential, I had to find a niche of like-minded people who
share the same values as me”. C
They also were well aware of the concept that has been be termed
the ‘The three way dynamic’ for the purpose of thematic analysis. The
SubTLe model of learning and teaching [26], makes reference to the
balance between the Subject, the Teacher and the Learner by using the
analogy of 3 points of a triangle and varying the position of the 3 main
components. In the Subject dominant ‘Traditional role’, the teacher
interprets the Subject to the Learner; is the ‘servant’ of the Subject,

but the ‘master’ of the Learner. Within this concept between teacher,
patient and student, the patient is the most vulnerable’. [17]
The identified themes and subthemes are of interest as they are
often common to both teaching in dental schools as well as outreach
settings and could form the basis of initial teacher education of both
full and part time teachers. This may therefore reduce the time that
clinical teachers take to “find their feet” in a challenging environment
where unlike their normal general practice they are in charge of their
every action with regards to delivery of care. The open student clinic can
be an intimidating environment and possibly some new clinical tutors
may feel isolated. Induction and education in the form of small peer
group seminars along the themes identified in this in-depth analysis of
the 3 novice teachers’ experiences may allow an easier transition from
GDP to clinical teacher. The identification and allocation of resources
of a senior teacher/lecturer to mentor new clinical teachers may also
be beneficial. These initiatives should facilitate increasingly effective
outreach clinical education and thus provide our student colleagues
with the optimal individual learning experiences that will allow them
to reach their full potential.
Although the teacher portfolios were not comprehensive as their
teacher roles were restricted primarily to final year dental student
education, the teachers did discuss in detail aspects including the
teaching and embedding of fundamental clinical skills. Further they
did not elaborate on teaching strategies and this would be useful for
induction of the novel teacher either as shadowing a more experienced
‘expert’ teacher or in feedback of development forums such as symposia
of clinical teaching hosted by the HEA.
It is clear from their portfolios that teaching clinical dentistry is
a highly complex and demanding role. To that end Clinical Deans of
Schools and Directors of Teaching need to be mindful of this to ensure
that new staff are supported both in terms of a reduced supervisory
role and access to high quality clinical teacher educational fora as
well as being able to observe other teachers to develop their own style
and strengths. Again, although partly aspirational, certainly with the
current demands from both students and patients alike, the ‘three way
dynamic of patient, student and teacher’ needs to be supported if dental
schools are going to attract and develop the highest quality clinical
teachers who are able to give an exceptional experience to the students
in terms of their clinical education.
Last, as has been recognised by others, this area is under researched
and if we are going to discontinue to expouse the old mantra of the
1980 and 90s of "see one - do one and then teach one", this whole area of
the transition from experienced clinical practitioner through to novice
teacher to experienced clinical teacher needs to be further explored.
Further to that although such concepts discussed in this study with
regards to clinical teaching are often anecdotally heard, they have not
been formally researched.

Conclusions
Within the limitations of this study certain themes and subthemes

Dental practitioners

knowledge of dentistry, wide clinical experience

Senior academics

knowledge of dentistry, wide clinical experience, additional subject specificity

Intuitive teacher practitioners

knowledge of dentistry, critically appraised clinical experience, intuitive good teaching ability

Teacher trained academic

knowledge of dentistry, wide clinical experience, knowledge of processes of education

Dental educational developers

knowledge of dentistry, wide clinical experience, knowledge of processes of education, critical appraisal of teaching and systems
Table 4: Perceptions of chairside teachers and what they bring to the clinical situation from Sweet et al [14].
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were identified. The themes demonstrate the breadth and complexity
of clinical education which is experienced both in dental schools and
in outreach education.
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