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1. INTRODUCTION 

The Consultatioil on Development o f  Oral Health IIuman 
Resources and Training Needs in the Eastern Mediterranean 
Countries was held in the WHO Regional Demonstration, Training 
and Research Centre for Ozal Health (RDTRCOH) in Damascus from 
27 to 30 November 1994. The Consultation was organized by the 
WHO Regional Office for the Eastern Mediterranean and hosted by 
the Government of the Syrian Arab Republic. Twenty-eight 
senior oral health staff members from ministries of h e a l t h ,  d c a n ~  
and professors of dental schools from 12 countries in the Region, 
temporary advisers and WHO staff participated in the 
Consultation. The agenda is given in Annex 1, the programme in 
Annex 2 and a list of participants in Annex 3. 

The Consultation was inaugurated by H.E. the Minister of 
Health of the Syrian Arab Rcpublic, Dr Mohamed Eyad Chatty. 
Dr M.A. Khalil, Director, Division of Health Protection and 
Promotion, in the Regional Office read out a message from 
Dr Hussein A. Gezairy,  Regional Director for the Eastern 
Mediterranean Region of WHO. The Regional Director thanked the 
Government of the Syrian Arab Republic for hosting the 
Consultation and wished the participants success in their 
deliberations. Dr Ceza i ry  emphasized that o r a l  health human 
resources (ORHR) are the cornerstone of any oral health system. 
Problems in the development of these resources must be solved as 
quickly and as efficiently as possible, if adverse effects on the 
oral health system were to be avolded. He also stressed that 
the development of ORHR is brought about by three interlinked 
processes of policy formulation and planning, education and 
training and management. In a l l  the three proresses, p r n h l ~ m n  
or issues inevitably arose which required decisions at various 
levels of authority. If the human resources development 
process for oral health aimed to support the goal of health for 
all, then, there must be: 

- national personnel policies in which quantitative and 
qualitative health persnnn~l requirements are matched to 
oral health needs; 

- political commitment to reform systems to respond to the 
rapidly changlng need for certain types of urdl l l e d l ~ k  
personnel and a reorientation of training programmes 
towards such health-for-all goal; and 

- improved living and working conditions for frontline health 
workers, better career development, closer supervision, and 
opportunities for continuing education. 



H.E. the Minister of Health welcomed the participants tc 
Damascus, and pointed out recent development in dental and ';eal t l  

services in the Syrian Arab Republic. He commented on t h ~  
excellent cooperation between the Ministries of Health and 
Education for betterment of people's health, especially of school 
children. 

Dr G.N. Pakhomov, Acting Chief of Oral Health Unit at WHO 
headquarters, expressed thanks to the Syrian Arab Republic f o ~  
hosting the Consultation. We pointed out the role of WHO i.: 
pv~rnoting global oral health. 

Prof  cosor IEcam Awa ( S y r i a n  Arab Republic) was electei? 
Chairman, Professor Issa A r a i n  (Pakistan) Co-Chairman, and 
D r  Ibrahim Ghandour (Sudan) as Rapporteur. 

2 .  FRAMEWORK AND OBJECTIVES 

Dr Sayed Ali Hu~sein (Regional  Adviser, Healthy L i f e s t y l e s  
Promotion in EMRO) highlighted the framework as well as the 
objectives of the Consultation. 

2.1 O b i  ectives : 

1) To identify the basic requirements f o r  meeting t l l +  
human resource rieeds in oral health services, 

2) To plan the structure of resource personnel in term:; 
of prevalence of ora l  diseases and trends; 

3) To introduce the concept or oral health personnel 
team; and 

4) To train oral health personnel in curriculr~~:\ 
development. 

2 . 2  Mechanics 

The Consultation was organized in the t o m  of a workshop, 
allowing maximum flexibility for group dynamics and group work 
explained and guided by WHO advisers. The group work perrnittec: 
greater sharing of individual and institutional experi enres a m o n c j  
participants. 

Sessions were held each morning in order to engage 
participants I n  collectl.c/e work on the proposed activitkes 
There were a total of f o u r  activities and related exercises 
designed to guide and facilitate working group discussions. 

Rapporteurs were required to prepare short reports at 
the end of each activity Panel discussions, following countrv 
presentations (summaries o f  country situations are in Annex 4 1 ,  
were encouraged, at the end c d t  each activity, the outcome was 
summarized and recommendations were drawn up at the end of car! 
session. At the end, all recommendations were compiled togethe[ 
arid the recommendations of the Consultation were drafted 
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3. OVERVIEW OF IiUXW RESOURCES IN ORAL HEALTH - 
GLOBAL PERSPECTIVE 

Dr Pakhomov presented an overview of the global perspective 
of human resources i.n oral heal th. 

3.1 Oral Health Situation at Global Level: 

uental caries is decreasing in industrialized, advanced 
countries. The decline of caries in some of these countries has 
reached as much as 90%. Although in some developing countries, 
r a r i e s  i q on  t h e  i n c r e a s e ,  t h e  l~vels, in some of them, are still 
less than 50% of those previously encountered in developed 
countries. 

'rhough periodontal disease has widely spread in developed 
and developing countries, it is responding effectively to 
preventive oral hygiene programmes. 

About 80-85% of the world population does not have access 
to any type of oral health services, 15-20% of the world 
population has access only to emergency and basic oral health 
care, and I-2% of che world population has access to high qualicy 
care, based on sound scientific knowledge and appropriate 
technology. However, now, in many industrialized countries, few 
trained oral health personnel are needed. 

3.2 Maior WHO Activities for Im~rovins Human Resources for 
Health 

The main activities of WHO in human resources development 
for oral health during 1959 to 1994 included the following: 

The WHO Expert Committee on training and use of auxiliaries 
(1959) , emphasized: 

- the lack of dental teachers, 
- the need to train dental auxiliaries, and 
- the need for dental aids. 

The WHO Expert committee1 examining dental education (1962) 
recommended the following: 

- Tne need for training aids, to provide examination, 
pain relief, first aid and extraction. 

'~ental education. Report of an Expert Committee on Dental 
Health. WHO Technical Report Series No. 244. WHO, Geneva, 1962. 
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- Provision of non-invasive treatment. 

- The Expert Committee during 1962 to 1993 addressed 
different matters related to the training of oral 
health personnel. 

- The Expert Committee in 1983 developed performance 
simulated training for the community worker - training 
curricula were deslgned and tested in the WHO 
Intercountry Centre in Chiang Mai, Thailand. Young 
people were trained for 10 days to carry out scaling. 

- The WHO Expert Group (1986) emphasized the need for 
skilled training and recommended that dental schools 
should take initiative in changing their curricula, 
and to recognize the value or skilled t r a i r l i r l y .  

- WHO developed models far low-cost equipment arid i.:: 
continuing to develop h-~ir! instruments. 

- The WHO Expert committee1 on educational imperatives 
for oral health persannel: change or decay? (1990) : 
This Expert Commzttee recommended the folluwi~kg: 

a) The need for integrated system of training fo? 
oral heal  t h p~rsnnnel . 

b) "Ladder1' system of training - oral physician at 
the top of the ladder. 

The Oral Health Service8 Education Committee (1994) 
recommended: 

- the development of educational care for all 
disciplines; 

- a core curriculum, skill- and knowledge- 
basea; Ehe programme should address 
anticipated skills; 

- a common care of basic sciences with 
m e d  i r a  1 s t-udent s ; and 

- the formation of a global consultation on 
teaching of dental sciences. 

- 

'WHO Technical Report Series, no.794. WHO, Geneva.1990. 
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- The Global Consultation on Oral Health Sciences 
Education held in N u v r u b r l  1994 concluded that WHO 
should take an active role in establishing a global 
system through international collaboration for 
rilrricula in health sciences and countries can select 
appropriate programmes for them. 

3.3 Princiwles to increase access to oral health wersonnel 
education: 

1) Oral diseases are preventable. Oral health personnel 
should take an active role in solving oral health problems. 

2) Oral health personnel education and development should suit 
community situation. 

3) Curricula modules need to be developed with greater 
attention to learners. 

4) Curriculum modules must be made available tor training oral 
health personnel through electronic means of communication, 
such as the Internet System. 

5) Oral health personnel must take an active role to develop 
the Internet network. 

6) Curricula modules must be developed in a way that is 
amenable for modifications to suit each local situation. 

4. ORAL HEALTH PERSONNEL DEVELOPMENT IN EMR COUNTRIES 

Dr Sayed Ali Hussein presented the current situation and the 
need for the development of oral health persvr~~lel in EMR 
countries. 

4.1 Present Situation 

The present situation of oral health in EMR countries is 
divergent. However, caries is ranging from very low to high, but 
in general, it is on the increase. 

Though the prevalence of periodontal disease is high, it is 
stable; for example, in Cyprus only 16% of 15-year-olds are 
periodontally healthy; the figure is 15% for Yemen, and in the 
same country 25% of adults have shallow pockets. In the Syrian 
Arab Republic, it was found, in the 1986 national survey, that 
only 10% are periodontally healthy. 

There is thus a great need for integrated, coordinated plan 
of training of dental personnel, as well as appropriate numbers 
and type. 
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The dentist:population ratio in EMR countries ranges from 
1:2500 in Cyprus to 1:l 000 000 in Somalia. The utilization of 
other oral health personnel and auxiliaries in countries of the 
Region is negligible. 

4.2 Prnhlem Ident i f i cat i nn 

Among many other problems, the following can be identified: 

- Shortage of numbers and types. 
- Imbalance of dentists as compared to other types of 

personnel. 
- Tnsufficient utilization of available personnel. 
- Maldistribution of available personnel. 

4.3 Oral Health Care in EMR Countries 

- Individual care 
- Traditional approach 
- Curative and hospital-based 
- Most of the care is provided by dentists 
- Concentration of dentists i11 urban areas 
- Quantitative and qualitative unemployment 
- Emigration and migration of oral health personnel 
- Trend towards specialization 
- Large intake of students, followed by economic 

loss and frustration 
- Maldistribution of personnel 
- Budget for oral health either- neyliyible or rlul. 

identified. 

The services provided are mostly curative: for example, 
extraction, with little prophylaxis. The result is very 
devastating with high levels of edentulousness. However, 
consideration should be given to the type of services, as well 
as che type of oral health per6u1lnel ulilizrd. 

4.4 Development of Human Resources 

The following should be considered in human resource 
development: 

1) Policy and strategies 
2) Education and training 
3) Management and evaluation 
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- Optimal combination of oral health personnel which is 
required for various levels. 

- Decision on relevance of training. 
- Proper management and utilization. Management should 

ensure primary health care approach. 
- DevelopmenL uf a national health strategy. 
- Formulation of skills and competencies for oral health 

personnel. 

4.6 Issues of Concern 

- Adequdcy of undergraduate and postgraduate training. 
- Importance of training of oral health personnel. 
- Efficiency of the training. 
- Reasonable balance between theoretical knowledge and 

practical skills. 
- Ensuring that educational methods are community 

oriented, and competencies are appropriate. 
- Emphasis on prevention. 
- Overall production of oral health personnel should be 

related to the national needs. 

Training in many countries of the Region gives low 
priority to prevention, and this defect should be corrected. 

Following the first activity, the participants discussed 
both the presentations of Dr Pakhomov and Dr Hussein. Most of 
the discussion centred on the following: 

- The need for careful assessment when planning human 
resources. 

- The importance of adequacy of training which should be 
knowledge- and skill-based. 

- The need for more auxiliary personnel in countries of 
the Region. 

- Training should be preventive-oriented. 
- Training, courses and curricula should be tailored to 

suit the actual situation. 
- The nerd for team approach. 
- The importance of training the dentist in managerial 

skills so as to be the team leader. 
- Collaboration between health providers and producers 

of human resources so as to achieve the best results 
(The Iranian experience was appreciated because both 
aspects are the responsibility of one Ministry, the 
M i ~ l i s L r y  of Health and Medical Education. 

All the participants agreed on the need to change training 
and oral personnel planning. Dr Mneimne (Regional 
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Adviser, Educational Development of Human Resources, WHO/EMRO) 
stressed the importance of cooperation between universities and 
ministries of health to produr~ the most apprnprjate type nf  oral 
health personnel, while Dr Hussein emphasized the need for 
stating clear strategies for oral health personnel development 
In countries of the Region which is lacking at present. 

5. IiUMAN RESOURCES, POLICIES AND STRATEGIES 

Dr Dorthe Holst (Institute of Community Dentistry, Dental 
Faculty, University of Oslo) made the presentation on the 
policies and strategies in planning human resources programmes. 
she explained char: cne challenge and consequences facing dental 

tissues are similar in different parts of the globe, but 
behaviour and lifestyles dictated the disease experience and 
hence oral health status. 

5.1 Information Reauired for the Plannins of Human 
Resources 

To be adequate and relevant, planning of human resources for 
oral health requires the following informat.ion: 

- The level and distribution of oral diseases 
- Identification of oral health behaviours 
- Evaluation of the need for oral health services 
- Accessibility of services 
- Demographic data. 

However, the following should be considered while planning 
for human resources: 

- Oral health problems 
- Treatment status and the need for updating skills 
- Availability of prevention (attitudes and practices) 
- Availability of treatment (accessibility and 

acceptability) 
- Oral health behaviours and lifestyles 
- Strategies for oral health 
- Integracion potential (oral health wichin general 

health). 

Dr Holst explained that for planning of human resources, the 
approach to be followed, needed to be identified, and in this 
respect two approaches were mentioned: 

- Unidimensional approach (oral healcn only) 
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- Multidimensional approach - where the risk for disease 
is identified and prevention and treatment are carried 
within the ambit of oral health within PHC. 

This second approach could be considered a health promotion 
approach and is most preferable. 

5.2. Oral Health Team 

The oral health team can be formed of a number of types of 
oral health personnel. However, three main groups can be 
identified: 

1) Auxilinrie~ - non-dental 
2) Auxiliaries - dental, such as hygienists, therapists, 

educators, orthodontic auxiliaries, technicians, 
maxillofacial technicians and denturists. 

3) Professionals and academlc statr (dentists) . 
The oral health team is lead by the dentist, and therefore, 

it is important that dentists receive administ rat i vn training and 
have leadership skills. 

The concept of the oral health team was emphasized in 
Nuffield Report (1993) : "The most effective way of impruvi~ly 
oral health and implementing national health plans is through the 
oral health team approacht1 (Recommendation 16). Detailed 
recommendationo in the Nuffield ~e~ort' are in Annex 5 .  

In planning human resources, one can depend on the need for 
service model, or the demand for service model. 

However, the need model may produce more human resources 
than needed, while the demand model approach may produce less if 
awareness and utilization of services increase in a population. 
Therefore, so careful balancing of plans based on the relation 
between need and demand for care is important - cornerstone in 
the development of appropriate human resources is the relevance 
of training to the actual situation. 

Education and Training of Personnel Auxiliary to 
Dentistry. The Nuffield Report, the Nuffiela Foundation, 
London 1993. 
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5.3 Grouo Work 

As part of the second activity of the Consultation, the 
participants were divided into two groups and were asked to 
answer three questions. Each group elected a chairman and a 
rapporteur. At the end of the group work, the two groups 
presented their answers to the three questions and the 
answers were discussed, with contribution by WHO staff and 
Temporary Adviccrc. 

Question 1 

Is planning necessary and important for human resources for oral 
health? Explain. 

The answer to this question was yes. And this is so in order to 
maximize the utilization of the available financial and human 
resources and to achieve the goals and objectives stated In the 
oral health plan. 

The oral health plan should: 

- define cost 
- identify needs 
- provide options of different categories of oral 

health persoenel - identify target groups and those at risk. 

Question 2 

If you were asked by your government to assist projection and 
development for manpower, which procedures would you follow tr 
identify the personnel needed for promoting oral health? 

Answer: Situation analysis and data gathering on: 

- Identification of oral health status 
- Evaluation of need and demand 
- Identification of services available (type, 

distribution, availability, accessibility drld 
acceptability) 

- Identification of factors affecting oral health 
(lifestyles, h ~ h a v i n l l r ~  and environmental and 
other factors) . 

- Available financial budget 
- Education status 
- Demographic data. 



Question 3 

Do you think that planning i s  a1 sn  linked and connected with the 
training of oral health personnel? If so, how could it affect 
the training of which categories of oral health personnel? 

The answer to this question was yes, because the planning 
would take into consideration: 

1. Decision on the type of personnel required: 

- Dentists, specialists: Training should be directed 
towaras preventive care rather L ~ I ~ I I  ~u~aLivr care. - Auxiliaries: Training should be task-based and on the 
job training. 

- Non-heal th personnel : Training be based on oral health 
promotion programmes 

2. Decision on the number required of each type of 
personnel based on actudl nerds and demand as 
evaluated. 

3 Decision on the type of training for each category of 
personnel. 

6 .  TRAINING OF DXBFERENT CATEGORIES OF ORAL REALTK PERSONNEL 

a) romrnunitv dentistry 

Dr Ramon J. Baez, (from the WHO Collaborating Centre in San 
Antonio) presented an introduction on the community dentistry 
c~rriculum, the course objeclives in general as well as 
behavioural objectives. 

The course starts at the freshman's year, which is of 13 
contact hours duration per student. 

The course is designed to introduce theoretical concepts of 
preventive common oral diseases and contains (with emphasis on 
prevention of dental caries and periodontal diseases) both 
individual and community needs. The course also acts as 
introduction for two semester courses - -  preventive methodology 
and school-based prevention. Students will have the opportunity 
Co practise practical preven~ion. 
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Primary, secondary and tertiary prevention of oral 
diseases 
Clinical appearance and basic etiology of dental 
caries 
Clinical appearance and basic etiology oE periodontal 
diseases 
Five main methods of oral disease prevention 
Role of public health dentistry in prevention, 
educatkon, and treatment 
Rationale for water fluoridation and the optimum 
concentration of fluoride in water 
Basic principles o$ dental epidemiology and common 
dental indices 
Epidemiological trends of oral diseases 
Major hazards in the dental office and their 
prevention 
Principles of oral health education. 

b) Cllnlcal are . . ventive metho-: 

This course focusses on the different methods available for 
the prevention of oral disease at the individual level and thus 
p r o m e  oral health. Upon completion of the course the student 
will be able to: 

- demonstrate the appropriate use of proper infection 
control techniques and attire in a clinical setting; 

- apply interview methads, initial oral examlnation 
procedures including oral cancer examinat ion, and 
assessment tests to document and determine: 

- present indicators of gingivitis/p.eriodontal 
disease activity 

- past and present dental caries activity 
I 

- risk factors or behav4ours associated with oral 
diseases and conditions 

- develop an individualized preventive oral health plan 
that includes appropriate primary preventive measures 
based on documented data and assessed risk factors; 

- discus: primary preventive procedures which are 
presently available for application in the clinical 
setting or self-applied at home; and 

- discuss issues influencing preventive dentistry. 
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C) School-based vrevention 

This course is also given in the freshman's year and is four 
contact hours per student. The course is deslgnea LO Dulla on 
knowledge acquired in previous courses in preventive dentistry 
and cariology; it also provides an opportunity for students to 
participate in an ongoing community-based pr~ventive programme 
and learn how it is organized. 

To prcvcnt dental caries in selected ~l~rn~ntary-school 
children and to include personal habits conducive to 
oral health. 

- To demonstrate to dental students, other health 
professionals, educators and parents the cost- and 
time-effective benefits of such a programme. 

- To assess the degree of caries prevention achieved. 

As part of the community dentistry curriculum, a course in 
dental ethics is also glven. The course is rour contact h u u r s  
per student. This course is the first in a three- part course 
taught in the freshman, sophomore and senior years of dental 
school. The course includes professions and professional 
obligation, clinical ethics in dentistry and social ethics in 
dentistry. In addition, an introduction is given in the ethical 
theory, virtue ethics and the principles of ethics emphasizing 
autonomy, benefits, and justlce as they apply to professiollal 
ethics of the dental profession. 

Obiectives of the course 

- To increase sensitivity to the influence of ethics in 
professional practice. 

- To become familiar with basic terms currently and 
widely used in professional journals in discussing 
cthical dimensions of professinnnl practice. 

- To identify ethical dimensions involved in the 
everyday practice of dentistry. 

- To distinguish between (a) ethical and moral issues; 
(b) moral and non-moral issues; (c) ethical situations 
and ethical dilemmas 

- To identify major ethical theories, principles and 
stages of moral development. 
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- To apply principles of problem-solving in ethical 
decision-making. 

d) A ~ ~ l i e d  human nutrition 

In the sophomore year a course on applied human nutrition 
1s glven. The Course is 17 c o ~ ~ t ~ l c L  hours per student. The 
course is designed to give the student practical approach to 
contemporary nutrition which can be utilized both in the practice 
of dentistry, as well as in one's lifestyle. 

Overall course soals: 

- To teach tne studer~t Lo discriminate between sound 
nutritional principles and fallacies or misleading 
information. 

- To teach the student how to evaluate the nutritional 
status of a patient by means of an appropriate medical 
history, social history, physical examination, dietary 
analysis and 1dbordLury LrsLs. 

- To demonstrate a simplistic approach to patient 
nutrition education counselling aimed at preventing 
and/or treating oral diseases. 

- To demonstrate the integral role that nutrition plays 
in the etiology drid progression of oral diseases. 
Nutrition must, therefore, be considered a vital part 
of any realistic, comprehensive treatment plan aimed 
at preventing or treating oral diseases. 

- To be better informed regarding important altered 
physiological states which have significant 
nutritional cu~~~ponent ; for example, obesity and 
coronary heart disease. 

Tn addition, a course on sealant laboratory session 
comprised of eight contact hours per student is given, in the 
sophomore year. 

Obiectives 

nt the cnmplet-inn of the course the students should be able 
to: 

- recognize and identify tooth conditions where sealant 
placement is i ~ l d i c a t e d ;  

- use the armamentarium correctly; 
- manipulate the different types of dental sealant 

material : 
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- comprehend the importance of the dry field technique; 
and 

- know the sequence of procedures for sealant placement. 

A course in cariology of 12 contact hours per student is 
given at this stage. The objectives of the course are 
understanding of : 

- the basic structure of the tooth and its interface 
with the oral environment; 

- the nature and composition of oral secretions; 
- the structure and ecology of dental plaque; 
- mechanism and natural course of dental caries; and 
- appreciation of the rationale that underlies the 

caries risk. 

e) Behavioural dentietry 

In the sophomore and junior years a course in behavioural 
dentistry I, 11, 111, composed of 16 contact hours per student 
is given. 

Obiectives 

- To familiarize students with behavioural dentistry. 
- To demonstrate the application of behavioural 

principles in the routine practice of dentistry. 
- To give students a better understanding ot the 

dynamics of behaviour patterns in the dental setting 
- To help students improve the quality of their 

relationship with patients. 

The school-based prevention rotation of four contact hours 
per student is also given at this level, together with sealant 
application in a community setting. The objectives are as 
described in the syllabus for freshman students. 

Oral health care prosramme in the mobile dental van 

Eighteen hours of clinical practice in a mobile van is give11 
in the senior year. It can be spent either in a community 
health centre or in a school. Students usually enjoy this 
outreach community activity, providing needed oral health care 
for adults and children in lower socioeconomio areas of the city 
Also, students become familiar with the oral health needs of 
various segments of the population. General dentistry points 
are awarded for participation (elective). 
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&a1 health care svstem 

This course includes information on changing profiles of 
dental practice, the proposed health care reform, private and 
public Einailcing of dental carc, health maintenance orqani 7 a t i n n  

and preferred provider organizations. It also covers the 
retail and franchise dentistry models, corporate and contractual 
dentistry, self-insured dental cooperatives and quality 
assurance. 

6.2 Paramedical Oral Health Pcrwnel Traininq 

. . 
11 WHO Regional Demonstration. Trainins, and Research 

Centre for Oral Health. D- 

Dr Nabil Beiruti (Director of the WHO Regional 
Demonstration, Training, and Research Centre for Oral H e a l t l i ,  
Damascus) presented the different training courses offered at t?!. 
Centre for dental, health and non-health personnel in dental 
public health and preventive dentistry as part of the concept of 
the primary health care. 

, a  

a) Train'n I s couroc for auxlllaries 

This course is offered to dental therapists, and hygienists 
workinq in public health services. The training consists of 
lectures, demonstrations, clinical practice, fleld training, 
workshops, discussion groups and site visits. 

After the course, the participants should b~ able to: 

describe the oral health status of the population 
describe the relationship between oral health, gene, d L 
health and social life 
identify the characteristics of periodontal diseases 
and dental caries 
apply preventive measures (oral hygi~ne, fluorides, 
sealants and diet counselling) 
organize and implement oral health education programme 
for target groups 
produce health education aids and materials 
deliver oral health care to special groups 
assist in oral health surveys, and 
identify infection control methods 



WHO-EM/ORH/64-E 
Paqe 17 

b) Trainins course for nurses and health workers 

This course is designed for nurses and health workers where 
dental auxiliaries are not available. After training they would 
he able to provide primary oral health care integrated with 
general health in an effective manner, because they have a good 
background in health care. 

c) Trainins course for school teachers 

This course is organized for school teachers who will 
support health and oral health teams at schools. The objectives 
of this course are stated in such a way that after completion of 
the training the school teachers should be able to do the 
Lullowing; 

- describe oral health as part of general health and 
social life 

- describe temporary and permanent teeth and eruption 
times 

- recognize dental plaque 
- identify the cause, proqreee and prevention of dental 

caries and periodontal diseases 
- describe the forms and the role of fluorides in the 

prevention of dental caries 
- implement fluoride mouth-rinse programmes at schools 
- implement oral hygiene practices for school children 
- organize and implement oral health education sessions 

and campaigns; and 
- prepare oral health aids and material. 

d) Oral health trainins intesrated into qeneral health 

The objective of this training course is to introduce the 
WHO concept of oral health care integrated into general health. 
It is an one-week couroc for physicians, nurses and health 
assistants. The relationship between oral health and 
general health, prevention of oral diseases, school oral health 
programmes, and the role of health personnel in monitoring and 
follow up of oral health services are presented in this course. 

e )  Com~rehensive oral health traininq model 

The centre also organizes special courses. It has 
organized an one-month comprehensive training course in dental 
public health and preventive dentistry for a team from Sudan. 
The team consisted of three dentists, three dental auxlllaries 
and nine school teachers. Integrated training was offered to the 
team to establish a good understanding and a base to work as a 
L r a m  in giving training to school  teacher^ to enable them 
participate in oral health preventive programmes in schools in 
Khartoum. 
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f) Field traininq 

A field training programme is also offered and teams from 
the Centre move to health centres and schools in other districts 
to follow up and monitor oral health programmes. This form of 
training is very effective for demonstrating the effectiveness 
of the instruction and implementation of school oral health 
programmes in practical and supervised training. 

g) Trainins of sraduate dental auxiliaries 

The Centre organizes a two-week training course in 
preventive dentistry for newly graduated dental auxiliaries. The 
aim of the course is to compensate for the lack of knowledge and 
skills in preventive dentistry. 

Evaluation i~: carried out before and after starting any 
training programme. A clear change in attitude towards 
prevention is usually noticed. Most of the trainees have the 
enthusiasm to start working in community, preventive and health 
education programmes. 

2) Trends of ~ublic health education in dental schools 

Professor Abdel Rahman Wasfy (Dean of Faculty of Dentistry, 
Alexandria University) presented the current trends of public 
health teaching in dental schools. His presentation explored 
how dental curricula can be conceptualized. He emphasized that 
what was being taught in dental schools now f a i l s  to guide what 
should be taught, 
because it is teacher-centered, historical, rather than future 
oriented, and academically neutral. 

Challenses to dental educatioq 

- Maintaining the viability of dental schools and 
academic institutes such as (the Higher Institute for 
Dental Public Health in Alexandria) within 
universities. 

- Definlng the dentlst ot tne tuture and reforming rne 
curricula so that dental schools in the Region could 
graduate this new dentist. 

- The need for significant changes in the attitudes and 
teaching behaviours of faculty members of dental 
schools. 
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Furthermore, universities and other institutions have a 
vital role to play in tt~e 11ui11d~i L ~ S U U T C ~ S  development proccso by 
linkingtheir education, research and service programmes directly 
with national health plans. 

a) Situation in Alexandria Dental School 

Professor W d s l y  used his own school ao an example and all 
agreed that the picture was almost similar in other schools of 
the Region. He pointed out that there was actually little 
roordination between the faculty and other health and educational 
institutions, which subsequently resulted in dental personnel not 
appropriately trained for the tasks they are expected to perform. 
The ideal situation would be a joint collaboration o f  the 
faculties uL dentistry and health authorities in assessing t h ~  
community needs and demands. 

Present curricula 

The present curricula are: 

- subject-based 
- curative- rather preventive-oriented 
- lacking in emphasis on behavioural and social sciences 
- dependent-learning and teacher-centered. 

Training is limited to the faculty, hospital and 
laboratory, rather than community s~ttings. Evaluation is 
limited to knowledge and technical skills, rather than 
behavioural and attitude changes towards real problems. There 
is no feedback evaluation of students. 

Teachins resources: 

There are shorta~es afferting teaching programmes. These 
shortages include: 

- Lecture theaters 
- Llbrarles 
- Laboratories 
- Clinical settings 
- Adequate n i . l m h ~ r  of staff members 
- Educational material (aids), and 
- Literature sources. 

These shortages Will hdve d n e g a t i v e  impact on thc 
community, the personnel produced, and the quality of services 
delivered. 

However, all these shortages should be overcome in order to 
produce the type of dentists that a community really needs. 
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b) University of Khartoum Dental School 

Dr Ibrahim Ghandour (Dean, Faculty or Dent isrry , U r l i v e ~  si ~y 
of Khartoum) made a presentation on undergraduate training at the 
University of Khartoum Dental School, as an example. 

He explained that Sudan is a vast country, with a population 
of 26 million made up mainly of nomads and subsistent farmers. 
Furthermore lifestyles, climate and dietary behaviours are 
different in different parts of the country, and nence oral 
health varies from one region to the other. Sudan is an example 
where lifestyles dictate oral health. Therefore, the dentist 
produced should be t r a ined  in all community settings. Every year 
a number of seats at the dental school are reserved from the 
least underdeveloped areas of the country. The f ive-yea? 
training af dental students (a year is 29 weeks) includes 40" 
hours of field training in rural and semi-urban areas. The. 
first and second years and a part o f  the third year are sperLt 
with medical students, though the first year is in the facalty 
of iscierlce. 

Dr Ghandour pointed out that the competencies required fror.; 
the graduate include: 

1) Competence to identify and diagnose dental problems 
both at community and individual levels. 

2)  Competence to draw up and implement suitable treatmerrl 
plans for patients' problems within the scope of tot 
student' s training. 

3 ) Competence to plan and execute community programme: 
dealing with the prevention and control of commor, 
dental diseases. 

4) Competence to recognize clinical problems beyond the 
student's training and expertise, and refer them to 
the special is t c u ~ ~ c e r n e d  . 

5) Commitment to the promotion of community health and 
capability of taking a share in that. 

The problems facing Alexandria Dental School are also 
relevant to Sudan; these include mainly staff shortages an:? 
limitations o t  available resources. DL Glianduur concluded hi-; 
presentation by posing the following four questions to be asked 
when evaluating any undergraduate programme leading to graduation 
of dentists. These qllest-i nns include: 



- Whether the trained number of dentists is related to 
the oral health situation ot the community? 

- Whether the type of training, 1.e. curriculum, is 
adequately addressing the a ra l  health p r n h l ~ m s  in t h e  
community? 

- Whether the training is sufficient to achieve the 
competencies required from the graduate? 

- What are the barriers and hurdles for improvement? 
(However, an important factor is per: od i  r ~ v a l ~ i a t  i on 
and reorientation of dental curricula and relate them 
to changes in community oral health.) 

Introduction to Postqraduate Traininq: 

Dr Misbah Diab (Associate Dean of Dental College, Damascus 
University) and Dr Hisham Burhani (Director of Teaching Learning 
Material Centre, Damascus) made a presentation on postgraduate 
training in oral health. 

1. D e n t a l  - personnel and t r a i n i n g  

Staff training in many countries is out of balance involving 
numbers, distribution and qualitative aspects. This is due 
mainly to changing patterns of oral diseases, 
social development, and health sciences reforms. 

H o w c v c r ,  the increase in number nf staff is not associated 
with better oral health and better dental care. 

Postaraduate traininq 

Postgraduate training is important to improve the quality 
of work offcrcd to t h e  population. 

Objectives of ~osLsraduate traininq 

The trainee should acquire and: 

- have the ability to create a good working relationship 
between staff, colleagues and other health personnel 
and community at large; 

- have the ability to identify the dental health 
problems of individuals, families and communities; 
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- provide proper dental health services, as required and 
needed, in ditterent settings, includir~y diayl~osis, 
treatment and different preventive procedures; 

be committed to life-long continuing education and 
training; 

- be able to adapt new techniques and new dental 
developments; 

- be able to acquire the skill of better communication 
with, and interartjon among, dental staff; 

- be involved in research studies and adopt methodology 
related to dental sciences and services; and 

- have the ability to utilize the advance technology, 
educational development and better dental care 
delivery. 

Trainins soals in relation to dental education 

The primary determinant for curriculum development for 
postgraduate training is for the training to take place in both 
community and in insti tl~tinn; the training should be based on the 
following goals, which should be related to dental education and 
training : 

- education should produce a dentist whose practice will 
be a scientifically based as possible; 

- education should be linked to, and based on, community 
needs ; 

- the curriculum should be structured in which 
innovation in teaching methods is expected and changes 
are under constant review and eva1uation;and 

- training should be probla~n-based. 

Suvvortinn fartnrs for aostsraduate traininq 

- appropriate global/national policy 
- experienced, trained trainers and organizers 

*. - availability of funding and Lrsuurcre  
- established multisectoral linkages with other 

agencies, nationally and internationally; and 
- appropriate n~rriculum that can accommodate both 

changing needs and problems. 
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Constrainins factors for ~ostqraduate traininq 

There are a number of constraints that affect the 
postgraduate programme and these include: 

- lack of appropriate policy 
- lack of up-to-date curriculum 
- community and legislation 
- availability of trained trainers 
- attitude of trainees to training 
- institutions, structures, and bureaucracy. 

2. Postqraduate trainins in Cairo 

Dr Magid Amin M. Ahmed, Dean of Faculty of Oral and Dental 
Medicine, Cairo University, made a presentation on postgraduate 
curriculum design and its future development. 

Dr Magid mentioned that the Faculty of Dentistry at Cairo 
University offers the following four postgraduate degrees in all 
clinical subjects: 

- Higher Dental Diploma (H.D.D.) 
- Master in Dental Science (M.D.Sc.) 
- Doctor of Philosophy (Ph.D.1 
- Doctor of Dental Science (D.D.SC.) 

The Cairo University has decided to reform its degree 
courses as from 1995. The emphasis in the changes will be on a. 
wider and more solid base at the levels of higher dental diplomas 
and Master's degrees, where all twelve specialties at the 
departmental level have been grouped together into only five 
H.D.D. and six M.D.Sc. branches and narrower specialization will 
be limited to the highly specialized Ph.D. and D.D.Sc. degrees. 

Thus, at the Master's level, the following degrees will be 
awarded : 

- Master's degree in orthodontics, paedodontics and 
preventive dentistry and dental publlc health. 

- Master's degree in oral surgery, oral pathology, and 
oral radiology and diagnosis. 
Maotcr'c degree in oral medicine, oral patholngy, and 
oral radiology and diagnosis. 

- Master's degree in operative dentistry, crown and 
bridge, periodontics, prosthodontics and endodontics 
and biomaterial. 

- Master's degree in removable prosthodontics, crown and 
bridge and prosthodontics, and biomaterials. 

- Mo3tcr10 degree in oral biology and oral pathology 
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Only five higher dental diplomas are provided in the firsr 
five of the above-mentioned specialties. 

~t thc doctorate level ,  however, the fnll owing degrees are 
granted in academic specialties: 

- Doctor of philosophy in oral biology 
- Doctor of philosophy in oral pathology 
- Doctor of philosophy in biornaterials. 

Eight Ph.D. degrees are offered in clinical specialties. 

In the Master's and doctorate degrees, the student is 
required to prepare a thesis that differs in size, contents and 
originality from one degree to another. At rne cliploma level, 
all the training is clinical for two years and no thesis is 
required. 

GrouD Work 

In order to deveiop the training capabilities of 
participants on designing different training programmes for ora' 
health personnel, they were involved in group work. 

The group work involved discussion of three question? 
Following group discussions the outcome was introduced by the 
groups' rapporteurs to the panel where consensus was reached. 

Question 1: 

If dental auxiliaries are n o t  available, which types , 
auxiliaries or anciliaries are needed to perform oral health c a ~  
in community? 

What are the objectives'? 
What are the dut.ies of the trainee? 
Who are the trainers? 

One of the groups decided to train school teachers and the 
other group decided to train hygienists and listed the objectives 
and duties as it was stated in the training prograrruue, whicl7 
indicates a high degree of understanding and compliance of the 
participants with the aims and objectives of the Consultation. 
However, all participants agreed that. t,he type of personnel, the 
type of training and the numbers to be trained will depend on the 
actual disease situatiorl in the community and available resoureci: 
for the programme. 
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Is the dental school undergraduate curriculum adequate to 
meet community n e e d s ?  

- If not what areas would you recommend to change or 
strengthen? 

- How would you reconunend accompliahmcnt of 
implementation? 

- How do you propose to evaluate the effectiveness of 
the ci~rriculum? 

The answer to the first part of the exercise was in the 
negative Dy all participdi~~a. And they all agreed that 
preventive dentistry and a preventive approach to the curative 
part needs to be strengthened. The implementation of the change 
should come through careful evaluation, changing attitudes of 
staff members and trainers and training them in current 
preventive methodologies. 

It was suggested that the evaluation be through the 
evaluation of the services offered, types and change of attitudes 
of graduates towards prevention, as well as evaluation of 
utilization of services and the attainment of preventive 
practices. 

Question 3: 

The third question was on postgraduate and continuing 
education. Each of the two groups was asked to answer one of the 
two following questions: 

I. IS postgraduate training sufficient to meet the needs of 
your country? 

The answer was NO 

2. If not, what strategy do you recommend to meet the needs of 
your country and the Region? Would you rather recommend: 

a) General de11tisLry advanced education programmes 
b) Mini-residence in general dentistry to update public 

health dentists with the latest techniques and 
materials. 

The answer to the strategy was as follows: 

- screngchen the present courses. 
- Add new specialties. 
- Increase available resources. 
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The participants recommendedboth general dentistry advanced 
programmes and mini-residence in general dentistry to update 
public health dentists with new techniques and materials, 
depending on the level at whlch tne Bencist is i~~vulved. 

7. DESIGNING OF CURRICULUM MODULES 

7.1 Designing of Curriculum Modules (General) 

Dr K. Mneimne (Regional Adviser, EducdLiunal Development of 
Human Resources, EMRO) introduced the subject of designing of 
curriculum modules. 

The purpose of a training programme is to teach students to 
do a job. Teachers should concentrate on the essential facts, 
skills and attitudes. It is neither possible, nor desirable to 
teach every thing. Teachers should bdse L h e i r  learning on thc 
health problems of the community and not on the work thsi.- 
students are expected ta do. Teachers ahould plan courses and 
lcoeonfi using situation and task analysis. 

Basic ~rinciples of Curriculum Design 

The main aim of a course should be to train students to do 
a job. The job determines what the students should learn. Only 
thocc facts, skills and attit-rides that are relevant to the job 
should be taught and learned. 

However, the job should determine what the student must 
learn and not what is useful, nor what is interesting to l e a ~ i  

Learninq obi ect i v ~ s  

A learning objective is a statement that describes what thc 
student should know, feel, or be able to do at the end of the 
course. More important rro rer r~a~r l l re~ is that t h e  l ca rn ing  
objectives concern the student and not the teacher. Furthermore, 
the learning objectives describe the state of the student at the 
cnd of t h e  course. Therefore, the learning objectives do not 
describe what the teacher will teach or the experiences the 
student will have during the course, but a statement of the 
targets which the course is trying to achieve. The phrases 
"Learning Goals" or "Aimsn could also be used. 

Imuortance of learning obiectives 

The learning objectives are vital because they control (or 
should control) the whole process of teaching and learning. They 
determine what is included in the course, how the teaching is 
done, and how the students are evdludLed. 
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How to decide the learninq obiecLives 

The learning objectives should be relevant to the job that 
students are being trained to do. Since the main purpose of a 
course should be to train students to do a job, it is important 
that the learning objectives should be based on the job 
description. 

steps for curriculum design 

Situation I 
- health needs 
- resources of health system 
- job description -1 

situation analysis I u 
e 1 

List of tasks 

task analysis I 
i 

L I 

Learning objectives 

- list of skills 
- tacts, attitudes needed 

curriculum design 

/ Curriculum + Lesson plans u 
- objectives 
- teaching methods 
- assessment met.hods 
- timetable 
- evaluation 

- 
Teaching for better learning F.R. Abbatt, WHO 1980 
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Explanation and examples 

Situation analvsis 

Situation analysis is important because it helps the 
teachers to find out more about the job. It is the process to 
prepare a list of tasks. To achieve t h i s ,  v i s i t s  need tc, he m a d e  
to employees i n  health settings, and health workers, and advice 
from experts should be sought. 

L i s t  of tasks 

The l i s t  of t a s k s  i s  the List o f  learning objectives that 
trained people are able tn cln n r  m u s t  rla jn their working 
settings (if this principle is applied many training programmes 
will need to be changed). 

Task analysm 

Task  analysis i s  t h e  process of determining the skills, 
knowledge and attitude req11ir~r-I by the jnh 

WHAT SHOULD YOUR STUDENT LEARN? 

Analysls will not show the only way to do the task - nor even possibly the 
best way- it will show a way that is acceptable and that includes the basic 
skllls, knowledge and attitudes mar  rhe srrudenE musc learn. 

Look at the example below which analyses how a h e a l t h  worker might do t h e  
following task: "persuade an unwilling mother, in a remote a r e a ,  t o  t a k e  he* 
c l d i l  LI LUL i ~ l u z ~ u ~ ~ i z c i  L i  u11". 

Example 

Task: To persuade an unwillinq mother,  in a remote 
area, to take her child for immunization 

-- 
Sub- t asks Knowledge Attitudes 

Actions (A)  

Decisions (D) 
CommunLcat ions ( C )  

1. Greet the mother (A) Friendliness, 
lack o f  
prejudice 

2. Find out reasons for Common reasons for Sympathy, 
re fusa l  ( C )  ~ e f u s a l  [cultural, patience 

procedure, prejudice 
due to reported 
experience) 
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Teaching for better learning P.R. Abbatt, WHO 1980 

Sub tasks 
Actions ( A )  
Decisions (D) 
Communications (C) 

K n n w l  ~ d g ~  Attitudes 

3. Explain why immunization 
is beneficial to the 
child 

4. Explain importance to 
community of protection 
of all at-risk children (C) 

5 .  I1 s u c c c s s f i ~ l ,  arrange 
clinic appointment for 
mother (A) 

6. If unsuccessful, seek an 
appropriate decision- 
maker (A)  

Reasons for immunization, 
effects, simple facts about 
illnesses preventea by 
immunization 

How disease may spread, Confidence 
silllple I d c L s  about in ability 
immunity, epidemics to help 
in community 

~ u l l y  conversant with Sympathy. 
immunization programme friendliness 
(dates, times, place) 

Decision-maker in local Tact 
culture (husband, grand- 
mother, council elder) 

7 Repeat 3 and 4 (C) 

Sources of information for task analvsia 

- Yourself 
- Manual and textbooks 
- Observation of health workers 
- Discussions with teachers and administrators 

Discussions with health workers, etc. 

It is important to remember that task analysis will lead to: 

Relevant objectives 
Relevant contents 
Relevant assessment 
Choice of teaching methods 

7.2. Desiqninq Curriculum Modules (Oral Health) 

Professor D. Holst introduced the topic. 
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She stated that the ultimate goal of education for oral 
health is to produce oral health personnel capable of ma~layir~y 
the health problems of those who belong to the community in a 
competent and humane manner. To do this, the personnel must have 
buLh the knowledge and the ability to use it. The skills of 
self-directed learning are therefore essential if oral health 
personnel are to remain competent and effective after they 
completed formal education and training. 

Educational institutions usually have been very capable of 
knowing what the students should learn in their own area of 
expertise, but hovc paid little attention to how it should be 
learned. 

Modular and vertical curriculum 

A modular curriculum is defined as one in which educational 
objectives are dcfincd with respect to ind iv id i ia l  topics of study 
(Allred and Hobdell, 1986). The traditional curriculum is the 
vertical curriculum in which the educational objectives are 
defined with respect to the individual type of discipline (or 
oral health personnel) to be trained. 

However, usually the teaching and learning principles upon 
which the vertical curriculum is based lead to a passive 
memorization of knowledge from lectures and readings. It is a 
method in which the student is not actively involved in the 
learning process. Tests are also set to assess primarily 
memorization and recall of facts. In this process, little of 
what was learned in the pre-clinical years is remembered in the 
clinical years. The acquired knowledge is not integrated into, 
and applied to, situations or problems similar to the situations 
the dentist faces later. The knowledge is therefore passive and 
forgotten at the time when it could have been applied to solve 
a clinical problem. 

According to the modular approach, the curriculum is 
organized in themes/topics which, for example, reflect the organs 
and their normal and pathological functions. 

Some ~rinciples of learning 

Learning must be an active, sequential, continuous process, 
because the concept, skills, and values are being constantly 
reevaluated and reorganized for use even when learning is not 
consciouslyundertaken. Learning is only facilitated and achieved 
when it takes place in or near the real situation in which the 
learner is expected to work. The principle of problem-based 
learning (PBL) will allow students to integrate, use d11d reuse 
of newly learned information in the context of patients' 
problems, symptoms, signs, laboratory tests data, course of the 
disease proccos, otc. 
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Problem-Based Learning. Phase 1 

The first phase in the PBL approach is in counterpoint, two 
themes occur simultaneously - -  the development of cognitive 
skills necessary for the clinical reasoning process and the 
development of self-monitoring skills necessary to identify 
learning needs. 

Phase 2 

The second phase is the self-directed study. The students 
extract meaningful information from their study and tend to 
retain this information. 

Phase 3 

In the third phase, the students apply the knowledge they 
acquired to solving the problem they have analyzed at the 
beginning. 

Societal exvectationg 

In community-oriented oral health care, the concepts of 
primary health care are integrated into oral health practice at 
all levels - -  home, clinics, health centres, teaching and 
administration. In providing oral health care, whether to 
individuals, the family, or the community, the oral health 
personnel are expected to employ three processes: assessment of 
needs, planning and implementing the measures required, and 
evaluation of the effectiveness of the care provided. Societal 
expectations vary, but in many countries the health policy is 
founded upon a health-for-all policy and a primary health care 
concept. In such countries, curricula for the education and 
trainirly uT ural health personnel muot reflect adequate 
knowledge, attitude and skills. 

7.3 Problem-Based Learninq 

Dr Ramon Baez gave a presentation on problem-based learning 
(PBL) as applied in undergraduate curricula. 

Undergraduate curriculum needs to be addressed not only as 
it relates to its contents, but to the methods for teaching. It 
has been required to increase interdisciplinary integration of 
curriculum content, improve temporal integration for skill 
acquisition and clinical application, strengthen the conceptual. 
correlation between basic and clinical sciences, promote critical 
thinking and clir~ical pr-oblem-solving, encourage self-assessment 
of personal performance and hence self-directed learning. When 
these themes are analyzed, it is likely that some of those goals 
have not been met and that curriculum problems continue. In spite 



nf a1 1 ~ f f o r + - s ,  in tegra t lc ' r~  of basic and clinical sciences has 
not been achieved univers3 Lly. Some of the students lack the 
ability of making clinical correlations to transfer meaning from 
the basrc sciences, and others lack the ability of transferring 
skllls rrom pre  "clinical t :airliny. This curriculurr~ f d i l u ~ e s  dre 
of a great conceLn for dental educatars. 

H o w ~ v ~ r ,  d ~ n t a l  ~ d ~ r c a ? - c u s  ,kre thus faced with the need to 
change the method of teaching. Various schools have adopted PBL 
technique in the curriculum, and use a health care problem as a 
stimulus for acquiring I.rno:hriedge and understanding of the 
concepts. 

8 .  DEVELOPMENT OF JOB DESCRIPTIONS AND IMPROVEMENT OF 
PERFORMANCE 

Dr Hlsham Hurhanl ,  made a presentation on the ae~telopment 
of job descripti~ns and imprcvement of performance. 

A job description has a role in the following policy 
dimensions for human resources for health (HRH) : 

- HRR planning 
- HRH education and trairllng 
- Guide for definitxon of training programmes 
- C ~ n t i n u a t i o r ~  of 111-service training. 
- BRH management 

- recruitment ard sel  cct ion 
- utilization and motivation 
- salary 
- promotion 
- supervision 
- performance appraisals. 

Methodolosy of formu?.atinq and ap~lyins iob descriution 

This includes idcntificatian of those who are responsible 
for formulating, and who ax-:- going to apply,  thc job dcccription. 
When formulating job descx i-pt ions, varlous factors, such as 
economical, and cultural Cactox-s, legislation, should be taken 
into consideration. Jc?l; aniil.ysis is the first step in 
formulating a job description - -  it is not an one-time activity, 
but should be a continuou.:; process observing all activities of 
oral health workers in differe.nt settings. 
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Constraints facinq iob analysis 

Job analysis is ccnsidered to be the first step in 
formulnting job descriptj on. Thi c: actixri t y  may face a number 
of difficulties and constraints, such as : 

- Hesitation of dr'ntal health personnel to discuss their 
problems and propose ways to overcome them. 

- Dental personnel consider job analysis to be a 
critical issue - -  may be related to deficiencies in 
their performance. 

Factors wreventinq the-.? of iob descriutions 

Inappropriate HKH policy 
Shortage of skilled personnel to formulate job 
descriptions 
Lack of awareness of the importance of the use of job 
descriptions. 
Usefulness of job descriptions not being clear to 
health personnei. 
Poor dissemiination of information related to job 
descriptions. 
Insufficient resources~ 
Lack of poor coordination between services and 
educational institutions. 
Limited use of job descriptions for supervision 
purposes. 

8.1 Job Descriotio~~s and Oral Health Pe rsonnel 

Dr Mneimne made a presentation on the development of ,ot 
descriptions. He defined the job as "collection of things whi~i. 
a person is employed to do" He gave an example dild theli 
defined a job description as "description of the work which a 
category of heal-th worker- is expected to do". It usualljr 
consisted of a list of the thjngs t.o he done. 

The job descriptio~is shouLd usually include the following: 

- Objectives ot t:-.e post 
- Requisite qua1 ificzit.ions, skills, knowledge and 

experience 
- Grade and salary a t t a c h e d  to the post, including 

criteria for promotions 
- Detailed list: of ta;,l;:? anC responsibilities 
- Names and desirjx;at:c;ns of first and second level. 

supervisors 
- Names and des!?-rrat:~;.ns of first and second level 

subordinates. 
- Criteria to I 1 3 ~ ~ 1  4~n the  evaluation of :joii 
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performance 

- Authority of the incumbent, including control of 
L-esources 

- Career prospectus. 

Ste~s for the develoument of iob descri~tions 

- Cummunity analysio to plan HRH. 
- Specify the approved title of the post. 
- Give a brief description about the general situation 

in which the incumbent will work. 
- Indicate the requisite qualifications, skills, 

knowledge and experience required. 
- Indicate the grade of the post and the salary 

attached to it, including a scale for promotion. 
- List the main functions. 
- List the activities for each function (sub-task). 

Activities and functions (sub-tasks1 

1. Function 

To provide basic health care services 

2. Activities 

a) Conduct a clinic to deal with common health p r n b l ~ r n ~  
and emergencies. 

b) Recognize and refer to appropriate team members, 
health problems which are beyond the capabilities o f  
rural health care personnel. 

C) Visit outlying communities every month, etc. 

8.2 GrouD Work 

The group work included two activities: 

Prepare a job deocription for the following oral health 
categories: 

- Dental hygienist working in a MCH centre in an urban 
area 

- Dental assistant working in a PHC centre in a rural 
area. 
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The group had agreed on the following: 

Dental hysienist 

The dental hygienist should be able to perform: 

- Oral health education and instruction. 
- Periodontal csrc, auch aE  scaling and prophylaxis. 
- Application of preventive measures for mothers and 

babies. 
- Refer cases for the dentist care. 
- Registration of visiting patients and preparation o f  

monthly statistics. 
- Implementing the fluoride drops programme, in 

cooperation with mothers. 

Dental assistant 

The dental assistant should be able to perform: 

- Oral hcalth education to patients in the waiting are;: 
of the PHC centre every morning. 

- Preparing instruments and disinfection and 
sterilization. 

- Preparation of patients. 
- Manipulation of dental material for the dentist. 
- Chairside assistance. 
- Registration of patients and appointments. 
- Maintenance of equipment. 

Activitv 2 

If job descriptions are available in your country, but not 
properly applied, idcntify the factors preventing or hi n d e r i  ng 
the full use of job descriptions for oral health personnel. 

The factors identified were as follows: 

Financial factors 
Political and cultural factors 
Management factoro 
Lack of awareness among employees and administrators 
Overlapping of different jobs 
Maldistribution of human resources 
Lack of appropriately qualified personnel for 
the job title 
Lack of appropriate training of the employee 
Educational bacliground and training of the personnel 
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- ~nappropriate job description to the job title 
- Out-of-date job descriptions. 

Ful lowi l ly  group discussions of thc rcoultc of the above 
exercises which were meant to train participants in preparation 
of job descriptions and in task analysis, the recommendations of 
the Consultation were discussed. 

The following recommendations were adopted 

1. It is recommended that a review of the curricula in 
all dental schools of the Region be carried out to 
ensure that they reflect and meet the needs of the 
community. 

Epidemiological data indicate that changes have 
occurred in oral disease patterns of the population in 
the Eastern Mediterranean Region of WHO. Adequacy 
and appropriateness of current dental curricula to 
meet the changing needs of the population has been 
questioned, and it is not likely that the oral health 
objectives for  the people of the Region would be 
achieved with the present focus of dental education. 

2. Workshops for upgrading of teaching/learning skills 
should be organized for faculty members of dental 
schools, and intercountry cooperation among Membcr 
States al: R e y i u n  should be encouraged. 

A number of carefully selected dental and allied 
health faculty members should be sent to institutions 
where innovative changes in dental curricula have been 
made and more efficient teaching methods have been 
adopted, in order to familiarize themselves with these 
advancements. Upuil  their return, f eao ib lc  changes 
in these topics can be implemented in the Region. 

A n u m h ~ r  of faculty members have not been exposed to 
current methodology in dental education, and there is 
an urgent need for oral health professionals to be 
rrained with the best pedagogy (teaching) methods 
available. 

3. Oral health professionals should be invited to 
participate actively in human resources development 
and other national health planning activities, in 
collaboration with other medical and allied health 
sciences. 
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Oral health is an integral and important component of 
general health as it affects nutrition, behaviour and 
quality of life, and oral health professionals can 
provide valuable inputs for planning and developing 
national health programmes. 

4. It is recommended that national plans and policies 
requiring continued dental education for oral health 
professionals within the Region, be instituted, and 
the continuing education policy be linked to 
validation of licence to practice. 

The dental profession is constantly evolving and new 
techniques and treatment modalities are being 
developed to improve oral health of the population. 
The oral health professionals must have current 
knowledge and expertise to be able to provide adequate 
oral care to the population. Currently, no national 
policy exists in most countries of the Region related 
to continuing education for oral health professionals. 

5 .  WHO should support national initiatives to develop new 
collaborating centres and expand existing ones, 
preferably in joint coLLaboration with all other 
health sciences. 

6 .  Training and effective utilization of auxiliary dental 
personnel should be promoted to increase both services 
output and outreach. 

7. Periodic evaluation of the health services and 
management of oral health personnel is recommended to 
support planning of human resources, based on most 
recent epidemiological data. 

8. It is recommended to adopt and develop a wide range of 
information sources for dental education and training, 
including the latest electronic advancements. 

Educational methods and materials are rapidly 
evolving, and dental education must be prepared to be 
able to tnlcc advantage o f  modern teaching technology. 

10. CLOSING SESSION 

Certificates of attendance were distributed to the 
participants and concluding remarks were addressed and the 
Consultation was declared closed. 
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Annex 1 

AGENDA 

1. Inauguration of the consultation 
2. Self-introduction of participants 
3. Election of the chairman and rapporteurs 
4. Adoption of the Agenda 
5. Objectives and mechanics of the consultation 
6 .  Overview of human resources in oral health - A global 

perspective 
7 .  Oral health personnel development in EMR 
8. Country presentations highlighting countries' 

experiences in human resources development 
Y. Human resources policies and strategies 
10. Training of different categories of oral health 

personnel and team work 
11. Designing curriculum modules for oral health 
12. Management and evaluation of oral health human resources 
13. Closing session 
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Annex 2 

PROGRAMME 

Sundav, 27 November 1994 

08.00 - 09.00 Registration 

09.00 - 10.00 Opening of the Consultation 

10.30 - 11.00 Objectives/mechanics of the Consultation 
Election of officers 
Introduction of participants 

Overview of human rcaourcco in oral 
health: A global perspective, 
by Dr G.N. Pakhomov 

Discussion 

Mondav. 28 November 1994 

Oral Health Personnel Development 
in EMR, by Dr S.A. Huooein 

Discussion 

Country presentations - countries 
experience as regards: categories 
of oral health personnel, 
undergraduate training 
for dentists, other oral health 
personnel postgraduate training, 
curriculum approach, post 
description for oral health 
personnel. 

Country presentations (continued) 
Field activities: RDTRCOH 
activities in training of oral 
health personnel 

Summary of countries' experience 
presented by participating 
countries 

12.00 - 13.00 Consultation on human resources 
policies and strategies - 
Introduction, by Dr D. Holot 

13.30 - 15.00 Group work 

15.00 - 15.30 Plenary discussion I 
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Tuesdav. 29 November 1994 

08.00 - 11.00 Consultation on training of 
different categories of oral 
health personnel 

Undergraduate training, by 
Dr Ramon J. Baez, 
Dr Ibrahim A .  Gandour, and 
Professor A. Wasfy 

Paramedical training, 
by Dr Beiruti 

Postgraduate training, by Dr Diab 
and Dr ~ u r h a n i  

Approach to postgraduate 
curriculum design and its future 
development, 
by D r  Magid A . M .  Ahmed 

Field demonstration: Utilization 
of oral health teamwork at RDTRCOH 

Group work 11.30 - 15.30 

15.30 - 16.00 Plenary aiscuesion 

Wednesdav, 30 November 1994 

08.00 - 9.00 Consultation on designing curriculum 
modules IDEM) 

Introduction to DCM (General), 
by Dr K. Mneimne 

Introduction to DCM (ORHI , 
by Dr Holst 

Introduction to DCM (community- 
oriented), by Dr Baez 

Group work 

Plenary discussion 

Consul tat ion on management and 
evaluation process (emphasis on 
development o f  job description and 
improvement of performance) 

Management and evaluation process 
by Dr Burhani 
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Wednesdav, 30 November 1994 (continuedd. 

Job description and improvement of 
Performance, by Dr K. Mneimne 

14.30 - 15.30 Gruup work 

15.30 - 16.00 Discussion 

16.00 - 17.00 Recommendations 

17.00 - 17.30 Closing session 
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ANNEX 3 
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LEBANON 

Dr Bassi1 Doughan 
Professor 
Faculty of Dentistry 
Lebanese University 
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Ministry of Health 
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Dean, Faculty of Dental 
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Casablanca 
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fiead, Dentistry Department 
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Pr~jfessor Issam Awa 
LealA, Dental College 
damascus University 
i i a n r a s m  

Dr Belgacem Brahim 
htesponsable du programme national de 

santd bucco-dentaire 
3irection de la ~kdicine scolaire et 
universitaire 

MinistZtre de la  ante' publique 
Tunls 

Dr fssa El-Hosni 
Oral Health Centre 
m~ uhabi 

Dr Ranion J. Baez, 
Head, WHO Collaborating Center in Oral Health 
The University of Texas 
Hea1t .h Science Center at San Antonio 
B ~ ~ u x n L ~ ~ T e x a 6  
U.S.P. .  



WHO-EM/ORH/64-E 
Page 44 
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Dr M. Yaser A1 Khateeb 
Head, Oral Health Department 
Ministry of Health 
Damascus 
SYRIAN ARAB REPUBLIC 

Dr Yasser Hourani 
Director 
International Health Institute 
Damascuq 
SYRIAN ARAB REPUBLIC 

Dr Amal Al-Samak 
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Oral Health Services Department 
Ministry of Health 
Manama 
BAHRAIN 
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School Health Centre 
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Dr Fayez Saleh 
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Lebanese University 
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St. Joseph University - 
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LEBANON 
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EMRO 

Dr K. Mneimne 
Regional Adviser, Educational 
Development of Human Resources 
EMRO 
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Dr G.N. Pakhomov 
Acting Chief, Oral Health 
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Ministry of Health 
Damascus 
Syrian Arab Republic 

Dr Nabil Beiruti 
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Syrian Axab Republic 
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Damascus University 
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Syrian Arab Republic 
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Cairo University 
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ANNEX 4 

SUMMARY OF COUNTRY PRESENTATIONS 

COUNTRY BAHRAIN 

General Population 5 191 000 

Oral health n t . a U s  

DMF : 

12-year-old children 1.6 
15-year-old children 1.9 

Periodontal disease: 
6-year-old children 
12-year-old children 

70% no disease 
70% calculus 
20% bleeding 
2.4% shallow p o c k ~ t s  

Human resources for oral health 

No. of dentists (private and public) 6 2 
Hygienists 4 0 
Chair-side Assistants 63 
Technicians 9 
Specialists 13 
Dentist:Population ratio 1: 8000 
Dental personne1:Population ratio 1 :4000 

National wlan for dental wersonnel 

No. required/year 

Dentists 2 

Specialists According to the training plan z dencists dre 
sent for specialization each year until year 
2000 

Other personnel Dental assistants 2 per year 
Dental hygienists 5 per year up to year 
2000 

Dental education Dental hygienist programme in the College of 
Health Science, Ministry of Health 
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COUNTRY EGYPT 

General information Population 60 million 

Oral health status 

DMF : 
12-year-old children 
15-year-old children 

Periodontal disease: At the age of (12-15)% of PI 

Scores are:48.12% free; 38.15% are 1; 13.09% are 2; 
0.62% are of score 3 and 0.02% are of score > 3  

Human resources for oral health 

No. of dentists (private and public) 14 000 
Hygienists - 
Chair-side Assistants - 
Technicians 1000 approx. 
Specialists 1000 approx. 
Dentist:Population ratio 1:4000 
Dental personne1:Population ratio - 

National ~ l a n  for dental ~ersonnel 

No. required/year 
Dentists Output not more than 600 yearly 
Specialists - 
Other personnel - 

Dental education; 

There are 5 dental schools. Continued dental education is 
carried out as programmes of dental health education in most of the 
governorates for dentists, health visitors and teachers. 



WHO-EM/ORH/64-E 
Page 49 

COUNTRY ISLAMIC REPUBLIC OF IRAN 

General Information Population 60 million 

Oral health status: 

DMF : 
12-year-old children 
15-year-old children 

Periodontal disease : 90% of the chi$dren aged 15 are affected. 

Human resources for oral health 

NO. of dentists (private and public) 5000 
Hygienists 1400 
Chair-side Assistants 
Technicians 400 
Specialists 
Dentist:I'opulation ratio 
Dental personnel:population ratio 

Vational plan for dgntal p e r s o w  

No. required/year 
Dentistn 2000 for each 5-year plan period 

starting from 1995 
Specialists 
Other personnel 

Dental ducation 
-and four oral health training centres 



WHO-EM/ORH/64-E 
Page 50 

COUNTRY JORDAN 

General information Population 4 million (1992) 

Oral health status 

DMF : 
12-year-old children 2-3.5 (1901) 
15-year-old children 3.5 

Periodontal disease : Moderate 

Human resources for oral health 

NO. of dentists (private and public) 2432 
Hygienists 118 
Chair-side Assistants - 
Technicians 400-500 
Specialists 136 
~entist:Population ratio 1: 2000 
Dental personnel:~opuldtion ratio - 

National nlan for dental   erg om 

No. required/year 
Dentists 
specialists 
Other personnel 

Dental education: Two dental schools, 5-year education 
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COUNTRY LEBANON 

-ormation Population 3 million (approx.) 

Oral health status 

DMF : 

12-year old children 5.03 
15-year old children 7.7 

Periodontal disease: 5.59% healthy at 15 yrs 

Human resources for oral health 

No. of Dentists (private and public) 3000 approx. (private 
only) 

Hygienists 0 
Chair-side Assistants 0 
Technicians 219 
Specialists 162 
Dentist:Population ratio 
Dental personne1:Population ratio 1:lOOO 

National plan for dental ~ersonnek 

No. required/year 
Dentists I Not available Specialists 
Other personnel 

Dental education 

OUTPUT 2 schools: 80 dentists/year + 150-200 fnreign school 
graduates 

Total= 230-280/year 
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COUNTRY MOROCCO 

General information population 26 039 100 

Oral health status (1991) 

DMF : 

12-year-old children 
15-year-old children 

(35-44-year-old 

Periodontal disease:Prevalence 12-year old children 52.02 
35-44 year old 83.9% 

Human resources for oral health 

No. of dentists (private and public) 1460 (1994) 
Hygienists 0 
Chair-side Assistants 0 
Technicians 40 + Foreign formation 
Specialists Orthodontics 
Dentist:Population ratio (national figure) 1:17835 
Dental personnel : Population ratio 

National wlan for dental personnel 
No. required/year 
Dentists 140 
Specialists in all clinical specialties 
Other personnel Prosthetic technicians (20/year) 

Dental auxiliaries (30/year) 1995 

Dental education 

A national programme of dental education haa 
started in 1989 in school children between 7 to 12 
years of age. 
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COUNTRY PAK I STkN 

?,eneral Population 120 million 

Oral health status 

DMF : 

12-year-old children 
15-year-old children 

CPITN score 
Age Group score score 

0 - 4 

% % 
Periodontal disease: CPITN 12-14 7.41 - 0.00 

15-34 3.73 - 1.49 
55-64 12.50 - 25.00 

suman resources for oral he alt h 

NO. of dentists (private and public) 2500 
Hygienists 300 
Chair-side Assistants All non-trained 
Technicians 200 
Specialists 150 
~entist:Population ratio 1:48000 
Dcntal personnel : Population ratin 

National plan for dental ~ersonnel 

NO. required/year 
Dentists: 
Specialists: 
Other personnel: 1 
Dental education 

Not yet compiled 

Two-year paramedical and 4-year dental college 
training course 
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SAUDI ARABIA 

General information Population 1 6 , 9 2 9 , 2 9 4  

Oral health status 

DMF : 

12-year-old children 2.1 
15-year-old children 2 . 8  

Periodontal disease: 

12 years (CPJTN) = 0 19.39% 

Human resources for oral health 

No. of Dentists (private and public) 3382 
Hygienists 1 2 0  
Chair-side Assistants and dental nurses 3180  
Technicians 490 
Specialists 839 
Dentist:Population ratio 1 : 5006 
Dental personne1:Population ratio 1 : 4467 

National plan for dental manDower - 

No. required/year: 
~entists 
Specialists 
Other personnel 

Dental education 
Two dental schools 
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COUNTRY SUDAN 

General information Population 26 million 

Oral health status 

12-year-old children 2.7 
15-year-old children 3.2 

Periodontal disease: 
Age 15 12% healthy 

No. of dentists registered 1080 
No. of der~tisLs (private and public) 375 
Hygienists (Assistants) 203 
Chair-side Assistants - 
Technicians 
Specialists 
Dentist:Population ratio 1:70000 ( Range 1:34000 - 

1: 700000) 
uental perso~lr~el: Population ratio - 

National 

No. required/year 
Dentists 
Specialists 
Other personnel 

Dental education 

One dental school, 5-year duration. There is aiso a tour-year 
postgraduate programme 
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General information 
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SYRIAN ARAB REPUBLIC 

14 million 

Oral Health Status: 

DMF 
12-year-old children 2.53 (DTRCOH study, 1994) 
15-year-old children 4.33 (DTRCOH study, 1993) 

Periodontal disease:15-year-old children (DTRCOH study, 
1993) 

Healthy Bleeding calculus S . P  U . P  
15.15% 27.46% 38.45% 16.8% 1.7% 

Human resources for oral health 

No. of Dentists (private & public) 6500 
Hygienists 600 
Chair-side Assistants 400 
Technicians 2000 
Specialists 600 
Dentist:Population ratio 14700 
Dental personne1:Population ratio - 

National plan for dental ~ersonnel 

No. required/year 
Dentists 
Specialists 
Other personnel 

Dental Education: 

0 
3 0 
600 dental hygienists 

Four dental schools, and two schools for hygienists. All state 
universities - The five-year programme leads to DDS. 
Postgraduate: Diploma ( 2  years) 

M.S. (3 years) 
Ph.D. (5 years) 
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COUNTRY TUNISIA 

General information Population 8.5 million 

Oral health status 

DMF 

12-year-old children 1.47 (1988) 
15-year-old children - 

Periodontal disease: 50% at 12 years (1988) 

Human resources for oral health 

No. of dentists (private and public) 1057 
Hygienists 0 
Chair-side Assistants 0 
Technicians not available 
Specialists not available 
Dentist:popula~ion ratio I: 8 0 0 0  
Dental personne1:Population ratio 

p onnel 

NO. required/year 
Dentists 
Specialists 
Other personnel 

Dental education 

40 
not available 
not available 

Two dental schools 
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SUMMARY OF COUNTRY PRESENTATION 

COUNTRY UNITED ARAB EMIRATES 

General information Population 2,083,100 

Oral health status 

DMF . 
12-year old children 1.8 
15-year old children 2.5 

Periodontal disease: CPITN=O 28% 

Human resources for oral health 

No. of dentists (private and public) 481 
Hygienists 4 (public only) 
Nurses 89 (public only) 
Technicians 67 (public only) 
Specialists 41 (p1.1bl i c only) 
Dentist:Population ratio 1/4000 (priv. +gov. ) 
Dental personne1:Population ratio 1/13000 (public) 

National wlan for dental personnel 

No. requircd/year 
Dentists not available 
Specialists 
Other personnel 

Dental education: not available 
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ANNEX 5 

RECOMMENDATIONS OF THE NUFF1EI.D REPORT 

16.01 Our recommendations are of two kinds. The broad recommendations are a set of principles 
reflecting the main themes of the Report. and which we believe underpin the future 
education and training of all personnel auxiliary to dentistry. The more specific 
reconlmendations are our advice on courses of action mainly concerning particular groups 
of auxiliaries. In  general, we have not made individual recommendations about each 
separate type of dental auxiliary that exists at present, such as dental hygienists and dental 
therapists. We hope it is evident from our Rcport that we do not see the future in terms of a 
number of distinct. narrowly defined kinds of dental auxiliaries, but of a system which has 
the fle.\ibility to allow the needs of oral health care to be met by a range of auxiliary 
personnel. 

UI-oad principles 
16.0: We begin with our belief that good oral health, individually and collectively, is In 

everyone's interest. and that the best way to achieve this for the people of the United 
Kingdom is through a comprehensive dental and on1 health service. The service should put 
into effect a national strategy for oral health. coordinated by the government and capable of 
local inierpreration to laget needs i~ccqratcly. It should be integrated into the services 
providing more general health care. I t  should complement other means of promoting oral 
health. such as the widespread fluoridation of water, the use of toothpaste that contains 
fluoride and reducing sugar in the diet. 

16.03 Broadl! speaking. the objectives of a comprehensive service should be lo bring about 
read~l! measurable health g a ~ n  by: 

promoting oral health of both individuals and communities by information. adwce. 
practical help. and liaison with general health care: 

providing readily available treatment for those who do not yet have good oral health: 

maintaining the good health of those who enjoy it. 

16.04 We are mnvinced hy the evidence we have heard that a more effective oral health scrvicp 
could be provided within the cash limits envisaged by the government if suitably qualifi1:d 
auxiliaries were used in greater numbers. We believe they provide the best mcans of 
deliverins services where these arc at present inadequate. 2nd for carrying out much ol' the 
"routine" work for that part of the population who at present receive effective continuing 
care. 

16.G We believe that the most effective way of improving oral health care and delivering a 

national strategy is through reams led by dentists. These teams will comprise different 
compositions of dental auxiliaries. depending on circumstances. Where clinical auxiliaries 
are involved. i t  will be essential for the dentist to take responsibility for diagnosis. overall 
lrenrmenl planning and quality assurance. 
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16,06 ~ ~ , , , i ~ ~ ~ ~  should become both more like. and more 3 part of. [he rest ol' medicine. This 
should be true both [he clinical training 01 dentists and den121 auxiliaries. and of the 

means of  delivering. coordinating and ensuring the qualily of'thr service. In  panicular \\*e 

suggest that the arrangements for providing medical care to infants directly through their 

parents should be enlarged to include morc aspects oidentel health and used a\ II channel 
to bring them into the dental health services. 

16.07 Dentists must be encouraged to ~ r ~ c t i s r  in those areas 01 the country where services are 

inadequate and to provide suitable care through the management of small teams ol' 
auxiliaries. More ,oenerally. dentists should be enabled to protfide as much high-quality 
c a ~ c  as possiblc through auxiliaries. 

16.08 Auxiliaries must be allo\\*ed by law to carry out. and be supported by the dental profession 
in doing so. any procedures for which they have becn fully trained and which the! arc 
currently able to perform competently. The education of dentists should increasingly refirct 
a need for them to coordinate the work of a team and ensure its quality. 

16.09 Every auxiliary should be either properly qualified or in recognised training. Trainin; 
sho111d he acknowledged by statutory enrolment. and qualilication by statutory registration 
which should record specific skills attained. There must be a requirement for the \\thole 
dental ream to re-register at intervals. Elifibility lor re-refistration \\.ill depend on evidence 
of continuing training. 

16.10 In general. education and training should be: 

i accessible - they should be available to suitable candidates irrespective of where the! live: 

entry to the basic levels of  t rainins o r  pretraining should nor depend on particular 
qualifications as much as on personal qualities and experience. since aptitude and 
willingness to learn are the most important considerations: requirements for entry to the 
higher le\*els of training should be flexible: 

ii fitted to individual needs - where appropriate the means of training should be varied and 
ndnptnblc so that pcoplc can Icam in a way that suits their perconnliry or r i r r ~ t r n s t m r ~ s :  

iii broedl!. based - education should provide a broad knowledge of health care generally as 
well as dentistry. so that the individual can commur~icate 2nd coopcrate readily with other 
health workers and other agencies: 

ir skill related - training should focus on essential skills and the kno~r ledge required to apply 
them effectively; 

v professional - the fostering of a thoroughly professional and ethical attitude towards 
patients and other health care workers is essential: 

v i  responsive - training should respond to new needs and opponuniries: once vilidared. and 
when required. new information and skills should be introduced into education and 
rrainin,o: 

vii cumulative - the aim of training should be to huild up competences within a panicular 
area of work: some of these skills. ho\\,ever. should be transferable ones that would help in 
moving to other forms of \\fork: 
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xiii recognised - training should be recognixed by and acceptable to the public. employer\. 
other professions and regulatory authorilies: 

ix regularly updated - opportunities should be provided for those already qualilted to 
undertake training to update their skills; rc-registration should depend on evidence of  

continuing education. 

16.11 We recognise a close correspondence between what we See as the requirements of tralnlng 
for auxiliaries and the principles that underlie the system of National Vocational 
Qualifications (NVQsl. We imagine that NVQs might provide a good framework for a 
consistent and coherent system of training for all auxiliaries. We recommend prompt 
discussions with the National Council for Vocational Qualificntions about such a scheme. 

16.12 All education and training for auxiliaries should be centred on dental schools and dental 
teaching hospitals, to promote one of our main aims - that of ensuring the close integration 
of the education and training of everyone working in oral hcolth care. dentists and denial 

auxiliaries. Although centred on the dental schools and dental hospitals. education an? 
training should not be limited to them. Some clinical training in particular should take 
place in a recognised clinical environment, either in the Community Dental Services or in  

the General Dental Sen,ices. Part of technician training should take place in recognised 
commercial dental laboratories and in laboratories attached to district general hospitals. 
Some teaching services could well be purchased from colleges of further education or 
provided through initiatives in distance learning. Coordination of education and training 
would be the joint responsibility of the Dean of the Dental School and the Regional 
Postgraduate Dental Dean. who should be suitably advised by those experienced in 
teaching auxiliaries. 

16.13 Urgent attention must be paid to the cost and funding of the education and trainin: of all 
dental auxiliaries. in panicular whether they arc to be regarded as the responsibility of the 
Department of Health. the Department of Education. the Department of Employment. 
Local Education Authorities or the dental profession. This should embrace both pre- and 
poqt-qualification education and training. We recommend that a working pan). suitably 
constituted and representing all these bodies. be set up to advise on this. 

16.14 The General Dental Council should give urgent consideration to the registration and 
recognition of all dental auxilinries and to a fair and effective structure within which a11 
auxiliaries can see their interests to be fully represented. 

16.15 Much of what we are recommending cannot be implemented without changes to the 
Dentists Act and the Auxiliary Regulations. We believe most of what we wish to see could . 
be achieved with relatively small changes. We recommend that attention be paid at once to 

the appropriate changes in legislation. 

16.16 It is imperative that any changes to the supply of dental services along the lines we haw 
suggested or to education and training should be accompanied by a research programme to 
collect data and e\,aluate these changes. \Ve would expect that the new classes of clinical 
auxiliary would be introduced first into a number of selected areas of greatest need. Thi5 
must be done to evaluate the effectiveness of the auxiliaries including long-term corr 
benefits. One criterion for selecting an e.xperimcnul arcu should be the exicrence of good 
continuous data on oral disease in that area. 
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16.17 It is essential that the next round of manpower planning by the Dental Manpower Sub- 
Group should explore the effects including the cost implication of moving to a dental 
service dcpcnding increasinrly on teams employin: flexibly trained auxiliaries. 

16.1s We consider that i t  would be constructi\'e i f  the various groups comprising dental teams 
should i l l  be looked on as professions. as ale tltri~ countcrpans in thc rcst of mcdicinc. 

Specific recommendations 

16.19 Dental surger!. assistants 
i No one should work as a dental surgen assistant In  a dental s u g e n  unti l  they are at least 

seventeen years old. 

ii Dental surgery assistants should undergo a recognited period of pretraining before working 
in a clinical dental environment recognised for training. 

i i i  A dental surgery assistant should be able to work In a clinical dental environment only 
when fully trained and registered or a\ an enrolled trainee in a recogn~sed tralnlng post. 

iv No practice should be able to employ only trainee dental surgery assistants. 

V The [mining of dental surgery assistants 5hould be organised regionally and be centred on 
dental schools. The Regional Postgndunte Dental Dean should be respons~ble for the 
identification and coordination of the practices suitable for training. 

vi Training should be pan of the NVQ framework if appropriate. I[ should include release 
from training practices for more formnl :Ispects of trainine and periods of study. 

vii  Qualified dental surgery assistants must register with the General Dental Council 

16.20 Dentn! tecl~nitians 
i Those intending to become dental techn~cians should undergo pre-training. 

ii  Training should take place in and from laboratories accredited for training and be centred 
on the dental schools and hosp~tals. A feature of a training laboratory would be third-pany 
accreditation and a suitable ratio of qualified lo unqualified technicians. It is imponant that 
a significant part of practical experience should be undertaken in denral hospitals or 
recognised dental practices so that trainees can appreciate the clinical significance of their 
work. 

iii  There should be enrolment of trainees and registration of qualified technicians with the 
* 

Geneml Dental Council. This should be accompanied by registration of dental laboratories 
with the local Family IIenlth Services ,%uthority. at least for those working wholly or partly 
for the National Health Service. Under o purchaser-provider system. the purchasing 
commission might be empowered to limit the contracting of National Health Service dental 
lechnical work to registered laboratories 

iv The registrable qualification should be the present BTEC National Diploma or its 
equivalent in the new system of National Vocational Qualifications. There should be 
npponunities for h i~her  q~talificattons tncluding those a[ degree or post-degree levd. 
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16-2' Cfi~~ical  auxiliaries 
i The contribution of clinical -dental hygienists and dental therapists - has been 

constderable. There is  compelling evidulrcc of chis from experience both in the ILInirerl 

Kingdom and in many other countries. We are convinced that their contribution could be 
even premer were the framework of their education. training and employment less narrow 
and restrictive. Re oppoflunity should be taken lo build on their success by widening their . . 
range of skills. We do not believe. however. rhar this should be done in a piecemeal or ad 
11nr fathinn. We are convinced also that the contribution of many dental technicians could 
be enhanced were they able to have clinical training. 

ii Our major recommendation in this section is the introduction of two broad classes of 
clinical auxilia~y qualified. registered and permitted by law to work throughout the dental 
services. 

iii Existing roles are too lightly defined by a narrow range of skills and should be made more 

flexible. 

i v  In general. clinical auxiliaries should be drawn from qualified and registered dental surgery 
assistants. when they will be known as oral health therapists: or from dental technicians. 
when the!. will be known as clinical dental technicians. Broad-based core clinical training 
should be followed by the opportunity to acquire funher clinical skills throuzh specific 
training modulcs. Individual modules will be validated and registrable. Registration will 
permit auxiliaries to be employed in any branch of the dental service to undertake work for 
which they are qualified. 

We do nor imagine that a ciinical auxiliary will learn the full range of further clinical skills. 
but he or she could acquire various combinations of them as local needs dictate from time 
to time. 

vi \Ve imagine rhat rezional schools for clinical auxiliaries will construct courses comprising 
modules relevant to local clinical needs and demands. as well as to the ability to recruit 
suitable students. They would apply to the General Dental Council for their particular 
modulrs to be registrable. We envisage that the Council wn~lld wish to lay down guidelines. 
and we recommend that these be broad and flexible. 

vii Our primary concern is that patients' interests and well-being should be safeguarded 2nd 
that any potential harm or inconvenience should be avoided. Any legislation introduced to 
extend clinical responsibilities to auxiliary ~ e r s o n n e l  should recognise this. Our 
recommendation is tied to the principles that the education and training. regulntiucl illid 
working arrangements for clinical dental technicians should be entirely in line in all 
important respects with those for the other dental auxiiiaries. In particular. we think i t  is 
undesirable for any dental auxiliaries to work entirely independently 2nd in isolation from 
dentists who. as leaders of the dental team. should exercise the function of quality 
assurnr~ce. 

16.22 Oral I~enlth educators 
i Oral health education should be seen as pan of llcalth educa~ion generally. Effons musr be 

made to link information and advice about dental and oral health to messages about good 
health generally. 
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i i  Everyone who works in dentistry or oral health care. par[icularly those who come into 
contact with the general public dur~n: the course of their work, must be able to answer 
questions relating to oral health ;~ccurately. In that sense, all personnel have 3 role in 
education and all should be trained to carry i t  out effectively. 

i i i  We believe that other health care staff workin: in primary care have an imponant pan to 
play in the education of parents with young children and should be trained accordingly. We 
see a similar need to reach those who care for the disabled and the elderly to be able to help 
in the carc of thcir mouths. 

i We realise that health authorities. education authorities and dental practitioners might wish 
to employ individuals specifically and only to promote oral health education. We fores~e 
no requirement for these people to be identified ns a separate category of auxiiiaq. Theirs 
is a teaching role which appears well sl~ited to experienced personnel recruited from those 
with a close association with clinical deritistry. 

.'Follow tlirough" 
16.23 In our Report we have fomulated a conceptual framework within which problems mipht 

he resolved. rather than at this stage prescribing detailed solutions. A programme of 
"Follow through, beginning with the publicalion of our Repon. is intended to provide 
conditions in which all the issues can be tackled in the necessary detail. 

16.24 In some ways the task of the first Nuffield Inquiry was simpler than that faced by this 

second Inquiry. Its recommendations were directed almost entirely at the General Dental 
'Ions are Council and the denral schools 211d hospitals. By contrast. our own recommenda.' 

aimed at a much wider range of organisations. These include the four health departments. 
and many professional organisations representing the interests of dentists and dental 
auxiliaries. together with Departments of Education and of Empioymcr~t and t l~ r i l  
agencies. such as the National Council for Vocational Qualifications. Concened action by 
most. if not all. of them will be required if our recommendations are to be implemented 
successfully. 

16-15 Because of the large number of organisations with interests in the future of dentistry in 
the United Kingdom. it seems likely that considerable discussion will be needed before 
recommendations can be realised as strategies or plans. The period of aftercare is 
intended to facilitate such discussions following the ptthlicatinn nf our Report. We hope 
that all those organisations with an interest in the future of dentistry and oral health will 
wish to play an active part. 


