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"Little can be accomplished for grown-up people; 

the intelligent man begins with the child." (Goethe ) 

(_M;)tto of the .American Society of Dentistry for Olildren.) 
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SUMMARY 

Chapter I. Introduction 

In South Africa the general dental practitioner has sole responsibility 

for the provision of child dental care. Accordingly, at Stellenbosch 

University the objective of the undergraduate paedodontic curriculum is 

XI 

to train a general dental practitioner who is able to provide comprehensive 

dental care for all categories of children. 

As this approach is not in accordance with that prevailing in most 

countries, particularly countries acknowledged to be leaders in the field 

of paedodontics, the objective of this investigation is to examine and 

test the validity of the philosophy of paedodontic education as it exists 

in South Africa in general and at the University of Stellenbosch in 

particular. 

Chapter II. Paedodontic Education : A Review of the Literature 

A survey of the available literature reveals that paedodontic education 

varies considerably from one country to another. Countries which place 

considerable emphasis on both undergraduate and postgraduate training 

in paedodontics include the Scandinavian countries and the United States 

of America, While the emphasis is reported to be increasing in the 

United Kingdom. 

Little information is available concerning paedodontic education in 

many countries of Western Europe, where the stomatological system of 

dental education is widely implemented and paedodontic training is wholly 

postgraduate, making a comparison difficult. It appears, ~owever, 

that in West Germany dental education has been, until the recent past, 
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predominantly adult-orientated, although there are at present plans to 

introduce the field of study. 

XII 

Only fragmentary information is provided in the existing texts concerning 

paedodontic education in other countries around the world. 

When compared with paedodontic education in countries such as the United 

States of America and the Scandinavian countries, it is apparent that 

considerably less significance is attached to the discipline of 

paedodontics at South African universities. 

Chapter III. A Survey of Paedodontic Education 

In order to gain additional information concerning paedodontic education 

worldwide, a survey was undertaken of 170 dental schools, of which 80 

in 26 countries responded. The more important findings of this survey 

include the following: 

1. There is a widespread acceptance of the importance of paedodontics 

in the dental curriculum. 

2. Paedodontic education should provide training in all facets of 

dentistry for all categories of children. 

3. Postgraduate education is essential if paedodontics is to realise 

its full potential. 

4. Dental faculties with independent departments of paedodontics tend to 

place more emphasis on paedodontic education than do faculties without 

independent departments. Paedodontics particularly tends to be 

neglected when the discipline is combined with the restorative 

disciplines in a single department. 
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5. The introduction of elective courses is an important development in 

dental education. 

Chapter IV. The Stellenbosch University Undergraduate Paedodontic 

Curriculum : An Appraisal by Graduates 

XIII 

A questionnaire was distributed to all recent graduates of the University 

of Stellenbosch in order to determine their views on the value of their 

undergraduate paedodontic education. The more significant findings of 

this appraisal include the following: 

1. Nearly 40 percent of the graduates felt that the clock hours devoted 

to undergraduate training in paedodontics are insufficient, 

2. While graduates were, in general, satisfied with the theoretical 

course in paedodontics, a large percentage of respondents felt that 

insufficient time is spent on clinical training. 

3. Nearly 60 percent of graduates thought that paedodontics should be 

presented as an independent discipline and not form part of the 

course in restorative dentistry, as at present. 

Chapter V. International Patterns of Paedodontic Practice and Oral 

Health Care for Children . : A Review of the Literature 

It is pointed out that paedodontic training cannot be considered in 

isolation from paedodontic practice. A survey of the literature reveals 

that, although the present global picture of paedodontic care shows some 

divergent trends, a great deal of consensus exists regarding basic 

principles. 

Interesting observations gleaned from this study include the following: 

1. There is a world-wide trend towards regarding children as a high 

priority group for dental care. 
http://etd.uwc.ac.za/ 
 



2. As only a relatively small proportion of a population is anle to 

utilise private paedodontic services, a comprehensive community 

child dental service is essential if the dental needs of all 

children are to be met. 

3. Any system of child dental care is doomed to ultimate failure if it 

is not primarily prevention orientated. 

4. The benefits of prevention .... orientated ch.ild dental care include: 

(a) in the short-term, improved oral health for children; 

(b) in the long .... term, reduced treatment needs of adults. 

5. A great deal of controversy still exists surrounding the utilisation 

of dental therapists in child dental care. This is a matter which 

justifies further investigation and research. 

6. In both private and community paedodontic services, there exists a 

need for paedodontists with postgraduate training. 

Chapter VI. A Survey of Paediatric Dentistry Practised by Graduates 
of the University of Stellenbosch 

A questionnaire was mailed to all recent graduates of the University of 

Stellenbosch in order to ascertain: 

(a} whether graduates of this University do in fact practise 

paedodontics as they were taught at dental school; 

(b} the extent to which a comprehensive range of paedodontic services 

is being performed and 

(c} the factors influencing the scope and standard of paediatric 

dentistry in their practices. 

The more important findings of this survey include the following: 

XIV 
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1. The practitioners surveyed are not primarily prevention-orientated 

but rather restoration-orientated. The reason given by 73 percent 

of private practitioners for not practising preventive dentistry 

more extensively was parental resistance to preventive procedures. 

This seems to indicate a serious deficiency in their ability to 

counsel parents effectively on the benefits of a preventive approach 

to dental ·care. Salaried graduates gave limited availability of 

preventive materials as their main reason for not applying preventive 

procedures more extensively. 

2. Routine restorative procedures are, in general, adequately catered 

for. 

3. Unco-operative children, the handicapped and children requiring 

advanced treatment procedures are not adequately catered for. 

4. Ninety percent of responding dentists indicated a need to refer 

certain categories of child patients for specialist treatment. 

Chapter VII. A Survey of Paediatric Dentistry Practised by Graduates 
of the Universities of the Witwatersrand, Pretoria and 
the Western Cape 

A questionnaire was mailed to a random sample of dental practitioners who 

qualified at the Universities of the Witwatersrand, Pretoria or the 

Western Cape in order to: 

(i) Ascertain the pattern of paedodontic services which they offer 

the child patient. 

(ii) Ascertain th~ factors influencing the scope and standard of 

paedodontics in their practices. 

(iii) Compare the pattern of paedodontic services offered by graduates 

xv 
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XVI 

of the University of Stellenbosch with that practised by graduates 

ef other South African dental faculties. 

The results of this study revealed a remark~ble similarity between: 

(i) the scope and standard of paedodontic services which the graduates 

of the University of Stellenbosch offer when compared with that 

provided by the participating graduates of the other South African 

dental schools, as well as 

(ii) the factors influencing the paedodontics practised by both groups. 

Chapter VIII. General Discussion, Conclusions and Recommendations 

This investigation has established that paedodontics is widely accepted 

to be an extremely important facet of dental education and practice. 

By comparison, children's dentistry does not attain its rightful place in 

the dental curriculum at Stellenbosch University. Considerable changes 

are necessary in order to rectify the present situation and the following 

recorrmendations are put forward: 

1. Paedodontics should be established as an independent discipline. 

2. The establishment of either an independent department of paedodontics 

or a combination department of paedodontics and orthodontics, with 

an alternating chairman, is recommended. 

3. The principle of elective training in undergraduate dental education 

should be accepted. Elective training could be offered: 

(i) in the final six months of a five and one-half year 

undergraduate programme; 

(ii) as elective preregistration training during the envisaged 

internship period. 
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4. Postgraduate specialist training is essential if paedodontics is 

to realise its full potential. 

XVII 
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OPSOMMING 

Hoofstuk I. Inleiding 

In Suid-Afrika is die algemene tandheelkundige praktisyn geheel en al 

verantwoordelik vir die voorsiening van tandheelkundige behandeling aan 

kinders. Gevolglik is een van die doelwitte van die voorgraadse tand

heelkundige kurrikulum aan die Universiteit van Stellenbosch die 

opleiding van 'n algemene praktisyn wat bevoeg is om omvattende tand

heelkundige behandeling vir alle kategorie~ van kinders aan te bied. 

Aangesien hierdie benadering nie met die opvatting in die meeste lande, 

veral nie die aanvaarde leiers op die gebied van pedodonsie, ooreenkom 

XVIII 

nie is dit die doel van hierdie studie om die geldigheid van die filosofie 

van pedodontiese opleiding, soos dit in Suid-Afrika en aan die Universiteit 

van Stellenbosch toegepas word, in o~nskou te neem. 

Hoofstuk II. Pedodonsie opleiding : 'n Literatuuroorsig 

'n Oorsig van die beskikbare literatuur bring aan die lig dat onderrig 

in pedodonsie van land tot land aansienlik verskil. Lande waar daar 

aansienlike klem op beide voor- en nagraadse opleiding in pedodonsie 

geplaas word, sluit die Skandinawiese lande en die Verenigde State van 

Amerika in terwyl dit blyk dat die klem op die vakgebied in die Verenigde 

Koninkryk aan die toeneem is. 

Min inligting is beskikbaar met betrekking tot pedodontiese onderrig in 

baie lande van Wes-Europa, waar die stomatologiese stelsel van tandheel

kundige opleiding algemeen toegepas word en pedodonsie geheel en al 

nagraads aangebied word, wat 'n vergelyking moeilik maak. Dit blyk egter 

dat tandheelkundige opleiding in Wes-Duitsland hoofsaaklik ten opsigte 

van die volwassene georienteerd is, alhoewel daar tans beplan word om 
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hierdie vakgebied ingestel te kry. 

Min inligting insake pedodontiese onderrig in ander lande van die 

wereld is in die bestaande literatuur beskikbaar. 

XIX 

Wanneer pedodontiese onderrig in Suid-Afrika met die in lande soos die 

Verenigde State van Amerika en die Skandinawiese lande vergelyk word, blyk 

dit dat aanmerklik minder belang aan die vakgebied pedodonsie aan 

Suid-Afrikaanse universiteite geheg word. 

Hoofstuk Ill; 'n Opname van opleiding in pedodonsie 

Om aanvullende inligting insake pedodontiese onderrig oor the hele 

wereld te bekom, is daar 'n opname gemaak van 80 tandheelkundige skole 

in 26 lande. Die belangrikste bevindinge van hierdie opname sluit die 

volgende in: 

1. Daar word algemeen aanvaar dat pedodonsie 'n belangrike deel van 

die tandheelkundige kurrikulum uitmaak. 

2. Pedodontiese onderrig behoort opleiding in alle fasette van 

tandheelkunde vir alle tipes kinders in te sluit. 

3. Nagraadse opleiding is noodsaaklik indien die potensiaal van 

pedodonsie ten volle verwesenlik gaan word. 

4. Tandheelkunde fakulteite met onafhanklike pedodonsie departemente 

heg oor die algemeen meer waarde aan pedodonsie onderrig as wat die 

geval is met fakulteite sander onafhanklike departmente. Daar is 

veral 'n neiging om pedodonsie te verwaarloos wanneer hierdie 

vakgebied met die herstellende dissiplines in 'n enkele departement 

gegroepeer is. 
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5. Die instelling van elektiewe kursusse is 'n belangrike ontwikkeling 

in tandheelkundige onderrig. 

Hoofstuk IV. Die voorgraadse pedodonsie kurrikulum aan die Universiteit 

van Stellenbosth : 'n evaluasie deur afgestudeerdes. 

'n Vraelys is aan alle onlangs-afgestudeerdes van die Universiteit van 

Stellenbosch gestuur om hulle gesigspunte insake hulle voorgraadse 

pedodontiese opleiding vas te stel. Die belangrikste bevindinge van die 

ondersoek sluit die volgende in: 

1. Byna 40 persent van die gegradueerdes was van mening dat die 

voorgraadse lesure in pedodonsie ontoereikend is. 

xx 

2. Alhoewel afgestudeerdes oor die algemeen met die teoretiese pedodonsie 

kursus tevrede was, was 'n . groat persentasie van mening dat onvoldoende 

tyd aan kliniese opleiding bestee word. 

3. Volgens die mening van byna 60 persent van die afgestudeerdes behoort 

pedodonsie as 'n onafhanklike vakgebied aangebied te word en nie, soos 

tans, as deel van die kursus in herstellende tandheelkunde nie. 

Hoofstuk V. Internasionale tendense in pedodontiese praktykvoering 

en die lewering van tandheelkundige dienste aan kinders: 

'n literatuuroorsig. 

Opleiding in pedodonsie kan nie sander inagneming van pedodontiese 

praktyk oorweeg word nie. 'n Literatuuroorsig bring aan die lig dat, 

ten spyte van sekere uiteenlopende tendense, daar wereldwyd veel 

eenstemmigheid met betrekking tot basiese beginsels in hierdie verband 

bestaan. Interessante bevindinge van hierdie studie sluit die volgende in: 

1. Daar bestaan wereldwyd 'n tendens om kinders as 'n hoe tandheelkundige 

prioriteitsgroep te beskou. 
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2. Aangesien privaat tandheelkundige dienste tot die beskikking van 

slegs 'n relatief klein groep van die bevolking is, is 'n omvattende 

gemeenskapstandheelkundige diens vir kinders noodsaaklik indien daar 

aan alle tandheelkundige behoeftes van alle kinders voorsien moet 

word. 

3. Die uiteindelike mislukking van enige tandheelkundige diens vir 

kinders, indien dit nie primer voorkomend georienteerd is nie, is 

gewis. 

4. Die voordele van voorkomend-georiente~rde tandheelkundige versorging 

van kinders sluit in: 

(i) op kort-termyn, verbeterde mondgesondheid vir kinders; 

(ii) op lang-termyn, 'n afname in die behandelingsbehoeftes van 

volwassenes. 

5. Daar bestaan tans aansienlike meningsverskil ten opsigte van die 

aanwending van tandterapeute in kindertandheelkunde. Verdere 

ondersoek en navorsing in hierdie verband word aangedui. 

6. In beide private sowel as gemeenskapspedodontiese dienste, bestaan 

daar 'n behoefte aan pedodontiste met nagraadse opleiding. 

Hoofstuk VI. 'n Oorsig van pedodontiese praktykvoering deur 
afgestudeerdes van die Universiteit van Stellenbosch. 

XXI 

'n Vraelys is aan alle onlangs-afgestudeerdes van Stellenbosch Universiteit 

gestuur om sodoende vas te stel: 

(a) of afgestudeerdes van hierdie Universiteit wel op die wyse wat 

hulle opgelei is pedodonsie praktiseer; 

(b) wat die omvang is van pedodontiese behandeling wat uitgevoer word en 
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XXII 

(c) die faktore wat die omvang en standaard van pedodontiese behandeling 

wat afgestudeerdes aanbied, beTnvloed. 

Die belangrikste bevindinge van die ondersoek sluit die volgende in: 

(1) Praktisyns wat aan die ondersoek deelgeneem het, is nie primer 

voorkomend-georienteerd nie, maar eerder herstellend-georienteerd. 

Die rede wat 73 persent van privaatpraktisyns hiervoor aanvoer, 

is gebrek aan ouerlike belangstelling in voorkomende prosedures. 

Hierdie dui skynbaar op 'n ernstige tekortkoming in die vennoe 

van gegradueerdes om ouers van doeltreffende leiding en raad insake 

die voordele van voorkomend-georienteerde tandheelkunde te voorsien. 

Gesalari~erde afgestudeerdes het moeilike bekombaarheid van 

voorkomende materiale as die hoof rede vir beperkte voorkomende 

behandeling verskaf. 

(2) Roetine herstellende prosedures ontvang, oor die algemeen, 

voldoende aandag. 

(3) Da~r word nie voldoen aan die behoeftes van kinders met gedrags-

probleme, gestremdes en kinders wat gevorderde behandelingsprose

dures benodig nie. 

(4) Negentig persent van tandartse wat aan die ondersoek deelgeneem het, 

het aangetoon dat hulle behoefte het aan die dienste van spesialiste 

waarheen hulle sekere kinders vir behandeling kan verwys. 

Hoofstuk VI I. 'n Oars i g van pedodonti ese praktykvoeri ng deur 
afgestudeerdes van die Universiteite van die Witwatersrand, 
Pretoria en Wes-Kaapland. 

'n Vraelys is aan 'n ewekansige steekproef van tandheelkundige afgestudeerdes 

van die Universiteite van die Witwatersrand, Pretoria en Wes-Kaapland 

gestuur om sodoende: http://etd.uwc.ac.za/ 
 



(i) Die aard en omvang van pedodontiese dienste wat hulle aanbied 

vas te stel. 

{ii) Die faktore wat die omvang en standaard van pedodontiese 

behandeling beinvloed, te bepaal. 

(iii) Die omvang van pedodontiese dienste wat afgestudeerdes van die 

Universiteit van Stellenbosch aanbied met die van afgestudeerdes 

van die ander Suid-Afrikaanse .tandheelkunde fakulteite 

te vergelyk. 

Die bevindinge van hierdie ondersoek het 'n opvallende ooreenkoms getoon 

tussen: 

XXIII 

(i) die omvang en standaard van pedodontiese dienste wat afgestudeerdes 

van die Universiteit van Stellenbosch aanbied in vergelyking met 

die wat deur afgestudeerdes van die ander Suid-Afrikaanse 

tandheelkunde fakulteite voorsien word, sowel as 

(ii) die faktore wat die pedodontiese praktykvoering van albei groepe 

beYnvloed. 

Hoofstuk VIII. Algemene bespreking, gevolgtrekkings en aanbevelings. 

Hierdie ondersoek het vasgestel dat pedodonsie algemeen as 'n baie 

belangrike faset van tandheelkundige onderrig en praktyk beskou word. 

In teenstelling, bereik kindertandheelkunde nie sy regmatige plek in die 

tandheelkunde kurrikulum van die Universiteit van Stellenbosch nie. 

Aansienlike wysigings is noodsaaklik om sodoende die saak reg te stel 

en die volgende aanbevelings word gemaak: 

1. Pedodonsie behoort as 'n onafhanklike vakgebied erken te word, 
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2. 'n Onafhanklike departement van pedodonsie, of 1n gekombineerde 

pedodonsie-ortodonsie departement met 'n alternerende departementele 

voorsitter, behoort tot stand gebring te word. 

XXIV 

3. Die beginsel van elektiewe opleiding in die voorgraadse tandheelkunde 

kurrikulum behoort aanvaar te word. Elektiewe opleiding kan 

aangebied word: 

(i} tydens die finale ses maande van 'n vyf-en-'n-half jaar 

voorgraadse program; 

(ii} as 'n elektiewe kursus tydens die voorgestelde tydperk van 

verpligte internskap. 

4. Nagraadse spesialiste opleiding is noodsaaklik om te verseker dat 

pedodonsie sy regmatige plek in tandheelkunde inneem. 

http://etd.uwc.ac.za/ 
 



Background and problem 

CHAPTER I 
INTRODUCTION 

1 

In a study of paedodontic education and practice, it is appropriate to 

consider the definition of the term "paedodontics", also referred to as 

dentistry for children, paediatric dentistry or child dental health. 

Paedodontics has been defined by the American Academy of Paedodontics as 

"···. that area of dentistry concerned with the provision of comprehensive 
preventive and therapeutic oral health care for children from birth 

through adolescence, including care for special patients beyond the age 

of adolescence who demonstrate mental, physical and/or emotional 

problems." 

{American Association of Dental Schools, 1980 : 497). · 

J.ago {1971 : 250) describes paedodontics in plainer terms as: the 

whole of dentistry for the whole of the age-range of childhood." 

Holloway (1966: 205) adds: "The question remains, when does a child mature 

to an adult in the context of dental teachi.ng? The following definition 

is s.uggested. When a person has a stable, permanent dentition in good 

aesthetic and functional arrangement, and that person knows how to maintain 

h.is mouth in_ good order, then he may be considered a dental adult." 

The primary objective of paedodontic education should therefore be to 

train practitioners who are professionally competent to provide 

comprehensive oral health care for children. 

In the Republic of South Africa the dental care of children has, up until 

the present time, been catered for by the general dental practitioner. 

Paedodontics is not recognised as a specialty in this country and the 

training and utilisation of paedodontic therapists has not been 

implemented. 
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Limited public dental facilities are available for paedodontic care. 

Dental services for children are rendered largely by private practitioners 

on a fee-for-service basis. 

Several studies have drawn attention to the widespread incidence of dental 

caries and the high unmet need for dental treatment among children in 

South Africa (Commission of Inquiry into Fluoridation, 1966; Cleaton-Jones 

et al., 1978; Mcinnes & Vieira, 1979; Cleaton-Jones & Walker, 1980). 

The above situation regarding training and practice in paedodontics is 

in contrast to the situation in many regions of the world, where 

comprehensive public dental care systems for children have been introduced, 

paedodontic specialists have received recognition and/or therapists are 

widely utilised in the care of children. 

Objectives of the study 

Upon consideration of -the above-mentioned facts, it seems timely . to pose 

the following questions: 

(i} How does the paedodontic training received by the graduates of the 

University of Stellenbosch compare with that at other universities 

worldwide? 

(ii} Does the existing dental curriculum at th.is University provide 

sufficient time to teach an undergraduate all he should know to 

become competent in all aspects of the practice of child dental 

care? If not, in which facets of paedodontics does he consider his 
. . 

training to have been inadequate? 

(iii} Is it possible for the general practitioner, confronted with the 

innumerable demands and limitations of general dental practice, 

to also provide a comprehensive oral health service for all 
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categories of children? If general practitioners do not find it 

possible to render such a service, what are the factors which prevent 

them from doing so and which categories of children are not 

adequately provided for? 

(iv) How does the system of paedodontic dental care in South Africa 

compare with that in other countries, especially those known to have 

a high standard of child dental care? Is the introduction of 

additional categories of dental manpower, in particular specialist 

paedodontists, necessary for the provision of an optimal level of 

dental care for all children? 

In sunmary, is the present policy in the Republic of South Africa, and in 

particular at the University of Stellenbosch, regarding the training of 

personnel and the provision of oral health care for children the most 

appropriate one? This study has been undertaken with the objective of 

providing some tentative answers to these problems associated with 

paedodontic training and practice. Upon consideration of the above

mentioned four objectives, it is clear that the particular nature of the 

research involved must differ from that associated with a clinical 
.. 

paedodontic research project. This is a tertiary didactical curriculum 

study. The didactical nature of the study is apparent in the attention 

given to curriculum theory, the comparative international study of paedo

dontic curricula and teaching, and in the evaluation of the paedodontic 

curriculum of the University of Stellenbosch. The research methodology 

and general approach of this study necessarily differ from that of purely 

scientific studies in order to accommodate the comparative, evaluative and 

educational nature of research on curriculum. 
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CHAPTER II 

PAEDODONTIC EDUCATION -: A REVIEW OF THE LITERATURE 

A perusal of the literature reveals that publications concerning paedodontic 

education, curricular content and educational strategies in dental schools 

around the world are somewhat sparse. Research designed to evaluate the 

effectiveness of paedodontic curricula in preparing graduates for paedodontic 

practice is almost non-existent. No publication has appeared concerning 

paedodontic education in the Republic of South Africa. 

Although, as a result of the unique philosophies and circumstances of 

academics at each specific dental school, paedodontic education varies 

throughout the world, the paedodontic educator can derive some benefit by 

comparing and contrasting these different approaches. 

Paedodontic education in Scandinavia 

Gelbier (1964), reporting on dentistry in Norway, found that considerable 

emphasis was placed on training in children's dentistry, including preventive 

dentistry and interceptive orthodontics. Evaluation of students in 

paedodontics was found to be extensive and thorough. This was in contrast 

to the situation in the United Kingdom. 

In 1978 Bjorvatn and Magnusson published an article on the teaching of 

paedodontics in the Nordic countries. The study was initiated by the 

Nordic Association for Children's Dentistry in an attempt to identify 

conman aims in paedodontic teaching and practice within the Nordic 

countries. A questionnaire was sent to the 12 established dental schools 

in these countries, all schools responding to the questionnaire. 

http://etd.uwc.ac.za/ 
 



6 

The teaching of paedodontics as a separate subject started at the dental 

school in Oslo in 1924. With the exception of the dental schools of 

Helsinki and Turku, in Finland, all dental schools in the Nordic countries 

have a separate department of paedodontics, mostly established in the 

1940's. Each paedodontic department in Denmark, Sweden and Norway is 

headed by a professor. The authors concluded that although the teaching of 

children's dentistry varies somewhat in scope and volume in the various 

dental schools in Scandinavia, there is general agreement concerning the 

objectives of paedodontic education, so that all Nordic dental students 

receive a uniformly high standard of training in this discipline. 

Postgraduate paedodontic education in Scandinavia 

All the Scandinavian countries officially recognise paedodontics as a 

specialty (Cvek, 1982). Generally a· four and one-half year theoretical 

and clinical training is required for registration as a specialist, All 

Scandinavian dental schools offer postgraduate paedodontic programmes 

leading to the Ph.D. degree (Bjorvatn & Magnusson, 1978}. 

Paedodontic education in the United Kingdom 

Allred and Slack (1968) reported that an increasing emphasis had been 

placed on teaching in children's dentistry in Great Britain in the 20 

preceding years. 

In 1974 Silversin, Shafer and Sheiham reported on ~ study designed to compare 

certain aspects of dental education in Great Britain and the U~ited States. 

Comprehensive care of child patients in a combined paedodontic-orthodontic 

clinic is practised by students in all of the dental schools surveyed (five} 

in the United States, while five of the twelve participating British 
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schools reported comprehensive care of child patients. In the remaining 

schools in Britain treatment of children is on a departmental basis. 

The ratio of chairside dental surgery assistants in the paedodontic 

clinics in both countries ranges between 1 : 2 and 1 : 10 with a median 

7 

of 1: 5. At eight of the surveyed British schools, roving dental surgery 

assistants are available in the paedodontic clinic, the assistant to · 

student ratio exceeding 1 : 6. At four schools in the United States 

the ratio is 1 : 2. 

The median time spent on paedodontic clinical training in the schools 

surveyed in the United States was found to be more than twice the median 

clinical clock hours in children's dentistry in the United Kingdom. 

Greater emphasis is placed on the prevention of dental diseases in children 

at the American schools, compared with the British schools. 

In 1975 Silversen et al. published a report on a study that was carried 

out to investigate the relationship between what is taught in paedodontics 

at 12 schools in Great Britain and the paedodontics practised by 

graduates of these schools, mainly with regard to preventive dentistry. 

Data presented on the amount of teaching in paedodontics indicates that a 

wide variation exists in the emphasis given to children's dentistry in the 

various dental schools in Great Britain. This study further reveals that 

the amount of preventive dentistry for children practised by graduates of 

the British schools is disappointing. The authors attribute this to the 

fact that little emphasis is placed on the prevention of child dental 

diseases in some of the dental schools and also the system of remuneration 

in the General Dental Service of the National Health Service, which does 
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not encourage preventive dentistry. 

In 1976 the Court Committee recommended that "· . • the emphasis 

should move away from adult dentistry and repair, to children's dentistry 

and prevention." The Committee continued, "There is therefore a basic 

need to strengthen the child dentistry component of academic dental 

departments for children." (Hallet, 1980 : 16). 

A Joint Working Party set up by the British Paediatric Association and 

the British Paedodontic Society (1979) strongly recommended the o_fficial 

recognition of paedodontics as a specialty and the training of consultants 

in paediatric dentistry. 

The first chair of children's dentistry in the United Kingdom was created 

in 1951 at the University of Newcastle-Upon-Tyne (Hallet, 1980). 

Undergraduate dental training in Western Europe 

Austria, Italy, Spain, Portugal and Luxembourg 

In these countries dentistry is practised by stomatologists who complete 

the full medical course before continuing with a 2-3 year specialisation 

training in odontostomatology. (Zerosi, 1969; Pedersen, 1969), No 

particulars concerning training in children's dentistry in these countries 

could be gleaned from the literature. It is interesting to note that the 

dentist/population ratio in Portugal in 1964 was 1 : 70 000, while in 

Italy and Spain it was 1 6000 (Freihofer, 1964}. However, a considerable 

amount of illegal practice exists in these countries. 
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France and Belgium 

Two systems of dental education exist in France, namely the training of 

non-medically qualified dentists over a period of five years in dental 

schools as well as the stomatological system. The education of the 

stomatologist in France requires eight years of university study 

(Freihofer, 1964). Dental education is controlled by the State. 

Stomatologists hold a superior position in relation to their dental 

colleagues with regard to both range of practice and scale of fees 

9 

{Howe, 1975}. Specialisation in one field of dentistry is not encouraged, 

although a small number of practitioners restrict their practices to 

orthodontics (B.D.A. Report, 1968). The only postgraduate course 

available is a 2-year postgraduate doctorate in dental science 1 designed 

for university teachers and research workers. In Belgium a similar 

system operates, dentistry being practised by both dental surgeons and 

stomatologists (Freihofer, 1964). 

Switzerland 

Dental training in Switzerland is of four-and-a-half years' duration 

{Pedersen, 1969}. Since 1969 paedodontics has been officially recognised 

as an independent discipline in dental schools in Switzerland (Ben-Zur, 

1975). 

Greece 

In -1911 the first dental faculty was established in Athens as a section 

of the Faculty of Medicine. In 1970 the Dental Section of the Medical 

School became an independent Dental School. A second dental school has 

since been established in Salonica. 
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The duration of the dental undergraduate course in Greece is 5 years. 

Approximately fifty percent of candidates are women. The course in 

paedodontics is taught by the department of operative dentistry 

(Demetriou, 1973). No elective courses are offered in the dental 

curriculum. Postgraduate qualifications in dentistry are mainly academic 

in nature and specialties in dentistry have, as yet, not been officially 

recognised in Greece. However, several dentists have limited their 

practices to one field of dentistry. There are no dental hygienists or 

certified dental assistants in Greece. 

West Germany 

10 

Gelbier (1965) published an article on his impressions of dental education 

in Germany. In West Germany dental education is controlled centrally by 

the Federal Government. Prior to 1955 it was possible for any unqualified 

person to practise dentistry; it is now necessary to complete a five-year 

university course and take a practical and oral State examination. 

Following this, a nine-month period of internship in a hospital is required 

before the dental surgeon can commence practice. The first two-and-a~half 

years of study for dental and medical courses are almost identical. After 

this, clinical studies are commenced. At the time of Gelbier's study-visit 

to West Germany children's dentistry was not being taught as a se'parate 

entity, although there were plans to introduce the field of study, 

Paedodontics is not a recognised specialty in West Germany, orthodontics 

being the only officially recognised dental specialty in the country. 

Netherlands 

Since 1947 dentistry has been offered as a University course in the 

Netherlands, graduates being awarded a "doctorandus" degree after a study 

of five-years' duration (Nash, Plasschaert & Verdonschot, 1981). No 
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details concerning the paedodontic curriculum at the five dental schools 

in the Netherlands are available in the English-language literature. 

Undergraduate dental education in Eastern Europe 

The pattern of undergraduate medical and dental education in Eastern 

European countries is similar to that used in the Soviet Union. Rud 

(1968) suggested that more countries should consider implementing this 

pattern of dental education. During the first three years of training 

a basic "core curriculum" in human biology is offered to both dental and 

medical students, producing what Rud refers to as a "basic doctor". 

11 

·Thereafter, a student elects whether to continue training in medicine or 

dentistry, spending another two to three years 1 earning the "technique of 

his profession''. Rud suggested that this system of dental education would 

allow the present rigid curriculum (of Western Countries) to be made more 

fl exib 1 e. 

Poland 

The only information available on dental education in Poland was obtained 

from a short article written by Rostawa Ran-Rokicka (1972}. A dental 

student receives a five-year training at an Institute of Stomatology, 

which forms part of a Medical Academy. Students are instructed in all 

medical subjects, including pediatrics, psychology and psychiatry. The 

characteristic feature of dental education in Poland is the high standard 

of theoretical knowledge; · technological training is more limited. 

Paedodontics is taught in a separate department. No dental specialties 

are recognised in Poland. 
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Bulgaria, Czechoslovakia, Hungary, Yugoslavia and Rumania _ 

In these countries the duration of undergraduate odonto-stomatological 

education is likewise 5 years, while in Rumania it is of 6 years' duration 

(Pederson, 1969). No details concerning paedodontic education in these 

eastern European countries are available from the literature, although 

according to Rud (1968) the pattern is similar to that followed in the 

Soviet Union. 

In most countries of eastern Europe, including Bulgaria, Czechoslovakia 

and Rumania, paedodontics is officially recognised as a specialty 

(Leatherman, 1964). 

East Germany 

In 1965 Gelbier reported on dental education in East Germany following a 

visit to that country. 

In East Gennany all dental schools are under the jurisdiction of the State 

and faculty members are appointed by the government. The dental course 

is of 5 years' duration and the final examination is practical and oral. 

Courses in both paediatrics and paedodontics are presented during the 

final year. In direct contrast to the situation found in West Germany, 

much attention is paid to the teaching of children's dentistry in East 

Germany and students receive a thorough training in this subject. The 

following topics are included in the undergraduate paedodontic course: 

History of children's dentistry 

Caries of deciduous teeth 

Social problems of caries 

Organisation of treatment for children 

Dental health education (much emphasis is placed on this aspect) 
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Pathology and treatment of the deciduous pulp 

Traumatised teeth 

Periodontal disturbances 

Pros tti.eti cs 

Psychology 

Medication of teetn 

Surgery, anaesthesia and premedication. 

Following the completion of the final examination, the new dental surgeon 

must work for one year as an assistant to an experienced dentist and for 

a further two years in a state clinic. 

Paedodontic education in the Union of Socialist Soviet Republics 

In 1962 an eight-man dental exchange mission from the United States 

13 

visited the Soviet Union to report on dental education, research and 

practice in that country. The unanimous opinion of the members of the 

mission was that although the Soviet authorities have attempted to extend 

dental services to as many citizens as possible, the standard of dental 

education and the quality of dental service which was being rendered at the 

time of their visit was far inferior to that of the United States and 

many other countries of the world. 

In 1972 McDonald published a report on a visit to the Soviet Union as a 

participant in the U.S.-Soviet Health Exchange Program, providing 

additional information and views regarding dentistry in the U.S.S.R. 

Ettinger (1974} published a paper on a personal impression of dentistry 

and dental education in the U.S.S.R. gained from three weeks' observation 
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and conversation in three Russian cities. A subsequent study on dental 

education in the Soviet Union was published by Slack; Farmer and Duckworth 

(1977). As there were relatively few dentists in the U.S,S,R, prior to th.e 

1917 revolution, dental services were urgently ·needed at th.at time, Conse

quently a type of dental practitioner evolved known as a "three year dentist", 

who was taught 3 years of practical dentistry by means of an on-the-job 

apprentice-type training. The authorities were aware of the shortcomings 

of this category of dental personnel. The training of these practitioners 

was seen as a compromise to meet the pressing dental needs of the population 

and quality in training and service was sacrificed to quantity. In 1935 

the training of stomatologists, medically trained personnel specialising 

in dentistry, was commenced. The education of stomatologists at 

university level in the medical institutes gradually replaced, and has now 

entirely superseded, the training of the 11 3-year dentists". In these 

medical institutes, faculties of stomatology take their place alongside 

the faculties of therapeutics (primary medical care), paediatrics, public 

health and pharmacy. The medical institutes are autonomous institutions, 

unrelated to universities, under the jurisdiction of the Ministry of 

Health (Cooper, 1971). 

The stomatology course is of 5 years' duration. During the first two 

years students are taught basic science as well as the basic medical 

sciences. The curricula in all 5 faculties of the medical institutes 

(i.e. therapeutics, paediatrics, public health, pharmacy and stomatology) 

are identical during the first 2 years. This makes it possible to give 

future stomatologists a comprehensive theoretical medical training. 

The third, fourth and fifth years are devoted to the active training of 

stomatologists, about one-third of the total time being devoted to 
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stomatology and two-thirds to general clinical subjects - pharmacology, 

therapy, surgery, otorhinolaryngology, ophthalmology (Doinikov, 1969), 

and a 54-hour course in paediatrics (Ettinger, 1974). Four principal 

divisions of stomatology are recognised in curricula in the U.S.S.R. 

They are: 

(i) therapeutic stomatology, which includes 

cariology 

conservative dentistry 

endodontics 

periodontology 

and oral medicine 

(ii) oral surgery, which includes 

minor and major oral surgery 

trauma to logy 

· oncology 

and anaesthetics 

(iii} paediatric dentistry which includes 

paedodontics 

orthodontics 

and surgery of dento-facial anomalies 

(iv) orthopaedic dentistry, including 

occlusion 

crown and bridge therapy 

prosthetics 

and materials. 

15 
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The establishment of a course in paediatric dentistry as a separate 

division of the curriculum is a relatively recent innovation. 
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On completion of the five-year programme, the student is awarded a diploma 

"Physician Specialised in Stomatology". Approximately eighty percent of 

the stomatologists in the U.S.S.R. are women. 

Most of the academic personnel in the stomatology faculties are full-time. 

A few faculty members have half-time appointments. The staff-student 

ratio is in the region of 1 : 7. Most of the stomatology faculties do not 

have facilities for clinical training. Instead, clinical training is 

provided in local stomatologic polyclinics. Clinical instruction is given 

by the regular stomatology staff in the polyclinics (McDonald, 1972). 

Following a successful experiment in medical education at 5 institutes, 

a 6-month period of primary specialisation (the equ ·ivalent of an elective 

course} has recently been introduced in the final year of the stomatological 

course. The aim of this is to allow a senior student increased practical 

experience in the branch of stomatology in which he or she has a special 

interest i.e. therapeutic stomatology, oral surgery, orthopaedic 

dentistry or paediatric dentistry. The authorities are also considering 

lengthening the stomatology course to six years. 

Most new diplomates complete a one year "internship" in a large 

polyclinic in the region where they will eventually work. 

Higher clinical training is offered in 4 specialties, one of which is 

paediatric stomatology. This is a 2-year course. 
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Curricula for all the stomatology faculties of the Soviet Union are 

planned and revised annually at a conference of senior dental academics. 

Much importance is attached to continuing education programmes. The aim 

of the authorities is to offer every stomatologist a 3-4 month course 

5 years after graduation, and thereafter a short course every 3 yea rs. 

Paedodontic education in Australia 

Jago (1971}, in reviewing the place of child dental health in the 

undergraduate curriculum in Australian dental schools, came to the 

conclusion that education in paedodontics in his country has not kept 

pace with the times, the paedodontic curricula in all six schools being 

inadequate to meet the present needs of child dental health. He put 

forward a number of suggesti ans for changes to give paedodonti cs its 

rightful place in the curriculum. 

17 

Smales (1977} reported the results of an appraisal of the undergraduate 

dental curriculum at the University of Adelaide by recent graduates and 

final-year students. With regard to paedodontics, several graduates 

expressed the view that their undergraduate training had not equipped them 

adequately to manage handicapped or very apprehensive children. 

They also experienced problems in the application of preventive measures 

in dental practice. 

Postgraduate paedodontic education in Australia 

The Universities and the Australian College of Dental Surgeons provide 

postgraduate education in paedodontics. The Australian College of Dental 

Surgeons offers a postgraduate Fellowship, comprising a primary examination 

(consisting of anatomy, physiology, biochemistry and pathology) and a 
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final examinat.ion (Rowell, 19681. for the final examination candidates 
. . 

may select any one of the following combinations1 

1. Oral medicine, oral surgery, oral pathology and periodontics. 

2. Operative dentistry, crown and bridgework and ceramics. 

3. Prosthodonti cs. · 

4. Paedodontics, including orthodontics. 

There is official recognition of paedodontics as a specialty in Australia 

(Leatherman, 1964). 

Undergraduate dental education in the United States of Ame~tca 

Dental education in the United States is in the hands of members of the 

profession, acting through the American Dental Association which establishes 

and enforces standards of dental education (Hillenbrand, 19641. 

The official prerequisite for admission to dental studies is two years 

of college education beyond high school, although 45 percent of entering 

students have prior baccalaureate or master's de~rees (Hillenbrand, 1964}! 

Development of paedodontics in the United ~tates 
. ' . . 

In 1926 the Gies Report on Dental Education in the United States and 

Canada was published. In this report Gies commented on the apathy of 

dentists concerning the treatment of children and recommended that 

''··· the greatest concern of the dentist in private practice should be 

the oral health of the largest number of children he might be able to servc,11 

He continued: "Adequate oral health service during childhood may be 

expected to ensure the lar~est measure of enduring dental health thereafter, 

yet dentists as a body ... have not realised their social and 

professional obligations to make preventive dentistry for children http://etd.uwc.ac.za/ 
 



the fundamental purpose of dental practice." {Ring, 1972 176}. 

In those early years instruction in dentistry for children in dental 

schools in the United States was included in operative dentistry or 

preventive dentistry programmes. 
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The National Advisory Committee of the American Fund for Dental Health 

{1979) contends that prior to the 1940 1s when the establishment of 

departments of paedodontics in dental schools and the inclusion of 

instruction in children's dentistry as a separate unit of the curriculum 

became common practice, children in the United States suffered gross 

neglect of dental health needs. Many practitioners of the past were 

reluctant to treat children because of a basic lack of knowledge and 

experience in the clinical management of the child. The increase during 

the past three decades in the number of dentists providing a comprehensive 

service for children in their practices has been the direct result of 

increased emphasis and improved undergraduate and postgraduate training 

in paedodontics. 

Present-day education in paedodontics in the United States 

Between 1974 and 1976 the Council on Dental Education of the American 

Dental Association conducted an in~depth survey of curricula in American 

dental schools, the most comprehensive study of dental curricula ever 

undertaken in the United States. Some of the findings with regard to the 

teaching of paedodontics can be summarised as follows: 

1. Some schools present paedodontics in the form of a concentrated 

"block course'' while others spread it over the period of a year or 

more. 
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2. Total required instruction in paedodontics ranges from 16 to 561 hours, 

with a mean of 156,3 and a median of 148 hours. 

3. Didactic instruction in paedodontics is conducted mainly by means of 

formal lectures, although some schools reported the use of multiple 

modes of instruction. 

4. Twenty-five per cent of the schools did not report preclinical laboratory 

instruction in paedodontics. Laboratory clock hours at the remaining 

seventy-five per cent of scnools varies from 3 to 65, with a mean of 

23,5 and a median of 21,5. 

5. Clinical clock hours range from 18 to 516, with a mean of 124 and a 

median of 120. 

Minimum clinical requirements exist in 64 per cent of the responding 

schools. At 50 per cent of responding schools, the treatment of a 

specified number of patients is the only requirement, while two schools 

require a specified number of clinical procedures, and the remainder 

have minimum quotas for both patients and procedures. The lower 10 

per cent of the class almost always exceed the minimum requirem~nts, 

while the upper 10 per cent of the students usually complete twice as 

many clinical procedures as the lower 10 per cent of the class. 

Twenty per cent of the responding schools did not report clinical 

instruction in paedodontics. 

6. Ninety-seven per cent of the responding schools reported having 

instructional objectives in paedodontics, 69 per cent of the schools 

revising the objectives at least every two years. 

7. Sequencing of instruction does not differ appreciably at the different 

schools. Itiitial instruction usually includes a didactic course and 
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laboratory techniques, followed by didactic and clinical instruction 

and finally clinical instruction alone. Paedodontic instruction 

usually continues until the end of the final year of study. 

8. Increased instructional emphasis and increased clock hours in 

paedodontics during the last 10 years were reported by 61 per cent 

of the responding schools. Areas in paedodontics which receive 

increased emphasis include prevention, behaviour guidance, space 

maintenance, diagnosis and treatment planning, acid-etch techniques, 

fissure sealants, speech, and inhalation sedation. There was a 

definite reduction -in emphasis in paediatric restorative dentistry 

reported from some schools. 

9. Performance standards and evaluation. 
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In addition to the evaluation of the technical aspects of child-care, 

almost all schools evaluate students on non-technical perfonnance such 

as student-child interaction and student-auxiliary interaction. 

Paedodontics. as a specialty in the United States 

In an article published in 1966, Ireland discusses the preparation of 

specialists in the field of paedodontics. Between 1939 and 1947 the 

Council on Dental Education of the American Dental Association conducted 

an extensive study of specialties in dentistry. In a report published in 

1947 it was announced: 

(i) That a specialty is a field of practice calling for intensive 

study and experience beyond graduation from dental school. 

(iil That the specialties justifying recognition were oral surgery, 

orthodontics, paedodontics, periodontics and prosthodontics. 
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{iii) That the limits of the practice of a specialty should be 

determined by each specialty group. 

{iv) That certification by an approved specialty examining board 

is the most desirable method of giving public recognition to the 

speci a 1 i st. 

In 1949 paedodontics was officially granted recognition as a specialty in 

dentistry. 

Qualifications required of the specialist paedodo~tist 

The qualifications required of th~ paedodontist are determined by the 

American Board of Pedodonti cs. The Board defines a spec.i a 1 i st 

paedodontist as follows: 

"A children's dental specialist, in a like manner to the children's 
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medical specialist, should be equipped to treat any health condition that 

arises within the age group he serves in the area of his responsibility. 

For the paedodontist, this responsibility includes any oral health 

condition which may arise with the exception of major orthodontic treatment 

or major oral surgery, whi.ch should be referred to specialists in those 

areas of practice." 

In February 1948 the American Board of Pedodontics formulated recommenda

tions for the training of specialist paedodontists. Dentists who 

specialise in paedodontics should possess a thorough knowledge of and 

competence in the following: 

{i) Guidance of behaviour of child patients and parent counselling. 

{ii) Specialised operative and prosthetic procedures. 

(iii) Materials. 
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{ivl Oral surgery and local anaesthesia. 

{v) The proper use of premedication and postmedication and adequate 

experience in operating with general anaesthesia. 

{vi) Conman diseases of childhood, their oral lesions and other 

lesions found in the soft and supporting tissues of the mouths 

of children. 

{vii) The care of hospitalised children. 

(viii) Endodontic treatment of primary and you_ng permanent teeth. 

{ix) Management of traumatised teeth. 

{x) Ability to di_agnose, and treat where indicated, any health, 

growth or developmental problem. Preparation for practice as 

a paedodontist should include: 

(a) Experience in interceptive orthodontic treatment. 

(b) Courses in the etiology and diagnosis of malocclusion. 
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(c} Wide experience with the detection, diagnosis, family history, 

and treatment of anomalies of the teeth and dental arches. 

(d} Observational physical appraisal of children gained from 

seminars, lectures and ward-rounds in pediatrics. 

(e) Complete oral treatment and rehabilitation of children 

experiencing handicapping conditions. 

(fl Study of the embryologi.c development of th.e head, jaws and 

teeth. 

(gl Experience with suitable radiograph.ic techniques and 

radiologic evaluations. 

(h) Selected knowledge of anth.ropology, genetics, endocrinology, 

and research in human development, nutrition and biochemistry. 
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(i) Experience with the treatment of systemic syndromes that 

include the mouth or teeth. 

(j} Experience with juvenile prosthetics. 

(xi) Educati.on and preventive procedures for the maintenance ·of good 

oral health. 

(xii} Experience with the scientific method and the critical appraisal 

of information. 

Paedodonti c education in Japan , 
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Information regarding paedodontic education in Japan was published by 

Otani and Mori in 1975. The first dental school in Japan, a private 

institution, was founded in 1888. The first government dental school was 

established in 1928. 

The entire Japanese educational system was completely reformed by the 

United States Army which occupied Japan from 1945 to 1951. Following 

this, a dental course was introduced similar to that in the United States, 

with a two-year predental training followed by a four-year graduate course, 

leading to the degree of Doctor of Dental Surgery (ODS). Most of the 

Japanese dental schools have departments of paedodontics, The .academic 

staff required in each department at most dental schools consists of 

1. professor, 1 associate professor, 1-3 lecturers, a minimum of 

3 assistant lecturers, and a minimum of 3 part-time lecturers. Since all 

the dental schools in Japan are under the direct or indirect supervision 

of the Minis.try of Education, the curriculum of each school is more or 

less the same. Approximately 120 hours are devoted to paedodontics and 

135 to preventive dentistry. A postgraduate degree, Doctor of Dental 

Science (0.0.Sc.) is awarded following a four-year course and the 
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presentation of a thesis based on original research. 

Paedodontics in Israel 

In 1953 the first group of students began their studies at the newly 

established Hebrew University Dental School. The course covers a period 

of six years, leading to the degree of doctor of dental medicine, after 

successful completion of an examination and presentation of· a thesis. 

In paedodontic training great emphasis is placed on the prevention of 

dental disease, behavioural aspects of child management and problems of 

the handicapped child. (Wootliff, 1973). 

Dental education in Brazil 

Very little information exists on paedodontic training in Brazil. In 1974 

Smith, Meira and Dasilva published a report on dental education in Brazil, 

revealing that the training of dentists in this country has advanced 

rapidly in recent years. Approximately one-third of dental students are 

women. Four years of study are required for completion of the dental 

course in most schools, the course in paedodontics being presented in the 

final year. The majority of dental faculty members in Brazil teach on a 

part-time basis, combining teaching with private practice. Specialty 

training is on the increase, including postgraduate education in 

paed.odonti cs. 

Dental education in Senegal 

In 1977 Grappin published an article on dental education in Senegal. At 

present two categories of dental personnel are trained in this African 

country : university trained dentists and operating dental auxiliaries 

(dental therapists). Preventive and social dentistry is a major subject 

http://etd.uwc.ac.za/ 
 



in the dental curriculum~ while paedodontics is becoming increasingly 

important in view of the emphasis given to prevention. In the fourth 

year of the 5-year course 60 hours are devoted to preventive dentistry 

and 50 hours to paedodontics, while in the fifth year 90 hours are 

allocated to preventive dentistry and 50 hours to paedodontics. Muth of 

the students' practical experience is gained from clinical work done 

"in the field", at dental centres, in schools, and in suburban and rural 

communities. Orthodontics is not a priority subject in this part of 

Africa where, according to the author, the syndromes observed are less 

complex and the needs fewer. 

Paedodontic training in Costa Rica 
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In recent years an intensified course in paedodontics has been introduced 

in the undergraduate curriculum in Costa Rica (Pauly, 1969). Nevertheless, 

experience has taught that it is not possible in the undergraduate course 

to adequately equip the future dentist who intends dedicating his career 

to the treatment of children. Because the training of specialist 

paedodontists is expensive, and large numbers of paedodontic personnel are 

required to treat the extensive dental needs of the children of Costa Rica, 

the proposed training of "intermediate paedodontists'' is described. These 

"intermediate paedodontists" are fully trained dentists who receive 

part-time postgraduate training (four hours per day) for a period of one 

year. 

Paedodontic training in South Africa 

At all dental schools in South Africa, namely Witwatersrand, Pretoria, 

Stellenbosch, Western Cape and Medunsa, paedodontic education is based on a 

traditional approach which is practically identical at the five faculties. 
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Paedodontics is administratively and academically grouped with the 

restorative disciplines, forming a single Department of Restorative 

Dentistry. The discipline is introduced at the beginning of the fifth 

year of study and is not examined independently, but as part of the 

subject "Restorative Dentistry". No chair of paedodonti cs exists at any 

South African university. Paedodontics is not recognised as a specialty 

in this country and specialist training is not offered; only limited, 

academically-orientated post-graduate courses in paedodontics are 

available. (Year Books, Universities of the Witwatersrand, Pretoria, 

Stellenbosch, Western Cape and Medunsa, 1982). 

Discussion and Conclusions 

Although texts concerning paedodontic education in dental $Chools around 

the world are somewhat sparse, this survey of the available literature 

has revealed that paedodontic education varies considerably from one 

country to another. 

Furthennore, when compared with paedodontic education in countries such 

as the United States of America, Norway, Denmark and Sweden, it is apparent 

that considerably less significance is attached to the discipline of 

paedodontics at South African universities, including the University of 

Stellenbosch, where paedodontics is not recognised as an independent 

discipline, no department or chair of paedodontics exists and only very 

limited postgraduate education in paedodontics is available. 
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CHAPTER III 

A SURVEY OF PAEDODONTIC EDUCATION 

Introduction 

This survey was undertaken in order to gain information, additional to 

that available in the literature, concerning course content and teaching 

practices in paedodontic education in countries around the world. 

Materials and methods 

The information reported was obtained by means of a questionnaire 

32 

{Appendix I), which contained questions concerning departmental 

organisation and staffing, student-faculty ratios, undergraduate didactic 

curriculum, preclinical and clinical instruction, instructional strategies, 

examination format, elective courses, postgraduate programmes and 

continuing education. 

The questionnaire was mailed to the one-hundred and seventy dental schools 

around the world for which postal addresses were obtainable. Eighty 

schools (47% of those contacted) in twenty-six countries (65% of the 

countries approached) responded. Countries from which no response was 

obtained were Argentina, Brazil, Portugal, Spain, Greece, East Germany, 

Italy, Czechoslovakia, Hungary, Poland, Rumania, Taiwan and India. 

The fact that the use of the English language is very limited in many 

countries of the world, has no doubt been an important factor in this 

study. The one dental school in France which replied to the questionnaire, 

did so in French. Likewise, several German schools replied in German, 

while the participating Japanese schools experienced great difficulty with 

their use of the English language~ It is probable that the southern and 

eastern European countries, as well as the Asian and South American 

countries which did not participate, did not do so because of language 
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difficulties. 

No dental school in any communist country replied to the questionnaire, 

which seems to indicate that the prevailing international political 

situation further influenced participation in the study. 

Table 1 lists the schools responding to the questionnaire. 

Table 1 

DENTAL SCHOOL 

Hadassah School of Dental Medicine 

Dalhousie University, Halifax, Nova Scotia 

University of Saskatchewan, Saskatoon 

University of Manitoba, Winnipeg 

University of Alberta, Edmonton 

University of British Columbia, Vancouver 

University of Birmingham 

University of Liverpool 

University of Leeds 

University of Sheffield 

University of Bristol 

The .Royal Dental Hospital, London 

University College Hospital Dental School 

University of Glasgow 

Welsh National School of Medicine 

Dublin Dental Hospital 

University of Otago, Dunedin 

University of Adelaide 

University of Queensland, Brisbane 

COUNTRY 

Israel 

Canada 

Canada 

Canada 

Canada 

Canada 

England 

England 

England 

England 

England 

England 

England 

Scotland 

Wales 

Republic of 

New Zealand 

Australia 

Australia 

Ireland 
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DENTAL SCHOOL 

Tokyo Medical and Dental University 

Osaka Dental University 

University of Geneva 

University of Bern 

University of Basel 

Rijksuniversiteit, Utrecht 

Liege University 

Mainz University 

University of TUbingen 

University of Giessen 

Kiel University 

University of Bonn 

University of Cologne 

University of Heidelberg 

Freie Universitat Berlin 

University Dental Institute, Frankfurt/Main 

Royal Dental College, Aarhus 

University of Oslo 

University of Bergen 

University of Turku 

Lunds University, Malmo 

Gothenburg University 

Northwestern University, Chicago 

University of the Pacific, San Francisco 

Columbia University, New York 

University of California at San Francisco 

Indiana University, Indianapolis 

Louisiana State University, New Orleans 
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COUNTRY 

Japan 

Japan 

Switzerland 

Switzerland 

Switzerland 

Netherlands 

Belgium 

Germany 

Germany 

Germany 

Germany 

Germany 

Germany 

Germany 

Germany 

Germany 

Denmark 

Norway 

Norway 

Finland 

Sweden 

Sweden 

United States 

United States 

United States 

United States 

United States 

United States 
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DENTAL SCHOOL 

University of Colorado, Denver 

Howard University, Washington D.C. 

Loma Linda University, California 
Loyola University of Chicago, Maywood 

University of Pittsburg, Pennsylvania 

University of Alabama, Binningham 

University of Texas, San Antonio 

Medical College of Georgia, Augusta 

Universit~ of California at Los Angeles 

University of Minnesota, Minneapolis 

University of Oregon, Portland 

University of Tennessee, Memphis 

Temple University, Philadelphia 

Virginia Commonwealth University, Richmond 

Medical University of South Carolina 

State University of New York at Buffalo 

Harvard School of Dental Medicine, Boston 

New York University 

University of North Carolina, Chapel Hill 

State University of New York at Stony Brook 

University of Connecticut, Farmington 

New Jersey Dental School, Newark 

West Virginia University, Morgantown 

Case Western Reserve University, Cleveland 

University of Kentucky, Lexington 

University of Puerto Rico, San Juan 

University of the Witwatersrand, Johannesburg 

Universidad de Costa Rica 

Facultad de Odontologia, Montevideo 

Universidad de Concepcion, Concepcion 

University of the Philippines, Manila 
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COUNTRY 

United States 

United States 

United States 
United States 

United States 

United States 

United States 

United States 

United States 

United States 

United States . 

United States 

United States 

United States 

United States 

United States 

United States 

United States 

United States 

United States 

United States 

United States 

United States 

United States 

United States 

Puerto Rico 

Republic of South Africa 

Costa Rica 

Uraguay 

Chile 

Philippines 
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I 

DENTAL SCHOOL 

Universite de Nantes, Nantes 

University of Vienna, Vienna 

' 
COUNTRY 

France 

Austria 
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A great deal of variation exists in the curricula in the dental schools 

surveyed. Some of the respondents omitted sections of the questionnaire 

that were not applicable to their programmes. The University of Vienna, 

Austria, reported that all dental studies in Austria are postgraduate, a 

medical qualification being a prerequisite for admission to a dental 

faculty. For this reason the paedodontic course at this university is not 

comparable to undergraduate courses in pediatric dentistry and has not 

been taken into further account. Replies received from the Universities 

of Costa Rica, Montevideo, Conception, the Philippines and Nantes arrived 

after completion of the tabulation of the results and data from these 

universities has therefore not been included. 

Results 

Results from the survey are reported in five major topic areas: 

(1) organisation and administration 

(2) under.graduate curriculum 

(3) examination format 

(4) elective courses 

(5) postgraduate programmes and continuing education 

I 
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ORGANISATION AND ADMINISTRATION 

Academic staff: 

The number of faculty members involved in teaching courses in paedodontics 

varies considerably from school to school. Appendix II presents the 

complete data concerning academic staff at the dental schools surveyed. 

Table 2 presents a summary of the raw data. Table 3 presents details 

* ** *** concerning range, mean and median values. 

Schools who reported sharing staff with other departments, or who 

furnished incomplete details, were not taken into account. 

The total number of full-time academic staff in paedodontics ranges from 

0 to 14, with a mean of 3,7 and a median of 3,5. Part-time faculty 

ranges from 0 to 24, with a mean of 5~1 and a median of 4. The data 

concerning part-time academic staff reflect only numbers of part-time 

faculty; details concerning clock-hours involved were not furnished by 

the majority of schools. At the five schools from which these details' 

were obtained, the clock-hours spent by each part-time faculty member 

on academic activities varies from 15 hours to 3 days per week. 

* Range: This is the difference between the nighest and the lowest 
values of the variable: · 

** Mean: This is the arithmetic mean, or average, of the observations, 

*** Median: This is the middle observation when the observations are 
arranged in order of magnitude. 
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Table 2. Paedodontic academic staff : summary of the data. 

Full-time academic staff Part-time academic staff 

Rank 0 1 2 3 4 5 6 7 8 9 9 0 1 2 3 4 5 6 7 8 

Professors 
Associate Professors+ 16* 10 12 6 13 5 4 3 0 1 0 29 10 7 7 3 5 1 0 2 

and Assistant Professors+ 

Other academic staff** 42 8 10 3 5 0 1 0 0 0 1 28 9 8 3 3 7 3 2 2 

Total number of 
academic staff 7 8 12 8 13 7 5 5 1 2 2 8 8 10 8 5 8 2 4 4 

* Number of schools reporting. 

** Includes Senior Lecturers~ Lecturers, Senior Instructors and Instructors. 

+ The connotation attached to titles such as "Associate Professor", "Assistant Professor" and 
''Senior Lecturer" varies from one country to another. 

9 

3 

2 

4 

9 

2 

2 

8 

w 
CX> 
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Table 3. Pedodontic academic staff : range, mean and median values. 

Full-time academic staff Part-time academic staff 

Rank Range Mean Median Range Mean Median 

Professors, 
Associate Professors 0 - 9 2,6 2 0 - 21 2,4 1 
and Assistant Professors 

. ** Other academic staff 0 - 12 1,2 0 0 - 21 2.J 1 

Total number of 
academic staff 0 - 14 3,7 3.5 0 - 24 s,1 4 

** Includes Senior Lecturers, Lecturers, Senior Instructors and Instructors. 

w 

'° 
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Ratio of faculty members to students in the paedodontic clinic 

The teacher / student ratio in the paedodontic clinic varies between one 

to one and one to seventeen, with a mean value of one to six and a 

median value of one to six. The raw data is presented in Appendix III 

Table 4 summarises the ratios reported by the responding dental schools. 

Table 4. Ratio of teachers to students. 

Number of schools reporting Ratio 

1 1 . 1 . 
3 1 . 2,5 . 
4 1 . 3 . 
8 1 . 4 . 
3 1 . 4,5 . 

12 1 . 5 . 
8 1 : 6 
1 1 : 6,5 
4 1 . 7 . 
1 1 . 7,5 . 

11 1 . 8 . 
3 1 . 9 . 
1 1 . 10 . 
1 1 . 12 . 
1 1 . 15 . 
1 1 . 17 . 

Departmental structure 

I. Separate department. 

Thirty-eight of the seventy-four dental schools responding to this 

section of the questionnaire reported having a separate department 

of paedodontics, incorporating no other disciplines. This includes 

twenty~seven of the thirty-one schools in the United States, five of 
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the six in Scandinavia, both of the two in Japan, three of the ten 

in Great Britain and the one responding school in Israel. 

II. Combination departments 

Various combinations between paedodontics and one or more other 

disciplines to form a single department were reported. 

(i) Paedodontics and orthodontics 

41 

Paedodontics and orthodontics are taught in the same department 

in eleven of the seventy-four responding schools (all three 

dental schools in Switzerland from which replies were received, 

the one responding school in Belgium, one in Canada, two in 

Great Britain, one in Finland and two in the United States). 

(ii) Paedodontics and preventive/community dentist~y. 

A combination of paedodontics and one or both of the disciplines 

of preventive and community dentistry was reported from six 

schools (all three responding schools in Australia and 

New Zealand, two in Canada and one in the United States). 

(iii) Paedodontics, orthodontics and preventive/community dentistry. 

The University of Puerto Rico combines these disciplines in a 

single department, the Department of Ecology, as does the 

University of Leeds (Department of Child Dental Health). 

(iv) Paedodontics and conservative dentistry. 

Of the nine dental schools in Germany which responded, eight 

combine paedodontics with conservative dentistry; one school 

in addition includes orthodontics in the department and 

another periodontology. One school in Canada, three in Great 

Britain and one in the Netherlands also report combination 
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departments of paedodontics and conservative dentistry. 

The complete data concerning departmental structure is contained 

in Appendix IV. 

Non-academic staff 

Seventy-one of the seventy-four dental schools responding to this 

sect"ion reported employing ancillary personnel in their paedodontic 

section or department. 

Twenty-eight schools have one head-nurse or matron for paedodontics, 

while two schools have three matrons each. At four of the responding 

schools the department of paedodontics shares a matron or head~nurse 

with another department or departments. 

Fifty-six of the responding dental schools have from one to twenty-six 

full-time chairside assistants in the paedodontic clinic, (a mean of 

4,5 and a median of 4}, while eight other schools utilise from one to 

twelve part- time chairside assistants. 

Twenty-four schools utilise dental hygienists in the paedodontic clinic, 

while only five employ dental therapists. Fourteen departments of 

paedodontics have one or more full-time dental technicians at their 

disposal, while most of the other respondents report sharing technicians 

with 0th.er departments. 

Sixty-two of the responding schools have clerical staff to assist in 

paedodontics; this includes secretaries, receptionists and clerks. 

Full details concerning non-academic staff appear in Appendix V. 
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UNDERGRADUATE CURRICULUM 

Undergraduate teaching in paedodontics consists of a didactic o~ 

theoretical cOmponent, a preclinical course and clinical practice. 

Curriculum clock hours 

The clock hours of didactic, preclinical and clinical instruction vary 

considerably at the responding dental schools. Appendix VI presents the 

raw data. Table 5 presents a summary of the curriculum clock hours. 

Didactic (theoretical) hours: 

Total theoretical hours reported range between 16 and 170 hours, with a 

mean of 52,8 hours and a median of 45,5 hours. 

Didactic instruction is conducted mainly by means of formal lectures. 

One school reported that it conducts no formal lectures in paedodontics, 

while the maximum clock hours reported for formal lectures was 132, with 

a mean of 37,9 hours and a median of 30 hours. A number of schools use 

multiple modes of instruction, including seminars, discussions and 

demonstrations. The clock-hours devoted by 59 schools to seminars and 

discussions ranged between 0 and 60, with a mean of 11,4 and a median 

of 8. The time spent on demonstrations at 60 schools ranged from 0 to 

40 hours, with a mean of 31 3 and a median of o. 

Self-instructional aids 
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The section on self-instructional aids was completed by 66 schools. 

Thirty-eight schools reported partial use of self-instructional methods, 

while four schools use self-instruction as the primary mode of instruction 

and twenty-two schools do not utilise this method at all. At two 

schools self-instructional aids are used totally for the preclinical 
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(laboratory) course. 

Preclinical (laboratory) hours: 

Of the 62 schools which responded to this section of the questionnaire, 

45 (72,6%) include a preclinical course in the paedodontic curriculum. 

The total hours spent on preclinical (laboratory) instruction in 

paedodontics in the responding schools ranged from 0 to 157, with a 

mean of 19,5 and a median of 15. 

Clinical hours: 

The total time allotted for clinical experience ranges between 25 and 

354 hours, with a mean of 126>9 hours and~ median of 120 hours. 

Regional variations 
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Regional variations in the curriculum clock hours devoted to paedodontics 

are noteworthy. These variations are presented in Table 6, 
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Table 5. Curriculum Clock Hours. 

Type of Instruction Number of Schools Range 
Responding 

1. Didactic instruction 
(a) Total didactic hours 64 16 - 170 

(b) Formal lectures (hours) 62 0 - 132 

(c) Seminars and discussions 59 0 - . 60 (hours) 

(d) Demonstrations (hours) 60 0 - 40 

2. Preclinical (laboratory) hours 62 0 - 157 

3. Clinical hours 55 25 - 354 

Mean 

52,8 

37,9 

11,4 

3,3 

19,5 

126,9 

Median 

45,5 

30 

8 

0 

' 

15 

120 

~ 
U'I 
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Table 6. Regional variations in curriculum clock hours in paedodontics. 

Region Type of Instruction Number of schools 
responding to all sec-
tions of question 

1. United States and (i) Total didactic 
Canada hours 

(ii) Preclinical hours .29 
(iii) Clinical hours 

2. United Kingdom (i) Total didactic 
and Republic hours 
of Ireland (ii) Preclinical hours 6 

(iii) Clinical hours 

3. ~ordic countries (i) Total didactic 
hours 

(ii) Preclinical hours 4 
(iii) Clinical hours 

4. Australia and (i) Total didactic hours 
New Zealand (ii) Preclinical hours 3 

(iii) Clinical hours 

Range 

24 - 170 

0 - 157 
40 - 354 

25 - 53 

0 - 50 
60 - 135 

74 - 168 

0 .. 20 
105 - 201 

20 - 51 

1 - 9 

51 - 193 

Mean 

58,1 

26,1 
155,8 

40,5 

23,8 

90,5 

108 

11 

146,8 

40,3 
5,8 

105,3 

Median 

48 

18 
135• 

42,5 

22 
80 

95 

12 

140,5 

50 
7,5 

72 

~ 
O'I 
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Table 6 (continued) 

Region Type of Instruction Number of schools 
responding to all sec-
tions of question 

5. Japan (i) Total didactic 
hours 

{ii) Preclinical hours 2 

(iii) Clinical hours 

6. Western Europe (i) Total didactic hours 7 
(Germany, (ii) Preclinical hours Paedodontics not 
Switzerland, taught as a separate 
Netherlands) (iii) Clinical hours discipline at 4 

responding schools 
in Germany 

. Range 

60 .. 72 

15 ... 40 

16 - 20 

22 - 38 

0 - 14 

25 - 93 

Mean 

66 

27,5 
18 

30,3 

3,1 

49,6 

Median 

66 

27,5 
18 

30 

0 

45 
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Sequencing of instruction 

Sixty.three schools responded to this section of the questionnaire which 

concerns the sequencing of the didactic, preclinical and clinical 

components of paedodontic instruction. When considering this data it 

should be borne in mind that some differences exist in the duration of 

the dental curriculum offered by dental schools in the various countries. 

In the United States, almost all students entering dental schools have 

completed a four year college programme; most dental programmes are 

four years in length, a small number of schools offering a three year 

curriculum. All schools in the Nordic coontries offer a five year 

curriculum, as do most of the schools in the United Kingdom and Europe, 

New Zealand and Australia, while the South African schools have a five

and-one-half year course and the schools in Japan and Israel a six year 

curriculum. 

Generally, schools in the United States and Canada commence didactic 

instruction early in the course. At 13 of the 31 responding schools in 

the United States didactic instruction in paedodbntics commences during 

the first year of dental studies, while at 13 North American schools 

(United States and Canada) paedodontic lectures begin in the second year. 

The University of Liege similarly introduces the didactic course at the 

beginning of the second year. In the United Kingdom most of the 

responding dental schools commence paedodontic lectures in the third year 

of study, as is the case in New Zealand, at some Scandinavian schools 

and at one of the two responding Japanese schools. Both responding 

Australian schools introduce paedodontic lectures in the fourth year; 
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while the responding Swiss, German, Israeli, Dutch and two of the 

Scandinavian schools commence their didactic courses in the fourth or fifth 
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years of study. In the majority of schools didactic instruction 

continues until the final year (42 schools), although several (16) 

schools complete their didactic course in the penultimate year and a 

small number even earlier. Most of the schools reported commencing the 

preclinical (laboratory) course in the same year as the didactic course 

or one year later. 

Clinical instruction generally commences during the same year as the 

introduction of the didactic course (30 schools) or one year later (26 
I 

schools) and usually continues until the final year of study. 

Table 7 summarises the years of presentation of the didactic, preclinical 

and clinical courses. 

Table 7. Sequencing of instruction. 

Type of Years of presentation 
instruction 1 2 3 4 5 6 

1. Didactic 13* 26 41 31 21 2 

2. Preclinical 6 17 13 7 7 1 

3. Clinical 4 14 37 35 17 5 

* Number of schools reporting. 

Topics presented in the lecture course in paedodontics 

Table 8 presents a summary of the topics presented in the paedodontics 

course in the various schools as well as the time spent on each topic. 

Sixty-two schools completed this section of the questionnaire, although 

not all schools furnished complete details in all sections of the 
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questions. Some of the topics are only partly presented in paedodontics, 

the balance of the lectures being given in another department or 

departments. The figures in Table 8 represent the paedodontic component 

of the lectures. 
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At the majority of schools the section on growth and development is jointly 

presented by paedodontics and orthodontics, or paedodontics and oral 

biology, while at a number of schools this topic is dealt with in the 

orthodontic and/or .oral biology courses only. Similarly the lectures on 

tooth morphology are presented jointly by paedodontics and oral biology 

at several schools, while paedodontics usually covers the section on 

preventive and interceptive orthodontics in collaboration with orthodontics. 

Several schools report the use of self-instructional materials in the 

presentation of the instruction on paediatric operative dentistry. 

A number of the topics included in table 8 are regarded by several schools 

as being largely or totally postgraduate. These include the treatment of 

handicapped children, treatment under general anaesthesia, oral surgery 

for children and dentures for children. Additional topics, which were not 

included in the questionnaire but which some schools reported including 

in their undergraduate lecture course in paedodontics are paedodontic 

practice management, hospital dentistry, cleft palate rehabilitation, 

auxiliary utilisation in paedodontics, speech and language problems, 

dentistry for the adolescent, social dental services for children and 

history of paedodontics. The complete data concerning lecture courses in 

paedodontics is contained in Appendix VII. 

Preclinical (laboratory) cours~ 

Although the specific content of the laboratory course was not solicited, 

a number of schools nevertheless furnished details of their preclinical 
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progranmes. 

Procedures_ generally included in the course are the following: 

1. Cavity preparations of primary teeth utilising typodonts and 

phantom heads. 

2. Pulpotomy .procedures on extracted primary teeth. 

3. Application of rubber dam: 

4. The use of the stainless steel crown. 

5. Manufacture of space maintainers. 

6. The use of preventive and restorative adhesive composite resins. 
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Table 8. Topics presented in the undergraduate paedodontic course. 

Number of schools Number of schools t Paedodontic lecture time in minutes 
presenting not presenting 

I I I Topic I partially or at all or Range Mean Median 
totally in presenting totally 
paedodontics in another dept. 

Growth and development 
I I of head, face and oral 43 19 I 20-800 I 178 I 120 

cavity. 

Tooth morphology I 47 I 15 I 10-240 I 73 I 50 

Child psychology I 59 I 3 I 50-1020 • I 289,3 · I 200 and child management 

Diagnosis and I 56 I 5 I 20-750 I 135,3 I 90 treatment planning 

Radiography for I 48 I 13 I 25-292 I 67,7 I 50 children 

Dental caries in I 49 I 9 I 20-600 I 117 ,9 I 100 children 

Preventive procedures I 55 I 7 I 45-1200 I 226 I 150 for children 

Paediatric operative I 55 I . . . . 3 I 45-840 I 177,3 
I 

150 dentistry and materials . .. . .... .... I U'I 
N 
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Number of schools 
presenting 
partially or 

Topic totally in 
paedodontics 

Pulp therapy (primary 60 teeth) 

Management of 60 traumatised teeth 

The treatment of sick 
and handicapped 52 
children 

Diet and nutrition 40 

Problems associated 
with erupting and 40 
exfoliating teeth 

Lesions and infections 
of oral soft tissues 50 
and periodontal 
diseases in children 

Identification and 
management of the 20 
"battered chi 1 d 
syndrome'' 

Number of schools 
not presenting 
at all or 
presenting totally 
in another dept, 

2 

2 

10 

22 

20 

12 

35 

Paedodontic lecture time in minutes 

Range Mean Median 

30-360 132,3 100 

30-720 169,7 120 

20-720 171,2 120 

15-400 90,6 60 

15-240 63,4 50 

30-600 109,9 85 

15-180 47 40 
U1 
w 
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Number of schools 
presenting 

Topic partially or 
totally in 
paedodontics 

Local anaesthesia and 51 sedation 

Treatment under 38 general anaesthesia , 

Minor oral surgery 35 for children 

Dentures for children 21 

Anomalies of number, 
shape, colour, structure 53 
and texture of teeth 

Endocrine and genetic 34 factors in paedodontics 

Preventive and 
i ntercepti ve 51 
orthodontics 

Number of schools 
not presenting 
at all or · 
presenting totally 
in another dept. 

11 

22 

25 

39 

7 

26 

11 

Paedodontic lecture time in minutes 

Range Mean Median 

20-240 75 60 

15-240 51,4 50 

15·240 67,7 50 

15-180 52,1 45 

15-480 94,2 60 

15-1200 117 ,9 50 

15-1080 224,8 200 

U'I 
~ 
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CLINICAL REQUIREMENTS 

The objective of this section of the questionnaire was to determine whether 

or not minimal clinical requirements in paedodontics exist at the responding 

schools and the nature of such requirements. Seventy-two schools responded 

to this section of the questionnaire, either fully or in part. 

The participating schools were asked: 

(a) whether each undergraduate is required to undertake comprehensive 

treatment of a minimum number of paedodontic patients during his 

course of study; 

(b} whether a minimum quota of paedodontic clinical procedures is 

laid down which each student must complete during his undergraduate 

course. 

The raw data concerning minimum requirements for paedodontic patient 

quotas is summarised in Appendix VIII, while the minimum requirements for 

paedodontic clinical procedures are presented in Appendix IX. 

1. No minimum quota 

Fifteen of the seventy-two schools (20,8%) appear to have no 

minimum clinical requirements for the undergraduate paedodontic 

course. 

2. Comprehensive · treatment : of · a minimum number of child patients 

The importance of comprehensive treatment of a specified number of 

c~ild patients is stressed at a large number of dental schools 

(fifty-two of the seventy-two responding schools or 72,2 per cent). 

At these dental faculties, students are assigned a specified quota 

of child patients for compre~ensive treatment ranging in number from 
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one to twenty (mean= 6,3, median= 5}, Of these 0 to 7 are of 

pre-scnool _age (mean = 2, median = 2} while O to 8 are school children 

(mean= 4,2, median = 3,5}. However, it is difficult to determine the 

exact average minimum quota for child patients as a large number of 

schools were vague on this point and did not complete this section 

of the questionnaire in detail. Several schools indicated that 

although there is a set minimum requirement, many students exceed these 

requirements. 

Patients are selected, as far as possible, so as to expose students 

to all aspects of paedodontic care. In evaluating students, the 

quality of clinical care is also taken into account. At some schools, 

in addition to the minimum numher of child patients allotted for 

comprehensive treatment, supplemental procedures are added so as to 

give students experience in a wider spectrum of clinical procedures. 

Of the 52 schools reporting a specified minimum quota for paedodontic 

patients, twenty in addition have a set minimum quota for clinical 

procedures. Two schools have a minimum quota for the number of patients 

treated as well as a minimum points system. 

3. Minimum quota of clinical procedures only 

At four of the responding schools no minimum quota of paedodontic 

patients is laid down. Instead there is a stipulated minimum quota 

of paedodontic clinical procedures which each student must complete 

during his undergraduate course (see Appendix IX). Although 

comprehensive patient care is the accepted ideal at one of these 

schools (University of the Pacific), inadequate numbers of patients 

do not always allow for this and patients are assigned according to 

procedures needed. 
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4. Points system 

Only two universities {Manitoba and Texas} report utilising a points 

system as the only means of determining minimum clinical requirements 

in paedodontics. At the University of Manitoba each clinical 

procedure is assigned a basic point value. Each individual operation 

a student completes is assigned a point grade based on the difficulty 

of the operation and the quality of the student's . treatment, 

A similar system operates at th.e University of Texas. As: an example, 

a stainless steel crown is assigned a basic point value of 5. This is 

multiplied by the quality grade (maximum 4}. i.e. Stainless steel 

crown = 5 points x quality grade (max. 4} 

= 20 points (maximum) 

At the University of Texas a minimum total of 450 points is required, 

A student who performs high quality work will thus require a smaller 

total number of procedures than one whose work is of a lower 

standard. 

Paedodontic clinical procedures required 

In general, the paedodontic clinical procedures required of undergraduate 

students include the following: 

(i} diagnosis and treatment planning; 

(ii} topical fluoride applications; 

(iii} fissure sealants; 

(iv} dental health education; 

(v} diet record and analysis; , 
(vi} amalgam and composite restoration of primary teeth; 

(vii} preformed crowns (a_ great deal of emphasis is placed on the use 

of stainless steel crowns}; 
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(viii) . pulp treatment of primary teeth; 

(ix) endodontic treatment of immature permanent teeth; 

(x) management of traumatised anterior teeth; 

(xi) preventive and interceptive orthodontic procedures (mainly space 

maintenance). 

Except for extractions, other oral surgery procedures are generally not 

included in the undergraduate paedodontic course. 
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Most schools regard the following as postgraduate procedures, mainly only 

observed by undergraduate students: 

(i) treatment of handicapped children; 

(ii) comprehensive treatment of children under general anaesthesia; 

(iii) dentures for children; 

(iv) serious behaviour management problems. 

Some schools also regard the treatment of traumatised anterior teeth as a 

postgraduate procedure. 

EXAMINATION FORMAT 

Written examinations 

The questions in this section cif the questionnaire were aimed ~t 

determining how undergraduate students are evaluated in paedodontics. 

Questions were asked on the duration of written examinations and the type 

of questions set. Sixty-seven schools responded to this section of the 

questionnaire. Of these, 59 reported that written examinations in 

paedodontics are held at their schools. The duration of the written 

examinations varies from a total of 45 minutes to 14 hours with a mean 

of 5,3 hours and a median of 4 hours. At three schools (2 in Switzerland 

and 1 in Germany) undergraduates are only examined orally in paedodontics, 
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while at five schools (4 in Germany and 1 in the Netherlands) no under

graduate examinations are held in paedodontics. Table 9 summarises the 

findings on the type of questions set for written examinations. 

Table 9. Type of questions set for written examinations. 

Type of question Number of schools reporting 

Essay type 34 

Short questions 36 

Multiple-choice 45 

True-false 27 

59 

When the data is analysed regionally, it appears that the multiple-choice 

type of questions are particularly popular in the United States, being 

utilised at all thirty-one of the responding schools, while only 12 

schools report the utilisation of essay-type questions. In Scandinavian 

schools, on the other hand, only one reports setting multiple-choice 

questions, essay-type and short questions being more generally in use. 

In the United Kingdom most frequent use is made of the essay-type 

question. Other methods of examination reported include slide identifi

cation and diagram labelling. 

The complete data on written examinations is contained in Appendix X. 

Clinical evaluation 

The dental schools contacted were asked whether or not their undergraduates 

are required to take clinical examinations in paedodontics and, if so, 

what form the clinical examination takes. Of the seventy-two schools 

responding to this section of the questionnaire, thirty-five require 

the successful completion of a clinical examination in paedodontics by 

their undergraduate students. The format of the clinical examination is 
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su11111arised in Table 10 . . 

Table 10 • Format of clinical examination 

Format of clinical examination Number of schools reporting 

Diagnosis and treatment planning 11 

Post-treatment case presentation(s) 9 

Clinical procedure(s) 8 

Diagnosis, treatment planning and 
clinical procedure 3 

Diagnosis, treatment planning and 
case presentations 1 

Clinical procedure and case 
presentations 1 

Of the various methods employed in the clinical examination of students, 

diagnosis and treatment planning is the most frequently used, 15 schools 

reporting this form of examination, while post-treatment case presenta

tions constitute the clinical examination format at 11 schools. Post-

treatment case presentations consist of an assessment of the standard of 

comprehensive treatment carried out by the student together with an oral 

examination on the work he has done. 

Clinical procedures which are utilised for the clinical examination of 

undergraduates include diet survey and counselling, preparatton and 

restoration of a Class II amalgam cavity in a deciduous molar, dental 

health education of a patient, restoration of a primary molar by means of 

a stainless steel crown and a pulpotomy procedure in a primary molar. 
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The majority of dental schools which do not require a clinical examination 

of undergraduate students in paedodontics, as well as a number which do, 

base their clinical assessment of students on the principle of 
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continuous evaluation during paedodontic clinical sessions. One example 

of continuous evaluation is that applied at the University of Queensland, 

Australia, where students are graded during each clinical session on the 

basis of four factors: 

(i) knowledge and understanding of the subject or procedure; 

(ii} skill at managing children and advising parents; 

(iii} technical performance; 

(iv) efficient use of time. 

Taking the above factors into account, one of three grades is allotted: 

superior {H}; satisfactory (S}; unsatisfactory (U}. 

A similar example of continuous clinical evaluation is that applied by 

the University of Puerto Rico. Here evaluation is based on a daily 

performance checklist, taking into account: 

(i} organisation; 

(ii) knowledge; 

(iii} accuracy; 

(iv) complexity of procedure. 

A daily report is filled in by the instructor(s) in the paedodontic 

clinic on each student's progress sheet. From this progress sheet a 

monthly progress report is drawn up and released to the students. 

The complete data on clinical evaluation is presented in Appendix XI. 

ELECTIVE COURSES 

The dental schools contacted were asked whether or not elective courses 

in paedodontics are available to their undergraduate students and, if so, 

at what stage of the curriculum. Of the seventy-two schools who replied 
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to this question thirty-nine indicated that one or more elective courses 

were offered at their school. Of these thirty-nine, twenty-six are 

situated in the United States. Generally these elective courses are 

offered during the final year of undergraduate study and include 
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advanced work in paedodontics, designed to give the student a more 

extensive theoretical background and practical experience in paedodontics. 

Not all responding schools specified the content of the elective courses, 

but among the topics that were specified were dentistry for the 

handicapped child, diagnosis and treatment of complicated cases, paediatric 

hos.pital dentistry, cleft palate rehabilitation, comprehensive treatment 

of the child patient under sedation or general anaesthesia, speech 

pathology, treatment of anomalies of dental development and dental 

prosthetics for children. 

The raw data on elective courses is presented in Appendix XII. 

One example of a dental school which presents the paedodontic curriculum 

partially as a compulsory course and partially in the form of elective 

courses is the University of Queensland in Brisbane, Australia. There 

are three undergraduate courses in dentistry for children in this school; 

only the first is compulsory for all students. The other two courses are 

elective. The compulsory course is known as the "Basic Course" 

(Dentistry for Children I) and this alone is not regarded as sufficient 

for students who envisage treating many child patients in practice 

(either private or government service). The "Basic Course" is presented 

over two semesters during the fourth academic year. The objectives of 

this course are; 

(i) to gain an understanding of the behaviour, growth and development 

of the normal child in relation to dental prevention and treatment; 
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(ii) to attain an understanding of the scope, methods and rationale 

of dentistry for children; 

(iii) to obtain competence in basic clinical dental procedures for 

the child. 

The other courses in dentistry for children are elective. 

1. Standard Course (Dentistry for Children I and Dentistry for 

Children II). This consists of the compulsory "Basic Course" 

followed by an elective period of one semester in the fifth year. 

This elective course (Dentistry for Children II} consists of 

lectures, seminars and tutorials, library research and essays, and 

clinical work. The "Standard Course" is regarded as. the minimum 

experience required by students who envisage treating considerable 

numbers of children in practice (eg. suburban general practice, 

hospital clinic, school dental ·service, orthodontic or paedodontic 

specialist practice). The objectives of this course .are: 

(i} to attain proficiency in comprehensive dental treatment of 

the normal and special child; 

(ii) to gain an understanding of disorders of development and 

function in the orofacial region and their interdisciplinary 

treatment; 

(iii) to demonstrate an ability to search the current literature and 

present a clear concise review of an aspect of the subject. 

During the past three years approximately one quarter of the students 

have taken this course. 

63 

http://etd.uwc.ac.za/ 
 



2. Dentistry for the Handicapped Child. 

This elettive course is presented over a period of one semester 

(second semester of the fifth year}. The course "Dentistry for 

Children II" is a prerequisite. 

The objectives of the course are: 

(i} to gain an understanding of children who are unable to accept 

or receive routine comprehensive dental treatment by reason 

of physical, intellectual, emotional or medical handicap; 

(ii) to obtain competence in the dental care of these children. 

The course includes preparation and presentation of seminars, 

twenty-seven hours of clinical practice, and visits to institutions 

for the handicapped (12 hours). 

The number of students admitted to this course is restricted to a 

maximum of six. 

POSTGRADUATE PROGRAMMES 

Seventy-four schools completed the section in the questionnaire on 

postgraduate programmes. Of these, forty-three offer postgraduate courses 

in paedodontics. At the University of London, all postgraduate programmes 

are offered exclusively through the postgraduate training centre, The 

Institute of Dental Surgery, Eastman Dental Hospital. In Germany, the 

introduction of postgraduate programmes is being planned by several 

schools at present, the University of Mainz being the only reporting 

German school presently offering a postgraduate course in paedodontics. 

At the majority of schools (thirty-six) the postgraduate course~ 

designed for specialist certification in paedodontics, is of 2 years' 

duration and of a clinical and academic nature. A number of schools 

offer additional postgraduate programmes, generally following on 
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the specialist training, which are of 1-4 years' duration. These are 

Master's or Ph.D.~degree courses and are primarily designed for preparation 

for an academic career. 

Continuing education programmes in paedodontics are offered by 54 (74 per 

cent} of the 73 responding schools. 

A summary of the data on postgraduate programmes is contained in 

Appendix XIII. 

Details of two postgraduate courses in paedodontics follow, one from the 

United States and one from Australia. 

1. University of Connecticut School of Dental Medicine 

At the University of Connecticut two postgraduate programmes are offered 

by the Department of Pediatric Dentistry: 

I. A 2 year programme leading to a pos_tgraduate certificate in 

paedodontics, designed to meet the specialisation requirements of the 

American Board of Paedodontics. 

II. A more academically orientated 3 year programme leading to the degree, 

Master of Dental Science. 

I. The 2 year postgraduate certificate 

The 2 year programme is designed to prepare the student for a career 

in specialist paedodontic practice. Included in the course are: 

{i}. Advanced clinical paedodontics, designed to provide candidates 

· with the skills necessary for professional excellence in 

paediatric dentistry. Objectives of this section of the course 

a~: 

{a} to develop clinical skill and efficiency in treating normal 

and handicapped children and adolescents; 
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(b) to train students to function effectively in the hospital 

environment. 
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(ii) Departmental conferences and seminars, designed to provide the 

foundation for continuing education and to demonstrate the basic 

biological principles and research behind clinical procedures. 

(iii) Multidisciplinary experiences, including cephalometrics, 

minor tooth movement, paedodontic-orthodontic seminars, surgical 

orthodontics conferences, biostatistics, oral medicine, endodontics, 

growth and development, dental materials, biological aspects of 

restorative dentistry and endodontics, preventive dentistry, 

microbiology, developmental biology and pathology, pharmaco

therapeutics, advanced oral histology, principles of general 

pathology, sedation and anxiety control. 

(iv) A research project or comprehensive case report is required. 

Upon satisfactory completion of the programme, a certificate is awarded. 

II. Master of Dental Science degree 

The 3 year programme leading to the Master of Dental Science degree 

is designed for candidates intent upon an academic car~er in dentistry. 

The students follow approximately the same study core as that 

described under the 2 year certificate programme. An additional goal 

of the Master's degree is to develop the basic skills necessary to 

function effectively in teaching and in research. Emphasis is placed 

on the completion of an original research project, following which a 

thesis is prepared and a paper submitted for publication. The student 

may elect the research area in which he wishes to work. In addition 

to this research programme, the student is provided with the 
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opportunity for gaining experience in various forms of teaching. 

Clinical experience 

During the 2 year training programne students devote approximately 

fifty per cent of their time to the clinical care of child patients. 

In addition, students are involved in the following clinical 

activities: 

(i) Restorative dental care under general anaesthesia. 

(ii) Clinical work at Newington Children's Hospital. This is a 
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210 bed hospital, primarily for children with chronic diseases, 

for whom dental treatment is provided in the 2 chair dental 

clinic by postgraduate students. Newington Children's Hospital 

is the primary source of experience with handicapped patients. 

Each student is assigned to this hospital half-time for a 

three month period, during which period he also participates in 

the activities of the Cleft Palate Clinic, the Genetics Clinic 

and the Cerebral Palsy Clinic. 

(iii) Emergency duty. All postgraduate pediatric dentistry students 

are on call for paedodonti~ emergencies on a rotational basis. 

(iv) Pediatrics. Each student is assigned tb the Department of 

Pediatrics for approximately one month. In addition, second 

year students attend weekly ward rounds in the Department of 

Pediatrics. Students are also expected to perform physical 

examinations on all patients they admit to the hospital for 

care under general anaesthesia. 

(v) Anaesthesiology. At tne end of the first year, trainees are 

assigned to the Department of Anaesthesiology for a period of 
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six weeks. During this period they are required to gain 

experience in the induction of anaesthesia, intubation, 

maintenance of anaesthesia and other anaesthetic procedures. 

This experience in anaesthesia benefits the student's knowledge 

of medicine, physiology, pharmacology and the management of 

emergencies, as well as his insight into the uses, risks and 

limitations of general anaesthesia. 

2. University of Queensland, Department of Dentistry 

At the University of Queensland a Master's degree programme is offered 

by the Section of Dentistry for Children, leading to an M.D.Sc. degree. 

The Master's programme is designed for the preparation of the student 

for a career in private practice and in the Australian School Dental 

Services. It is a two-year course (full-time study} or four-year (half

time study}. 

The course covers advanced theoretical and practical work in basic 

subjects and clinical areas. Programmes are individualised to some extent, 

taking into account the student's background and career aspirations . 

A high level of diagnostic and therapeutic (preventive, restorative and 

surgical} skill, at a standard substantially above that required for 

undergraduate work, is required of the candidate for specialisation. 

Included in the course are the following subjects: · 

(i} Paedodontics 

Nearly half the course is devoted to the major subject of 

paedodontics. 

Theory 

Seminars in paedodontic subjects are h.eld weekly for three 
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semesters. Reading assignments and periodic seminar presentations 

are required. Topics discussed in this section of the course 

include: 

Physical, intellectual and emotional growth and development of 

children; 

Sociology of childhood and the family. 

Normal and abnormal child behaviour. 

Developmental disturbances of the oral cavity, 

Diseases of children, especially those affecting treatment planning. 

Pharmacology related to children's dentistry. 

Preventive dentistry for children and adolescents. 

Comprehensive dental diagnosis. 

Dental and oral trauma in children. 

Management of dental caries including endodontics in the primary 

and young permanent dentition. 

Pain control (including local analgesia, sedation, relative 

analgesia and general anaesthesia). 

Restorative dentistry for children and adolescents. 

Radiology for children and adolescents. 

Speech and hearing in relation to dentistry. 

Physical and intellectual disabilities in children. 

Cleft lip and palate and comprehensive rehabilitation. 

Etiology and epidemiology of dental caries. 

Studies in child behaviour in the dental environment. 

Dental health promotion and health education. 

Practice management. 
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Practical and clinical experience 

Students are involved in the clinical dental treatment of normal 

pre-school and school age children and of diffi~ult, fearful and 

handicapped children and adolescents, including the use of 

sedation, relative analgesia and general anaesthesia. 

Other requirements are: 

Technique work in operative procedures. 

Observation of normal pre-school children in peer environment. 

Ward rounds at the Royal Children's Hospital. 

Excursions to training centres for various types of handicapped 

children, including the intellectually subnormal, the cerebral 

palsied, the physically handicapped and the visually handicapped. 

Participation in the Cleft Palate Consultation Clinic. 

Observation of cleft lip/palate surgery, 

Assignment to Children's . Dental Hospital, especially for training 

in dental treatment of cleft patients. 

Assignment to Department of Speech and Hearing, 

Assignment to Sub-Department of Oral Surgery for radiology and 

oral surgery for children. 

(ii) Anatomy, growth and development, and cephalometrics 

Applied anatomy of the head and neck. 

Cranial osseous and muscular development and function. 

Growth prediction. 

Roentgenographic anatomy. 

Cephalometric points and planes, 

Norm concept in cephalometrics, 

Cephalometric analyses. 
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These sessions are held once per week for one semester. 

Additional reading assignments are required. 

(iii) Interceptive and preventive orthodontics 

During the seminar sessions (once per week for one semester) 

the following topics are covered: 

Development of occlusion. 

Etiology of malocclusion. 

Clinical assessment of malocclusion. 

Indications and contra-indications for extraction of teeth. 

Serial extraction and its hazards. 

Maintaining and regaining space. 

Methods of tooth movement. 

Orthodontic treatment planning and assessment of treatment goals. 

In addition, associated library work is required. 

Practical and clinical experience 

Practical and clinical experience in interceptive and preventive 

orthodontics extends over two semesters and includes: 

Treatment in primary and mixed dentitions of Skeletal I problems 

and mild Skeletal II and Skeletal III cases where suitable. 

Treatment of habits and ectopic eruptions in primary, mixed and 

permanent dentitions. 

Treatment of open bite and crossbites in the mixed dentition. 

Use of removable appliances for anterior and posterior crossbites, 

reduction of overjet and overbite, and space closure where 

appropriate. 

Use of headgear and functional appliances in appropriate cases, 

Use of sectional fixed appliances and lingual holding arches, 
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(iv) Co1T1T1unity Dentistry 

This course is covered in one hour class contact and 3 hours 

field work per week for one semester and includes: 

Training in the use of standardized methods of examination 

used in oral health surveys or clinical trials. 

Planning, executing and evaluating a project dealing with an 

aspect of preventive dentistry, dental health education or 

public health !dentistry. 

(v) Sociology of Dentistry 

This course includes one seminar per week and one major assignment 

over a period of one semester. Topics discussed include: 

Introduction to concepts in sociology applied to the field of oral 

health, disease and illness. 

Social organisation of dentistry, 

Socialisation of dentists and dental auxiliaries. 

Social and cultural factors in the provision and utilisation of 

dental services. 
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Community attitudes to oral disease, dental treatment and preventive 

measures. 

(vi) Biometrics 

Students are involved in 6 hours per fortnight of lectures and 

practical work in biometrics for a period of one semester. 

Instruction is given on introductory biometrics, including 

probability distribution and principles of statistics, Tutorial 

classes are held on methodology of data analysis, sampling and 

experimental design. 
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(vii) Caries and periodontal disease 

(viii) Clinical oral pathology and oral medicine 

(ix) Structural and chemical organisation of oral tissues 

(x) Dental material~ 

DISCUSSION 

~73 

The results of this survey provide a great deal of detailed information 

regarding paedodontic education in many countries around the world. In 

discussing the significance of the data, no attempt will be made to reach 

conclusions or make recommendations concerning the "ideal" curriculum in 

paedodontics. However, the findings do provide useful information 

regarding current trends in paedodontic education and guidelines for 

improving paedodontic training, as well as for establishing new 

programmes, and it is these aspects which will be highlighted. 

Academic staff 

Till and Brearly (1970 : 351} believe that an important factor in the 

improvemerit of paedodontic education is the more careful selection of 
. 

academic staff. Personnel "···whose primary concern is the education of 

den ta 1 s.tudents II 
• • • 7 as well as "··· individuals of diverse educational 

backgrounds, training and academic interests .•. '' are recommended. 

Laswell and Hill (1976) stress that, although there are certain advantages 

in recruiting staff from graduates of the same school, such as loyalty 

and familiarity with the philosophy of the school, it is desirable that 

graduates from other schools also be employed so as to broaden the outlook 

in a faculty. 
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Adequate facilities, incentives and opportunities in the department will 

attract well-qualified personnel (Grewe, 1968; Laswell and Hill, 1976). 

Grewe (1969) suggests that for a school which qualifies approximately 

100 undergraduates per year, the paedodontic department should consist 

of a minimum of 8 full-time appointments and 15 part-time instructors, 

the latter each working approximately two and one-half days per week, 
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In addition clerical staff, hygienists, dental assistants and laboratory 

technicians are essential for the successful functioning of a paedodontic 

department. 

With regard to staff to student ratios for clinical supervision, Till and 

Brearly (1970) recommend a 1 : 2 ratio during tne first year of 

paedodontic clinical instruction, while Berman and Slack (1966) suggest 

that a 1 : 3 staff to student ratio is ideal. 

Although a number of schools surveyed in this study reported low teacher 

student ratios in clinical training (see Table 4) . the median value was 

1 : 6, which is higher than the suggested ideal. An interesting 

observation from the findings of this survey was that a number of dental 

schools reported varying teacher : student ratios in the paedodontic 

clinic, depending on the seniority of the students. For example, one 

school reported a 1 : 5 ratio for the third academic year, with a 

1 : 8 ratio in the fourth year, while another school had a 1 : 4 ratio 

in the fourth year and a 1 : 5 ratio in the fifth year. 

It was also interesting to note that most of the schools participating 

in the survey reported extensive involvement of part- time academic 

personnel in paedodontic training; over one-half of the faculty was 
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part-time. 

Laswell and Hill {1976) suggest that the employment of part-time faculty 

members has the following important advantages: 

(il Since the majority of students eventually engage in private 

or salaried practice, they identify more readily with part~time 

teachers who are similarly employed, rather than with full~time 

academics. 

{ii) Part-time faculty .members can contribute towards giving a 

different, possibly more practical approach to the teaching 

programme, in contrast to the full-time teacher who may be out 

of touch with the realities of everyday practice. 

The same authors point out a number of serious problems related to the 

utilisation of part-time faculty: 
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{i} It is difficult for a part-time lecturer to become thoroughly 

acquainted with the philosophy of the school. As a result students 

are sometimes given instruction which is irreconcilable with the 

objectives of the school. 

{ii} The fact that the part-time faculty member is not available to 

students at all times, presents an unsatisfactory situation. 

{iii) Part-time appointments are seldom financially rewarding. 

Consequently the more competent practitioners are frequently 

not attracted. 

{iv} Communication between full-time and part-time members of staff is 

often unsatisfactory. 
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(v) The educational skills of part-time lecturers are often inadequate. 

Departmental structure 

In this survey 51.4 per cent of all responding schools reported having 

independent departments of paedodontics. In the United States of America 

87.1 per cent and in Norway, Denmark and Sweden 100 per cent of the 

participating schools have established autonomous departments of 

paedodontics. The latter countries are generally acknowledged to be world 

leaders in the field of paedodontic education, practice and research. 

Bennan and Slack (1966: 208) propose that, as the child is a"··· deve

loping and growing organism, physically, mentally and emotionally .. " 

it is desirable that the academic and clinical teaching of children's 

dentistry be separate from that of adults, in a department of child dental 

health. This would encourage a philosophy of comprehensive child dental 

care. 

Holloway (1966 : 202) expresses a similar view, recommending that all the 

dental needs of children be provided in one department where " in 

contrast to adults, the successful treatment of children ... demands 

of the student a primary consideration for his patient before a secondary 

consideration of technique." 

The National Advisory Committee of the American Fund for Dental Health 

(1979) reported that children's dentistry in the United States was a 

grossly neglected field before the introduction of separate paedodontic 

departments in dental schools in that country. 
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In all South African dental schools paedodontics is grouped with the 

disciplines of restorative dentistry, crown and bridge therapy, endodontics 
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and dental materials to form a single department and discipline known as 

''restorative dentistry". The rationale for this phenomenon is difficult 

to determine, but appears to be based on tradition rather than scientific 

justification. A similar practice exists in Germany, where all but one· of 

the responding dental schools reported having combination departments of 

restorative dentistry and paedodontics, and to a lesser extent in the 

United Kingdom where 22 per cent of the responding schools incorporate 

paedodontics in restorative dental departments. 

Grewe (1969) suggests that orthodontics and paedodontics be administratively 

combined in a ''Department of Pediatric Dentistry'', with the following 

divisions: 

(i} Division of Graduate Orthodontics {for postgraduate training 

in orthodontics). 

(ii) Division of Graduate Paedodontics (for postgraduate training 

in paedodontics). 

(iii) Division of Dental Student Pediatric Dentistry (for undergraduate 

training in both orthodontics and paedodontics). 

Much disagreement exists as to the amount of orthodontics that should be 

included in the undergraduate dental curriculum. So too, the desirability 

of integrating the paedodontic and orthodontic clinical programmes in the 

undergraduate curriculum remains controversial. Norton et al. (1971) 

describe the undergraduate programme at the University of Kentucky, where 

diagnosis and limited treatment procedures in orthodontics are taught 

in the context of the comprehensive child care concept and not in a 

separate orthodontic clinic. 
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Combination departments of orthodontics and paedodontics were reported 

from eleven of the seventy-four schools (14,9 per cent) taking part in 

the present survey. In contrast to the grouping of paedodontics with 

disciplines such as crown and bridge therapy and endodontics, with which 

it has little or nothing in common, an affiliation of this discipline 

with orthodontics appears more acceptable, such an arrangement being 

conducive to the concept of comprehensive child dental care. 
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Certain disadvantages which may arise from the combination of paedodontics 

with other disciplines administered by a single departmental chairman 

should be taken into account. 

The personal interests and qualifications of the departmental chairman, 

usually educated in a single specialty~ could prejudice the emphasis 

placed on the various disciplines within his department in favour of his 

own interests and to the detriment of other subjects. Loss of enthusiasm 

and discontent could consequently develop in other members of the depart

ment. 

Furthermore, in grouping paedodontics with the reconstructive disciplines 

of restorative dentistry, endodontics and crown and bridge therapy, 

students acquire the erroneous notion that children's dentistry is a 

curative rather than a primarily prevention-orientated discipline. 

From the findings of the present study it is apparent that, in general, 

those schoo 1 s with independent departments of children's dentistry pl ace 

considerably more emphasis on paedodontics (the mean curriculum clock 

hours totalling 229,1, median 208) when compared to those schools which 

combine paedodontics with conservative dentistry in a single department 
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{mean curriculum clock hours 133,8, median 105,5). At schools combining 

paedodontics and orthodontics, the total paedodontic curriculum clock 

hours were, on average, also less than at schools with independent 

paedodontic departments, but higher than those reported by paedodontic

restorative combination departments, with a mean of 168 hours and a 

median of 121 hours. In addition, at three schools with paedodontic

restorative combination departments and one with a paedodontic-orthodontic 

department, paedodontics was not taught as a separate discipline, while 
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in one paedodontic-orthodontic department it was taught only as an elective 

course. 

Another advantage of the establishment of an independent, rather than a 

combined department of paedodontics would be a more realistic allocation 

of financial resourses, thus allowing for better clinical facilities, 

adequate provision of academic and non ~ academic staff and research 

opportunities. 

Non-academic staff 

In the treatment of children it is impossible to achieve a high standard 

of clinical excellence without assistance. This is true not only for 

practitioners, but also for students. A large percentage (88,9 per cent} 

of the schools replying to this section of the present survey acknowledge 

this fact and provide chairside assistance for students in the paedodontic 

clinic. One school reported employing twenty-six full-time chairside 

assistants in the paedodontic clinic, while the mean number of full - time 

chairside assistants reported was four. 

The study of Metz (1969) indicated that dental assistant utilisation 

training in the dental school leads to more effective assistant utilisation 
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in dental practice. Allred (1978) points out that time in the under

graduate teaching programme is both precious and expensive. Results 

obtained from work carried out in the experimental dental care unit at 

the London Hospital Dental School indicate that two-thirds of the time 

taken by a senior student to carry out clinical, treatment can be saved 

when he is assisted by a fully trained chairside assistant. These results 

indicate that an additional benefit to be obtained from the student

utilisation of chairside assistants is a significant reduction in 

curriculum time. 

Curriculum clock hours 

The present study has shown that there is a great deal of variance in the 

curricular emphasis placed on undergraduate paedodontic training in the 

responding schools, ranging from 16 to 170 hours for theoretical 

instruction and from 25 to 354 hours for clinical instruction. High 

curriculum clock hours were reported from schools in the Scandinavian 

countries (mean 265,8, median 247,5) and the United States and Canada 

(mean 240, median 201). By comparison low paedodontic curriculum clock 

hours were reported, for example, by West German dental schools (mean 

62,3, median 62,5), while several West German schools reported that they 

did not teach paedodontics as a separate discipline, or taught it only 

as an elective course. 

Grewe (1969) expressed the opinion that twice the average allotment of 

time to paedodontics in United States dental schools is necessary to 

teach dentistry for children effectively. This would involve one full day 

per week per student for two academic years. 
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Although the depth and quality of instruction are important considerations 

in a curriculum and no "right number" of curriculum hours can be laid 

down, a comparison of curriculum clock hours does give some idea of the 

scope of instruction (Dixon, 1977). Walker and Schaffarzick (1974) 

reaffirm that the emphasis which is placed on a certain discipline in a 

dental school is an important determining factor in the ultimate 

capabilities of a graduate. 

Preclinical (laboratory) instruction in paedodontics 

Hargreaves and Ayton (1968), from experience in a study conducted at 

Edinburgh University, emphasise that a preclinical course designed for 

the particular requirements of paedodontics is an essential component 

of undergraduate training in children's dentistry. The main benefit 

to be derived from such a preclinical course is that the student can 

work more efficiently in the available clinical time as he is familiar 

with the techniques involved and can pay more attention to child 

management. 

The present study has revealed that a large number of dental schools 

have acknowledged this need for preclinical instruction and 72,6 per 

cent include such a course in the paedodontic curriculum. 

Sequencing of instruction 

The findings of this study reveal that at the majority of responding 

dental schools, particularly those in the United States of America, 
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paedodontic instruction conmences early in the dental course and 

continues over a period of up to four years. In many schools theoretical 

instruction precedes clinical training by one year. 
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It appears that the commencement of paedodontic training early in the 

dental curriculum and the distribution of the course over a longer period 

of time has much to recommend it. Several authors (Berman & Slack, 

1966; Holloway, 1966; Grewe, 1969; Till & Brearly, 1970; Andlaw & 

Curzon, 1971) have recommended that training in paedodontics be commenced 

early in the curriculum and not, as in some schools, postponed until the 

later years of study. In a survey of the teaching of paedodontics in 

Scandinavia, Bjorvatn and Magnusson (1978) reported that most schools 

advised the earlier introduction of teaching in paedodontics. 

The introduction of paedodontics early in the curriculum allows the 

student to care for the same group of children throughout his clinical 

training and to observe the physical and emotional growth of a child over 

a period of years (Grewe, 1969). Additionally, the sooner a student is 

introduced to children in his course, the more opportunity does he have of 

acquiring experience regarding child behaviou~ and of gaining confidence in 

their management (Berman & Slack, 1966). Dixon (1978) sees the earlier 

involvement of students in the clinical treatment of patients as a 

motivating factor. Andlaw and Curzon (1971), following experience in a 

study conducted at the dental school in Bristol, recommend that students 

be given early experience in communicating with children. At Bristol 

University this is done by allowing students to participate in dental 

health education projects in primary schools from the commencement of 
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their clinical studies. In this way an interest in preventive dentistry 

is stimulated in the students and they come into professional contact . 

with children before actually being involved in operative paedodontics. 

Mode of instruction 
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While 57,6 per cent of participating schools reported partial use of 

self-instructional methods in the presentation of the paedodontic didactic 

course, and 6,1 per cent primarily utilise self-instruction, the 

traditional lecture remains the most widely used mode of theoretical 

instruction. 

Self-instruction in dental education gained great popularity in the 

United .States during the 1970 1s. Carefully developed self-instructional 

methods of transferring cognitive knowledge to students have been reported 

to have a number of advantages over more conventional methods of instruc

tion (Williams, 1981)! 

(i) During recent years there has been a continual expansion of 

knowledge in dentistry and by means of self-instructional methods 

an increased volume of knowledge can be presented. 

(ii) The amount of time required by faculty members for instruction is 

reduced, especially when the programme includes a self-evaluational 

component. 

(iii) Self-instruction allows for self-pacing and helps lower ability 

students to better their performance. 

(iv) There is increased retention of knowledge. 

(v) It has been sugg~sted that self-instructional methods promote good 

habits with regard to continuing education after graduation. 

' 
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With regard to student preference for instructional method, investigations 

have revealed conflicting results. Several studies have, however, 

reported that students expressed a preference for increased faculty and 

peer interaction (Williams, 1981; Howell, 1981). 

Howell (1981) conducted a study comparing four instructional modes, 

namely video tapes, tape-slides, handouts and lectures, and achieved 

better results with lectures than with audio-visual methods. 

The effectiveness of self-instructional prograllJTles in increasing 

psychomotor skills has not been demonstrated. 

Howell (1981) draws attention to the disadvantages of audio-visual 

prograllJTles, pointing out that they are difficult, time-consuming and 

expensive to prepare. 

Williams (1981) has suggested that self-instructional programmes are 

more effective when supplemented by small-group instruction and 

evaluation, as well as by lectures. 

Topics presented in the lecture course in paedodontics and time spent 

on each topic 

Although it is neither possible nor desirable to lay down hard and fast 

rules concerning the amount of time which should be devoted to each 

topic in the paedodontic lecture course, some useful information regarding 

emphasis placed on subject areas in children's dentistry can be gathered 

from this study. Considerable variations in theoretical clock hours 

devoted to each topic were reported from the participating schools. 

However, this can to some extent be ascribed to the fact that some topics 
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are. presented partially or wholly by other departments. 

Dentistry for the adolescent 

It is interesting to note that the American Academy of Pedodontics 

defines paedodontics as " .•• that area of dentistry concerned with 

the provision of comprehensive preventive and therapeutic oral health 

care for children from birth through adolescence ••. " The results of 

the present study also reflect a current trend to include lectures on 

adolescent dentistry in the paedodontic curriculum, as is also recommen

ded by the American Association of Dental Schools in their special 

report on curricular guidelines for paedodontics (1980). 

Increased emphasis on prevention of oral disease in children 

Surveys conducted in many countries, including the United States, 

Great Britain and New Zealand have revealed the failure of curative 

dentistry to make a significant impact on dental health (Sheiham, 1977). 

Several authors (Finn, 1965; Berman & Slack, 1966; 

Ring, 1972; Shira & Cassidy, 1972; Album, 1976; 

Kauffmann, 1967; 

Sheiham, 1977) plead 

for a re-orientation of dental education in general and paedodontic 

education in particular towards the prevention of dental disease. 

Berman and Slack (1966 : 209) point out that: "Prevention occupies a 

large portion of paedodontic teaching and, therefore, is readily 

associated with it clinically, academically and administ~atively. 11 

In its survey of dental education in the United States, the Council on 

Dental Education of the American Dental Association (1977) found that a 
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large percentage of schools reported increased instructional emphasis 

for preventive den.tistry. In the present survey, considerable variation 

in the emphasis placed on preventive instruction was found to exist in 

participating schools, lecture time ranging from 45 to 1200 minutes. 

Clock hours spent on instruction in preventive dentistry in Scandinavian 

schools were particularly high. A small number of schools reported 

presenting preventive instruction as a separate course or in a different 

department, but at most schools (90,9%) preventive dentistry was 

included in the paedodontic curriculum. 

Training in the dental care of handicapped children 

A survey of the literature before the 1950 1s reveals a dearth of articles 

dealing with the dental aspects of the handicapped child (Kamen, 1976). 

Eisenberg (1976) points out that, for a variety of reasons, the great 

majority of handicapped children have been dentally neglected and parents 

with handicapped children have not found satisfaction in obtaining dental 

care for their children. This has been ascribed to various factors, 

including lack of insight, interest, knowledge and training of 

practitioners in this aspect of dentistry (Oster, 1974). Wessels 

(1980 : 146) states that: "In order for the handicapped patient to be 

treated effectively, it is essential that the practitioner understand 

the nature of the handicapping condition." Several authors have recom

mended increased training in the care of the handicapped as part of 

the undergraduate and postgraduate curriculum {Musselman, 1972; Oster, 

1974; Kamen, 1976; Eisenberg, 1976; Mann, 1976; Stiefel, 1979; 

Rogers, 1980; Salley, 1980; Swallow & Swallow, 1980). 
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Kamen ( 1976 : 349), conmeriting on the n_egl ect of adequate undergraduate 

and postgraduate training in dentistry for handicapped children in the 

United States before the 1960' s says: "The picture of neglect on the 

undergraduate level as well as in continuing education in this period 

is one which tarnishes the record of our teaching institutions.'' 

In a survey of 2000 dentists conducted in New York City (Kamen, 1968), 

over 60 per cent said that they did not feel sufficiently competent and 

would not accept handicapped patients. Most of the dentists blamed 

inadequate undergraduate training for their unwillingness to accept 

these patients. In a similar survey conducted in Georgia (Butts, 1966), 

dental practitioners reported that inadequate training was a major 

obstacle in the treatment of the handicapped. In 1978 Roberts et al. 

reported the results of a nationwide survey of general dental 

practitioners and paedodontists in the United States regarding their 

training, clinical experience, attitudes and practice patterns in 

treating handicapped children. The results of this survey further 

confirm that training experience is closely related to whether or not 

handicapped children are treated in practice. Practitioners who 

attended postgraduate paedodontic training progranunes, or who received 

didactic and/or clinical training in the treatment of handicapped 

children, are more likely to treat such patients in their practices. 

Fortunately ~he situation has improved radically in many countries in 

recent years. Oster (1974), in a survey on the training of medical and 

dental students in mental retardation and other handicapping conditions, 
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reports that most dental faculties in Scandinavia offer well~planned 

progranmes on the dental management of handicapped children. Oster 

points out that an important consideration to keep in mind is the ten

dency in recent years to keep the handicapped in their own homes, 

integrating them in the surrounding society, and to avoid placing them 
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in institutions. Responsibility for the care of these patients therefore 

rests to a very large extent with private practitioners. He stresses 

the importance of: " ... providing teaching and experience for students 

on the basis of a clientele living in society and not in institutions" 

(Oster, 1974 : 27). 

In the United States also, many dental schools have instituted comprehen~ 

sive programmes for undergraduate and postgraduate training in the care 

of handicapped children. (Mink & Sorenson, 1971; Musselman, 1972; 

Salley, 1980; Wessels, 1980; Report on National Conference on Dental 

Care for Handicapped Americans, 1980). In discussing the teaching of 

dental care for handicapped children Brown (1980 : 22) says: ''The 

variability of human behaviour can all too easily be ignored in favour 

of technical achievement." Swallow and Swallow (1980: 4) suggest that 

the emphasis of any course in dentistry for handicapped children 

" should be on the psychological effects of handicapping 

conditions and the importance of techniques for establishing rapport." 

A team approach, involving a close relationship with medicine and 

the paramedical disciplines such as clinical psychology, speech 

therapy, physiotherapy and occupational therapy, is especially necessary 

in the treatment of the "special" child, be he medically, physically, 

intellectually or emotionally handicapped. 
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Mink and Sorenson (1971} suggest th.at undergraduate training in the care 

of handicapped children should be offered as an elective course only. 

In their experience at the University of Kentucky, compulsory involvement 

of a student in the treatment of handicapped children may create in him 
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a negative attitude, not only towards the treatment of handicapped children, 

but towards paedodontics in general. 

The results of the present survey indicate that the majority of responding 

schools offer some training in the care of handicapped children, although 

the time spent on this varies a great deal. 

Clinical requirements 

Minimum clinical requirements were found to exist at 79,2 per cent of the 

schools participating in this survey. In both the present study, as well 

as in the study conducted by the American Dental Association (1977), many 

of the responding schools indicated that although minimum clinical 

requirements are laid down for paedodontics, a large percentage of students 

exceed these requirements. A further interesting fact revealed by the 

American Dental Association study (1977) was that the total amount of 

clinical work completed by students at schools which did not lay down 

minimum clinical requirements, did not differ significantly when compared 

with work accomplished at those schools which did have minimum quotas. 

At the majority of schools (72,2%) participating in the present 

survey much emphasis is placed on clinical training based on the principle 

of comprehensive child care. In the comprehensive care system, a 

specified number of child patients are assigned to each student. The 

student concerned is responsible for the total care of the patient. 

Taking into account considerations such as the medical, emotional and 
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socio-economic status of the patient he must complete the examination, 

prescribe an appropriate treatment plan and perform all the necessary 

treatment, as well as carry out recalls and follow-up care. 

This comprehensive care approach to paedodontic clinical training is 

recommended by many paedodontic educationists, including Berman and Slack 

(1966), Holloway (1966), Kornbluh (1967, Grewe (1969), Till and Brearly 

(1970), Jago (1971), Andlaw and Curzon (1971), Album (1976) and Bennett 

et al. (1981). 

Advantages of the comprehensive system are that the student has the 

opportunity of developing rapport with both the child and the parents, 

an essential aspect of. successful child practice. Furthermore, the 
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student can observe growth and development patterns as well as the results 

of treatment of a number of children over a relatively long period of time. 

In addition, the student has the opportunity of experiencing the satis

faction of the shaping of a child with a behaviour management problem into 

a co-operative patient (Duncan, 1978). Experience is also gained in 

paedodontic practice organisation (Vann, Fields & Pinkham, 1979). 

Berman and Slack (1966 : 212) comment on the concept of comprehensive care 

as follows: "In handling a child one is aware that ... one is educating 

a patient for the future .... Therefore, the teaching is not directed 

towards techniques and placing of fillings, but more towards learning as 

much as possible about the patient so as to be in a position to decide 

what is the best way for them to achieve and enjoy oral health , 11 

Holloway (1966: 202) says: 11 
••• the successful treatment of children 

demands of the student a primary consideration for his patient before a 
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secondary consideration of technique". 

Mann (1976) points out .that student experience in the comprehensive 

treatment of patients will produce a dentist with better insight into his 

patients as total people. 

Till and Brearly (1970) and Little et al. (1973) point out that careful 

selection and assignment of patients are all important to the success of 

clinical training based on comprehensive care, while Bartlett and King 

(1973} emphasise that it is essential that the treatment progress and 

recall of assigned patients be strictly monitored. 

Vann, Fields and Pinkham (1979) and Bennett et al. (1981) suggest that 

there are several disadvantages involved in the utilisation of the total 

patient care system of clinical teaching in paedodont1cs, the most 

important being that it limits exposure of the student to a wide variety 

of experiences in the management and treatment of child patients. 

However, Bennett et al. (1981) are of the opinion that the above problems 

can be largely overcome by means of regular monitoring of completed 

treatments and regulation of patient assignment. 

Because the management and control of a comprehensive care programme can 

become time-consuming and cumbersome, several dental schools have found it 

necessary to develop computer-based clinical administration systems 

(Fast, Stringfellow & Cammett, 1980; Plasschaert et al., 1981). 

In contrast to the comprehensive care mode of clinical paedodontic 

instruction, the so-called "block system" found less favour with the 

schools participating in the present study. In programmes utilising the 
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block system, students are allocated to the paedodontic clinic for 

specified block periods of time. Vann, Fields and Pinkham (1979) see the 

major advantage of this system to be the fact that students are exposed 

to a well-monitored number and scope of clinical experiences. A further 

advantage, according to the same authors, is that academic personnel can · 

be more efficiently utilised, as better planning and control of numbers 

of patients, students and faculty members are possible. Disadvantages 

of the system include lack of opportunity in longitudinal observance of 

patients and limited experience in the organisation of child practice. 

Vann et al. (1979) point out that important considerations in the choice 

of a system for clinical trainfog in paedodontics include the availability 

of child patients and the caries prevalence of the region, the total 

1 patient care system utilising patierit resources more efficiently. The 

same authors suggest that a combination of the block and comprehensive 

care systems, puttihg to use the advantages of both, might provide the 

best solution to paedodontic clinical training. 

Evaluation of student performance 

The objectives of the evaluation of student performance are generally 

stated to be: 

{i} to determine the student's .mastery of the subject in question 

and the desirability of allowing him to practise his profession; 

{ii} the maintenance of academic standards; 

{iiil feedback to the student regarding his progress; 

(iv} feedback to the lecturer regarding the success of his course of 

instruction. 
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While it is generally agreed that it is essential to assess student 

progress, a survey of the available literature reveals that only very 

limited investigation of methods and techniques for the theoretical and 

clinical evaluation of dental students has been carried out. It appears 

.from the present study th.at no general agreement exists concerning the 

meth.ods used in student evaluation in paedodontics. Widespread use is 

made of both. the continuous assessment method and evaluation under 

examinatton conditions. 

Theoretical examination 
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In the present study the met~ods employed for the examination of theoretical 

instruction in paedodontics included: 

A. Written examinations 

{a} essay-type questions 

(bl sh.art (paragraph-type) questions 

(c} multiple-choice questions. 

B. Oral examinations. 

A large majority of participating schools (88,1%) reported holding 

wrttten examinations, while 4,5 per cent had only oral examinations. 

Considerable variation in the duration of the written examinations was 

reported, varying between 45 minutes and 14 hours. 

Several publications have appeared concerning the methods of evaluating 

students in the cognitive domain of dentistry, The discussion has 

centered largely on the relative merits of essay-type, short and multiple

choice questions. Rasmussen and Gaines (1975) and Wittrock (1971) have 

discussed the advantages and disadvantages associated with. the use of 
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essay tests. They suggest the most important advantages to be the 

measurement of the student's initiative and originality and his competence 

in the. abstract concepts of analysing, synthesising, applying and evalu

ating knowledge. More is required of the student than the mere recall of 

facts. Rasmussen and Gaines (1975) and Bull (1956) cite the difficulty of 

objective marking to be the most important disadvantage of the essay-mode 

of evaluation. Further disadvantages are the limited scope of the total 

curriculum content which is examined and the fact that marking of essay

type questions is extremely time-consuming. 

Russel (1973) points out that multiple-choice question tests have several 

advantages, some of which are objectivity, impartiality and accuracy of 

marking. It is further possible to examine a wide scope of subject matter, 

whi 1 e a shorter time is~ required by the student to comp 1 ete the test and 

by the examiner to mark it. However, certain disadvantages of multiple

choice questions are apparent. Apart from the fact that mainly recall of 

factual knowledge is measured, the student's ability to communicate and 

write properly constructed prose is not assessed {Lawton, 1976). A 

further disadvantage is the length of time required to draw up suitable 

questtons. 

Skogedal and Lauvas (1976) point out th.at short questions usually test 

recall of factual knowledge, rather than insight. The advantage of this 

type of question is, however, that a ' large number of short questions may 

cover a wider scope of the subject than a few essay-type questions. 

Bull (1956: 370) suggests the use of questions requiring answers "···which 

do not exceed a few lines in length" in order to minimise examiner error. 
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Russel (1973} and Rasmussen and ~ainer (1975} recommend that a combination 

of objective and essay-type questions ce used for effective evaluation in 

dentistry. 

Viva-voce examination 

Bull (1956) is of the opinion that the mark awarded for an oral examination 

is biased by the student's personality. The re.sults of an investigation 

conducted by Holloway et al. (1967} also suggest that the results of an 

oral examination depend more upon the personality of the candidate, in 

particular his anxiety level, than on his factual knowledge. 

Clinical ~valuation 

Patridge and Mast (1978) emphasise the importance of valid evaluation of 

clinical performance in dental education, this being the most direct 

method of measuring competence in dentistry. However, as the authors 

point out, little research has been conducted in this field. 

From the present investigation it is apparent that no uniform system of 

clinical evaluation in paedodontics exis.ts at the schools surveyed. 

Methods employed include: 

(i} clinical evaluation under examination conditions; 

(ii} continuous assessment throughout the period of clinical 

training; 

(iii) a combination of a clinical examination and continuous 

assessment. 

The 1976 investigation of dental education in the United States revealed 

that students desired more feedback information regarding clinical 

evaluation (Dixon, 1978}. 
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Components of the student's clinical competence which, according to 

Sinkford (1972), Davis (1972), Hobson and Holloway (1973) and 

Mackenzie (1974) should be evaluated include: 

(i) his professional attitudes and values, including interpersonal 

relationships, practice management and personal appearance; 

(ii) his theoretical knowledge and insight; 

(iii) his technical skill. 

Sinkford (1972) recommends that clinical evaluation be recorded on a 

daily basis, the final evaluation mark being based on an average of the 

daily assessment and periodic clinical assessments under examination 

conditions. 
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Bartlett and King (1973) are of the opinion that in a comprehensive 

patient care system the clinical evaluation cannot be based simply on the 

total number of procedures completed. Instead, it is recommended that the 

student present each patient for evaluation during a treatment review 

appointment, after all treatment procedures have been completed. 

Williams (1973) points out that the requirement of a set number of 

clinical procedures from a student tends to emphasise the learning of 

techniques at the cost of a consideration for the patient as an individual 

and the quality of service rendered. Among the most important objectives 

of paedodontic clinical training are, without a doubt, the development 

in the student of a consideration for and empathy with his child patients 

and the ability to establish a good relationship with both parent and 

child. Williams (1973} recommends a constant monitoring of the student's 

qualitative and quantitative progress in clinical proficiency with regular 

student feedback in the form of quarterly discussions. 
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In comparing the advantages and disadvantages of a system of continuous 

a~sessment with those of a formal clinical examination~ Hobson and 

Holloway (1973) mention the following: 

(i) Continuous assessment assists those students whose performanc~ 

is better during the clinical training course than under formal 

examination conditions. 

(iil A system of continuous assessment requires additional staff time. 

(iii) Professional attitudes and values are more readily judged during 

continuous assessment than in a formal examination. 

From the results of this study as well as a perusal of the literature, it 

appears that it is generally accepted that a system of continuous 

assessment is a more accurate method of determining the undergraduate's 

ability than a single clinical examination taken under conditions of 

abnormal stress. However, it would appear that in-depth research into 

the design of objective and standardised methods of clinical evaluation 

in paedodontics is needed. 

Elective courses 
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An interesting and important development in dental undergraduate education 

in recent years has been the trend towards the introduction of elective 

experiences in areas of the student's . choice. The main motivation for the 

introduction of an elective component in dental education is the fact that 

dental educators are progressively realising that it is impossible to 

teach all aspects of dentistry to all students. Of the seventy-two 

schools parti.cipating in the present study, 54,2. per cent offer elective 

cours.es in paedodontics to undergraduate students. The introduction of 
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significant portions of elective time h.as become particularly popular in 

dental schools in th.e United States, 84,4 per cent of United States dental 

schools participating in the present study reporting elective courses in 

paedodontics. 

Elective courses are usually combined with a basic core-curriculum, most 

schools offering electives in the final year of study. 

Goldhaber (1971) and Davidson and Brown (1974} state the objectives of 

such elective courses to be: 

(il to permit flexibility and individualisation of the dental 

curri.culum, enabling the student to design his course to suit his 
I 

particular field of interest and professional goals; 

(iil to permit some degree of specialisation in the undergraduate 

curri cu 1 um ; 

(iii} to offer remedial training to students showing deficiencies in 

theoretical or clinical abilities. 

Postgraduate education and specialisation in paedodontics 

A large percentage (58,1) of the schools responding to this section of 

the questionnaire reported the existence of advanced education programmes 

in paedodontics, mostly designed for specialist certification in 

paedodontics. 

A paradoxical situation revealed by the present investigation was that 

considerably less emphasis is placed on undergraduate training in 

paedodontics in those countries in which no or very limited postgraduate 

training is offered in this field and where, presumably, the general 
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practitioner must assume full responsibility for the treatment of child 

patients. By contrast, in those countries which do train paedodontic 

specialists and/or offer extensive postgraduate programmes, such as the 

United States, the Nordic countries, Australia and New Zealand, more 

extensive undergraduate training is provided. 

Recommendations concerning postgraduate training in paedodontics 

Grewe (1969} sees the most important motivating factors for .postgraduate 

training in paedodontics to be, firstly, the need for practitioners 

willing and able to care for children with psychological, medical, 

physical and mental disabilities, whose adequate care is not possible in 

general dental practice. Furthermore, there is an urgent need for in ... 

creased research in paedodontics. 

Album (1976) discusses the shortcomings of current postgraduate teaching 

in paedodontics and stresses the need for more extensive training in the 

following aspects of the subject: 

(i) The multi-disciplinary approach to total health care for children, 

involving an augmented liason between the paedodontist and the 

paediatrician, as well as other medical and dental specialists, 

speech therapists, dietitians, social workers and psychologists. 

Experience in a teaching medical hospital is essential. 

(ii) The lack of equilibrium between the teaching of techniques and the 

teaching of the social and preventive aspects of paedodontics 

should be corrected. There should be a re~orientation of 

paedodontic education towards the individual patient and his needs, 

Th_e patient should be considered as a total person and as part of 

a family and a community. 
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(iii} Specialists in ch.ildren 1s . dentistry sh.ould be taught to study 

child development and dental disease scientifically, 

(iv} It is essential that training in research be included in the 

post-graduate paedodontic programme. 
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Ripa (1973} furth.er stresses the importance of h.ospital~related 

activities in paedodontic specialty training programmes, including 

paediatric ward rounds, outpatient clinics, experience in general 

anaesth.etic procedures, emergency department assignments, paediatric 

seminars and patient referral. He also attaches considerable importance 

to research_ activities. in specialty training. In an article published 

in 1970, King discusses paedodontics as a specialty. · In his opinion, 

a dentist who restricts his practice to children requires special 

knowledge and skills, which. call for extensive study and clinical and 

laboratory experience beyond the accepted undergraduate training. There 

wi ll always be a demand for a high standard of professional service and 

specialists must be available to whom the average general dental 

practitioner can refer patients with problems beyond his ability and 

training. Specialists should be trained in all the major fields of 

dentistry and paedodontics is no exception. He regards the child patient 

in a dental sense as the most important person in the community. 

Grewe (1969) recoJTUTiends that, apart from separate postgraduate programmes 

in orthodontics and paedodontics, a combined programme should be offered. 

A training programme of this nature would be of particular value for the 

lecturer in undergraduate paedodontics as well as for the private 

practitioner desiring to provide comprehen~ive dental care for the child 

patient. With the opportunity available to specialise in both orthodontics 
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and paedodontics, friction is less likely to develop between the 

specialties of orthodontics and paedodontics. 

The Council on Education of the Canadian Dental Association (1971) also 

recorm1ends the grouping of paedodontic~ and orthodontics to form the 

specialty of paediatric dentistry. 
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While these and other suggestions for the training of a single consultant 

in orth.odonti cs and p_aedodontics have been put forward, there are a number 

of reasons why it would be unrealistic to make a combination of those 

~pecialties mandatory. Firstly, the age groups cared for by the two 

specialties differ. The paedodontist often treats children from a young 

age (sometimes under the age of 1 year), whereas the orthodontist is 

concerned with an older age group and seldom sees children before the 

permanent teeth 5egin to erupt. Secondly, as a result of the nature of 

th.e presenti_ng pro5lem, tfl.e paedodontist is often confronted with behaviour 

management problems, whereas tne child referred for orthodontics is 

usually a co-operative patient, accustomed to dental procedures. 

Rawli_ngs, Taylor and Shorling (1977), in an investigation concerning the 

opinions of paedodontic departmental chairmen about a combined orthodontic

paedodontic speci.alty, found that only 29,5 per cent favoured such a 

s.uperspeci a 1 ty, while 47, 7 per cent opposed it and 22, 7 per cent were 

uncommitted. 

Cone l us ions 

From the results of this investigation of paedodontic education in dental 

schools around the globe, the following more important conclusions can be 

high.lighted: 
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1. Although the emphasis placed on paedodontic education varies 

considerably from one country to another, there is a world-wide 

tendency to progressively acknowledge the importance of this 

discipline and towards increasing th.e stress placed on paedodontics 

in the curriculum. 

2. The vast majority of dental faculties participating in this 

investigation conceive the overall objective of paedodontic 

education to be training in all facets of dentistry for the whole 

child. 

3. In general, dental faculties with independent departments of 

paedodontics place more emphasis on children's dentistry than do 

schools which have no such departments. Experience around the world 

has shown that training in paedodontics tends to be neglected when 

the discipline is incorporated with other disciplines to form a 

single department. This is especi~lly the case when paedodontics 

is combined with restorative dentistry and its associated 

disciplines, Paedodontics, instead of embracing total dental 

care for the child, as it should, then often degenerates to a 

concept of restorative care for the child. 

4. It is generally agreed that a low teacher to student ratio is 

necessary for clinical training in paedodontics, even more so when 

first introducing students to clinical paedodontics. 
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5. Part-time faculty can play an important role in paedodontic education. 
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6. The provision of chairside assistance for students in the paedodontic 

clinic is to be recommended. 

7. The introduction of students to child patients early in the 

curriculum is desirable. 

8. A preclinical course in the paedodontic curriculum has much to 

recommend it. 

9. Topics in the paedodontic curriculum which, in general, require more 

emphasis include the preventive, rather than curative, approach to 

dental disease in children, diagnosis and treatment planning, the 

dental care of the handicapped child, preventive and interceptive 

orthodontics and dentistry for the adolescent. 

10. Clinical training in paedodontics based on the principle of 

comprehensive care has much to recommend it. 

11. Evaluation of student performance in paedodontics by means of 

continuous assessment is preferable to the exclusive use of 

evaluation under examination conditions. 

12. The introduction of elective courses in an important development 

in dental education. 
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CHAPTER IV 

THE STELLENBOSCH UNDERGRADUATE PAEDODONTIC CURRICULUM 
AN APPRAISAL BY GRADUATES 

Introduction 

Before reporting on this survey, a brief resum~ of the paedodontic 

curriculum at the Dental Faculty of the University of Stellenbosch will 

be provided. 

Undergraduate students are introduced to paedodonti cs ( theoreti ca 1 and 

clinical) at the beginning of the fifth year of study. When comparing 

the findings of the international study (Chapter III) it will be seen 

that very few schools delay the introduction of paedodontics until the 

fifth academic year. The Stellenbosch course continues until shortly 

before graduation in the middle of the sixth year of study. 

A total of 30 clock hours are devoted to theoretical instruction in 

paedodontics. This instruction is presented by means of typed handouts 

which consist of a summary of the topic under discussion. These notes 
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are supplemented by means of a discussion on each subject, the discussions 

being attended by the whole class. The time spent on each topic is 

indicated in Table 1. During the paedodontic course each student is 

allocated one topic, on which he prepares a short seminar by means of 

self-study. The objective of this exercise is to acquaint the student 

with the paedodontic literature and encourage independent learning in 

preparation for continued self-study after graduation . . This seminar is 

then read to the class following which the topic is further discussed. 

The time allocated for theoretical instruction in paedodontics does not 
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allow for formal small-group discussions., although. some time is spent on 

unofficial small-group discu~sions during clinical periods. Some use is · 

made of audio-visual aids, mainly colour slides, overhead projection and 

tapes. 
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In general, the theoretical clock hours devoted to each paedodontic topic 

at the University of Stellenbosch compare reasonably well with the mean 

and median values reported by the schools participating in the 

international comparative study. Subject -areas in the Stellenbosch 

curriculum to which considerably less time is devoted than average values 

reported from other schools include diagnosis and treatment planning, 

paedodontic operative procedures, and preventive and interceptive 

orthodontics. 

No time is allocated in the curriculum to a preclinical ·(laboratory) 

course in paedodontics. 

The total clinical time spent on paedodontics is variable, but amounts to 

approximately 54 two-hour sessions during the fifth and sixth years of 

study, a total of approximately 108 clock hours. During the clinical 

training students are required to complete the comprehensive treatment 

of approximately 8 child patients, about half these being children with 

minimal caries or children being maintained on a preventive programme. 

An attempt is made to assign patients in such a way that the student is 

exposed to a wide variety of operative and behavioural experiences. 

The total of 30 clock hours of theoretical instruction and 108 hours of 

clinical instruction allocated to the discipline of paedodontics at the 

University of Stellenbosch can be seen to fall at the lower extreme of 
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the range reported by schools participating in the international survey. 

No elective courses in paedodontics are offered at Stellenbosch 

University. 
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At present paedodontics is a section of the Department of Restorative 

Dentistry at the University of Stellenbosch, together with the disciplines 

of basic restorative dentistry, endodontics, crown and bridge therapy and 

dental materials. These disciplines are all examined together as the 

single subject of "restorative dentistry". A pass mark for "restorative 

dentistry" as a whole is the only requirement. It is therefore possible 

to graduate without having obtained 50 per cent in the paedodontic course. 

One full-time senior lecturer is assigned to paedodontics and is assisted 

in the clinic by part-time instructors. The teacher:student ratio in the 

paedodontic clinic is approximately 1:10-12, which is considerably higher 

than the median value of 1:6 reported in the international study and 

markedly higher than the suggested ideal of 1:2-3. 

Only one non-academic staff member, who acts as receptionist-clerk and 

in addition as chairside assistant to undergraduate students when time 

allows, is allocated to the paedodontic clinic. 

Postgraduate paedodontic education at the University of Stellenbosch 

At the University of Stellenbosch postgraduate education in paedodontics 

comprises the following: 

{i) An Honours Degree consists of a one-year course offering basic 

subjects (oral biology, pathology and oral microbiology) together 

with a theoretical course in orthodontics and paedodontics on a 
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level comparable to that of the B.Ch.O. finals. 

(ii) A research project, leading to either a Master of Science or 

Ph.D. degree, can be undertaken. 
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No post-graduate clinical training in paedodontics is available and it 

appears from the results of the international study that a very real need 

exists for advanced training in clinical paedodontics. 

Purpose of the study 

Graduates of the Dental Faculty of the University of Stellenbosch were 

surveyed in order to determine their views on the adequacy and usefulness 

of their paedodontic education in preparing them for practice. 

Materials and methods 

A questionnaire was distributed to all available 1976*, 1977, 1978 and 

1979 graduates of the dental school, together with an introductory letter. 

Complete anonymity of respondents was assured. 

Graduates were questioned on the following aspects of the course: 

. (i) Whether they would have liked to have received more, less, or the 

same amount of training in their undergraduate paedodontic course, 

by topic . 

(ii) Whether they would have liked the time spent on paedodontics, 

relative to other subjects, to have been more, less, or the same 

amount. 

* The first group -of dentists to gt:'aduate from Stellenbosch University. 
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(iii) Whether they thought that paedodontics should form part of the 

course in restorative dentistry, as is the situation at this 

University, or whether it should rather be an independent 

discipline. 

(iv) Which mode of didactic instruction they preferred. 

(v) Whether they had any additional comments to make concerning 

the paedodontic training they received. 

Results 

Of the 72 deliverable questionnaires, 58 were returned. This represents 

an 80,6 per cent response rate. 

1. Percentage of graduates who wished to have more, less, or the same 

amount of instruction in paedodontics, by topic 

The results of this section of the study are summarised in 

Table 1. 
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Table 1 

Percentage of graduates, who wished to have more, less or the same amount of instruction in paedodontics, 
by topic 

(The approximate amount of time spent on each section in the current paedodontic course, theoretical and 
clinical, is indicated after each topic.) 

Topic Percentage Percentage reques- Percentage 
requ~sting more ti ng_s~!'l_e amount requesting less 

1. Psychological development of children and 
child management in the dental office. 44,8 53,4 1,7 

• 
Theory: 200 minutes · (Theory 19 (Theory 1,7 

Clinical: Chairside instruction as the Clinical 44,8) Clinical 0) 

need arises. 

2. Parent counselling. 32,8 67,2 0 
Theory: 40 minutes (Theory 17 ,2 
Clinical: At least 8 cases. Clinical 24,1) 

3. Evaluation of growth and development of 
the head, face and oral cavity. 32,8 50,0 17,2 

Theory: 240 minutes (also in orthodontics (Theory 25 ,9 (Theory 17,2 

course) Clinical 19,0) Clinical 3,4) 

Clinical: At least 8 cases. 

...... ...... 
(,11 

·~ 
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Topic Percentage Percentage reques- Percentage 
requesting more ting same amount requesting less 

4. Diagnosis and treatment planning. 17,2 79,3 3,4 
Theory: 60 minutes (Theory 8 ,6 (Theory 3 ,4 
Clinical: At least 8 cases Clinical 15, 5) Clinical 0) 

5. Rontgenology for the child patient. 19,0 79,3 1,7 

Theory: 20 minutes (Theory 7,0 (Theory 1,7 

Clinical: At least 8 cases. Clinical 19,0) Clinical 1,7) 

6. Epidemiology of dental caries in the child. 10 ,3 72 ,4 17,2 
Theory: ·40 minutes {Theory 8,6 {Theory 17 ,2 
Clinical: At the chairside. Clinical 3,4) Clinical 1,7) 

7. Preventive procedures for children. 

(a) Oral hygiene instructions 27,6 72 ,4 0 
Theory: 20 minutes (Theory 7 ,0 
Clinical: At least 8 cases Clinical 25,9) 

{b) Diet counselling and the use of diet 
charts. 41,4 55,2 3,4 
Theory: 20 minutes {Theory 20,7 {Theory 3 ,4 

Clinical: At least 1 case Clinical 29,3) Clinical 1,7) 

(c) Topical fluorides 8,6 89,7 1,7 
Theory: 200 minutes {Theory 5 ,2 (Theory 1,7 
Clini.cal: At least 8 cases. Clinical 7,0) Clinical 0) 

...... 

...... 
. Ol 
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Topic Percentage Percentage reques- Percentage 
requesting more ting same amount requesting less 

(d) Systemic fluorides. 19,0 79,3 1,7 
Theory: 20 minutes {Theory 8 ,6 {Theory 1, 7 
(also in oral biology and community Clinical 13,8) Clinical 0) 
dentistry). 

(e) Fissure sealants 25,9 72 ,4 1,7 
() 

Theory: 80 minutes {Theory 8 ,6 (Theory 1,7 
Clinical: At least 1 case. C\inical 22,4) Clinical 0) 

8. Paediatric operative dentistry. 

(a) Amalgam restorations 5,2 94,8 0 
Theory: 20 minutes (Theory 1, 7 
Clinical: At least 20 units. Clinical 5,2) 

(b) Restoration of primary incisors. 41,4 58,6 o 
Theory: 20 minutes (Theory 19,0 
Clinical: At least 5 units. Clinical 37,9) 

(c) Stainless steel crowns .. 53,4 37,9 8,6 
Theory: 40 minutes {Theory 13 ,8 {Theory 6 ,9 
Clinical: At least 1 unit Clinical 48,3) Clinical 1,7) 

{d) Pulp therapy for primary teeth. 24,1 75,9 0 
Theory: 80 minutes (Theory 8 ,6 
Clinical: At least 3 units. Clinical 24,1) 

...... ...... 
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Topic 

(e) Treatment of non-vital primary teeth. 
Theory: 20 minutes 
Clinical: At least 1 unit. 

9. Management of traumatised anterior teeth. 
Theory: 120 minutes 
Clinical: At least 1 case. 

10. Dental treatment of handicapped children. 
Theory: 200 minutes 
Clinical: At least 1 case 

11. Preventive and interceptive orthodontics, 
including space maintenance. 
Theory: 60 minutes 
Also in orthodontics course. 

12. Oral lesions and problems in infants, 
including problems associated with the 
eruption of the primary dentition. 
Theory: 40 minutes 
Clinical: At the chairside. 

Percentage 
requesting ~ 

36,2 
(Theory 13,8 
Clinical 31,0) 

50,0 
{Theory 13 ,8 
Clinical 50,0) 

34,5 
{Theory 15,5 
Clinical 29,3) 

62,1 
{Theory 43,l 
Clinical 56,9) 

81,0 
{Theory 43,1 
Clinical 56,9) 

Percentage reques
ting same amount 

60,3 

48,3 

62,l 

37,9 

19,0 

Percentage 
requesting less 

3,4 
{Theory 1,7 
Clinical 1,7) 

1,7 
{Theory 1,7 
Clinical 0) 

3,4 
(Theory 3 ,4 
Clinical 0) 

0 

0 

..... ..... 
CX> 
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Topic 

13. Stomatitis, gingivitis and periodontal 
disease in children. 
Theory: 40 minutes 
Cl i ni cal: At the chairside. 

14. The pharmacotherapeutic management of 
behaviour problems in the dental office. 
Theory: 40 minutes 
Clinical: As the need arises. 

15. The use of inhalation sedation (N20). 
Theory: 40 minutes 
(also in anaesthesia course) 
Clinical: At least 1 case. 

16. Local anaesthesia for children . . 

Theory: 20 minutes 
Clinical: At the chairside. 

17. Comprehensive treatment of the paedodontic 
patient under general anaesthesia. 
Theory: 40 minutes 
Clinical: At least 1 case. 

Percentage Percentage reques-
requesting~ ting same amount 

65,5 34,5 
{Theory 44,8 
Clinical 44,8) 

70,7 27,6 
(Theory 58 ,6 
Clinical 51,7) 

43,1 56,9 
(Theory 13,8 
Clinical 44,8) 

29,3 70,7 

{Theory 8,6 
Clinical 24,1) 

31,0 70,7 
(Theory 13 ,8 
Clinical 29,3) 

Percentage 
requesting less 

0 

1,7 
{Theory 1,7 
Clinical 0) 

0 

0 

1,7 
(Theory 1,7 
Clinical 0) 

...... ...... 
'° 
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Topic 

18. Oral surgery for children. 
Theory: 20 minutes 
Clinical: No specified quota. 

19. Prosthetics for the child patient. 
Theory: 40 minutes 
Clinical: No specified quota. 

20. Diagnosis and treatment of anomalies of 
shape, colour, structure and texture of 
teeth (e.g. tetracycline discolourations, 
fluorosis, etc.) 
Theory: 40 minutes 
Clinical: No specified quota. " ~ 

Percentage 
requesting more 

39,7 
(Theory 29,3 
Clinical 31,0) 

51,7 
(Theory 34,5 
Clinical 37,9) 

51,7 
(Theory 37 ,9 
Clinical 41,4) 

Percentage reques
ting same amount 

56,9 

44,8 

44,8 

Percentage 
requesting 1 ess 

3,4 
(Theory 3 ,4 
C 1 in i cal 1 , 7) 

3,4 
(Theory 1,7 
Clinical 1,7) 

3,4 
(Theory 3 ,4 
Clinical 0) 

.... 
N 
0 
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2. The time spent on paedoclontics, relative to other subjects in the 

dental curriculum 

Of the 57 graduates who answered this question, 22 (38,6%) were of 

the opinion that the curriculum clock hours devoted to the study of 

paedodontics were insufficient, while 31 (54,4%) felt that the time 

spent was sufficient and 4 (7,0%) thought that too much time was spent 

on paedodontics. 

3. Paedodontics as a separate discipline 

Asked whether they thought that paedodontics should form part of the 

course in restorative dentistry or whether it should be an independent 

discipline, graduates responded as follows: 33 (58,9%) thought that 

paedodontics should be an independent discipline, 20 (35,7%) thought 

that the present arrangement, whereby paedodontics forms part of the 

cours.e in restorative denti·stry, was satisfactory, 1 (1,8%) thought 

that paedodontics and orthodontics should be combined, while 2 (3,6%) 

were uncertain. 
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Reasons given for suggesting that paedodontics should be an independent 

discipline included the following: 

- Paedodontics includes far more than restorative treatment; 

it involves the comprehensive dental care of child patients. 

- Treating children is very different from treating adults. 

- The importance of child dental care would be more apparent to the 

student and his interest in the subject would be stimulated if 

paedodontics were presented as an independent subject. 

- J.ustice cannot be done to the discipline of paedodontics while it 

forms part of a larger discipline. 
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4. Preferred mode of didactic instruction 

Graduates were asked to indicate their preferences with regard to the 

mode of theoretical instruction in paedodontics. They were asked to 

choose between: 

( i) fonnal lectures; 

(ii) typed notes (handouts); 

(iii) seminars; 

(iv) sma 11-group discussions; 

(v) audio-visual aids (films, slide-tape programmes, 

etc.); 

(vi) self-study (reading assignments, etc.). 

Fifty-seven graduates completed this section of the questionnaire. 

Typed notes proved to be the most popular form of instruction, these 

being preferred, alone or in combination with one or more of the 

other forms of instruction, by 35 (61,4%) graduates. The use of 

audiovisual aids ranked second in order of popularity, this form of 

instruction being preferred, in combination with other modes, by 

28 (49,1%) of the questionees. Twenty~three (40,4%) graduates thought 

that formal lectures, 22 (38,6%) that small-group discussions, and 

21 (36,8%) that seminars were to be recommended, mostly in combination 

with one or more of the other forms of instruction. Self-study proved 

to be the least popular mode of instruction, only 15 (26,3%) graduates 

indicating this as a preference. 

5. Additional comments and suggestions 

In the final section of the questionnaire, graduates were asked for 

additional comments concerning the paedodontic training which they 
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received and for suggestions for consideration when future courses 

are planned. Some of the most frequently mentioned comments and 

reco~endations put forward included the following: 

- The importance of child dental care should receive more emphasis 

in the dental course. 

As paedodontics covers such a wide scope of activities, serious 

consideration should be given to the establishment of an independent 

department of paedodontics. 
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A large percentage of graduates expressed the opinion that insufficient 

clinical time was available in the dental course for paedodontics, with 

the result that many practitioners felt themselves to be too inexpe~ 

rienced in child dental care when commencing practice. 

- A further point made was that the relative clinical time available 

for paedodontic training is disproportionately low when considering 

the high percentage of time spent on treating child patients in 

private practice. 

- Integration of the disciplines of orthodontics and paedodontics, or 

closer co-operation between these two disciplines, was recommended 

by some graduates. 

- Close integration between paedodontics and preventive dentistry was 

seen as essential. 

- Some graduates felt that exposure to child patients should be 

introduced earlier in the dental curriculum. This would enable 

the student to fol low the growth and development pattern and the 

results of treatment in his allocated child patients over a longer 

period of time. · 

- Successful child management was considered by some graduates to 

be the most difficult part of dental practice. 
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- Consideration should be given . to the introduction of a pre~clinical 

(laboratory) techniques course in paedodontics. 

- The presentation of interesting case reports would · be a meaningful 

addition to the paedodontic course. 

- Post-graduate and specialty training in paedodontics should receive 

urgent attention. 

Di scus.si on 

In the Republic of South Africa paedodontics is not a recognised specialty 

of dentistry. Accordingly the general dental practitioner is responsible 

for the delivery of all aspects of p·aediatric dentistry; there are no 

practising paedodontic specialists to whom cases may be referred. 

The objective of the paedodontic course should therefore be to produce 

graduates competent- to practise children's dentistry in all its facets. 

Although this study does not prove whether the graduate of this University 

is capable of doing so, it does give some indication of his views on the 

adequacy of his training in this subject. 

Amount of instruction 

With regard to the amount of training received in paedodontics, graduates 

generally expressed the opinion that the theoretical course was adequate. 

Exceptions were preventive and interceptive orthodontics and space 

maintenance, oral problems in infants and stomatitis in children, 

in which more than 40 per cent of graduates would have liked more 

theoretical instruction, while almost 60 per cent wanted more on the 

pharmacotherapeutic management of behaviour problems in paedodontic 

practice. While graduates were, in general, satisfied with the theoretical 

course in paedodontics, a large percentage of respondents felt that 
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insufficient time is spent on clinical training and many practitioners 

said that they consequently experienced difficulty in coping adequately 

with all aspects of paedodontic practice. 

Subject areas in which graduates expressed a particular need for more 

extensive clinical experience are problems of child management, aspects 

of paedodontic diagnosis, the management of traumatised anterior teeth 

and preventive and interceptive orthodontic procedures. 

Separate discipline 

Nearly 60 per cent of graduates were of the opinion that the present 

system, whereby paedodontics forms part of the course in restorative 

dentistry, is unsatisfactory. They felt that more justice would be done 

to the subject were it to be taught as an independent discipline. 

125 

Were the discipline of paedodontics to be separated from the broad subject 

"restorative dentistry", this would be in line with the practice in 

countries leading the field in child dental health, notably Norway, 

Denmark and Sweden, where all the dental schools have independent 

paedodontic departments (Bjorvatn & Magnusson, 1978) and the United 

States of America, where 27 of 31 schools surveyed in the international 

study have departments of paedodontics. 

Teaching methods 

In interpreting the results of this section of the survey, it should be 

taken into account that the opinions of graduates concerning teaching 

methods are, for a variety of reasons, of only limited value. 

As far as preference for teaching methods is concerned, typed notes proved 

to be the most popular. Possible advantages of the transfer of information 
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by means of printed handouts, supplemented by discussions, are several. 

Firstly, more efficient use is made of available instructional time; a 

considerable amount of time is saved in that notes do not have to be 

taken down. Secondly, it provides the student with an up-to-date text 
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for study and reference. Thirdly, a set of notes is available to academic 

members of staff, encouraging standardisation of instruction in the 

subject. 

It is interesting to note that graduates rated formal lectures fairly high 

as a method of instruction, showing little preference for self-study. 

It is very apparent, however, that graduates find clinical experience of 

great help as a teaching method. The teaching system of comprehensive 

patient care, in contrast to the block system, has several advantages. 

One of the benefits gained is that it allows the student the opportunity 

to follow the physical, dental and psycho-social growth and development 

of a number of child patients, as well as observe the results of 

preventive and treatment procedures, over a relatively long period of 

time. The student also gains experience in aspects of paedodontic 

practice management and organisation. However, Vann, Fields and 

Pinkham (1979) point out that the total patient care system has certain 

disadvantages, the most important being that it limits the exposure of 

the student to a wide variety of operative procedures and experience in 

the management of dental behaviour in children. They suggest that a 

combination of the two systems of total patient care and the block system 

might be the most desirable solution to paedodontic clinical teaching. 

Additional suggestions 

Further suggested modifications to the paedodontic course which warrant 

consideration are the introduction of a pre-clinical (laboratory) 
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techniques course in paedodontics and the earlier introduction of 

paedodontics in the dental curriculum. 

Conclusions 

The practical implications of the overall findings of this study are 

that, although the theoretical component of the undergraduate course 

in children's dentistry at the University of Stellenbosch is satisfying 

the needs of the majority of graduates, a large percentage of graduates 

are of the opinion that the clinical experience gained provides 

inadequate preparation for the practice of all aspects of paedodontics. 

The majority of respondents were also in favour of the presentation of 

paedodontics as an independent discipline rather than as a part of the 

course in restorative dentistry, the main reason offered being that this 

would place paedodontics in a more realistic perspective with regard to 

the other disciplines in dentistry. 
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CHAPTER V 

INTERNATIONAL PATTERNS OF PAEDODONTIC PRACTICE AND ORAL HEALTH 
CARE FOR CHILDREN : A REVIEW OF THE LITERATURE 

INTRODUCTION 

. If the aim of paedodontic education is to prepare practitioners for the 

practice of children's dentistry, training in paedodontics cannot be 

considered in isolation from paedodontic practice. As Duckworth ·(1973 
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51) says: "The design of dental services for a community and the planning 

of dental education are so bound together that one must always influence 

the other. This obvious interdependence has to be stated because there 

are times when it seems to be forgotten.'' 

A survey of the literature reveals that, although the present global 

picture of paedodontic care shows some divergent trends, a great deal of 

concensus exists regarding certain basic principles of child dental care. 

Fairly detailed information on paedodonti c care in the United States of 

America, the United Kingdom, Scandinavia, New Zealand and Australia is 

available in the literature. However, articles on the practice of 

paedodontics in other parts of the world are scarce and are mainly 

based on personal observations by visitors, with little information 

based on research. 

The FOi (1979) came to the conclusion that throughout the world, with the 

probable exception of one country (not named), the provision of dental 

care for children is inadequate. 

Scandinavia 

Since the early 1900's . children's dentistry has been a high priority 

health service in the Scandinavian countries, although it has taken more 
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than ha 1 f a century to es tab 1 i sh. compreh_ens i ve s choo 1 denta 1 services 

(Heloe, Haugejorden & Heloe, 1980). Initially the main activity was relief 

of pain until gradually, restorative care became the principle component, 

''Today, prevention is the all-pervading philosophy of organized public 

dental programs in Scandinavia" (Heloe,Haugejorden & Helo~. 1980 : 2253}, 

Denmark 

In Denmark a free school dental service h.as been _prov\ded on a municipa.l 

level since 1972 (Christensen, 1980}. At present many preschool ch.ildren 

are treated by private practitioners, a subsidy of 66 per cent being paid 

by the National Health Insurance for most treatments provided (Bille, 1980}, 

The free child dental health service is, however, being extended to include 

the preschool group as well and legislation h.as recently been passed which 

makes provision for the treatment of all presch.ool children (0~6 years} 

in public clinics by 1987 (Schwarz & Hansen, 1979}. The majority of 

school children are treated in the well-equipped clinics of the children's 

dental health service, which provides for health education, regular 

examinations, extensive preventive measures and comprehensive treatment, 

including orthodontics (Helm, 1973; Schwarz & Hansen, 1979}, All treatment 

is provided by fully qualified dentists, assisted by dental hygienists, 

There are no dental therapists practising in Denmark, Th.e system is 

very we 11 accepted by both. chi 1 dren and parents, an av~rage of 98 per 

cent of children attending the clinics regularly (Ch.ristens·en, 1980), 

In most cases clinics are situated within schools and treatment is 

provided during school hours. Christensen (1980} sees the proximity of 

the dental clinics to schools as a great advantage, as this relieves the 

parent of the responsibility of h.aving to escort the child for dental 

treatment. Pauly (1969) points out that a further advantage of the system 

is that dental education becomes part of the child's total education, http://etd.uwc.ac.za/ 
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During the immediate post-school period (i.e. until approximately 30 years 

of age) the Regular Youth Dental Care Program is offered. This involves 

postal reminders every 9-12 months for regular preventive treatments by 

private practitioners. These treatments are generally subsidised by 

75 per cent (Schwarz & Hansen, 1976). 

The Danish school dental service has a national ratio of one dentist to 

650 children; in Aarhus this ratio is 1 : 500 (Wallace, Elsey & Fletcher, 

1969) . . At present approximately 600 ~illion Da. kr. (120 million dollars) 

of public funds are spent for child dental health purposes in Denmark 

annually (Schwarz & Hansen, 1979). 

Sweden 

In Sweden, as in Denmark, dental care for children is provided through 

a government programme, mainly within the schools and during school hours. 

Recall appointments are arranged by the schools concerned. Dunning & 

Dunning (1978) report that the utilisation rates are as follows: 

Age Percentage 
(years) utilising 

3 - 5 51% 
6 77% 

7 - 16 95% 
17 - 19 38% 

All school children are examined at least once annually and preventive 

procedures and restorative, surgical and interceptive and corrective 

orthodontic treatment are provided (Syrrist; 1969). Oral hygienists 

are trained and employed in Sweden but there are no dental therapists 
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(Swenson .& Philips, 1976). 

Finland 

Since the 1950's free dental services have been provided for all children 

in public schools in Finland (Rajala, Rajala & Paunio, 1978). 

Norway 
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In Norway approximately 90 per cent of schoolchildren (6 - 18 years of age) 

avail themselves of the free public oral health care programme (Heloe, 1978). 

This programme includes regular examinations, oral health education, 

preventive measures, restorative treatment of permanent teeth, periodontal 

therapy and oral surgery. Other procedures, including restorative care 

of the deciduous dentition and orthodontics, are referred to private 

practitioners (Baerum & Arnljot, 1976). Private practitioners provide 

treatment on a fee-for-service basis, fees paid _being partly refunded by 

th.e Social Security System. No free publi.c dental services are available 

for the adult population; the latter are treated by private practitioners 

on a fee-for-service basis. 

In 1964 the Norwegian dental profession rejected a plan to introduce 

operating dental auxiliaries into the school dental services in Norway; 

they were of the opinion that nobody less than a fully trained dentist 

should treat child patients (Gelbier, 1964). Subsequently, an additional 

dental school was opened in Bergen in order to train more dentists. 

In a study conducted in 1976, Baerum and Arnljot came to the conclusion 

that the oral health care programme was reasonably adequate in meeting the 

treatment needs of Norwegian children, although Barmes ( 1976} reports that 

the fact that primary teeth. are not restored in th.e school dental service 
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in Norway gives rise to a dramatic difference in the treatment/need ratio 

for primary teeth in one sample (36%) compared with the treatment/ 

need ratio for permanent teeth (90%). However, Baerum & Arnljot 

(1976) did not find the system to be effective in reducing the 

prevalence of dental disease, reflecting a need for more effective 

preventive measures. 

Of the Scandinavian child dental services Pauly (1969 : 894) writes: 

"Denmark and Sweden are the most advanced countries· in community denta 1 

services today. Denmark's system of school dental clinics has satisfied 

the real needs of their children. Not only do the dentists have the 

necessary training, but the service also has educational and preventive 

aspects, with the result that dental services required by adults are 

gradually being reduced." 

In an article published in 1964, Leatherman makes the interesting 

observation that the public image of dentistry in Scandinavia is far 

superior to that in Great Britain and Ireland, Likewise, dentists in 

Scandinavia are regarded by their medical colleagues much more as well

educated and respected scientists th.an is the case in Great Britain, He 

attributes this fact to the advanced development of public dental 

health services, especially for children, in Scandinavia, which has 

taught the public to appreciate the importance of dental health, He is 

of the opinion that the Scandinavians have realised to a much greater 

extent than many other countries that the development of an efficient 

public dental health service for children is necessary for a dentally 

healthy adu.lt population. He adds that possibly the high proportion of 

women dentists in Scandinavia, wh.o apparently enjoy working in a children's 

http://etd.uwc.ac.za/ 
 



dental service, has helped to bring this about. 

Wallace et al. (1969) observe that dentistry is more popular than medicine 

as a career in Denmark, the dentist being held in high regard by the 

population. Holst & Brembo (1980) and Christensen (1980) report that 

investigations have shown that the incidence of dental caries among 

Scandinavian children has shown a remarkable decline during the last 

decade. With the extension of free denta 1 services to a 11 pre..,schoo 1 

children in Denmark during the 1980 1s further improvements in tne dental 

health of children may be anticipated (Christensen, 1980}. 

UNITED KINGDOM 

Free dental treatment for children is provided by all three branches of 

the National Health Service, namely the General Dental Service, the 
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Salaried School Dental Service and the Hospital Service, However, a Joint 

Working Party set up by the British Paediatric Association and the British 

Paedodontic Society (1979) reported that, in spite of successes in other 

fields of dentistry, the National Health Service has largely failed to 

bring about an improvement of child dental health in the United Kingdom. 

Although far greater numbers of children are now receiving dental 

treatment than was the case prior to the introduction of the National 

Health Service in 1948, certain serious shortcomings remain (Winter, 1975; 

British Dental Association, 1972; Court, 1976; Jackson, 1977). Suggestions 

put forward for an improvement of the situation include the following: 

(i) Ch.ildren and adolescents should b.e the main priority groups for 

dental services. 

(ii) In all the dental services for children in the United Kingdom the 
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emphasis is on remedial treatment. It is strongly felt that this 

emphasis must be shifted towards preventive measures if real 

progress is to be made. The present emphasis on conservative 

treatment can be ascribed to a large extent to the unsatisfactory 

system of remuneration for preventive procedures (Winter, 1975), 
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(iii) There is an urgent need for the training of specialist paedodontists 

(Jackson, 1977; Court, 1976; Gelbier, 1975; Winter, 1975}. The 

Joint Working Party set up by the British Paediatric Association 

and British Paedodontic Society (1979 : 279) reported: "We feel 

strongly that the dental needs of children would best be served by 

consultants trained specifically in paediatric dentistry ,, 
• • • 

The provision of specialist paedodontic services is especially 

indicated for the care of pre-scnool children, physically, mentally 

and medically handicapped children, children requiring difficult or 

lengthy treatment and other cases wh.i ch. might prove parttcul arly 

time-consuming or pose special problems for the general practitioner, 

(iv} Pre-school children remain a dentally neglected group (Winter, 1975; 

Joint Working Party, 1979) and greater priority should be given to 

their treatment. 

Utilisation of dental therapists in the Unit~d Kingdom 

Training of dental therapists, the so-called New Cross Dental Therapist, 

commenced in London in 1960. 

Th_e training course extends over a period of two years, Duties of the 

New Cross Dental Therapist include simple restorations in both the 

deciduous and permanent dentitions of children, exposing and processing 
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of radiographs, and extraction of deciduous teeth under local infiltration 

anaesthesia. She gives dental h.ealth education both in schools and at the 

chairside, scales and polishes teeth and applies prophylactic materials 

including solutions, gels and sealants, She may not give regional 

anaesthesia, extract permanent teeth, perform treatment under general 

anaesthesia, nor do any root fillings. The New Cross Therapist works in 

the public dental service under the direction of a dental officer, who 

must prescribe, in writing, at the commencement of each course of treatment, 

the work which she is to do. If for any reason it is not possible to 

complete the prescription or if it needs to be altered, a new prescription 

must be made out by a dental officer. The dental officer must examine the 

completed work and indicate that he has done so by a signed record, The 

only procedures an auxiliary may carry out without the physical presence 

of a supervising dental officer are oral hygiene procedures, fluoride 

applications and dental health education (General Dental Council, 1975; 

Turner, 1971). 

THE FEDERAL REPUBLIC OF GERMANY 

There is no national health service in West Germany, Dental services for 

children (and adults) are rendered hy private practitioners, mainly in solo 

practice. The dentist to patient ratio is high, i.e. approximately 1 

dentist per 2000 population (Ireland, 198.1}. There are no dental hygienists 

or expanded-duty auxiliaries in West Germany, 

A small percentage of dentists are employed in the Schoo.l Dental Health 

Service. The field of activity of the School Dentai Health Service is 

mainly restricted to examinations and oral health education, with referrals 

for treatment to private practitioners, and therefore does not play an 
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important role in the delivery of dental care to children (Keil & 

Nippert, 1976). 

The emphasis in dental practice in West Germany falls on reconstructive 

therapy for adults (Ireland, 1981). Preventive dentistry is not widely 

practised and is restricted mainly to systemic administration of fluoride 

tablets and oral hygiene education (Keil & Nippert, 1976}. 

SWITZERLAND 

Switzerland has a well..-.organised network of school dental s·ervices which 

covers 75 per cent of all children. Preventive dentistry for children 

on an organised basis is receiving attention (freihofer, 19641, and 

considerable successes have been achieved in certain regions (BUttner

Salminen, 1980). 

THE NETHERLANDS 

Surveys have shown th.at young children in the Netherlands are a dentally~ 

neglected group {Seward, 1978; Van Amerongen, 1980}. Although the 

dentist : population ratio is approximately 1 : 3000 {l : 2000 in some 

regions), a shortage of dentists exists, particularly in the school dental 

service. Furthermore, children only become eligible for the school 

dental service at the age of six years, and a large percentage of parents 

are not motivated to ~eek dental care for their children. Although 

preventive programmes for children have been intensified, it is e~pected 

that there will be a demand for restorative and curative care for some 

time to come (Van Amerongen, 1980), 
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Consequently it was decided to conduct a number of experimental schemes 

to assess the utilisation of school dental therapists (known as 

"kindertandverzorgsters"). These auxiliaries first receive training as 

dental hygienists, their further training and scope of activities being 

similar to those of the South Australian dental therapist. The results 

obtained to date in the experimental schemes have proved to be favourable 

(Seward, 1978; Van Amerongen, 1980). Further studies with other 

categories of auxiliaries ("curative medwerksters", who treat adults, and 

expanded duty dental auxiliaries, who perform only reversible procedures) 

have also had positive results. 

Dental hygienists are trained and employed in the Netherlands, although 

their numbers are insufficient to meet the demand. 

EASTERN EUROPE 

In Eastern European countries dental health services form part of the 

integrated health care syst~m which is organised and financed by the 

state (Kostlan, 1973). Although the systems of health care in this 

region differ in some respects from country to country, the basic 

structure is similar. Private practice forms between zero (Rumania} and 

25 (Hungary) per cent of dental services in Eastern Europe. 

Although the ultimate aim of the system of dental services. in Eastern 

Europe is to provide comprehensive treatment for the whole population 

free of charge, this goal has not yet heen achieved. Children are 

regarded as a high priority group and a percentage which varies from 

country to country (high in Czechoslovakia, low in Rumania) receives 

regular examinations and comprehensive care (Kostlan, 1981}, 
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Categories of dental manpower 

In Eastern Europe the following categories of dental manpower are 

utilised: 
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(i) Stomatologists, comprising either physicians specialised in dentistry 

or dentists, who receive a University education over a minimum 

period of 5 years. 

(ii) "Dentists'' formerly trained in special schools or by apprenticeship 

are no longer being trained and are gradually being re~laced by 

University graduates. 

(iii) Dental hygienists are employed in some Eastern European countries 

e.g. Poland (Janczuk, 1978}. 

(iv) No dental therapists are trained or practise in the countries of 

Eastern Europe. 

THE UNlON OF SOCIALIST SOVIET REPUBLICS 

Dental care for children in the Union of Socialist Soviet Republics begins 

at the age of th.ree or even earlier and is compulsory. From nursery 

school age upwards children ' s teeth are examined regularly either at 

kindergarten, or school, or at th.e local polyclinic. Schools with. over 

800 pupils have a dental clinic and dentist on the staff, as do children's 

homes. Smaller schools and rural schools are visited regularly by dentists 

of the district polyclinic. Comprehensive treatment of both primary and 

permanent dentitions is carried out (according to a report of the Novosti 

Press Agency, 1968). 

Patients needing treatment of an advanced nature may be referred to . 

specialised clinics for children's dentistry. Dental health education is 
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very well organised in th.e Soviet Union and much emphasis is placed on 

this aspect of preventive dentistry. Fluoridation schemes have been 

carried out in various places and are gradually being extended. The use 

of topical fluorides is not extensive (Goose, 1968). For adults in the 

Union of Socialist Soviet Republics the dental service offered is on a 

demand or emergency basis and there is often a long waiting period before 

an appointment can be obtained. 

A dental survey of 620 Soviet immigrants, of above average education, 

carried out oy Ferber and Bedrick in the United States (19791 revealed 

that these persons were in need of extensive dental treatment and that 
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the standard of the treatment they- h.ad received in tfi.eir country of origin 

was poor by American standards. 

AUSTRALIA 

In Australia dental services are provided mainly through private 

practitioners on a fee~for-service basis. The government provides 

salaried oral health services for a proportion of school children (as well 

as for certain other categories of th.e adult population}, Surveys have 

drawn attention to the high percentage of unmet dental needs in children 

(Barnard & Clements, 1976) and the high percentage of edentulous adults 

in the Australian community. However, Barnard and Clements (1976) 

report th.at a reduction in the prevalence of dental caries has been 

brought about during the past two decades. They ascribe this reduction to 

the widespread use of caries preventive measures in Australia in recent 

times. 

Paedodontics is recognised as a specialty in some states in Australia but 

not in others. 
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Utilisation of dental therapists in Australia 

The first school for th.e training of dental therapists, modelled on the 

New Zealand school dental nurses, was established in Tasmania in 1966. 

Subsequently, six additional schools were opened in otner centres in 

Australia. 

The majority of dental therapists trained in Australia provide routine 

dental care for pre-school and primary school children in government 

cltnics attached to primary scfiools, Th.e training course extends over 

a period of 2 years. Duties undertaken fly the tflerapists differ somewhat 

from one state to another, fiut generally include the following: 

dental health education, preventive procedures, dental examination and 

dental radiography, application of rubber dam, removal of sutures, 
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topical application of solutions to teeth. and oral tissues, control of 

haemorrhage, restoration of primary and permanent teeth, emergency 

treatment of pulp exposures, including pulpotomies, administration of 

local analgesia, extraction of primary teeth., taking of alginate 

impressions and pouring of study casts, and practice management, The 

degree of supervision of th.e Australian therapists lies midway between 

th.at of the New Zealand and the United Kingdom th.erapis·ts (Newbury, 1973; 

Blaikie, 1974; Blaikie & Dooland, 1979; Norton, 1975; Van Amerongen, 

1980). Small numbers of dental therapists are employed in private 

practice in Western Australia (Barnard, 1981), 

Dental hygienists 

Small numbers of dental hygienists are trained and employed in the Armed 

Forces in Australia, while South Australia is the only state which 

registers dental hygienists for employment in private practice (Newbury, 
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1973). In 1978 there was a .total of only 75 dental hygienists registered 

in Australia, in contrast to 847 School Dental Therapists (Barnard, 1981). 

NEW ZEALAND 

In New Zealand routine oral ttealth. care for children between the ages of 

two-and-a-half and thirteen is provided by the School Dental Service of 

the Department of Health. Treatment is rendered by dental therapists, 

known as school dental nurses, in dental clinics attached to schools, 

Th.e New Zealand School Dental Service came into being in 1920. following 

representations of the New Zealand Dental Association, which expressed 

concern about the poor condition of the mouths of New Zealand children, 

Although qualified dentists were appointed initially, it soon became 

evident that adequate numbers would not be readily available and in 1921 

it was decided to commence training of dental nurses, 

Dental nurses work under indirect supervision; approximately 70 dental 

nurses are supervised by one public health dentist. A school dental 

nurse provides dental care for between 700 and 1000 children, Sixty 

per cent of pre-schoolers and 95 per cent of primary school children 

receive treatment under this scheme (Van Amerongen, 1980}, Duties of the 

s·cf10ol dental nurse include dental examination, routine preventive 

procedures, restoration of primary and permanent teeth, extraction of 

primary teeth and dental health education. Dental procedures beyond the 

scope of the dental nurse are referred to private practitioners (Hunter & 

Davis, 1976}. Dental radiography is not included in her scope of duties, 
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Adolescents between th.e ages of 13 and 18 years are treated at Government 

expense by private practttioners. The costs of some specialist s·ervices, 

for example orthodontics, are not met by the Government. 

Beck (1968) in reviewing the effectiveness of child oral health. care in 

New Zealand, pointed out a number of inadequacies of tile system. Similar 

inadequacies were revealed in subsequent studies. Tfie World Health 

Organisation's International Collaborative study of Dental Manpower 

Systems revealed some interesting data concerning tfie New Zealand School 

Dental Service (Hunter & Davis, 1976; Huntet, Hollis & Drinnan, 1980). 

1. Children 
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For both. the primary and the permanent dentittons of New Zealand c~ildren, 

ttle decayed, missing a·nd fi 11 ed scores were amongst the fti gftes t of the 

countries investigated in the study-, witn almost all of tile score made up 

of filled teeth. These results· showed th.at while the School Dental Service 

' was successful in treating current needs, between 95 -and 96 per cent of all 

needs of the group studied having been met, the disproportionately large 

number of restored teeth. showed the emphasis to f>e placed on curative 

rather than on preventive procedures, 

2. Adults 

For the New Zealand adults (35--44 year-old age group}_ the DMF score was 

also one of the highest . Tfte outstanding finding was, however, the fact 

that two-th.irds of the score was made up of missing teeth, 

While the New Zealand child dental service is one of the most comprehensive 

in existence, it paradoxically produces one of the highest rates of 
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edentulousness. 

I 

Subsequent to the publication of this data it was recognised that serious 

modifications of the School Dental Service would be essential. At a 

Dental Health Workshop held at Rotorua in 1978 recommendations put 

forward for the improvement of the denta 1 s·ervi ces in New Zea 1 and included 

the fo 11 owing: 

(i) There should be a shift in empnasi's from a prtmarily restorative 

service to a primarily preventive servtce in both the private and 

puolic dental health services. Dental benefit schemes should 

provide incentives for private dental practitioners to place more 

emphasis on preventive procedures. 

(ii} Diagnostic services should be improved, with greater involvement of 

qualified dentists in diagnosis and treatment planning and the 

introduction of radiological services (not available at present in 

the School Dental Servicesl. 

(iii) There is an urgent need for dentists with postgraduate training in 

paedodontics. 

(iv) Children should be enrolled in the School Dental Service before 

the age of 12 months. 

(vl There should be more family involvement in dental health counselling. 

(vil The possible advantages of caring for children in a family situation 

in private practice should be investigated. 

(vii} Dental benefits at Government expense should be available for all 

adolescents up to the age of 18 years. 

(viii) Handicapped children remain a dentally neglected group and this 
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matter should receive urgent attention. 

Following these recommendations some modifications have been made to the 

School Dental Service progranune: 

(i) Prevention of dental disease and indi'vidualised dental h.ealth 

counselling has been given added emphasis. Increased parental 

involvement has been attempted. 

(til Th.e criteria for the clinical diagnosis of caries have been 

reviewed. 

(tii) Continuing education courses for school dental nurses have been 

intensified. 

Subsequently, some reduction in th.e mean number of fillings per child 

per year (approximately 30 per centl h.as been brought a5:out, but the 

longterm effects of the modifications are yet to be established (Hunter 

et a 1., 1980) . 

CANADA 

More th_an 85 per cent of den ta 1 practitioners in Canada are engaged in 

private practice . (Stamm, 1978). According to Curry (quoted by Stamm, 

1978} the dental services in Canada have failed in that no reduction in 

the incidence of dental disease h.as been achieved over the last 100 years, 

A maldistribution of dental manpower also exists in Canada. 

Two provinces offer government operated dental programmes for children, 

namely Prince Edward Island and Saskatchewan, Both. systems rely 

extensively on the utilisation of expanded duty dental auxiliaries, The 

traini"ng of dental therapists (the Saskatchewan dental nurse) commenced 
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at the Wascana Institute, Saskatchewan, in 1972. Although the training 

programme is completed in a period of two years, the 2300 hours instruction 

time is equivalent to a three-year university programme {Keenan, 1975). 

These dental therapists provide preventive and restorative dental treatment 

for pre-school and school children in school dental clinics. Their duties 

are similar to those of the New Zealand dental nurse. Dental hygienists 

· are also trained in Canada. Overall, Stamm (1978) comes to the conclusion 

th.at the level of treatment provided for children in Canada is lower than 

th.at achieved in other countries leading in this field and a greater 

proportion of adults in Canada are edentulous than in the United States, 

UNITED STATES OF AMERICA 

In the United States of America dental services for children are rendered 

almost exclusively by private practitioners on a fee-for-service basis, 

Although the quality of paedodontics is am~ng the best in the world, th.e 

distribution of child dental care is less favourable and less than one-half 

of the children in the United States receive regular comprehensive dental 

care (Dunning & Dunning, 1978; Andlaw, 1977 b). 

However, recent developments indicate that the situation may change in 

the not too distant future. In an article (1977 : 31), Brian A. Burt, 

Associate Professor of Dental Public Health at the University of 

Michigan, says: ''Many observers think th.at a national dental care plan 

for children in the United States is a distinct possibility within th.e 

foreseeable future." In October 1978 a symposium was held under the 

auspices of the American Public Health Association to discuss the 

question: "Do school dental programs affect the dental health. status of 

children?" The conclusion was reacb.ed tttat school-based preventive-
. . 

restorative programmes can i ndeed be successful in reducing dental disease. 
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All the speakers agreed that th.e introduction of school dental programmes 

was to be recommended. Bagramian (1979 : 277} suggested: "It is time 

for a commitment by the profession and the nation to establish school-based 

dental programs for the health and welfare of our children." 

Paedodontic specialty practice in the United States of America 

Any dentist can limit his practice to paedodontics, but only those who 

have completed recognised postgraduate courses are entitled to specialist 

status. These courses extend over 2 years. The~ are offered by 39 of 

the 58 dental schools and also in 20 children's hospitals. The majority 

of pre-school, as well as unco-operative and handicapped children, are 

treated by specialist paedodontists · (Andlaw, 1977a). The standard of 

paedodontic practice is high and extensive treatment of the primary 

dentition is undertaken. Andlaw (1977a} sees specialist paedodontists, 

such as those in the United States, as performing an important service. 

Auxiliary utilisation in the United States 

Most paedodontists employ hygienists in their practices, their main 

duties being to give oral hygiene instruction and dietary advice, and to 

apply topical fluoride. The dental profession in the United States 

strongly resists the full utilisation of operating dental auxiliaries 

(of the school dental nurse type). Although increasing numbers of 

"expanded function auxiliaries" are being employed, they are only permitted 

to undertake reversible dental procedures, such as applying rubberdam, 

fitting matrix bands and filling cavities. The range of activities 

allowed differs from one state to another (Andlaw, 1977a). 

http://etd.uwc.ac.za/ 
 



148 

ISRAEL 

The first school clinics in Israel were opened during the 1920's 

(Wootliff, 1973). · The municipal authorities administer the school clinics 

which now render treatment to school children of all ages. Further 

details are not available in the literature. 

JAPAN 

School children in Japan are examined once a year by a school dentist and 

parents are then informed of treatment needs. Treatment is carried out 

by private practitioners and fifty per cent of treatment costs are 

provided by the social health security system (Onisi & Shinohara, 1976). 

Onisi and Shinohara (1976) reported that a high unmet need exists for 

treatment of oral diseases among Japanese children, the system of oral 

health services being inadequate for providing the needed treatment. 

They suggested that a more adequate preventive approach to these diseases 

might provide a solution to the problem. 

CHINA 

(People's Republic of China) 

Detailed information concerning dental practice in China is sparse. 

Reports published by Sandy (1961} and Schattner and Tsao (1981) indicate 

that a combination of traditional medicine (including acupuncture) and · 

Western methods are employed in the practice of dentistry. 

There are three categories of dental health personnel practising in the 

People's Republic of China: 
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(i) Stomatologists who are university graduates who have completed 
-......_._.) 

either a six-year or a four-year course. 

(ii) The so-ca 11 ed "denta 1 technician" who receives a six-month to 

two-year training at a "dental school'', which is not at university 

level ~ These practitioners deliver the majority of the routine 

dental care, including restorations, periodontal therapy, root canal 

therapy, full dentures and extractions. 

(iii) Dental health workers, including "dental nurses'' (who are operating 

auxiliaries trained to carry out oral hygiene procedures and simple 

restorations), practitioners who have received an apprenticeship 

training (providing a service in simple restorations, extractions 

and prosthetics), and the so-called "barefoot doctors" (peasants 

who are trained for 3 - 12 months to provide minor medical and 

dental treatment in the community}. There are no private dental 

practitioners in China; all are employed in the government service. 

The cost of dental treatment to the public is minimal. A form of 

dental service is provided in schools for primary school children, 

although children are apparently a low priority group for dental 

care and the dental health of children is poor. Some preventive 

dentistry is practised in China, although the scope is limited and 

inadequate. The drinking water is fluoridated in only a few of 

the larger cities. Fluoridated toothpaste is available, but not 

dental floss. There is a high intake of sugar-containing foods, 

but caries appears to be less of a problem in China than periodontal 

disease and malocclusion. 

THE UTILISATION OF OPERATING AUXILIARIES IN PAEDODONTICS 

Two types of operating auxiliaries are utilised in the practice of 
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children's dentistry (as well as in general dentistry in many instances), 

namely the dental hygienist and the dental therapist (also known as the 

dental nurse or the expanded duty dental auxiliary). 

At a World Health Organisation Seminar held in New Delhi in 1967 on the 

training and utilisation of· dental personnel, the following definition 

for operating auxiliaries was given: 

"Personnel who, by virtue of having undergone formal training~ per.form a 

limited range of diagnostic, preventive, and curative services in dentistry, 

and whose work is supervised by a dentist, either directly or indirectly 

depending on national regulations. Such personnel have usually not 

completed dental education at university or equivalent level." 

Dental hygienists were first introduced in the United States before the 

First World War. This category of auxiliary is employed either in private 

practice or in government service and is trained primarily for preventive 

procedures and dental health education. The duration of the training 

course varies from country to country and is between 1 to 3 years. 

Their duties are regulated by legislation in the various countties where 

they are employed. Generally they work under direct supervision of a 

dentist and perform some or all of the following procedures: charting 

oral conditions, exposing and processing dental radiographs, cleaning 

and polishing teeth, educating individual patients and groups in oral 

health procedures, analysing and counselling in dietary matters, taking 

impressions and casting study models, polishing dental restorations, 

applications of topical fluorides, fissure sealing, application and 

removal of fixed orthodontic appliances, conducting surveys and 

compiling statistics, and assuming the duties of the dental assistant 

/ 
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and receptionist when necessary. 

Countries which train and employ dental hygienists include Canada, 

Colombia, Denmark, Iran, Japan, Korea, the Netherlands, Norway, Poland, 

The Republic of South Africa, Sweden and Switzerland {WHO Publication 

1973). 

Most countries which utilise dental therapists do not train or employ 

dental hygienists. 

Dental therapists (school dental nurses} were introduced in 1921 in 

New Zealand, where they were trained for employment in the school dental 

service. 

In addition to Australia, Canada, New Zealand and the United Kingdom 

where the utilisation of dental therapists has been referred to 

previously in this text, dental therapists are also trained and employed 

in many developing countries. These countries, in general, are faced 

with a rapidly increasing caries problem, a high periodontal disease 

problem, and a scarcity of manpower. Among the countries which train and 

employ dental therapists are Argentina, Colombia, Cuba, Fiji, Guinea, 

Guyana, Indonesia, Jamaica, Lao People's Democratic Republic, Malaysia, 

Papua New Guinea, Senegal, Singapore, South Africa, Sri Lanka, Sudan, 

Tanzania, Thailand and Uganda. Dental therapists were previously also 

trained in Paraguay and Phnom Penh, but training in these countries has 

since been suspended. 

The period of training of dental therapists varies from 1 to 5 years 

(usually 2 - 3 years}. Their duties also vary from one country to 

another. In a large number of developing countries they are engaged in 
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the dental treatment of both children and adults and usually work under 

direct or indirect supervision of a dental surgeon. Duties include 

some or all of the following : diagnosis and treatment planning, 

preventive procedures, dental health education, restoration of primary 

and permanent teeth, endodontics, administration of local anaesthesia, 

extractions, dental radiology, emergency treatment and referral of 

complicated cases to a qualified dental surgeon {WHO Publication, 1973; 

Sadrach, 1981; Kheng Ann, 1981). 

DISCUSSION 

This literature survey concerning trends in child dental care in various 

regions of the world has revealed a number of interesting observations. 

Children as a high priority group 

With the exception of a small number of countries, there is a world-wide 

trend towards regarding children as a high priority group for dental care. 

Private practice versus a public child dental service 

It has been shown that a high standard of paedodontic care has been 

achieved in countries (such as the United States of America) in which 

paedodontic services are rendered mainly on a private practice basis, as 

well as in public child dental care systems (such as that of Denmark), 

However, the system of private practice has one major drawback, namely 

that for a host of reasons (including socio-economic factors, cultural 

background and educational level) it is not available to the entire 

population and does not achieve a favourable distribution of child dental 

care. In the United States, for example, less than one-half of the child 

population receives regular comprehensive dental care {Dunning & Dunning, 

1978; Andl aw, 1977 b}. http://etd.uwc.ac.za/ 
 



Consequently, a general trend towards the provision of dental services 

for children by means of a salaried service is to be perceived. Even 

in the United States, a stronghold of the private practice system, 

several authors in recent times have suggested that a national dental 

care plan for children is a distinct possibility in the near future 

(Burt, 1977; Bagramian, 1979). 
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It is generally accepted that schools provide an excellent means of 

reaching a large section of the population with preventive and restorative 

services (Horowitz, 1979; Bagramian, 1979; Kenney, 1979). Higher 

utilisation of dental services for children has been achieved by this 

means than by any other (Dunning & Dunning, 1978). 

Much evidence is available to confirm that regular dental care benefits 

the dental health of children (Todd, 1975). Where comprehensive school 

dental services exist, very favourable treatment/need ratios are found 

(Barmes, 1976). Barmes, however, emphasises that it is important that 

attention be given to the quality of care and not only the quantity of 

care provided. Treatment of indifferent quality results in an uneconomically 

high rate of retreatment requirements. Cohen (1978 : 385) suggests that 

distinctions in dental care provided for children of different socio

economic groups should be avoided~ "Care provided separately for the 

underprivileged probably tends to engender negative oral health behaviours 

for the poor as we 11 as for those who provide care for the poor." 

Emphasis on preventive dentistry 

Many publications stress that prevention of dental disease must have the 

highest priority in the practice of paedodontics (Joint Working Party, 

1979; Winter, 1975}. ~ 
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It has been pointed out that the success of a dental service should be 

measured not in terms of the amount of treatment carried out, but by the 

reduction of treatment needs and actual prevention of dental disease 

achieved (Frazier, 1979; Horowitz, 1979). 
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It has been found that exposure of children to extensive restorative dental 

services does not reduce DMF scores in the absence of adequate preventive 

measures (Ainamo & Holmberg, 1973; Barmes, 1977). On the contrary, an 

increased DMF, possibly the result of over-enthusiastic restoration, may 

be encountered (Barmes, 1976; Moller, 1978}. Indeed, meeting the dental 

treatment needs of children does not, in the long-term, appear even to 

reduce the percentage of edentulous adults in the population, This has 

been demonstrated in New Zealand where, in spite of over 50 years of 

restorative services by school dental nurses, the percentage of edentulous 

adults has been shown to be among the highest in the Western world 

(Holloway, 1975). 

Barmes (1976 : 365) points out that these findings are an indication for 

" ••• the need for reinforcement of preventive behaviour and services". 

Barmes (1975) is of the opinion, however, that the only practical means of 

applying preventive dentistry is by ~ay of a well-established comprehensive 

child dental care system. Barmes (1977 : 15) further remarks: ''It is my 

impression from study, planning, and observation of numerous dental 

services that I have never seen suffici.ent accent pl aced on prevention by 

all the means we h.ave available to us, It is. clear th.at prevention must 

become the top priority of a 11 our ora 1 hea 1th endeavours • , . " 
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Success of prevention-orientated systems of paedodontic care 

In a school-based experimental project, involving 600 children, conducted 

over a five-year period by the University of Michigan (Bagramian, 1979), 

it was shown that a system combining regular preventive procedures 

(systemic fluorides, oral hygiene instructions, diet counselling, topical 

fluorides and fissure sealants) with routine restorative treatment was 

successful in practically eliminating the caries increment. In addition 

it was found that the programme was well-accepted by both parents and 

children and provided quality care at a reasonable cost. 

Poulsen and Risager (1975), five years after the initiation of a 

comprehensive prevention-orientated school dental service, evaluated the 

impact of the programme on dental caries in a group of Danish children. 

They noted marked reductions in the decayed, missing, filled index and 

almost complete elimination of new carious lesions in the group studied. 

Schwarz and Hansen (1979) reported that results of studies conducted to 

determine the dental caries experience of Danish first~grade children 

who had participated in regular pre-school public dental services 

indicated a 50 per cent decrease in the dental caries experience and in 

manpower costs. 

Heloe et al. (1980) report that the annual caries incidence rate among 

school children in Norway has been reduced from almost 100 per cent -in 

the 1960's, before the widespread introduction of preventive measures, to 

SO per cent at the present time. 
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The importance of a prevention-orientated approach to paedodontics is 

further emphasised by the findings of Ainamo and Holmberg (1973). In a 

retrospective longitudinal study of caries prevalence during and 7 years 

after free dental care at school in Finland, they came to the conclusion 

that the free restorative dental service offered to Finnish primary 

school children · until 1972 was not successful in the long term. They 

ascribe this result to the fact that school dental care in Finland at the 

time of the investigation consisted almost exclusively of restorative 

treatment and extractions, with little or no attention to preventive 

procedures. 

Similar findings were reported following the World Health Organisation's 

International Collaborative study of the New Zealand School Dental Service 

(Hunter & Davis, 1976; Hunter et al., 1980), Prior to this investigation, 

the emphasis in the New Zealand system was on curative rather than 

preventive procedures. While this service was one of the most comprehen

sive of its kind in existence, it was shown paradoxically to produce one 

of the highest rates of edentulousness in the adult population. Subse-

quently, prevention of dental disease was given added emphasis, resulting 
' 

in the short term in a considerable reduction in the mean number of 

fillings per child per year (Hunter et al., 1980), 

Recall system in paedodontic practice 

It has been demonstrated that paedodontic systems which regulate visits 

by means of a well-controlled recall system are more effective than those 

which do not have a mechanism for regulating visits (Barmes, 1976), 

Finn (1973 8) says: "One of the fundamentals of a successful pedodontic 
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practice is a good recall system." 

The long-term success of priority child dental care systems 

Child dental care programmes have been shown with.out doubt to have a 

considerable impact on the dental health. of the children involved. In 

Denmark, one of the most advanced countries in child dental care services 

today, the dental health of the children is continually being evaluated 

and results so far obtained indicate th.at once the to ta 1 child population 

from birth to school-leaving age is exposed to a comprehensive preventive

restorative dental service (scheduled for 1987) a ve.ry marked reduction 

in the dmfs - and the DMFS-indices can be expected {Schwarz & Hansen, 

1979; Christensen, 1980). 

Bille (1980 : 27) says: "The ulti.mate goal of child dental health 

services is preservation of dental health. throughout childhood and 

adolescence, thus forming the best possible starting point for dental 

health in adult life." A further objective should be to motivate the 

individual to seek regular prevention-orientated dental care, not only 

during ch.i l dh.ood, but throughout life with. th.e ai.m of a chi evi_ng a 

reduction in adult treatment needs. 

However, as HelOe et al. (1980 : 2256} poi.nt out; '~It is timely to pose 

the question: Wh.at happens to these children when, as young adults they 

h.ave left th.e organized pub 1 i c denta 1 service?'' 

A number of investigations h.ave b.een undertaken to determine the long-term 

benefits of priority child dental systems, although such. an evaluation is 

very difficult (l:leloe et al,, 1980), One method of gauging the success of thi.s 
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type of service is to study the improvement in dental behaviour and 

attitudes of adults who, in childhood, were exposed to a priority child 

dental service. Heloe and Tronstad (1975) and Heloe (1978) investigated 
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the use of dental services among Norwegian adults and found that those 

adults who had been exposed to school dental services in their youth were 

more likely to follow a regular preventive dental treatment pattern in 

adulthood, whereas those who did not receive the benefit of school dental 

services were more likely to make irregular dental visits, mainly for 

relief of symptoms. In a study conducted in Norway between 1973 and 1977, 

Heloe (1978, 1980) found that the proportion of adults who are regular 

attenders seems to increase .yearly. The treatment profile is also shifting; 

the demand for extractions and denture services is diminishing, the propor

tion of adults receiving fillings has dropped and the demand for preventive 

services is gaining. Data indicate that the average treatment time per 

adult per year has dropped from 118 minutes (1968) to 58 minutes (1979}. 

The rate of tooth loss was found to have been progressively lowered. 

Schwarz and Hansen (1976) published similar findings on the utilisation of 

dental services in the adult Danish population. 

In 1980 Bille conducted a study on the dental caries incidence in a group 

of 20-year-olds who had participated in regular public dental services in 

Copenhagen, Denmark, from the age of 7 - 9 years until school-leaving age. 

·A comparison with other studies showed that the DMFS and DMFT scores of 

those Danish 20-year-olds who had been exposed to the dental health service 

as children were in fact considerably lower than those of other groups who 

had not been similarly exposed. 
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Heloe et al. (1980 : 2253) .come to the conclusion that "· .. the public 

dental programs have had some effect on the dental treatment pattern and 

dental status of the population." 

Until what age should eligibility for priority child dental services 

continue? 

Bille (1980) found that Danish children who left school early (at age 

15 - 16) had a lower subsequent dental attendance rate and a higher 

average DMFS score. As a result of the outcome of this investigation, 

Bille suggests that public child dehtal care services should be offered 

to all up to the age of 20, when individuals would be more sufficiently 

mature to accept responsibility for their own dental care. 
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Three Australian studies (Roder, 1973; Roder, 1976; Blaikie & Dooland, · 

1979) have revealed that also in that country, where a school dental 

service is available for primary school children only, a serious limitation 

of the system is the fact that a high percentage of students discontinue 

regular dental attendance once eligibility for school care ceases. 

Blaikie and Dooland (1979) suggest that reinforcement of dental health 

instruction and exposure to school dental care be continued during 

adolescence in order to overcome this problem. 

The Court Committee on Child Health Services in Britain (1976) also 

stresses the need for" .•. the determination and implementation of 

methods for ensuring the continued treatment of children when they leave 

organised school dental services." 
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The utilisation of dental therapists in dentistry for children 

Although the dental hygienist has been almost universally accepted as an 

essential member of the dental team, the dental therapist has not as yet 

and much controversy still surrounds their training and utilisation 

(Harriss 1974; Godfrey, 1980). 
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While many countries employ dental therapists in paedodontics (as well as 

in other fields of dental practice) with varying measures of success, 

th.ere exists within the dental fraternity in some countries a strong 

resistance to the concept of the dental therapist. Although a detailed 

discussion on t~e pros and cons of dental therapists is beyond the scope 

of this study, the following points for and against the dental therapist 

are among those which have been raised. 

The main justification for the training of dental therapists lies in the 

fact that in most countries in the world today insufficient numbers of 

dentists are produced to establish. satisfactory dentist to population 

ratios (MJHler, 1978; Duckworth., 1973). One solution appears to lie in 

the utilisation of operating auxiliari.es (dental therapists} wh.o, with a 

shorter period of training, can perform routine dental procedures which do 

not require the advanced skills of the dental_ graduate. A number of 

studies have revealed that dental therapists can, with th.e proper training, 

perform sel~cted dental procedures without measurable reduction in the 

quality of treatment rendered (Sisty et al., 1979; Abramowitz & Berg, 1973; 

Hammons, Jamison & Wilson, 1971; Rosenblum, 1971; Brearly & Rosenblum, 1972; 

Bezroukov, 1979; Van Amerongen, 1980). There exists, however, considerable 

difference of opinion as to the range of activities which the therapist 

should be permitted, some authorities advocating that only reversible 
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procedures be delegated. However, it is fairly generally agreed that the 

dentist should be in .full-time attendance and at all times available to 
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superv·i se any procedure undertaken by a therapist. Exami nab on, diagnosis 

and treatment planning should remain the sole responsibility of the dentist 

(Mann, 1973). 

One of the major objections to dental therapists is the fact that their 

economic justification has not been established beyon.d doubt {Ancillary 

Personnel Committee of the BDA, 1976; Hamilton, 1977; Godfrey, 1980; 

Holt & Murray, 1980). 

Furthermore, the most pressing need in dentistry at the present time has 

repeatedly been shown to be for preventive and eductional services, With 

the existing shortage of preventive services, the fear has been expressed 

that the extension of the duties of the dental hygienist to include 

operative procedures would further aggravate the s·i tuati on (Anci 11 ary 

Personnel Committee of the BOA, 1976) and prejudice the prio.rity attention 

th.at should be given to preventive measures. 

Furthermore, it has been suggested that the utilisation of therapists 

might well have a detrimental effect on the dentist~patient relationship 

(Levine, 1971) and on the concept of comprehensive patient care 

(Hamilton, 1977). 

Professor Arvid Syrrist {1969 : 171 of the Royal Dental School, Malmo, says: 
~The dental profession should be oppo~ed to entrusting the care of 

children to personnel of lesser professional qualifications than that of 

the dentist .• ~ It is reasonable that dental nurses should be assigned to 
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adults rather th.an to children, •• It is clear to us th.at the more expert 

the. treatment of the children tfie oetter is th.ei r dental health later 

in life. That is the very essence of dentistry for children." 

Tfle role that dental therapists sh.ould play in children's dentistry 

therefore remains a matter for speculation and further research, 

CONCLUSIONS 

This survey of experiences in child dental care in many countries of the 

world points to the following conclusions: 

I. There is a world-wide trend towards regarding children as a high 

priority group for dental care. 

2. As only a relatively small proportion of a population is aule to 

utilise a private system of paedodontic practice, a comprehensive 

child dental care programme is essential if the dental needs of all 

children are to be met. However, limitless funds are not available 

and there is a 1 imit to tile denta 1 care the State can afford to 

provide. Dentistry, on the oth.~r hand, may have more to offer than 
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the State wi 11 pay for. Cohen ( 1978 : 385) says: · "No single method or 

form of dental care organization will entirely answer the treatment 

requirement for any single group of people, People have diverse 

health needs and diverse expectations of how to meet those needs in 

a manner acceptable to themselves.'' Because of these considerations 

the private practice of paedodontics, in some form of combination 

with a public child dental care .programme, is possibly the best 

solution. 

http://etd.uwc.ac.za/ 
 



163 

3. Any system of child dental care, be it private or state~controlled, is 

doomed to ultimate failure if it is not ·primarily prevention orientated. 

4. Much evidence exists to show that a public dental health service in 

which prevention-orientated child care is regarded as being of the 

topmost pr.iority, such as exists for example in Denmark, can b.ring 

about a long-term reduction in tt1e treatment needs of adults. Studies 

completed to date indicate, however, that in order to obtain maximum 

benefits from a child dental service, individuals should continue to 

participate in an organised programme until late adolescence, 

Further research on the long-term effects of child dental care is 

warranted. 

5. A great deal of controversy still exists surrounding the uti 1 isation 

of dental therapists in child dental care. Thts is a matter which 

justifies further investigation and research. 

6. In any system of child dental care, there exists a need for 

paedodontic consultants. 
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CHAPTER VI 

A SURVEY OF PAEDIATRIC DENTISTRY PRACTISED BY GRADUATES 
OF THE UNIVERSITY OF STELLENBOSCH 

Introduction 

The primary objective of paedodontic education is to prepare the student 

to practise children's dentistry. Previously reported work (Silversin, 

et al., 1974) has suggested that there is a divergence between what 

is taught to undergraduates and what is done by the practising dentist. 

This survey attempts to ascertain: 

173 

(ll Whether graduates of this University do in fact practise paedodontics 

as they were taught at dental school. 

{21 The extent to which a comprehensive range of paedodontic services is 

betng performed. 

{31 The factors influencing the scope and standard of paediatric dentistry 

in their practices. 

Materials and methods 

The questionnaire (Appendix XV) was mailed to all available 1976, 1977, 

1978 and 1979 graduates of the University of Stellenbosch, a total of 72 

practitioners, together with an explanatory letter. The questions were 

designed so as to be representative of procedures generally encountered 

in the practice of paedodontics. Complete anonymity of the respondent 

was assured. 

Results 

Of the 72 questionnaires posted, 58 (80,6%) were returned. Out of a total 

of sixteen 1976 graduates, all were contactable and fourteen replied. Of 

these fourteen, thirteen were in full-time private practice, while one 
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_ was a registrar engaged in postgraduate study in the field of 

maxilla-facial and oral surgery. Of the sixteen 1977 graduates, the 

postal address~s of twelve were available and twelve replied . . Of these, 

seven were private practitioners, while five were in full-time employment. 

Of the total twenty-five 1978 graduates, contact addresses were available 

for all and nineteen replied. Of these nine were engaged in private 

practice and ten in salaried employment. Of the nineteen available 1979 

graduates, thirteen replied, three in private practice and ten in salaried 

employment. 

Of tfte total of 32 private practitioners who replied, 16 (50%) practised 

in cities and 16 (50%} were in country practices. 

A total of 25 replyfoQ graduates were in salaried employment, either 

employed in the dental services of the Department of Health or in the 

Department of Defence. 

These findi._ngs are summarised in Tab 1 e 1. 
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Table 1. Summary of University of Stellenbosch graduates who responded to a questionnaire 
on paedodontic practice. 

Year of Total Number of Number of Number of Number of 
graduation number of contactable graduates respondents respondents in 

graduates graduates responding in private salaried 
practice employment 

1976 16 16 c 100%) 14 {87,5%) 13 {92,9%) 0 

1977 16 12 {75%) 12 {100%) 7 {58,3%) 5 (41,7%) 

1978 25 25 (100%) 19 (76%) 9 {47,4%) 10 {52,6%) 

1979 27 19 (70,4%) 13 (6874%) 3 {23,1%) 10 (77%) 

Total 84 72 (85,7%) 58 ( 80, 6%) 32 (55,2%) 25 (43,1%) 

Number of 
respondents no 
longer engaged 
in general 
dental practice 

1 (7,1%) 

0 

0 

0 

1 { 1, 7%) 

..... 

....a 
U'1 
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As the data Gollected revealed that a number of differences exist 

regarding the paedodontics practised by private practitioners and that 

practised by those in salaried employment, and also concerning the factors 

which influence the service rendered, it was decided to report the results 

separately. 

I. PAEDODONTICS AS PURSUED BY GRADUATES IN PRIVATE PRACTICE 

Acceptance of children as patients 

All of the respondents in private practice reported that they accept 

children for treatment. Graduates reported that the percentage which 

children made up of total patient numbers ranged from 5 per cent to 

65 per cent, with a mean of 36,3 per cent and a median of 40 per cent. 

Nine respondents (28,1%) accept children from the age of 1 year, 

10 (31,3%) from the age of 2 years, 10 (31,3%) from the age of 3 years, 

2 (6,3%) from the age of 4 years and 1 (3,1%) from 5 years of age. 

Referral of child patients 

Thi rty ... one graduates answered the questions. concerning referral of child 

patients. Of these 28 (90,3%} expressed a need to refer certain child 

patients for specialised attention. Categories of patients whom they 

wish.ed to refer included children with behaviour management problems 

(21,4%}, handicapped children (25%}, general anaesthesia cases (7,1%}, 

children requiring extensive treatment (50%), diaghostic problems 

(3,6%), children manifesting the nursing bottle syndrome (3,6%), children 

under 3 years of age (3,6%), cleft patients (3,6%) and all child patients 

(3 ,6%). 
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Scope of paedodontics practised and influencing factors 

Medical history 

177 

Of the responding graduates, 59,4 per cent reported that they always took 

a medical history from new paedodontic patients and updated it periodically, 

while the remaining 40,6 per cent usually did so. 

The format used to obtain the medical history was as follows: 

Printed questionnaire 18,8% 

Verbal questioning 28,1% 

Combination verbal/printed 53,1% 

Radiographic examin~tions 

Asked whether routine dental radiographic examinations for child patients 

were carried out in their practices, graduates responded as follows: 

Always 6,3% 

Usually 46,9% 

Infrequently 43,8% 

Never 3,1% 
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Reasons given by those practitioners who do not routinely use radiographic 

examinations were as follows: 

Reason Percentage 

Practitioner not convinced of necessity for routine 30% 
radiographic examinations for children 

Parents object to the additional expense 50% 
-

Parental objections to exposure to x~rays 13,3% 

Lack of time 3,3% 

Only if cavities are detected clinically 3,3% 

Recall system 

Asked whe.ther they had a recall system for follow-up examinations for 

children, 62,5 per cent of graduates replied in the affirmative, while 

37,5 per cent said that they had no such system. 

Treatment under general anaesthesia 

The percentage of child patients treated under general anaesthesia ranged 

from 0 to 60 per cent, with a mean of 5,5 per cent and a median of 3 p~r cent. 

Pharmacotherapeutic management of behaviour problems 

{i) Premedication 

Practitioners reported the use of premedication for children presenting 

with behaviour management problems as follows: 
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.Always 0 

Usually 0 

Infrequently 71,9% 

Never 28,1% 

(ii) Inhalation sedation 

The use of inhalation sedation (nitrous""°xide) was reported as follows: 

Always· ff 

Usually , 9,4% .. 

Infrequently .34,4% 

As .required 3,1% 

Never 53,1% 

Reas.ens given for not using inh.alation sedation for the management of 

lieflaviour prolilems in ch.ildren were: 

Reason Percentage 

The equipment is too expensive : 34,3% 

Practitioner not convinced that the procedure is effective 42,9% 

Practitioner not familiar with the procedure 2,9% 
... 

Parents object to additional expense 5,7% 

Procedure not readily accepted by chi 1 d patients 8,6% 

Apparatus too cumbersome 2,9% 

Practice using inhalation sedation attracts children with 
behaviour problems 2,9% 

179 
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Preventive dentistry 

(i} Utilisation of oral hygienists 

Of the respondents, 37,5 per cent do employ an oral hygienist in their 

practices, while 62,5 per cent do not. 

(ii} Oral hygiene instructions 

180 

Asked whether child patients and/or their parents were routinely given oral 

hygiene instructions, practitioners replied as follows: 

Always 56,3% 

Usually 43,8% 
I 

Infrequently 0 

Never Q, 

(iii) Dietary counselling 

To the question asking whether child patients and/or their parents were 

routinely given dietary counselling, the following answers were given: 

Always 12,5% 

Usually 56,3% 

Infrequently 28,1% 

Never 3,1% 

Of the responding graduates, 6,3 per cent reported using a diet chart as 

an aid to dietary counselling, while ~3,8 per cent did not. 
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(iv} Systemic .fluorides 

Practitioners reported pres·cri bing systemtc fluorides for their child 

patients as follows: 

Always 71,9% 

Usually 28,1% 

Infrequently 0 
- . 

Never .. 0 
" 

{v) Topical fluorides 

Asked whether they routinely applied topical fluoride preparations, 

graduates replied as follows: 

Always . . 25% 

Usually 56,3% 

Infrequently 18,8% 

Never 0 

Topical fluoride preparations used were as follows: 

Preparation Percentage using 

Acidulated phosphate fluoride 78,1% 

Stannous fluoride 28'1% 

Combination 31,3"h 

Amine fluoride 3 ,1% 

Fluoride polishing paste 31,3% 

Fluoride varnish 21,9% 

+ 

+several practitioners use more than one type of preparation, which 
accounts for the fact that the percentages do not add up to 100. 
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Th.e only topical fl _uori de preparation prescribed for home use was 

toothpaste (84,4%), while 15,6 per cent did not recommend any topical 

fluoride preparation for home use. None of the respondents prescribed 

any other form of self-application of fluorides (mouthrinse, gel, etc,). 

(vi} Fissure sealants 

Graduates' use of fissure sealants is summarised as follows: 

Always 9,4% 

Usually 34,4% 

Infrequently 43,8% 

Never . . .... 12,5% 

(vii) Reasons given by those practitioners who do not routinely utilise 

preventive measures against dental disease were as follows: 

Reason Percentage 

Practitioner not convinced of the 13,3% 
effectiveness of the procedures 

Procedures too time-consuming 13,3% 

No demand for preventive treatment 60% 

Parents object to additional expense 13,3% 

Restorative treatment 

(i) Primary molars 

Asked whether they restore carious primary molars? graduates replied as 

follows: 

182 

http://etd.uwc.ac.za/ 
 



Always 50% 

Usually 50% 

Infrequently 0 

.Never 0 

(ii) Primary anterior teeth , 

Graduates replied as follows to the question, "Do you restore carious 

primary anterior teeth?" 

.Always· • . 
. .. .. 

.9,4% . . . . . . . . . . . .. . 

Us·ually 53,1% 

Infrequently 34,4% 

Never 3 ,1% .... 

(itil Stainless steel crowns 

Graduates' utilisation of stainless steel crowns for the restoration of 

primary molars was as follows: 

Yes 12,5% 

. . No . 87,5% 

(iv) Polycarbonate crowns 

Graduates' utilisation of polycarbonate crowns for the restoration of 

primary incisors: was as fo 11 ows: 

Yes 18,8% 

No . 81,3% 
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Reas·ons given o.y th.ose practitioners wh.o do not routinely restore primary 

teeth were: 

Reason . . . . . Percentage 

Practitioner not convinced that res· to ration of 7 ,7 % 
primary teeth is· neces~sary· . . 

Poor results with restored primary teeth 7 ,7 % 

Low fee in relation to time spent 7 ,7 % 

Parents insist on extractions 53,8 % 

Poor patient co·operation 15,4 % 

Unfamiliar with advanced procedures 7 ,7 % 
(stainless steel .and polycarbonate crowns} 

Endodontic treatment 

(i} Pulpotomies 

Graduates' use of the pulpotomy technique for the treatment of pulpally 

involved primary te.etfl. was reported as follows: 

Always . 43,8% 

Usually ... 46,9% 

Infrequently ... 9,4% 

Never 0 

(ii} Root canal therapy 
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Graduates' use of root canal therapy for the treatment of non.,,.vi ta l primary 

teeth was reported as follows: 
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Always 0 

Usually 28,1% 

Infrequently 50% 

Never 21,9% 

· Reasons given oy practitioners who do not as a routine treat primary teeth 

endodonti'cal ly were: 

Reason Percentage 

Practitioner not convinced that it is necessary 15,6% 

Poor results with these procedures 6,3% 
-Parents insist on extractions 37,5% 

Poor patient co-operation 25% 

Low fee in relation to time spent - 12,5% 

Unfamiliar with procedures 3,1% 

Traumatised anterior teeth of children 

Asked how they treated a coronal fracture of a young permanent incisor, 

almost all practitioners replied that they used the acid-etch composite 

technique, although one preferred extraction and four preferred to do 

.nothing until a crown could be placed once the child reached adulthood. 

Handicapped children 

To the question, 11 00 you treat handicapped children?" 68 ,8 per cent of 

respondents replied in the affirmative, 53,1 per cent providing complete 

routine care, 12,5 per cent providing only limited (emergency} care and 

3,1 per cent providing treatment for handicapped children bnly under 

general anaesthesia, while 31,3 per cent provide no service at all for 
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this category of patients. 

Prosthetics for child patients 

Of the respondents, 15,6 per cent provided prosthetic treatment for 

children in the primary/mixed dentition stage, while 84,4 per cent did 

not provide such services. 

Preventive and interceptive orthodontics 
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Asked whether every child patient was orthodontically evaluated, graduates 

replied: 

Always 28,1% 

Usually 50% 

Infrequently 21,9% 

Never 0 

To the question, "Do you place space-maintainers?'', the replies were as 

follows: 

Always ... 6,3% 

Usu a 11y 37,5% 

Infrequently . 53,1% 

Never 3,1% 

Facilities for children 

Questioned concerni_ng facilities for child patients, 6,3 per cent of 

practitioners stated that their waiting room and/or treatment room was 

specially equipped for children, while 93,8 per cent had no such special 

faci 1 ities. 
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Paedodontic dental therapists 

To the question, "If dental therapists were to be trained to provide 

routine paedodontic treatment under supervisiqn of a qualified dentist, 

would you be interested in employing a paedodontic therapist in your 

practice?", graduates responded as follows: 

Definitely 2,9% 

.Definitely not . 53,8% 

Possibly 15,4% 

Uncertain 28,8% 

II. PAEDODONTICS AS · PRACTISED BY GRADUATES IN SALARIED EMPLOYMENT 
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Practice patterns in paedodontics among graduates in salaried employment 

Of th.e total of 25 graduates in salaried employment, 23 completed this 

section of th.e questionnaire. Ch.ild patients were treated by all 23, the 

percentage of child patients relative to total patients ranging from 10 

to 100 per cent, wit~ a mean of 38,7 per cent and a median of 22,5 per 

cent. Eight questionees (34,8%} reported th.at they accept ch.ildren from 

the age of 1 year, seven (30,4%) from the age of 2 years and 8 (34,8%) 

from the age of 3 years. 

Referral of child patients 

Twenty-one salaried graduates (91,3%} said th.at they would like to be able 

to refer some of their child patients. Categories of patients whom they 

wished to refer included children with. behaviour management problems 

(28,6%), handicapped children (42,9%}, general anaesthesia cases (33,3%), 

children requiring extensive treatment (42,9%) and trauma cases (4,8%). 
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Scope of paedodontics practised and influencing factors 

Medical history 

To the question, "Do you take a medical history on new paedodontic patients 

and update ft periodically?" salaried graduates replied as follows: 

--·-
. Always .47,8% 

Usually . 43,5% 

. Infrequently . 4,3% 

.Never 4,3% 
-

Tfte format us.ed to olltain the medical flistory was as follows; 

Printed questionnaire .. 8,7% 

. . Verbal questioning 52,2% 

Combination verbal/printed 39,1% 

Radiographic examinations 

Asked whether they carried out routine radiographic examinations for their 

child patients, salaried graduates replied as follows: 

Always 4,8% 

Usually 19% 

Infrequently 47,6% 

Never 28,6% 

Reasons given by those graduates whose child patients do not receive routine 

radiographic examinations were the following: 
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Reason Percentage 

Practitioner not convinced of the necessity for it 31,8% 

Objections to X-ray exposure 4,5% 
-

Only emergency service .offered 18,2% 

Facilities not available I 36 ,4% I -
Parents not interested 4,5% 

Lack of child cooperation 4,5% 
-

' Recall system 

To the question, "Do you have a regular recall system for your child 

patients? 11
, 36,4 per cent of salaried graduates replied that they did 

have, while 63,6 per cent did not have. 

Treatment under general anaesthesia 

Salaried graduates reported th.at the percentage of child patients whom 

th_ey treated under general anaes:thes i a ranged from O to 30 per cent, 

with a mean of 3,2 per cent and a median of 1 per cent. 

Pharmaco-therapeutic management Of b~havioot ptofil~ms 

(t} Premedication 
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Salaried graduates reported that they prescribe premedication for children 

with. behaviour problems as follows: 

Always 0 
-

Usually· 0 

Infrequently 60,9% 

Never 39,1% 
·-
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(ii) Inhalation sedation 

The use of inhalation sedation in salaried practice was reported as 

follows: 

Always 0 

Usually 0 

Infrequently 17,4% 

Never 82,6% 

The reasons given for not utilising inhalation sedation in salaried 

practice were: 

Reason Percentage 

Facilities not available 90,5% 

Practitioner not convinced of the 
effectiveness of the procedure 9,5% 

Preventive dentistry 

{i) Employment of oral hygienists: 

Asked wheth.er they had oral hygienists working in tfletr practices, 

salaried graduates replied: 

I ::s I 
13% 

87% 

{ii) Oral hygiene instructions 

Asked, "Are child patients and/or their parents given oral hygiene 

instructions?", the replies were: 
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.Always .. . . . . . 34,8% 

Usually 52,2% 

Infrequently 13,0% 

Never . . . . . . . . . . .. 0 

(Hi) Dietary counse 11 i ng 

As·ked whether they gave dietary advice to their child patients and/or 

parents, salaried respondents replied: 

.Al\'.lays . . . . . .. - .30,4% 

Usually . .. . . 30,4% 

Infrequently 34,8% 

Never .. 4,3% 

Tbe use of di et ch.arts was as: fo 11 ows: 

Yes 4,3% 

No 95,7% 

(iv} Systemic fluorides 

The prescript ion of systemic fluorides was reported as fo 11 ows: 

Always 30,4% 

Usually . . 30,4% . 

Infrequently 26,1% 

Never 13,0% 
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(v) Topical fluorides 

The use of topi ca 1 fluoride preparations was reported as fo 11 ows: 

Always 8,7% 

Usually 26,1% 

Infrequently 39,1% 

Never 26,1% 

Topical fluoride preparations used were as follows: 

Preparation Percentage using + 

Acidulated phosphate fluoride 52 ,93 · 

Stannous fluoride 17,6% 

Combination {APF + SnF2) 17,6% 

Amine fluoride 0 

Fluoride polishing paste 52,9% 

Fluoride varnish 23,5% 

+As several salaried practitioners use more than one type of topical 
fluoride preparation, the percentages do not add up to 100. 

Eighty-seven per cent of salaried graduates reported prescribing fluoride 

toothpastes for home use, while 13 per cent did not recommend any form of 

topical · fluoride for home use. 

(vi) Fissure sealants 

Salaried respondents reported using fissure sealants as follows: 
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Always 13,0% 

Usually 17,4% 

Infrequently 26,1% 

Never 43,5% 

(vii} Salaried graduates who do not routinely use caries-preventive 

measures gave the following reasons: 

Reason Percentage 

Materials not availafile 73 ,7 % 

Procedures are too .time-consuming 10,5 % 

No demand for preventive treatment 15 ,8 % 

Restorative treatment 

(i) Primary molars 

To the question, "Do you restore carious primary molars?", salaried 

practitioners replied: 

Always 47,8% 

Usually 30,4% 

Infrequently . 21,7% 

Never 0 
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{ii) Primary anterior teeth 

Asked whether they restore carious primary anterior teeth, salaried 

respondents replied: 

Always 13,4% 

Usually 17,4% 

Infrequently 60,9% 

Never 8,7% 

{iii) Stainless steel crowns 
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Salaried graduates reported their use of stainless steel crowns for the 

restoration of primary molars as follows: 

Yes 4,3% 

No 95,7% 

(iv) Polycarbonate crowns 

To the question, 11 00 you use polycarbonate crowns for the restoration 

of primary incisors?", salaried practitioners replied: 

Yes 8,7% 

No 91,3% 

Reasons given by those salaried graduates who do not routinely restore 

primary teeth were the following: 
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Reason Percentage 

Practitioner not convinced that restoration 13,3% 
of primary teeth is necessary 

Parents insist on extractions 33,3% 

Lack of patient co-operation 6,7% 

Lack of time 13,3% 

Materials not available 20,0% 

Only emergency service offered 13,3% 

Endodontic treatment 

(i) Pulpotomies 

Asked, "Do you do pulpotomies on pulpally involved primary teeth?" 

salaried practitioners replied as follows: 

Always 30,4% 

Usually 39,1% 

Infrequently 30,4% 

Never 0 

(ii) Root canal therapy 
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To the question, "Do you do root canal treatments on non-vital primary 

teeth?" the replies were as follows: 

Always 4,3% 

Usually 17,4% 

Infrequently 47,8% 

Never 30,4% 
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Reasons given by salaried graduates who do not as a routine do deciduous 

tooth endodontics were as follows: 

Reason Percentage 

Practitioner not convinced that it is necessary 13,3% 

Poor results with these procedures 13,3% 

Parents insist on extractions 26,7% 

Lack of patient co-operation 20,0% 

Lack of time 13,3% 

Only emergency service offered 13,3% 

Traumatised anterior teeth of children 

To the question, "How do you treat a coronal fracture of a permanent 

incisor in a young child?", 95,7 per cent of respondents said that they 

used the composite acid-etch technique, while only one preferred to 

extract the tooth. 

Handicapped children 

Of the salaried graduates, 73,9 per cent provided treatment for handicapped 

children, while 26,1 per cent did not. The type of care provided was: 

Type of treatment Percentage of practitioners 
providing 

Complete routine care 29,4% 

Occasional filling 29,4% 

Extractions only 17,6% 

Relief of pain only 23,5% 
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Prosthetic treatment for children 

Of the salaried graduates, 21,7 per cent said that they provided prosthetic 

treatment for child patients, while 78,3 per cent did not. 

Preventive and interceptive orthodontics 

Asked whether all child patients received an orthodontic evaluation, 

salaried practitioners replied: 

Always 21,7% 

Usually 34,8% 

Infrequently 30,4% 

Never 13,0% 

Space maintainers were utilised by graduates in salaried employment as 

follows: 

Always 13,0% 

Usually 13,0% 

Infrequently 39,1% 

Never 34,8% 

Facilities for children 

Asked concerning special facilities for children, 13 per cent of salaried 

practitioners said that their waiting/treatment room was specially 

equipped for child patients, while 87 per cent had no special facilities. 
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DISCUSSION 

Acceptance of children as patients 

All responding private and salaried practitioners reported that they 

accept children as patients, although there was some diversity regarding 

the age from which such patients are accepted. Nevertheless, approximately 

60 per cent of all practitioners in the sample see children before or at 

the age of two years, as recommended by the American Dental Association 

and other authorities (Finn, 1973; Frankel, 1966; Brauer et al., 1964). 

However, 40 per cent of private and 35 per cent of salaried respondents 

delay seeing children until a later age. This is inconsistent with 

findings concerning the age of onset of dental caries. Birch and Huggins 

(1973) state that 5 per cent of one year olds, 15 per cent of two year 

olds and 40 per cent of three year olds are affected by caries. Hennon, 

Stookey and Muhler (1969) in a survey of the prevalence of dental caries 

in pre-school children, found that 8,3 per cent of those in the 18 to 

23 month old group had dental caries, while 35,3 per cent of two year old 

children and 57,2 per cent of the three year olds were affected. 

These findings indicate an urgent need to initiate caries preventive 

procedures in child patients at a very early age (Braham & Morris, 1980). 

General dental practitioners should be encouraged to make full use of 

every opportunity to influence and educate mothers regarding early 

dental care for their children when they attend their surgeries. 
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Percentage of patients consisting of children 

Almost 40 per cent of the ~atients seen in both. private and salaried 

practice consist of children. This is an important point to keep in mind 

when allocating curricular clock hours to the teaching of children's 

dentistry. 

Referral of child patients 

Approximately 90 per cent of all responding dentists indicated a need to 

refer certain categories of children to a paedodontic specialist. This 

finding indicates a very definite demand for specialised paedodontic 

services, especially for referral of children requiring extensive 

treatment, children with behaviour management problems, handicapped 

children and, to a lesser extent, children requiring treatment under 

general anaesthesia. 

Diagnostic procedures 

It appears from the results of the survey th.at, in general , adequate 

attention is given to the medical history of paedodontic patients, 

However, only 53,2 per cent of responding private dentists and 23,8 

per cent of those in full-time employment reported that their child 

patients always or usually receive routine dental radiographic 

examinations. The need for radiographs to diagnose interproximal 

cavities in the primary dentition cannot be overemphasised {Kennedy, 

1979}. A survey conducted by Hennon et al. (1969) revealed that 

75,7 per cent of interproximal lesions in children can only be diagnosed 

with bite-wing radiographs. It appears that parental objection (to the 

additional expense and to exposure to X-rays} is the major reason why 
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children do not receive regular radiographic examinations in private 

practice. One solution appears to be to educate parents to realise the 

necessity for this procedure. In salaried practice, on the other hand, 

lack of facilities is the most common reason offered for neglecting 

radiographic examinations. 

Recall 

With regard to recall of child patients, it appears that there is scope 

for improvement, since nearly 40 per cent of private dentists and 

63,6 per cent of salaried practitioners do not implement such a system, 

The need for recall in paedodontic practice aimed primarily at optimal 

preventive care and observation of patterns of growth. and development, 

has been repeatedly emphasised (Finn, 1973; American Society of 

Dentistry for Children and the American Academy of Pedodontics, 1971, 

Lerner, 1973}. The ftndings of this survey point to the need for more 

attention to this aspect of paedodontic care. 

Behaviour management 

It appears from th.e survey that pharmacotherapeutic techniques of 

behaviour management are infrequently utilised by the respondents, The 

most frequent reason offered by private practitioners was that they were 

not convinced of the effectiveness of th.e method, while salaried respon

dents generally put the blame on the lack of facilities, These facts, 

together with the finding that a large percentage of graduates wished 

to refer uncooperative children, indicates that behaviour management 

presents a problem in practice. 
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Preventive dentistry 

Finn (1973 : 1) says: "In dentistry for children, one is dealing mainly 

with. prevention." However, only 37 ,5 per cent of private respondents and 

13 per cent of salaried graduates utilise a dental hygienist. One-hundred 

per cent of self-employed dentists reported that they always or usually 

give oral hygiene instructions to and prescribe systemic fluorides for their 

ch.ild patients. Less attention is paid to these aspects in salaried 

services where 87 per cent of dentists always or usually instruct children 

in oral hygiene procedures, while nearly 40 per cent infrequently or never 

prescribe systemic fluorides. The attention paid to other preventive 

procedures is even less satisfactory. Of the salaried dentists, 39,1 per 

cent infrequently or never give dietary counselling, while 95,7 per cent do 

not make use of diet records. Simi1ar results were obtained from private 

dentists. Furthermore, 65,2 per cent of salaried respondents reported that 

they infrequently or never applied topical fluoride preparations, although 

much more frequent use was made of this procedure in privat"e practice 

(81,3%)_. 

The utilisation of topical fluorides for home use is totally inadequate 

in both groups. Not a single graduate reported prescribing any self-applied 

fluoride preparation other than fluoride toothpaste. This is notwith~ 

standing th.e fact that considerable benefit is to be obtained from these 

preventive techniques. In a survey of the available data, Ericsson (1980) 

found th.at weekly or fortnightly fluoride mouth.rinsing produces 30 - 50 

per cent caries reductions, while the daily application at home of a 

fluoride gel was found by E.nglander, Keyes and Gestwick.i (1967} to reduce 

the caries increment by 75 to 80 per cent. 
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Reviewing a number of clinical investigations of combined methods of 

fluoride application, Horowitz (1980a} came to the conclusion that there 

is increasing evidence that various combinations of fluorides produce 

additive anticariogenic effects. As Horowitz (1980b : 38} points out: 

" ••• fluoride remains our best combat weapon for the disease that 

affects nearly every one." 
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The application of fissure sealants by the surveyed dentists is also 

unsatisfactory. Only 30 per cent of those in salaried employment and 

less than half of the private practitioners report making frequent use of 

this procedure. In view of the fact that fluorides, ·systemic or topical, 

give greatest protection to smooth surfaces of teeth and very little 

benefit to pits and fissures, it is essential to combine fluoride ,therapy 

with fissure sealant application (Rantala, 1979; Bagramian, Srivastava & 

Graves, 1979; Horowitz, 1980b), 

As 1 ack of parenta 1 interest was the most common reason. given lly private 

dentists for not utilising preventive measure$., and a number of the 

respondents were themselves unconvinced of the effectiveness of preventive 

procedures, education of dentists and the public, to make them more aware 

of the benefits of preventive denti.stry, is indicated, More attention to 

individual parent counselling in dental practice should further improve 

the situation. 

The .above results indicate th.at th.e res.pondi.ng dentists do not place 

sufficient emph.asi:s on prevention by all the means at their disposal, 

Restorative treatment 

The data indicate that routine restorative treatment, such as amalgam 
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restorations and pulpotomies, receives adequate attention in private 

paedodontic practice, alth.ough these procedures are somewhat less well 

catered for in salaried service. However, it appears that the more 

advanced procedures, includi'ng restoration of primary incisors, placing 
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of polycarbonate and stainless steel crowns and· root canal therapy of 

primary teeth are not adequately catered for in either private or salaried 

child dental services. The deterrent most often cited for not performing 

these procedures was that parents would not accept these types of 

treatmerit, while it appears that financial considerations play a role in 

private practice, as does unavailability of materials in salaried 

employment and child management problems in both types of practice. 

These findings further confirm that a need exists for increased parent 

counselling, a more comprehensive salaried child dental service and 

referral facilities for uncooperative children and those requiring 

extensive mouth rehabilitation. 

Handicapped children 

The data show that only slightly more than half of the responding dentists 

offer a comprehensive dental service to handicapped children . This 

finding corresponds with the need expressed by a large percentage of 

practitioners to refer handicapped children to a specialist. It therefore 

appears that the treatment of handicapped children poses problems in 

general dental practice. 

Prosthetics and space-maintenance 

The findings of this survey indicate that inadequate attention is paid to 

these aspects of comprehensive child dental care; only 15,6 per cent of 
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private and 21,7 per cent of salaried respondents provided prosthetic 

treatment for children and 56,2 per cent of private dentists and 

73,9 per cent of those in full-time employment reported that they 

infrequently or never place space-maintainers. 

Facilities for children 
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Since only a small percentage of both. private and salaried responding 

dentists reported that their waiting and/or treatment room was specially 

equipped for ch.ild patients, it is ~lear th.at, in general, practitioners 

are more orientated towards treati_ng adults than ch.il dren, The effect on 

a child's anxiety of the envi:ronment in whi:ch. h~ receives dental treatment 

has been clinically investigated and repeatedly emphasised (Finn, 1973; 

Ripa and Barenie, 1979; Swallow, Jones & Morgan 1 1975), 

Continuing education . 

Graduates were asked whether they would be interested in participating 

from time to time i.n short postgraduate paedodonti c courses, A 11 but 

one respondent expressed an interest in continuing education in 

paedodontics. Topics which graduates suggested for discussion at 

such. courses we re th.e f o 11 owtn g: 

Percentage of 
Topic .graduates : requesting 

1. General refresher course . in .paedodontics . 26,3% . 

2. Endodontic treatment of deciduous teeth 26,3% 

3. Preventive and interceptive orthodontics . . 22,8% . 

4. Management of dental behaviour in children 21,1% 
--
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Topic Percentage of 
graduates requesting 

5. Paediatric restorative dentistry, including 19 ,3% 

the use of preformed crowns 

6. Management of traumatised anterior teeth 17 ,5% 

7. Pharmacotherapeutic management of behaviour 

disorders 14,0% 

8. Preventive dentistry for children, including 
diet counselling 14,0% 

9. Prosthetics for children 7 ,0% 

10. Dentistry for the handicapped child 5 ,3% 

11. Problems associated with the eruption of the 
deciduous dentition 5,3% 

12. Inhalation sedation 5 ,3% 

13. Endodontic treatment of young permanent teeth 3 ,5% 

14. Stomatitis in children 3,5% 

15. Treatment of anomalies (shape, colour, 

structure, etc.l of the dentition 3,5% 

16. Local anaesthesia techniques for children 3 ,5 % 

17. Parent counselling 1,8% 

18. Diagnosis and treatment planning 1,8% 

19. Discussion on problems encountered in practice 1,8% 

' 
20. Treatment of the young chi.ld (under 3) 1,8% 

21. Epidemiological studies on oral diseases in 
children 1,8% 
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Topic Percentage of 
graduates requesting 

22. Office decor for child patients 1,8 % 

23. The dentist in the school dental services 1,8 % 

24. · Paedodontics in the underdeveloped and 
developing regions 1,8 % 

25. Presentation of interesting cases 1,8 % 

CONCLUSIONS 

The findings of this survey point to a number of conclusions pertinent to 

the practice of paedodontics by the 1976, 1977, 1978 and 1979 graduates 

of the University of Stellenbosch. 

1. Routine restorative procedures are, in general, adequately catered 

for. 

2. It is clear that the practitioners surveyed are not primarily 

prevention-orientated, but restoration-orientated, More attention 

should be given to preventive procedures, parent...,.counse 11 i ng and 

recall of child patients, all regarded as fundamental to successful 

paedodontic practice. 

3. Uncooperative children, handicapped children and children requiring 

advanced treatment procedures are not served adequately, Ninety per 

cent of responding dentists indicated a need to refer some or all of 

these categories of children for specialist treatment. That a 

demand for paedodontic consultant (specialist) services exists, 

is therefore indisputable, 
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4. Lack of facilities and materials appear to be a serio~s restrictive 

factor in salaried paedodontic services. 
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Overall, it appears that the paedodontic service rendered to children by 

practitioners in the group studied is primarily curative; prevention

orientated comprehensive child dental care is not practised by the 

majority of these dentists. 
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CHAPTER VII 

A SURVEY OF PAEDIATRlC DENTISTRY PRACTISED BY GRADUATES OF 
THE UNIVERSITIES OF THE WITWATERSRAND, PRETORIA AND THE 

WESTERN CAPE. 

Introduction 

This survey was undertaken in order to: 

211 

(i) Ascertain the pattern of paedodontic services which gra~uates of the 

Universities of the Witwatersrand, Pretoria and the Western Cape offer 

the child patient. 

(ii) Ascertain the factors influencing the scope and standard of paedodon~ 

tics in their practices. 

(iii) Compare the pattern of paedodontic services offered by graduates of 

the University of Stellenbosch with that practised by graduates of 

other South African dental faculties. 

Materials and methods 

The questionnaire {Appendix XV) was utilised in this study, with the addition 

of one further question: 

"Would you have liked the time spent on paedodontics in your undergraduate 

training to have been more, less, or the same amount?" 

Using the Register of Dentists for the Republic of South Africa {South African 

Medical and Dental Council, 1982}, a random sample was selected of 250 dental 

practitioners who qualified at the Universities of the Witwatersrand, 

Pretoria or the Western Cape. A covering letter was included to explain the 

purpose of the questionnaire, together with a stamped and addressed envelope. 
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Complete anonymity qf respondents was assured. 

Results 

Of the 250 questionnaires posted, 135 (54%) were returned. Of these 

respondents 49 (36,3%) were graduates of the University of the Witwatersrand, 

81 (60%) graduates of the University of Pretoria, and 5 (3,7%) graduates 

of the University of the Western Cape. 

Of the 135 responding dentists, 109 (80,7%) were in.full-time private 

practice, 10 (7,4%) in full-time salaried employment, 2 (1,5%) in full-time 

salaried employment and after-hours private practice, 6 (4,4%) in part-time 

salaried employment and part-time private practice, ·1 (0,7%) in part-time 

salaried employment and 1 (0,7%) in part-time private practice. Two of the 

respondents (1,5%) were no longer pursuing the dental profession, whil~ 

2 (1,5%) were practising abroad. One (0,7%) held an administrative 

appointment and did not treat patients and 1 (0,7%) was engaged in post-

graduate study in periodontics. These last six respondents were not taken 

into further account. 

Of the 129 remaining dentists, 41 (31,8%} were working in country towns, 

while 88 (68,2%) were in cities. 

The year .of graduation of respondents was as follows: 

1940 1· ' 1946 1; 1949 3; 1950 3; 1951 3; 1952 6· 
' 

1953 4; 1954 1; 1955 3; 1956 4; 1957 7; 1958 6; 

1959 1; 1961 6; 1962 4; 1963 3; 1964 4; 1966 3; 

1967 2; 1968 2; 1969 3; 1970 7; 1971 5; 1972 5; 

1973 6; 1974 4; 1975 6; 1976 4; 1977 5; 1978 8; 

1979 5; 1980 7; 1981 3. 
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Acceptance of children as patients 

All of the dentists, both in salaried and private practice, reported that 

they accept child patients. The percentage which children made up of tota1 

patient numbers ranged from 5 per cent to 95 per cent, with a mean of 38 

per cent and a median of 35 per cent. Thirty-nine questionees (30,5%) 

reported that they accept children from the age of 1 year, 38 (29,7%) from 

the age of 2 years, 2 (1,6%) from the age of two and one-half years, 44 

(34,4%) from 3 years, 4 (3,1%) from 4 years, and 1 (0,8%) from 5 years. 

Referral of child patients 

One-hundred and seventeen respondents answered the questions concerning 

referral of child patients. Of these, 88 (75,2%) indicated a need to refer 

certain children for specialised attention. Of those practitioners 

wishing to refer patients, 47,7 per cent wanted to refer children with 

behaviour management problems, 52,3 per cent handicapped children, 17 per 

cent general anaesthesia cases, 35,2 per cent children requiring extensive 

treatment, 1,1 per cent all preschool children and 1,1 per cent all child 

patients. 

Scope of paedodontics practised and influencing factors 
Medical history 

Of the 127 practitioners who responded to this question, 43,3 per cent 

indicated that· they always took a medical history from new paedodontic 

patients and updated it periodically, while 37 per cent usually, 14,2 per 

cent seldom, and 5,5 per cent never did so. 

The format used to obtain the medical history was as follows: 
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Printed questionnaire 13,4% 

Verbal questioning 52,1% 

Combination verbal/printed 34,5% 

Radiographic examinations 

Asked whether routine dental radiographic examinations for child patients 

were carried out in their practices, responding practitioners replied as 

follows: 

Always 6,4% 

Usually 24,8% 

Infrequently 52,8% 

Never 16% 
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Reasons given by those practitioners who do not routinely use radiographic 

examinations were as follows: 

Reason Percentage 

Practitioner not convinced of necessity 
for routine radiographic examinations 48% 
for children 

Parents object to the additional expense 29,6% 

Parental objections to exposure to X-rays 14,4% 

Lack of time 2,4% 

Poor patient co-operation 3-,23 

No facilities in community services 2,4% 
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Recall system 

To the question, "Do you have a regular recall system for your child 

patients?" 50 per cent of practitioners replied, "Yes", while 50 per cent 

replied, "No". 

Treatment under general anaesthesia 
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The percentage of child patients treated by dental practitioners under 

general anaesthesia ranged from 0 to 90 per cent, with a mean of 6 per cent 

and a median of 5 per cent. 

Pharmaco-therapeutic management of behaviour problems 

(i) Premedication 

Practitioners reported that they prescribe premedication for 

children with behaviour management problems as follows: 

Always 1,6% 

Usually 5,6% 

Infrequently 51,2% 

Never 41,6% 

(ii) Inhalation sedation 

The use of nitrous-oxide inhalation sedation for the management 

of behaviour problems was reported as follows: 

Always 8,8% 

Usually 15,2% 

Infrequently 24,8% 

Never 51,2% 
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Reasons given for not using inhalation sedation for tne management of 

behaviour problems were as follows: 

Reason Percentage 

Equipment too expensive 19% 

Practitioner not convinced that procedure is effective 45% 

Practitioner not familiar with procedure 17% 

Apparatus too cumbersome 1% 

Parents object to additional expense 2% 

Procedure too time-consuming 5% 

Doubts regarding safety of procedure 5% 

No f aci l i ti es in community services 5% 

Child does not learn to cope with dentistry 1% 

Preventive dentistry 

(i) Utilisation of oral hygienists 

Asked whether they employed oral hygienists in their practices, 
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30,6 per cent of responding dental practitioners said that they did, 

while 69,4 per cent did not. 

(ii) Oral hygiene instructions 

To the question, "Are child patients and/or their parents given 

oral hygiene instructions?" practitioners replied as follows: 

Always 43,2% 

Usually 54,4% 

Infrequently 2,4% 

Never 0 

http://etd.uwc.ac.za/ 
 



(iii} Dietary ·counselling 

Asked whether children and/or their parents were routinely given 

dietary counselling, the following answers were given; 

Always 21,3% 

Usually 40,9% 

Infrequently 28,3% 

Never 9,4% 

The ~se of diet charts as an aid in dietary counselling was as 

follows: 

Yes 8,5% 

No 91,5% 

(iv) Systemic fluorides 

The recommendation of systemic fluorides for children was reported 

as follows: 

Always 49,2% 

Usually 38,1% 

Infrequently 9,5% 

Never 3,2% 

(v) Topical fluorides 
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To the question, "Do you routinely use topical fluoride preparations 

for your child patients?" respondents answered as follows; 
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Always 25,4% 

Usually 50,8% 

Infrequently 19% 

Never 4,8% 

The recommendation of topical fluorides for home use was reported 

as fol lows: 

Preparation 

Toothpaste 

Mouth rinse 

Gel 

Mouthrinse and toothpaste 

Gel and toothpaste 

Mouthrinse and gel 

None 

(vi) Fissure sealants 

Percentage prescribing 

74,8% 

4,7% 

1,6% 

7,1% 

0,8% 

0,8% 

10,2% 

Practitioners' use of fissure sealant applications is· summarised 

as follows: 

Always 17,3% 

Usually 40,2% 

Seldom 26,8% 

Never 15,7% 
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(vii) Reasons given by those dentists who do not routinely utilise 

preventive measures against dental disease were as follows: 

Reason Percentage 

Practitioner not convinced of effectiveness of 35,6% 
preventive procedures 

Procedures too time-consuming 6,7% 

No demand for preventive treatment 48,9% 

Low fee in relation to time spent 4,4% 

Practitioner unfamiliar with procedures 2,2% 

Poor patient co-operation 2,2% 

Restorative treatment 

(i) Primary molars 

Asked whether they restore carious primary molars, responding 

practitioners replied as follows: 

Always 74,8% 

Usually 22,8% 

Infrequently 2,4% 

Never 0% 

(ii) Primary anterior teeth 

Asked whether they restore carious primary anterior teeth, dentists 

replied: 

Always 18,5% 

Usually 37 ,9% 

Infrequently 35,5% 

Never 8,1% 
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(iii} Stainless steel crowns 

Practitioners' utilisation of stainless steel crowns for the 

restoration of primary molars was reported as follows: 

Yes 38,9% 

No 61,1% 

(iv) Pre-formed crowns for primary incisors 
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The use of pre-formed crowns for the restoration of primary incisors 

was reported as follows: 

Yes 9,5% 

No 90,5% 

Reasons given by those practitioners who do not routinely provide 

restorative treatment for primary teeth were the following: 

Reason Percentage 

Practitioner not convinced that restoration of 3,0% 
primary teeth is necessary 

Poor results with primary tooth restorations 6,1% 

Low fee in relation to time spent 9,1% 

Parents insist on extractions 60,6% 

Poor patient co-operation 18,2% 

Unfa)l1il i ar with advanced restorative procedures 3,0% 

for primary teeth 
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Endodontic treatment 

(i) Pulpotomies 

Practitioners reported as follows regarding their use of the 

pulpotomy technique for the treatment of pulpally involved primary 

teeth: · 

Always 41,6% 

Usually 36,8% 

Infrequently 17,6% 

Never 4% 

(ii} Root canal therapy 

Respondents' use of root canal therapy for the treatment of 

non-vital primary teeth was the following: 

Always 16,7% 

Usually 18,3% 

Infrequently 34,9% 

Never 30,2% 

Reasons given by practitioners who do not routinely provide endodontic 

treatment for primary teeth were: 

Reason Percentage 

Practitioner not convinced that it is necessary 11,7% 

Poor results with endodontic procedures 18,2% 

Parents insist on extractions 35,1% 

Poor patient co-operation 23,4% 

Low fee in relation to time spent 9,1% 

Procedures too difficult 1,3% 

Time factor in community services ... 1,3% 
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Traumatised anterior teeth of children 

Asked, ''How do you treat a corona 1 fracture of a permanent incisor in a 

young child?" almost all practitioners (96,8%) replied that they used the 

acid-etch composite technique, with or without pins, other practitioners 

preferring crowns or inlays or to provide no treatment until adulthood. 

Handicapped children 
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Asked whether they provide services for handicapped children, practitioners 

replied as follows: 

Comprehensive routine care for such patients was provided by 39,l per cent 

of dentists. While an additional 29,7 per cent of practitioners did at 

present accept handicapped children, either for comprehensive or limited 

emergency-type care, this was not by choice. These dentists indicated that 

they would prefer to refer such children if another source of care were 

available. 

Dental treatment for the handicapped was provided by 2,3 per cent of 

respondents only under general anaesthesia. 

Limited or emergency-type services were provided by 17 ,2 per cent of 

practitioners for this category of patients, while 11,7 per cent of dentists 

did not treat handicapped children at all. 

Prosthetics for child patients 

Asked, "Do you do any prosthetics for children in the primary/mixed dentition 

stage?" 36 per cent of practitioners said that they provided such a 

service, while 64 per cent did not. 
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Preventive and interceptive orthodontics 

Asked whether child patients were orthodontically evaluated as a routine, 

respondents replied as follows: 

Always 58,6% 

Usually 31,3% 

Infrequently 7,8% 

Never 2,3% 

Asked, "Do you place space-maintainers?~ practitioners replied: 

.Always 

Usually 

Infrequently 

Never 

Facilities for children 

20,2% 

27,9% 

40,3% 

11,6% 

Of the responding practitioners, 7,8 per cent indicated that their 

reception room and/or surgery was specially equipped for children, while 

92,2 per cent had no special facilities for child patients. 

Paedodontic dental therapists 

Asked, "If dental therapists were to be trained to provide routine 

paedodontic treatment under supervision of a qualified dentist, would 

you be interested in employing a paedodontic therapist in your practice?" 

practitioners replied as follows: 

Definitely 

Definitely not 

Possibly 

Uncertain 

14,8% 

35,2% 

31,1% 

18,9% 
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Time spent on ·paedodontics in tne dental curriculum 

Of the 112 practitioners who answered this question, 60 (53,6%} were of 

the opinion that the undergraduate curriculum clock hours for paedodontics 

were insufficient, while 47 (42%) thought that the time spent was adequate, 

3 (2,7%) felt that less time should be spent on paedodontics and 

2 (1,8%) were uncertain. 

Continuing education 

Asked whether they would be interested in~participating from time to time 

in short postgraduate courses in paedodontics, 102 (82,9%) of the 123 

respondents expressed an interest in continuing education in paedodontics. 

Topics suggested for discussion were the following: 

Topic Percentage of graduates 
requesting 

Preventive and interceptive orthodontics 34,3% 

Endodontic treatment of primary teeth 33,3% 

Behaviour management in paedodontics, including 
pharmacotherapeutic methods and nitrous-oxide 26,5% 

sedation 

Paediatric operative dentistry, including 22,5% 
preformed crowns for primary teeth 

Preventive procedures 13,7% 

General refresher course in paedodontics 12,7% 

Management of traumatised anterior teeth in 10,8% 
children 

Parent management and counselling 4,9% 

Hypnosis in paedodontic practice 2,9% 

Prosthetics for children 2% 

Dentistry for the handicapped child 2% 
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Topic Percentage of graduates 
. . .requesting 

Management of the nursing bottle syndrome 2% 

Convnunication in paedodontics 2% .. 

Management of amelogenesis imperfecta 1% 

Diagnosis and treatment planning 1% 

The ethical importance of dentistry for 1% 
children 

Economic considerations . in paedodontics 1% 

DISCUSSION 

This study was undertaken in order to compare the pattern of paedodontic 

services provided by graduates of the University of Stellenbosch with that 

offered by graduates of 0th.er South African dental schoo 1 s. 

For the purpose of this comparison, all Stellenbosch graduates, both in 

private practice and in salaried employment, were considered as a single 

group. 

Response to the questionnaire 

Although the response rate in this study (54%} was lower than in the 

corresponding survey of Stellenbosch graduates (80,6%}, Kent (1983) and 

the British Endodontic Society (1983) considered response rates of 

38 per cent and 32 per cent, respectively, in surveys of dental 

practitioners in England to be large enough to gain valid information. 

However, it should be kept in mind that the results may be biased and 

not representative of all the dentists in the sample, The British 

Endodontic Society (1983) suggests that it may be likely that only the 

more interested practitioners respond to this type of questionnaire. 
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Acceptance of children as patients 

As was the case with the Stellenbosch graduates, all responding graduates 

from other dental faculties reported that they accept children as patients. 

In both groups, approximately 40 per cent of dentists delay accepting 

children until after the recommended age of two years or younger. 

Percentage of patients consisting of children 

The percentage which children made up of total patient numbers was similar 

in the two groups: 

Stellenbosch mean : 37,2% 

Witwatersrand - Pretoria - U.W.C. mean 38% 

Stellenbosch median : 37,5% 

Witwatersrand - Pretoria ~ U.W.C. median 35% 

Referral of child patients 

Although the percenta~e of Witwatersrand, Pretoria and Western Cape 

graduates (75,2%) who wished to refer certain categories of children for 

specialised treatment was lower than the 90,7 per cent of Stellenbosch 

graduates who wished to do so, these findings indicate a significant 

demand for specialised paedodontic services in both groups studied. 

Categories of paedodontic patients whom both groups particularly wished 

to refer included children presenting with behaviour management problems, 

handicapped children, children requiring extensive treatment, and, to a 

lesser extent, general anaesthesia cases. 

Medical history 

It appears from the results of the survey that, in comparison with 

Stellenbosch graduates, somewhat less attention is given by the 

Witwatersrand, Pretoria and Western Cape graduates to the medical history 

of paedodontic patients. While only 3,6 per cent of Stellenbosch graduates http://etd.uwc.ac.za/ 
 



seldom or never took a medical history, 19,7 per cent of graduates from 

the other universities seldom or never did so. 

Radiographic examinations 
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Of the Stellenbosch graduates, 41,5 per cent always or usually carried out 

routine radiographic examinations for children, while 31,2 per cent of 

the other group did so. 

The most frequent reasons given by practitioners in both groups for not 

providing routine radiographic examinations were parental objections to 

the additional expense and doubt concerning the necessity for such 

examinations. Salaried practitioners in both groups reported that 

facilities for radiographic examinations were not always readily available, 

Recall 

Fifty per cent of Witwatersrand, Pre tori a and Western Cape gr.aduates 

reported that they implemented a regular recall system for child patients, 

while 51,9 per cent of Stellenbosch graduates did so. 

Treatment under general anaesthesia 

The percentage of children treated by Witwatersrand, Pretoria and Western 

Cape graduates under general anaesthesia was marginally higher than the 

percentage reported by Stellenbosch graduates: 

Range 
Mean 
Median 

Stellenbosch graduates 

0 - 60% 
4,6% 

2% 

Other graduates 

0 - 90% 

6% 

5% 
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Behaviour management 

Premedication 

All responding Stellenbosch graduates reported that they infrequently or 

never prescribed premedication for children with behaviour management 

problems, while 7,2 per cent of graduates from the other dental schools 

always or usually applied this method and 92,8 per cent infrequently or 

never did so. 

There was also a higher utilisation of nitrous-oxide sedation among 

Witwatersrand, Pretoria and Western Cape graduates, with 24 per cent 

using it always or usually for behaviour problems, while 7,3 per cent 

of Stellenbosch graduates always or usually applied this method, 
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Most private practitioners in both the Stellenbosch and the Witwatersrand -

Pretoria - Western Cape groups who did not utilise conscious sedation 

said that they did not do so because they were not convinced of the 

effectiveness of the method, or because they did not have the necessary 

equipment or were not familiar with the procedure. On the other hand, 

most salaried practitioners said that the necessary facilities were not 

available to them. 

Preventive .dentistry 

Oral hygienists 

Of the Witwatersrand - Pretoria - Western Cape graduates, 30,6 per cent 

employ oral hygienists in comparison with 27,3 per cent of Stellenbosch 

graduates. 
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Oral hysiene instructions 

· Of the Stellenbosch respondents, 94,6 per cent always or usually gave 

oral hygiene instructions, while 97,6 per cent of the other graduates did 

so. 

Dietary counselling 

This aspect of preventive care was less adequately catered for by both 

groups. Dietary counselling was infrequently or never provided by 

34,5 per cent of Stellenbosch graduates and 37,7 per cent of the 

Witwatersrand - Pretoria - Western Cape graduates. Only 5,5 per cent of 

Stellenbosch graduates and 5,5 per cent of the other graduates use diet 

charts as an aid in dietary counselling. 

Systemic fluorides 

Prescription of systemic fluorides by the two groups studied was similar; 

83,6 per cent of Stellenbosch graduates and 87,3 per cent of the other 

group always or usually recommended this method of caries prevention. 

Topical fluorides 

Of the Stellenbosch graduates, 38,2 per cent infrequently or never applied 

topical fluorides for child patients, while 23,8 per cent of the 

Witwater~rand, Pretoria and Western Cape group infrequently or never did 

so. 

Low concentration fluoride preparations for home use 

The utilisation of low concentration fluorides for home use was very 

,inadequate in both groups studied. No Stellenbosch graduates recommended 

fluoride mouthrinses or gels for home-treatment, while only 15 per cent 

of the other group reported recomnending one or both preparations, 
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Fissure sealants 

The utilisation of fissure sealants by both the Stellenbosch and the 

Witwatersrand - Pretoria - Western Cape groups was disappointing, 61,9 per 

cent of the Stellenbosch graduates and 42,5 per cent of the other 

graduates infrequently or never applying these materials, 

Reasons for not utilising preventive measures 

The most common reason given by private practitioners of both groups for 

not utilising preventive procedures was that there is no demand for 

preventive treatment, while a large percentage of the Witwatersrand -

Pretoria - Western Cape group were not convinced of the effectiveness 

of preventive procedures. Unavailability of materials appeared to be a 

major constraint among salaried dentists of both groups. 

Restorative treatment 

Primary molars 

Restoration of primary molars was extensively catered for by the majority 

of practitioners in both groups, 90,9 per cent of Stellenbosch graduates 

always or usually restoring these teeth, while 97,6 per cent of the other 

group always or usually did so. 

Primary anterior teeth 

Restoration of primary anterior teeth was provided by both groups on a 

more limited scale, with 50,9 per cent of Stellenbosch graduates and 

43,6 per cent of the other group seldom or never restoring these teeth; 

Stainless steel crowns 

The utilisation of stainless steel crowns for the restoration of primary 

molars was low in both groups, although higher in the Witwatersrand -
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Pretoria - Western Cape group (38,9%} than in the Stellenbosch group 

{9,1%). 

Preformed crowns for primary incisors 

Very few practitioners in either of the groups studied, that is 9,5 per 

cent of the Witwatersrand, Pretoria and Western Cape graduates and 

14,5 per cent of the Stellenbosch graduates, made use of preformed crowns 

for the restoration of primary incisors. 

Reasons for not restoring primary teeth 
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In all the groups studied, the reason most often offered for not restoring 

primary teeth was parental insistence on extractions, while poor patient 

co-operation was the second most quoted reason. Among private practitioners 

of both the Stellenbosch and the Witwatersrand - Pretoria - Western Cape 

groups the low financial remuneration also appears to be a constraint, as 

is unavailability of materials in salaried employment. 

PuJpotomies 

It appears that pulpotomies are performed by a large percentage of dentists 

of both groups; 78,4 per cent of Witwatersrand, Pretoria and Western 

Cape graduates and 83,3 per cent of the Stellenbosch group reported that 

they always or usually made use of this method. 

Root canal therapy 

A low percentage of graduates from both groups reported that they perform 

root canal therapy on non-vital primary teeth. Thirty-five per cent of 

the Witwatersrand - Pretoria - Western Cape group and 25,5 per cent of 

the Stellenbosch dentists always or usually used th.is method, while 

30,2 per cent of the Witwatersrand - Pretoria - Western Cape group and 
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25,5 per cent of the Stellenbosch group never did so. 

Reasons for not providing ·endadontit treatment far primary teeth 

The reason most often cited for not performing primary tooth endodontics 

was parental resistance, while patient management problems, poor results 

with treatment procedures, reservations on the part of the practitioner 

as to the necessity for endodontic treatment and low financial remuneration 

were also frequently influencing factors. 

Handicapped children 

As was the case with the Stellenbosch graduates, a large percentage of 

the Witwatersrand - Pretoria - Western Cape group expressed reservations 

regarding the treatment of handicapped children; over 60 per cent of the 

latter group either wished to refer handicapped patients or provided no 

or only limited services for this category of children. 

Prosthetics and space-maintenance 

Although the percentage of Witwatersrand - Pretoria - Western Cape 

graduates (36%) who provided paedodontic prosthetic services was higher 

than that of the Stellenbosch group (18,2%), the attention paid by both 

groups to this aspect of comprehensive child care was shown to be . 

inadequate. Likewise, 51,9 per cent of the Witwatersrand - Pretoria -

Western Cape group and 63,7 per cent of the Stellenbosch graduates 

infrequently or never placed space-maintainers. 

Facilities for children 

Only a small percentage of both the groups studied, 7,8 per cent of the 

Witwatersrand, Pretoria and Western Cape dentists and 9,1 per cent of 

the Stellenbosch practitioners, reported that their offices made special 
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provision for child patients. 

This comparison between the pattern of paedodontic services offered by 

graduates of the University of Stellenbosch with that practised by 

graduates of other South African dental faculties is summarised in 

Tab 1 e I. 

Table I. 

A comparison between some aspects of the paedodontic practices of 

Stellenbosch graduates and those of Witwatersrand - Pretoria - Western 

Cape graduates. 

Paedodontic procedure or Stellenbosch Witwatersrand - Pretoria 
practice graduates - Western Cape graduates 

Acceptance of children 100% 100% 

Acceptance by age 2 years 61,8% 60,2% 

Percentage of patients 37,2% 38% 
consisting of children 

Need to refer certain 
categories of child patients 90,7% 75,2% 
for specialised treatment 

Medical history infrequently 3,6% 19,7% 
or never taken 

Routine radiographic 
examinations infrequently 58,5% 68,8% 
or never carried out 

Recall system implemented 51,9% 50% 

Percentage of children 
treated under general 4,6% 6% 
anaesthesia 

-
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Paedodontic procedure or Stellenbosch Witwatersrand - Pretoria 
practice graduates - Western Cape graduates 

Premedication for behaviour 
management infrequently or 100% 92,8% 

never utilised 

Nitrous-oxide sedation 
infrequently or never 92,7% 76% 
utilised 

Oral hygienist employed 27,3% 30,6% 

Oral hygiene instructions 5,4% 2,4% 
infrequently or never given 

Dietary counselling 34,5% 37,7% 
infrequently or never given 

Diet charts not utilised 94,5% 94,5% 

Systemic fluorides 
infrequently or never 16,4% 12,7% 
prescribed 

High concentration topical 
fluorides infrequently or 38,2% 23,8% 
never applied 

Fluoride mouthrinses or gels 
infrequently or never 100% 85% 
prescribed for home 
treatment 

Fissure sealants 
infrequently or never 61,9% 42,5% 
applied 

Primary molars infrequently 
or never restored 9,1% 2,4% 

Primary anterior teeth 
infrequently or never re- 50,9% 43,6% 
stored 
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Paedodontic procedure or Stellenbosch Witwatersrand - Pretoria 
practice graduates - Western Cape graduates 

Stainless steel crowns not 
utilised 90,9% 61,1% 

Preformed crowns not 
utilised for primary 85,5% 90,5% 
incisors 

Pulpotomies infrequently 16,7% 21,6% 
or never performed 

Root canal therapy infrequent-
ly or never performed in 74,5% 65,1% 

the primary dentition 

Comprehensive routine 
treatment of handicapped 41,2% 39,1% 
children provided by choice 

Paedodontic prosthetic 81,8% 64% 
services not provided 

Space-maintainers infrequently 63,7% 51,9% 
or never placed 

Special facilities for 9,1% 7,8% 
children provided 

Continuing education 

A large percentage of graduates, 82,9 per cent of the Witwatersrand -

Pretoria - Western Cape group and 89,2 per cent of the Stellenbosch group, 

reported an interest in continuing education in paedodontics. The topics 

most commonly suggested for discussion included a general refresher course 

in paedodontics, endodontic treatment of primary teeth, preventive and 

interceptive orthodontics, behaviour management techniques, paediatric 

operative dentistry, preventive procedures and the management of 

traumatised anterior teeth. 
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CONCLUSIONS 

The results of this study have shown that a remarkable similarity exists 

regarding: 

(il the scope and standard of paedodontic services which the graduates 

of the University of Stellenbosch offer when compared with that 

provided by the participating graduates of the other South African 

dental schools and 

(iil the factors influencing the paedodontics practised by both groups. 

While basic restorative procedures are well provided, less attention is 

given to prevent1ve measures. It is clear that many practitioners from 

both groups are not primarily prevention-orientated and do not practise 

and promote comprehensive preventive dentistry with all the means available 
• 

to th.em. 

Since parental resistance to certain forms of treatment was often mentioned 

as a major constraint in paedodontic practice, it appears that more 

attention should be given to training in communicat;on strategies in order 

to improve th.e relationship Between the practitioner and the parent. 

In a survey of dental practitioners to gauge the nature and extent of 

difficulties encountered with patients, Kent (1983) found that communica

tion frequently presented a problem in dental practice. 

Children requiring treatment other than basic restorative procedures are 

not adequately tatered for. The present study has revealed a definite 

demand among the practitioners participating in the investigation for 

paedodontic consultants to whom certain categories of children, notably 

th.e handicapped, behaviour management problems and those requiring 

advanced or extensive treatment, may be referred. http://etd.uwc.ac.za/ 
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CHAPTER VIII 

GENERAL DISCUSSION, CONCLUSIONS AND RECOMMENDATIONS 
REGARDING PAEDODONTIC EDUCATION 

In this investigation an attempt has been made to examine and test the 

validity of the philosophy on paedodontic education which exists at 

Stellenbosch University, this outlook having been derived from the 

traditional philosophy on dentistry for children prevailing in South 

Africa in general. In reviewing the overall results of the study, a 

number of important conclusions can be reached and recommendations put 

forward. 

The scope of the discipline of paedodontics 

From the present investigation, there is no doubt that, with only a very 

few exceptions, leading dental educationists around the world agree that 

paedodontics should be acknowledged to be, as Jago {1971 : 250) so aptly 

puts it: " ... the whole of dentistry for the whole age-range of child

hood". 

The overall objective of paedodontic education should therefore be to 

train practitioners who are professionally competent to provide an all

embracing dental health service for the child as a whole person. 

The need for dental care for children 

There is a world-wide tendency to increasingly ackno\'Jledge the importance 

of dental care for children and lay greater emphasis on paedodontic 

practice. In community dental services in most countries, child dental 

health is regarded as deserving the topmost priority. Why is this so? 
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The overwhelming need for a prevention~orientated approach to oral health 

care is irrefutable. The cost of reparative dental services is astronomical 

while, furthermore, it has been shown that a curative approach to dental 

disease has not achieved any long-term benefits for the improvement of 

oral health in populations. By contrast, preventive programmes have been 

shown to reduce caries prevalence dramatically. 

As Barmes (1979 : 658) incisively states: "· •• the message is simple. 

It is so simple that, perhaps, people find it boring . . . . The simple, 

essential, boring message is tha~ routine preventive procedures achieve 
' 

much more than restoration or rehabilitation at less cost . . . . Let us 

resolve to practise and promote prevention of oral disease in a concerted, 

ongoing, planned effort, for the betterment of mankind.'' 

The two most preva 1 ent ora 1 di seas es in man are dental caries and peri o-

dontal disease. Caries is largely a disease of childhood, while 

periodontal disease has its early foundations in childhood. Dental care 

in childhood has, in the short-term, been shown to improve the dental 

health of children and, in the long-term, to have a positive influence on 

adult dental behaviour patterns. One of the most essential functions of 

children's dentistry is therefore to shape the dental attitudes of the 

young in preparation for adulthood. It is important that a preventive 

orientation for the control of oral disease be instilled during 

childhood in order to assure a lifetime of oral health: 

"Train up a child in the way he should go : and when he is old, he will 

not depart from it." (Proverbs 22, 6). 
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Greater emphasis on paedodontics in the dental curriculum 

The importance of dental care during childhood being acknowledged, 

paedodontics should occupy an important place in the dental curriculum. 
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There is a positive correlation between the emphasis placed on paedodontic 

training and the orientation of dental practice. In those countries 

where undergraduate and postgraduate paedodontics have a significant place 

in the curriculum, the practice of dentistry is, to a greater extent, 

child-orientated, whereas in countries in which paedodontics is of minor 

importance in the curriculum, the practice of dentistry tends to be 

directed towards a reconstructive adult-type of approach. 

At Stellenbosch University paedodontics does not attain its rightful 

place in the dental curriculum and the paedodontic service which graduates 

are able to render is consequently not sufficiently comprehensive. 

Considerable change in paedodontic education is necessary in order to 

rectify the present situation. 

1. Autonomous department of paedodontics 

Paedodontics tends to be neglected in those schools in which a separate 

department of child dental health does not exist, and more especially so 

where paedodontics is grouped with the restorative disciplines in a single 

department. This latter situation also exists at the University of 

Stellenbosch, where the establishment of an autonomous department of 

paedodontics would do much to give paedodontics its rightful place in the 

dental curriculum. 

Another possible solution would be the establishment of a combination 

http://etd.uwc.ac.za/ 
 



department of paedodontics and orthodontics, with a chair in each 

discipline. An affiliation between the closely related disciplines of 

orthodontics and paedodontics would promote the concept of comprehensive 

child. dental care. As Jago (1971 252) says: "Pedodontics and 

orthodontics belong together The fundamental objectives of 

pedodontics and orthodontics are the same. Neither one is part of the 

other; they are both parts of a larger whole. n 

In order to prevent the possibility of one of the two disciplines 

overshadowing the other, an alternating departmental chairmanship, with 
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the professor of paedodonti cs al ternati_ng with the professor of orthodontics 

as departmental chairman at two-yearly intervals, could provide a workable 

arrangement. 

2. An independent discipline 

Paedodontics should be recognised as an independent discipline in the 

undergraduate dental curriculum and not as a small and relatively 

insignificant sub-section of restorative dentistry. Paedodontics is 

synonymous with "comprehensive dentistry for children" and not with 

"restorative dentistry for children". Evaluation of student performance 

in the theory and practice of children's . dentistry should also be 

separate and autonomous, and net form part of the examination in 

restorative dentistry. Furthermore, the undergraduate should be required 

to attain an acceptable standard of performance in this discipline before 

graduating. 

3. The paedodontic curriculum 

It is apparent from the present investigation that in the time available 
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in the Stellenbosch undergraduate curriculum it i~ not possible to produce 

l practitioner who is competent to provide all aspects of dental care for 

all categories of children. Additional education, and especially more 

extensive clinical training, is essential. The options available for the 

provision of this additional training in paedodontics should be 

considered: 

(a) Extension of the undergraduate curriculum 

(b) Elective training 

(c) Postgraduate training and specialisation 

Extension of the paedodontic undergraduate curriculum 

The present dental undergraduate programme at this University is of five 

and one-half years' duration. Any further lengthening of the curriculum 

to accommodate additional time for paedodontic instruction would have 

considerable economic implications. 

Furthermore, not all dentists are interested in paedodontics, preferring 

to refer some or all child patients, so that it would not be desirable 

to impose additional paedodontic training on all graduates. 

Lengthening the paedodontic curriculum clock hours by reducing the 

curriculum clock hours allocated to other disciplines would certainly 

meet with opposition and does not warrant further consideration. 

It must therefore be concluded that, while minor adjustments might be 

possible, any attempt to meaningfully extend the paedodontic education 

offered in the present undergraduate dental curriculum would not be 

practical. 
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Elective training in paedodontics 

With the rapid expansion of dental knowledge in recent times and the 

resulting overcrowding of the curriculum, many dental educationists have 

come to realise that it is no longer possible to meet the earlier 

objective of undergraduate education of preparing all graduates to be 

adept in all aspects of dental practice. Having accepted this fact, many 

dental schools have introduced the principle of elective experience, 

enabling the student to adapt his undergraduate training to suit his 

professional goals~ Generally such elective cou~ses are offered during 

the final year of study and are of up to one year's duration. 
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It appears that the time has arrived in South Africa to accept the 

principle of elective training in dental education, in order to overcome 

the present inflexibility of the dental curriculum and to produce graduates 

who are better prepared for individual vocational aspirations. 

At present the typical dental school graduate is more proficient in 

treating adults than children. It has been widely accepted that the 

treatment of children should be a top priority in dentistry. In future 

more dentists will consequently have to devote their professional time 

to the treatment of children. Because the training of specialist 

paedodontists is expensive and not all children require specialist care, 

sufficient numbers of dentists who are suitably educated to provide a 

truly efficient primary care service for children, will have to be 

trained. Such a service should include both paedodontics and orthodon~ 

tics, the 1 atter at present being avai 1 able as a luxury for the wea 1 thy 

rather than as a service to the community as a whole. 
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An elective course of six months' to one year's duration could provide 

such primary care "pediatric dentists" with a thorough training in 

paedodontics and orthodontics. 
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Where could a period of elective training best be fitted into the existing 

dental curriculum? Two proposals are put forward for consideration: 

(i) It is suggested that the basic dental course, which all dental 

undergraduates be required to complete, be reduced to a five year 

programme. This would be followed by a half~year elective 

programme, designed to suit each student's career aspirations. 

Those who desire to limit their future practice to child patients, 

who later intend specialising in either orthodontics or paedodontics, 

or who plan an academic career in paediatric dentistry should be 

permitted to limit their elective experience to training in 

paedodontics and orthodontics. Such practitioners would then be 

adequately equipped for rendering primary care to children in com

munity dental services or for:- employment in a private "group 

practice", the latter consisting of a dental team, each member with 

his own special interests, skills and knowledge, able to provide 

a superior service at a reasonable cost. 

Those graduates desiring to become family practitioners would receive 

more limited paedodontic and orthodontic training during their 

elective period, providing them with the minimum experience necessary 

for routine, basic paedodontic care. Graduates with professional 

goals other than children's or family dentistry would not be required 

to undergo further training in paedodontics beyond that contained 

in the basic five-year undergraduate curriculum. 
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(ii) It seems appropriate at this stage to point out that a decision 

has already been taken in principle by the South African Medical 

and Dental Council to reduce the undergraduate dental programme 

from five and one-half years to five years. This is to be followed 

by a mandatory one-year period of pre-registration internship 

(Breytenbach, 1982). Keeping these decisions in mind, it is 

suggested that, as an alternative to the proposals put forward in 

(i) above, the one-year preregistration training should be of an 

elective nature, tailored to suit the new graduate's professional 

aspirations. 

While the principle of a compulsory period of pre-registration 

training has gained fairly widespread acceptance (British Dental 

Association, 1976; Nuffield Foundation, 1980; Terkla, 1980; 

Kramer, 1982), it is appropriate to mention a number of 

recommendations and warnings in this connection which have appeared 

in the literature. Erridge (1981) suggests that throughout the 

preregistration period the new graduate should regularly attend 

education sessions at a dental school, firstly, in order to discuss 

and share clinical and administrative experiences and secondly, to 

gain further theoretical and clinical knowledge and skill. Certain 

potential pitfalls of vocational training should be guarded against. 

The primary objective of the internship should be educational. It 

is important that the training experience should be conducted under 

appropriate supervision and exposure to negative influences, such 

as low clinical and ethical standards, should be guarded against 

(Cooper, 1971). 

As Sim (1971 : 437) says: "A mandatory internship must not 
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·degenerate into a vehicle for the delivery of dental services. in 

production-oriented clinics. 11 

It is suggested that the introduction of a "student" rather th.an a 

"graduate" internship, at the conclusion of wh.lch th.e student would · 

sit for a final vocational examination, would obviate some of the 

above-mentioned problems. 

Postgraduate training ·and specialisation 

The fundamental objective of the dental profession is to serve in the best 

interests of the co1T111unity. When considerfog tne introduction of a 

specialty, it is essential that it be established whetner or not a need 

for that specialty exists. The fact that paedodontics is recognised as 
' 
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a specialty in many countries of the world, particularly in th.ose countries 

which are considered to be leaders in this field, seems to indicate that 

specialisation in paedodontics is necessary. After orthodontics and oral 

surgery (the most widely recognised dental specialties throughout the world), 

paedodontics together with periodontics and prosthodontics are the most 

commonly accepted specialties (Canadian Dental Association, 1971)! 

From the results of this investigation it also appears that in many 

countries where paedodontics is not a recognised specialty, the dental 

profession as a whole tends to focus its primary attention on the adult 

patients at the cost of child dental care. 

In the absence of a recognised specialty, no stimulus exists to encourage 

graduates to pursue careers in children's dentistry. It is to be expected 

that, rather than spend his energy in obtaining a qualification for which 
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he will ultimately be granted, at the most, very limited recognition, he 

would rather embark on training leading to a specialist qualification, 

with its consequent enhanced status and financial rewards. 

The present investigation has revealed a very definite need for post

graduate training in paedodontics in the groups studied. It was found 

that the graduates surveyed are not providing comprehensive dental care 

to all children and a large percentage of participants in the survey 

indicated a need to refer certain categories of ch~ldren for specialist 

treatment. This included emotionally, medically, physically and mentally 

handicapped children, behaviour management problems, children requiring 

extensive treatment and children requiring treatment under general 

anaesthesia. 

Were paedodontic specialists to be introduced, the majority of dental 

treatment for children would continue to be provided by the general dental 

practitioner. However, the general practitioner who has neither the time 

nor the inclination to become proficient in paedodontics is faced with a 

dilerrma when, as at present in South Africa, the only paedodontic 

consultants available to whom he can refer difficult cases are situated 

at the Faculties of Dentistry. The practitioner often feels disinclined 

to refer such patients to another general practitioner, probably fearing 

that this would reflect on his competence. In these cases the easiest way 

out is usually followed and the parents are infonned that nothing can be 

done for the child. Many young patients are thus denied the right of 

receiving urgently needed comprehensive dental care. 

Although the present investigation showed that financial considerations 

were not the most important limiting factor, it is logical to accept that 
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the financial implications of lengthy and time-consuming procedures, 

such as the treatment of the very young or the handicapped, further 

restrict the scope of paedodontics offered in general practice. 

An investigation regarding the desirability of training dental therapists 

for utilisation in children's dentistry is indicated. However, it should 

be borne in mind that the introduction of paedodontic dental therapists 

would result mainly in a more favourable distribution of paedodontic 

services; the education of adequately trained paedodontists for the 

supervision of the dental team is essential so as to attain a high 

quality of service. 

Taking all the above factors into account, there can be no doubt that 

postgraduate training and specialisation in paedodontics are essential 

if child dental care is to achieve its full potential in South Africa. 

Final conclusions and recommendations 

This investigation has established that paedodontics is widely accepted 

to be an extremely important facet of dental education and practice, 

By comparison, children's dentistry does not attain its rightful status 

in the dental curriculum at the University of Stellenbosch. It has 

furthermore been established that the Stellenbosch graduates surveyed 

do not, in general, render a truly comprehensive service to all categories 

of child patients, this being ascribable to some deficiencies in their 

training as well as to the limitations and demands of general dental 

practice. 

Considerable changes in paedodontic education at Stellenbosch are neces

sary in order to rectify the present situation and the following 
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recommendations are put forward: 

1. Paedodontics comprises " the whole of dentistry for the whole 

age-range of childhood", and not merely restorative treatment for 

children, and should be established as an independent discipline. 

2. The establishment of either an independent department of paedodontics 

or a department of "paediatric dentistry", combining orthodontics 

and paedodontics in a single department with an alternating depart

mental chairman, is recommended. 

3. The principle of elective training in the dental undergraduate 

curriculum, designed for individual career aspirations, should be 

accepted. This period of elective training could be offered: 

(i) in the final six months of a five and one-half year 

undergraduate programme; 

(ii) as elective preregistration training during the envisaged 

period of compulsory internship. 

4. The present study indicates a definite need and demand among both the 

Stellenbosch and the Witwatersrand - Pretoria - Western Cape groups 

participating in the investigation for paedodontic consultants to 

whom some categories of child patients may be referred. 
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Appendix I : Survey of Curriculum and Instruction Paedodontics 

1. ORGANISATION AND ADMINISTRATION 

1.1. Academic staff. 

How many faculty members are irivolved in teaching courses in 
paedodontics? 

1.1.1. Numbers of academic staff: 

Professors Full-time ~ Part:..time CJ 
Associate professors Full-time C:J Part-time C:J 
Assistant professors Full-time ~ Part-time c:J 
Senior lecturers Full-time C::J Part-time C:J 
Lecturers Full-time ~ Part-time ~ 
Instructors Full-time ~ Part-time c:J 

1.1.2. What is the ratio of faculty members to students in the 
paedodontic clinic? 

1.2. Departmental structure. 

1.2.1. Separate department. 
1.2.2. Section of another department (name which department) 

1.3. Clinical area. 

1.3.1. Is there a separate paedodontic clinic in your school? 
........................................................ 

' 1.3.2. What is the number of chairs set aside specifically for 
paedodontic patients? ..........•.........•••......•..• 

1.4. Non-academic staff. 

Head nurse .................................................. . 

Chairside assistants ....•.......•.........•.•.•.•••.......... 
Dental hygienists ........................................... . 

Den ta 1 technicians ........................................... . 

Secretaries 
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2. UNDERGRADUATE CURRICULUM 

2.1. Curriculum clock hours. 

How many clock hours of didactic, preclinical and clinical instruction 
do your students receive in each year of study? 

Year Didactic hours Preclinical hours Clinical hours 

1 
-

2 

3 

4 

5 

6 

2.2. Topics presented in paedodontics. 

Which of the following topics are included in your didactic courses? 

~ - Number of Length of 
Topic lectures lecture in 

minutes 

Growth and development of head, face 
and oral cavity. 

Tooth morphology. 

Psychological and physical growth and 
development of children. 

Influence of parents, family and 
environment on child behaviour. 

Child management in the dental office. 

Di agnosis and treatment planning. 

Radi.ography for the child patient. 

Denta.l caries in children. 

Preventive procedures for children 
including the use of fluorides and 
fissure sealants. 

Paediatric operative dentistry. 
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Number of Length of 
Topic lectures lecture in 

minutes 

Pulpal treatment of primary and 
young permanent teeth. 

Trauma of primary and young 
permanent teeth. 

The treatment of sick and handicapped 
children. 

Preventive and interceptive orthodontics. 

Diet and nutrition. 

Problems associated with erupting and 
exfoliating teeth. 

Lesions and infections of oral soft 
tissues. 

Periodontal diseases in children. 

Identification and management of the 
11 battered child syndrome 11

• 

Pain and sedation. 

General anaesthesia for the 
paedodontic patient. 

Minor oral surgery for children. 

Dentures for children. 

Anomalies of number, shape, colour, 
structure and texture of teeth. 

Endocrine and genetic factors in 
paedodontics. 

Other topics. 
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2.3. Instructional Strategies 
What form does didactic instruction in paedodontics take? 
2.3.1. t'ormal Lectures (hours) .....•••...•.••...•....•..•...... 
2.3.2. Seminars (hours) ..........•.•.•..•..••.•...••...•.•..... 
2.3.3. Discussions (hours) ••........•••.•••.•••.•..•....•...... 
2.3.4. Demonstrations (hours) .....•..•..... , •.•..•...•......... 
2.3.5. Are self-instructional aids used in the paedodontic 

course? 

Partly C:J Primarily C:J Not at all ~ 

2.4. Clinical procedures 

2.4.1. Is each student required to undertake full treatment of a 
minimum number of paedodontic patients during his 
undergraduate course of study? Yes ~ No · ~. 
Number of preschool patients ........................... . 
Number of school children ...••......••.••......•...•.... 

254 

2.4.2. Is there a minimum quota of paedodontic clinical procedures 
which each student must complete during his undergraduate 
course? Yes C::J No ~. 

Procedure Number of completed 
cases 

Diagnosis and treatment planning. 

Topical fluoride applications. 

Fissure sealant applications. 

Dental health education. 

Diet record and analysis. 

Plastic restorations (primary teeth). 

Pre-formed crowns. 

Pulp treatments (primary teeth). 

Endodontics (immature permanent teeth). 

Treatment of traumatized anterior teeth. 

Preventive and interceptive orthodontic 
procedures. 
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Procedure 

Treatment of handicapped children 

Cases treated under general anaesthesia 

Dentures for child patients 

Minor oral surgery for child patients 

3. EXAMINATION FORMAT 

How are students evaluated in paedodontics? 

3.1. Written examination. 

3.1.1. Duration of written examinations. 

Year Hours 

1 

2 

3 

4 

5 

6 

3.1.2. Type of question set. 

3.1.2.1. Essay-type questions. 
3.1.2.2. Short questions. 
3.1.2.3. Multiple-choice questions. 
3.1.2.4. True-false questions. 
3.1.2.5. Other. 

3.2. Clinical evaluation. 
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Number of completed 
cases 

3.2.1. Are undergraduate students required to do clinical examina= 
tions in paedodontics? Yes ~ No ~-
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3.2.2. What form does the clinical examination take? 

.......................................................... 

. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 

4. ELECTIVE COURSES 

4.1. Is an elective course in paedodontics offered to undergraduate 

students at your school? Yes ~ No ~-

4.2. At what stage of the student's curriculum is the elective course 

offered? 

................................................................. 

5. POSTGRADUATE PROGRAMS IN PAEDODONTICS 

5.1. Does your school operate a postgraduate program in paedodontics? 

Yes~ No CJ. 

5.2. Duration of course(s) ............•..........•..•...... ~ ..•••..• 

5.3. Is the postgraduate program of an academic and clinical nature, 
designed for specialist training in paedodontics? ............. . 
. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 
. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 

5.4. Is the postgraduate program primarily of an academic nature? 

6. CONTINUING EDUCATION 

Are continuing education .programs in paedodontics offered through the 
facilities at your school? ..•....................................... 
. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 

7. EXPANDED DUTY AUXILIARIES 

7.1. Are Expanded Duty Auxiliaries trained at your school? 

Yes CJ No CJ. 
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7.2. Which functions in children's dentistry are performed by these 
auxiliaries? 

........................................................ • ........ . 

. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 

. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . • ............ . 
8. MEDICAL QUALIFICATION 

Are students required to be in possession of a medical qualification 
before they are granted admission to dental studies at your faculty? 

Yes~ No CJ. 

9. PAEDODONTICS AS A SPECIALTY 

Is paedodontics officially recognized as a specialty in your country? 

Yes L] No~· 
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Appendix I I. Paedodontic (academic) staff at the dental schools surveyed 

Dental School Professors Associate Assistant Senior Lecturers Instructors professors professors lecturers 

Hadassah 
Full-time - 2 - 1 3 

Part-time - - - - - 5 

Dalhousie 
Full-time - 3 

Part-time - - 1 

Saskatchewan 
Full-time - 1 

Part-time - - - 3 - 5 

Manitoba 
Full-time - 1 1 

Part-time - - - - 3 

Alberta 
Full-time 2 

Part-time - - 2 - 7 

British Columbia 
Full-time - 1 2 

Part-time - - 1 - - 3 
N 
O'I 
00 
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Dental School Professors Associate Assistant Senior Lecturers Instructors professors professors lecturers 

Birmingham 
Full-time 1 - - 1 3 1 

Part-time - - -- - 1 

(Paedodontics - Orthodontics is run as one department with the staff 
mentioned above) 

Liverpool 
Full-time 1 < - - 1 1 

Part-time - - - - 2 

Leeds 
Full-time 1 - - - 2 

Part-time - - - - 2 

Sheffield 
Full-time - - - - 2 

Part-time 

Bristo 1 
Full-time - - - 1 1 
Part-time - - - - (Yes~numbers not -specified) 

Royal Dental 
Full-time - - - 1 1 

N 

Part-time - - - 1 2 4 U'1 

"° 
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Dental School Professors Associate Assistant Senior Lecturers Instructors professors professors lecturers 

University College 
Full-time - - - 1 

Part-time 1 - - - 4 

Glasgow 
Full-time - - - 2 - 1 
Part-time - - - - - 5 

Wales 
Full-time 1 - - 1 3 

Part-time 

Dublin Dent. Hosp. 
Full-time - - - - 1 

Part-time - - - - - 2 

Ota go 
· Ful 1-time 1 2 - 1 

Part-time - - - - - 1 
(Paedodontics - Community Dental Health is run as one department 
with the staff as above) 

Adelaide 
Full-time - 1 
Part-time - - - 1 ( ha 1 f- ti me ) - 20 

N 

°' 0 
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Dental School Professors Associate 
professors 

Queensland 
Full-time - -
Part-time - -

Tokyo 
Full-time 1 1 

Part-time - -

Osaka 
Full-time 1 1 

Part-time - -
Geneva 

Full-time 
Part-time 1 -

Bern 
Full-time 
Part-time 1 -

Basel 
Full-time . 1 -
Part-time - -

Assistant Senior 
professors lecturers 

- 2 

- -

2 -
4 

- 3 

- -

·- 1 

- 2 

- 1 

- -

Lecturers 

-

-

-
6 

-

-

-
-

Instructors 

2 

6 

9 

1 

4 

2 

2 

N 
0\ 
~ 
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Dental School Professors Associate 
professors 

Utrecht 
Full-time 
Part-time - -

Liege 
Full-time 1 -
Part-time 

Mainz 
Full-time - -
Part-time 3 -

TUbingeh 
Full-time - 2 
Part-time 1 

Gies sen 
Full-time 
Part-time ~ - -

Kiel 

Full-time 1 -
Part-time 

Assistant Senior 
professors lecturers 

- 3 

- 1 

- -
- -

1 -

1 -

Lecturers 

4 

-
-

' 

i 

-

Instructors 

2 

-
3 

2 

N 
O'I 
N 
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Dental School 

Bonn 
Full-time 
Part-time 

Koln 
Full-time 
Part-time 

Heidelberg 
Full-time 
Part-time 

Free Univ. of West Berlin 
Full-time 
Part-time 

Frankfurt/Main 
Full-time 
Part-time 

Professors 

1 

Associate 
professors 

Assistant 
professors 

1 
... 

Senior 
lecturers 

1 

Lecturers 

6 

Instructors 

1 

1 
(half-time) 

(Paedodontics - Conservative Dentistry is run as one department with the staff 
mentioned above) 

2 1 10 

(Paedodontics, Orthodontics and Operative Dentistry run as one department) 

1 

1 

N 

°' w 
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Dental School Professors Associate Assistant Senior Lecturers Instructors professors professors lecturers 

Aarhus 
Full-time 1 2 

Part-time - - 2 - - 5 
(3~ hours per ( 3 hours per 
day each) day each) 

Oslo 
Full-time 2 4 - - - 3 
Part-time 

Bergen 
Full-time 1 - 2 2 
Part-time - - - - - 5 

Turku 
Full-time 
Part-time - - 2 - - 5 

Lunds 
Full-time 1 - - 1 - 3 
Part-time - - - - - 1 

Gothenburg 
Full-time 1 1 - 1 - 3 
Part-time - - - - - 2 

N 
C'I 
~ 
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Dental School Professors Associate 
professors 

Northwestern 
Full-time 2 -
Part-time 1 1 

Pacific 
Full-time - 3 
Part-time - -

Columbia 
Full-time - -
Part-time 2 1 

U C S F 
Full-time 1 -
Part-time 3 3 

Indiana 
Full-time 1 4 
Part-time - 2 3 

Louisiana 
Full-time 1 2 
Part-time - -

Assistant 
professors 

2 

7 

3 (half-time) 

2 

3 

1 

2 

1 

16 

1 

3 

Senior 
1 ecturers 

-

7 

-

-

Lecturers 

1 

-

-

... 

Instructors · 

1 

2 

1 

N 
m 
Ul 
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Dental School Professors Associate 
professors 

Colorado 
Full-time - 1 

Part-time - 2 

Howard 
Full-time - -
Part-time 1 2 

Loma Linda 
Full-time - -
Part-time 

Loyola 
Full-time 1 -
Part-time - -

Pittsburg 
Full-time 1 1 
Part-time 2 2 

Alabama 

Full-time 2 -
Part-time - 1 

Assistant 
professors 

1 

3 

4 

1 

4 

3 

2 

5 

7 

3 

1 

Senior Lecturers lecturers 

- -

- ... 

- -

Instructors 

1 

1 

N 
O"I 

°' 
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Dental School Professors 

Texas 
Full-time 1 

Part-time -
Georgia 

Full-time 1 
Part-time -

U C L A 
Full-time 1 

Part-time 1 

Minnesota 
Full-time 1 

Part-time -
Oregon 

Full-time 1 
Part-time 1 

Tennessee 
Full-time 2 

Part-time . 1 

Associate 
professors 

2 

2 

1 

1 

3 

1 

1 

-

1 

1 

-
-

Assistant 
professors 

4 

3 

1 

1 

1 

4 

4 

2 

-

2 

8 

Senior 
lecturers 

2 

4 

Lecturers 

4 

Instructors 

N 

°' ......, 
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Dental School Professors Associate Assistant Senior Lecturers Instructors professors professors lecturers 

Temple· University 
Full-time 2 2 3 
Part-time - 1 1 - - 1 

Virginia 
Full-time - 2 3 - - 2 
Part-time - - . 5 - - 8 

South Carolina 
Full-time 1 - 3 - - 4 
Part-time - - - - - Yes 

State Univ. of N.Y. 
at Buffalo 

Full-time 1 2 1 

Part-time 

Harvard 
Full-time 1 - - - ... 

Part-time - 2 3 - - 19 
(3 days per (3 days per (3 days per 

week) week) week) 

New York 
Ful 1-fime 1 1 3 - - 1 
Part-time - 2 7 - - 4 N 

°' CX> 
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Dental School Professors Associate Assistant Senior Lecturers Instructors professors professors 1 ecturers 

N. Carolina 
Full-time 2 3 4 
Part-time - - 1 - - 1 

State Univ. of N.Y. 
at Stony Brook 

Full-time 1 1 3 .I. 

Part-time - - 5 

Connecticut 
Full-time 1 3 2 
Part-time - - - - 1 

New Jersey 
Full-time 1 - 1 
Part-time - 2 6 

West Virginia 
Full-time 1 1 2 
Part-time - - 1 - - 1 

Case Western Reserve 
Full-time - 1 1 - 1 1 
Part-time - 1 2 5 

N 

°' ID 
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Dental School Prof es so rs Associate 
professors 

Kentucky 
Full-time 2 1 

Part-time 1 1 

Puerto Rico 
Full-time J 

1 -
Part-time - -

Witwatersrand 
Full-time 
Part-time - -

Assistant Senior . 
professors lecturers 

1 

1 

3 

3 

- 1 

Lecturers Instructors 

1 3 

N ....., 
0 
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Appendix III Ratio of faculty members to students in the 
paedodontic clinic. 

Dental School 

Hadassah 
Dalhousie 
Saskatchewan 
Manitoba 
Alberta 
British Columbia 
Birmingham 
Liverpool 
Leeds 
Sheffield 
Bristol 

Royal Dental 
University College 
Glasgow 
Wales 
Dublin 
Ota go 
Adelaide 

Queensland 

Tokyo 
Osaka 
Geneva 
Bern 
Basel 
Utrecht 
Liege 
Mainz 

Teacher / Student 
ratio 

1 4-5 
1 8 

1 8 

1 7 
1 6 

1 8-10 

1 5 

1 15 
Not specified 
Not specified 
1 6 (plus help from part-time 

staff) 
1 4 

1 7 
1 3 

1 5 
1 5 
1 6 

4th year 1 : 4 
5th year 1 : 5 

(+ 1 orthodontist for 
consultation) 

Varies between 1 4 
1 6 

1 8 

1 17 

1 10 

1 5 
1 12 

1 6 

1 1 

1 7 

and 
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Dental School Teacher / Student 
ratio 

TUbingen 1 8 

Giessen 1 8 

Kiel 1 2-3 

Bonn Not specified 
Koln Not specified 
Heidelberg Not specified 
Free Univ. West Berlin Not specified 
Frankfurt / Main Not specified 
Aarhus 1 6 

Oslo 1 : 2-3 

Bergen 3 : 8 

Turku Not specified 
Lunds Not specified 
Gothenburg 1 8 

Northwestern 1 6 

Pacific 1 5 

Columbia 1 4 

U C S F 1 4 

Indiana 1 3 

Louisiana 1 5 

Colorado 1 6 

Howard 1 4 

Loma Linda 1 5 

Loyola 1 4 

Pittsburg 1 4-5 

Alabama 1 8 

Texas 1 7 

Georgia 1 8 

U C L A 1 8 

Minnesota 1 4 

Oregon 1 9 

Tennessee 1 4-6 

Temple 1 4 

Virginia 1 8 

South Ca.rolina 1 8 
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Oen ta 1 Schoo 1 

State Univ. of N.Y. 
at Buffalo 
Harvard 
New York 
North Carolina 
State Univ. of N.Y. at 
Stony Brook 
Connecticut 

New Jersey 
West Virginia 
Case Western Reserve 
Kentucky 

Puerto Rico 
Witwatersrand 

Teacher / Student 
ratio 

Not specified 

1 3 
1 5 

2 15 

1 6 

3rd year 1 5 

4th year 1 8 

1 4 
1 5 

3 9 

3rd year 1 8 

4th year 1 10 

1 5 

3 18 
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Appendix IV : Departmental ·structure 

I. Separate departments of paedodontics, incorporating no other 

disciplines, are reported from the following dental schools: 

1. Hadassah School of Dental Medicine. 

2. University of Bristol. 

3. University College Hospital. 

4. University of Wales. 

5. Tokyo Medical and Dental University. 

6. Osaka Dental University. 

7. The Royal Dental College, Aarhus. 

8. University of Oslo. 

9. University of Bergen. 

10. Lunds University Malmo. 

11. Gothenburg University. 

12. Northwestern University. 

13. University of the Pacific. 

14. Columbia University. 

15. Indiana University. 

16. Louisiana University. 

17. Howard University. 

18. Loma Linda University. 

19. Loyola University. 

20. University of Pittsburg. 

21. University of Alabama. 

22. University of Texas. 

23. Medical College of Georgia. 
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24. University of Minnesota. 

25. University of Oregon. 

26. University of Tennessee. 

27. Temple University. 

28. Virginia Commonwealth University. 

29. Medical University of South Carolina. 

30. State University of New York at Buffalo. 

31. Harvard School of Dental Medicine. 

32. New York University. 

33. University of Connecticut. 

34. New Jersey Dental School. 

35. West Virginia University. 

36. Case Western Reserve University. 

37. University of Kentucky. 

38. University of North Carolina. 

II. Combination departments of paedodontics, incorporating a section or 

division of paedodontics with one or more other disciplines are as 

follows {the name of the department is indicated in brackets): 

(i) Paedodontics and orthodontics 

1. University of Saskatchewan (Department of Paediatric Dentistry). 

2. University of Birmingham {Department of Children's Dentistry and 
Orthodontics). 

3. The Royal Dental Hospital, London {Department of Orthodontics 
and Children's Dentistry). 

4. University of Geneva (Department of Orthodontics and 
Paedodontics). 
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5. University of Basel (Department of Orthodontics and Paedodontics). 

6. University of Bern (Department of Orthodontics and Paedodontics). 

7. Liege University (Department of Orthodontics and Paedodontics). 

8. University of Turku (Department of Paedodontics and Orthodontics). 

9. The Free University of West Berlin (Department of Juvenile 
Dentistry - 11 Jugendzahnhei 1 kunde 11

). · 

10. State University of New York at Stony Brook (Department of 
Children's Dentistry). 

11. University of California at San Francisco (Department of Growth 
and Development). 

(ii) Paedodontics / preventive dentistry / community dentistry 

1. University of Otago (Department of Community Dental Health). 

2. University of Queensland (Department of Social and Preventive 
Dentistry). 

3. University of Adelaide (Department of Dental Health). 

4. Dalhousie University (Department of Paediatric and Community 
Dentistry). 

5. University of Manitoba (Department of Preventive Dental Science). 

6. University of California at Los Angeles (Department of Preventive 
Dentistry). 

(iii) Paedodontics, orthodontics and preventive dentistry/ community 

dentistry 

1. University of Puerto Rico (Department of Ecology). 

2. University of Leeds (Department of Child Dental Health). 

(iv) Paedodontics and conservative dentistry 

1. University of British Columbia (Department of Restorative Dentistry). 
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2. University of Liverpool (Department of Operative Dental Surgery). 
. . 

3. University of Glasgow (Department of Conservative Dentistry). 

4. Dublin Dental Hospital (Department of Conservative Dentistry). 

5. Rijksuniversiteit, Utrecht (Department of Operative Dentistry). 

6. University of Mainz (Department of Conservative Dentistry). 

7. University of TUbingen (Department of Operative Dentistry). 

8. University of Giessen (Department of Conservative Dentistry). 

9. Kiel University (Department of Conservative Dentistry). 

10. University of Koln (Department of Conservative Dentistry). 

11. University of Frankfurt / Main (Department of Cons~rvative 
I 

Dentistry). 

12. University of the Witwatersrand (Department of Conservative 
Dentistry). 

{v) Paedodontics, orthodontics and conservative dentistry 

1. University of Heidelberg (Department of Orthodontics and 
Operative Dentistry). 

(vi) Paedodontics, conservative dentistry and periodontology 

1. University of Bonn (Department of Conservative Dentistry and 
Periodontology). 

(vii) Unspecified departmental combinations 

1. University of Alberta (Department of Clinical Dental Sciences). 

2. University of Sheffield (Department of Dental Health). 

3. University of Colorado (Department of Diagnostic and 
Developmental Dentistry). 
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Appendix V. Non-academic staff 

Dental School Matron Chairside Dental Dental Secreta- Receptio- Dental 
(Head nurse) assistants hygienists technicians ries ni sts and therapists 

Clerks 
Hadassah 1 2 - - 1 

Dalhousie - As avail- As avail- As avail- 2 
able able able (shared) 

Saskatchewan 1 6 - 2 2 

Manitoba - 4 .. 1 1 

Alberta - 4 - 1 1 li 
(shared) (shared) 

Brit. Columbia ... 3i - - 1 

Birmingham 1 5 - 5 1 - 1 
(for paedo-
dontics & 
orthodontics) 

Liverpool 1 6 (shared) (shared) (shared) 

Leeds 1 5 - 1 1 

Sheffield 1 3 1 1 i - 1 
(New tross 
type) 

Bristol 1 2 2 (shared) (shared) 
(trainees) staff & 6 

students 

N ......., 
a; 
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Dental School Matron Chairside Dental Dental Secretaries Receptio- Dental 
(Head nurse) assistants hygienists technicians nists and therapists 

Clerks 

Royal Dental 1 - - 1 1 - 1 
{New Cross 

type) 

Univ. College 1 1 part-time 

Glasgow 1 5 - - 1 - 1 

Wales 1 4 trained on rotation on supply 1 
4 trainees from cen-

tral lab. 

Dublin 1 3 

Ota go 1 2 - .,. 1 

Adelaide 1 5 - - 1 

Queensland 1 3 - 1 1 
(All non-academic staff shared with periodontics and preventive dentistry) 

Tokyo 3 4 on supply 1 
(student dental from centra 1 

hygienists) lab. 

Osaka - - 3 2 1 

Geneva . 

Bern 1 3 - - 1 

Basel - 2 - - 1 

Utrecht - 1 1 - 1 - - N 

(part-time) (part-time) ........ 
\0 
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Dental School 

Liege 

Mainz 

TUbingen 

Giessen 

Kiel 

Bonn 

Koln 

Heidelberg 

Free Univ. of 
West Berlin 

Frankfurt/Main 
Aarhus • 

Oslo 

Bergen 

Turku 

Matron 
(Head nurse) 

1 

Chairside Dental Dental 
assistants hygienists technicians 

4 

3 

1 

2 

1 

1 
(part-time) 

3 

Secre
taries 

1 

1 
(part-time} 

1 
(part-time) 

1 11 - 1 2 

Receptio
nists and 
Clerks 

(Shared between paedodontics, orthodontics and operative dentistry} 

N o t s p e c i f i e d 

N o t s p e c i f i e d 

1 5 1 - 1 
(part-time) (pa rt-time) 

1 5 1 - 1 

1 3 - - 1 

1 1 - - 1 

Dental 
therapists 

N 
o:> 
0 
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Matron Chairside Dental Dental Secreta- Receptio- Dental 
Dental School (Head nurse) assistants hygienists technicians ries nists and therapists 

Clerks 

Lunds 1 5 1 1 + 1 
(part-time) 1 lab. assist. 

Gothenburg 1 5 - 1 lab. assist. 1 1 
(shared) 10 Trainees 

Northwestern - 4 2 part-time - 2 
(graduate (graduate 

clinic) clinic) 

Pacific 1 9 - - 1 1 
{shared) 

Columbia - 4 2 1 1 
(part-time) (part-time) (part-time) 

U C S F - 6 - - 2 

Indiana 3 26 2 5 5 
(part-time) (part-time) 

Louisiana - 5 ... ... 2 

Colorado - 12 32 students 2 1 
(shared) (on rotation) (shared) 

Howard - 1 1 1 2 

Loma Linda - 1 - - 1 

Loyola - 2 1 .. 1 

Pittsburg - 2 - - 3 3 
N 
CX> ...... 
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Matron Chairside Dental Dental Secreta- · Receptio- Dental 
Dental School (Head nurse) assistants hygienists technicians ries nists and therapists 

Clerks 

Alabama 1 4 - - 1 

Texas - 14 - - 3 

Georgia - 1 

U C L A 1 4 - - 1 - l 

Minnesota - 5 - - 2 

Oregon - - - - 2 
r. 

Tennessee 3 
, 

1 - - -
Temple - 2 - - 2 

Virginia - - - - 1 1 

South Carolina - 5 - - 1 

State Univ. of - 2 (dental - - 2 (den ta 1 
N.Y. at Buffalo school) school) 

3 {hospital) 2 {hospital) 

Harvard 1 14 2 1 3 6 

New York - 1 on rotation - 1 

N. Carolina 1 7 1 2 4 

State Univ. of N.Y. - 2 - 1 
at Stony Brook 

N 
00 
N 
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Dental School Matron Chairside Dental 
(Head nurse) assistants hygienists 

Connecticut shared 4 shared 
(Approx. 1 
per 4 
chairs) 

New Jersey - 3 1 

West Virginia - 5 1 

Case Western - 2 -
Reserve 

Kentucky - 2 -
Puerto Rico 1 - -

Witwatersrand 1 2 -

Dental Secreta-
technicians ries 

shared not speci-
fied 

- 1 

- 2 

- 2 

- 2 

- 1 
(shared) 

1 2 

Receptionists 
and Clerks 

not speci-
fied 

2 

Dental 
therapists 

N 
co 
w 
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Appendix VI Curriculum clock hours and instructional strategies 

Dental · Academic Total Formal Seminars/ Demonstrations Preclinical Clinical Self-
s ·choo 1 Year didactic hours Lectures Discussions (laboratory) hours instruction 

hours 

Hadassah 5th 20 hours 20 hours - - - Partly utilised 
6th 25 hours 20 hours 5 hours - 20 hours 180 hours 

Dalhousie 3rd 30 hours 30 hours - 12 hours 76 hours Partly util i sea 
4th 10 hours 10 hours - 60 hours - -

Saskatchewan 3rd 30 hours 30 hours - 18 hours 60 hours 60 hours 
4th 30 hours 30 hours - (clinical) - 180 hours Partly utilised 
5th 12 hours - 12 hours 78 hours 

Manitoba 2nd 15 hours ) ) 24 hours 
3rd 32 hours ) 42 hours ) 25 hours - - 120 hours Partly utilised 
4th 20 hours ) \ - 120 hours 

Alberta 2nd 15 hours 15 hours 
3rd 30 hours 30 hours - - 45 hours 45 hours None at a 11 
4th 30 hours 30 hours - 90 hours 

British 2nd 14 hours 14 hours - 27 hours 15 hours 
Columbia 3rd 26 hours 16 hours 10 hours - - 150 hours Partly utilised 

4th - - - - 40 hours 

Bi nr.i ngham 3rd 25 hours 7 hours 18 hours 9 ·hours 35 hours Partly utilised 
4th 21 hours 21 hours - 35 hours - -

Liverpool Not 40 hours 20 hours - 20 hours Not Not Partly utilised 
specified specified specified 

Leeds 3rd - - ) Variable ) Variable 20 hours 30 hours Partly utilised 
4th 30 hours 30 hours ) ) - 30 hours 

Sheffield 3rd 20 hours 20 hours - - 20 hours 
4th 10 hours 10 hours - - - 20 hours None at all 
5th 20 hours - 10 hours 10 hours 20 hours 

Bristol 3rd 30 hours ) ) ) Preclinical 50 hours 
4th 20 hours ) 30 hours ) 25 hours ) 5 hours course in 1st 40 hours Partly utilised 
5th 10 hours ) ) ) and 2nd acade= 60 hours 

mic years. No 
hours specified 

Royal Oental 5th 53 hours 20 hours 33 hours . 4 hours 50 hours 128 hours None at a 11 
(preclinical) 

University 3rd ) 20 hours ) 8 hours ) 6 hours ) 6 hours Not 90 hours None at a 11 
College 4th ) ) ) ) specified 90 hours 

I'\) 

00 
~ 
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Denta·1 Academic Total Formal Seminars/ Demonstrations Preclinical Clinical Self-
School Year didactic hours Lectures Discussions ( 1 aboratory) hours instruction 

hours 

Glasgow 3rd ) - ) 24 hours 
4th ) 39 hours 15 hours - ) 24 hours - 45 hours None at a 11 
5th ) - ) - 45 hours 

Wales Not 60 hours 5 hours 50 hours 5 hours Not specified Not s peci fi ed Primarily 
specified (tape, slide, 

film) 

Dublin 3rd 5 hours 5 hours - 40 hours 15 hours 
4th 5 hours 5 hours - Variable - 120 hours Partly utilised 
5th 15 hours 5 hours 10 hours 

Ota go 3r.d 10 hours 
4th 30 hours ) 30 hours ) 20 hours ) l hour 1 hour 22 hours Partly utilised 
5th 10 hours ) ) ) - 50 hours 

Adelaide 4th 21 hours 21 hours - At 7~ hours 90 hours None at all 5th 30 hours 20 hours 10 hours chairside {also in broken 103 hours 
( Prev. den= appointment 
tis try) time) 

Queensland 4th 20 hours 20 hours - - 9 hours 51 hours Partly utilised 
(video tapes made 
by teaching staff) 

Tokyo 5th 60 hours 60 hours - ) 2 hours 15 hours - None at a 11 6th - - ) - 16 hours 

Osaka 3rd I 72 hours } 72 hours 4th ) - Primarily 5th - - 40 hours -
6th - - - 20 hours 

Geneva 4th ) 38 hours - - ) 6 hours 14 hours None at a 11 5th ) 14 hours 18 hours ) - 56 hours 

Bern 5th 28 hours 28 h o u r s None at all 6th - - 28 hours - -
Basel 4th 30 hours 30 hours - - None at all 5th - - 60 hours - -
Utrecht 5th 30 hours 30 h o u r s - - 93 hours None at al 1 

Liege 2nd li hours per At 
/ - -

Not specified week (total chairside - None at all 
unspecified) 

3rd - 1 month 

Mainz Not specified 30 hours 25 hours - 5 hours - 25 hours Partly utilised N 
(X) 
c.n 
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Denta 1 Academic Total Formal Seminars/ Demonstrations Preclinical 
School Year didactic hours Lectures Discussions ( 1 aboratory) 

hours 

TUbingen 5th 22 hours 18 hours 2 hours 2 hours d hours 

Giessen Not specified 47 hours 25 hours 22 h o u r s -
Kiel 4th 17 hours ~ 5 hours l 14 hours ~ 15-JD hours -5th 17 hours 

Bonn 5th 16 hou rs 16 hours - At chairs ide -
Kliln Paedodonti cs not taught as a separate discipline 

Heidelberg Paedodontics not taught as a separate discipline 

Free University Elective course in paedodontics only 
of West Berlin 

Frankfurt/Main Paedodontics not taught as a separate discipline 

Aarhus 5th 74 hours 20 hours 54 hours - 4 hours 

Oslo 3rd 24) 24 hours ) ) -
4th 36) + 36 36 hours ) 36 hours 

~ 
24 hours 24 hours 

5th 72) hours 72 hours ) (clinical) -
Bergen 3rd 24 hours 24 hours ) 38 hours -

4th 46 hours 46 hou rs l (clinical) - 20 hours 
5th 27 hours 27 hou rs -

Turku Paedodontics not taught as a separate di sci pl ine 

Lunds No details available 

Gothenburg 5th 93 hours 33 hours 20 hours 40 hours -
Northweste rn 1st 10 hours 10 hours - ) 10 hours 6 hours 

2nd 40 hours 40 hours - ) 30 hours 
3rd 20 (elective) 20 (el ective) - (preclinical) -
4th 20 (elective) 20 (elective) 40 hours -

(elective) 

Clinical 
hours 

4D hours 

Not specified 

15 hours 
15-JD hours 

2i hours per 
week 

120 hours 
(patient treat= 
ment) 14 hours 

(health education 
project) 6 hours 
(excursions) 

-
15 hours 
90 hours 

-
57 hours 

144 hours 

141 hours 

2 hours 
10 hours 

120 hours 
140 hours 

Self-
instruction 

Partly utilised 

None at all 

None at a 11 

None at a 11 

Partly utilised 

P.artly utilised 

None at a 11 

Partly utilised 

Partly utilised 
(reading 
assignments) 

N 
()) 
O'I 
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Dental Academic Total Formal Seminars/ Demonstrations Preclinical Clinical · Self-
School Year didacti'c hours Lectures Discussions {laboratory) hours instruction 

hours 

Pacific lst 3) . 3 hours ) - - Partly utilised 
2nd 30) + 4 hours 30 hours ) 4 hours - 15 hours 60 hours 1. S 1 ides and 
3rd 10) 10 hours ) - 32 hours videotapes 

+ 6 weeks 2. For technic 
convnunity clinic instruction 
experience 3. Review of 

clinical 
procedures 

Columbia 2nd 12) 12 hours - l 6 hours 
30 hours -

3rd 24 ) + 6 hours 12 hours 12 hours - 90 hours Partly utilised 
4th 

U.C.S.F. 3rd l 50 hours 
30 hours ~ 20 hours At chairside - 6 hours Partly utilised 4th - 60 hours 

Indiana 1st 2 hours 2 hours ) - 3 hours Partly utilised 
2nd - - l 1 hour - - Lectures are 
3rd 36 hours 35 hours - 20 hours 72 hours supplemented 
4th - - ) - - by slides, 

films and video= 
tapes. 
Preclinical 
course is auto= 
tutorial on 
video tape 

Louisiana 1st - - 20 hours 
2nd _: - - - - - Not specified 
3rd 40 hours 40 hours - 86 hours 

Colorado ls t 2) 2 hours 
2nd 113)+ 9 hours 113 hours l 9 hours 

33 hours 9 hours Partly utilised 3rd - 40 hours - ) - -
4th 9) 9 hours ) - 50 hours 

Howard ls t ) ! Yes 
2nd Not specified ) 16 hours - - - Yes 
3rd ) - Yes Not specified 

{hours not (hours not 
specified) specified) 

Loma Linda 2nd ) 24 hours ) 36 hours 
3rd )38 hours - ) 14 hours - 8 hours 65 hours Very little 
4th ) - ) - 75 hours 

Loyola 2nd 24 hours 20 hours 4 hours 20 hours 
3rd - - - - - 60 hours None at a 11 
4th - - - - 60-80 hours 

N 
(X) 
....... 
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llental Academic Total Formal Seminars I Demonstrations Preclinical Clinical Self-
School Year didactic hours Lectures Discussions (1 abora tory) hours 'instruction 

hours 

Pittsburg 1st 33 hours 33 hours - 31 hours 6 hours 
2nd 21 hours 21 hours - Preclinical 48 hours 52 hours Partly utilised 
3rd 24 hours 14 hours 10 hours 72 hours 72 hours 
4th - - 6 hours 68 hours 

Alabama 3rd 12 hours 12 hours - None at all 4th 24 hours 24 hours: - - - 108 hours 

Texas 2nd 16 hours 16 hours 24 hours 18 hours Partly utilised 
3rd 16 hours 16 hours - - - 168 hours (1) Local anaesthesia 
4th - - - 168 hours (2) Amalgams 

(3) Stainless steel 
crown 

(4) Rubber dam 

Georgia 2nd 40 hours 40 hours -
3rd 40 hours 40 hours - - - 20 hours None at all 
4th - - 80 hours 

U C L A 1st ) ) ) - 6 hours 
2nd ) 33 hours ) 25 hours ) 8 hours - 30 hours - Partly utilised 
3rd ) ) ) - Variable 

Minnesota 1st 10 hours 10 hours 
2nd 10 hours 10 hours - - 10 hours 15 hours Partly utilised 
3rd 20 hours 10 hours 10 hours - 25 hours 

Oregon 2nd 33 hours 33 hours - 22 hours 22 hours 
3rd - - - - - 90 hours Partly utilised 
4th 15 hours - 15 hours - 90 hours 

Tennessee 3rd 20 hours 20 hours - - 40 hours Variable Used totally in 
laboratory course 

Temple 2nd 10 hours 10 hours Variable At chairside 32 hours - Partly utilised 3rd 32 hours 32 hours - Variable 

Virginia 1st 10) 10 hours 
Commonwealth 2nd 29)+ 12 hours 29 hours - ) 12 hours 12 hours 12 !:lours Partly utilised 

3r d 36) 36 hours ) - 60 hours 
4th - - - 60 hours 

South Caro 1i na 1st 1 hour 1 hour - 9 hours 
2nd - - - 9 hours 
3rd 60 hours 60 hours - - - 120 hours Partly utilised 
4th 10 hours - 10 hours - elective 

State University of 3rd l 40 hours 
35 hours l 5 hours At chairside 56 hours None at a 11 N.Y. at Buffalo 4th - 76 hours -

N 
CX> 
CX> 
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Dental Academic Total Formal Seminars/ Demonstrations Preclinical Clinical Self-
School Vear didactic hours Lectures Dis.cuss ions ( 1 abora tory) hours instruction 

hours 

Harvard 1st 4 hours 4 hours 
(prevention orien• 

tation) 
3rd 23 hours 23 hours 44 hours 15 hours 20 hours Partly utilised 
4th 44 hours - (groups of 2-5 students) - 104 hours 

New York 2nd ) 70 hours ) ~40 hours 3rd )170 hours - )60 hours - 120 hours Partly utilised 
4th ) - ) ) 120 hours 

North Carolina Not 66 hours 75% 25% - Not Not Partly utilised 
specified (50) (16) specified specified 

State University 2nd 525 hours in total in 2nd and 3rd years The didactic 
of N.V. at Stony 3rd course is totally 
Brook self-instructional 

Connecticut 1st 2 hours 2 hours 
2nd 2 hours 2 hours - ) 1 hour - - Partly utilised . 
3rd 33 hours 33 hours - ) 18 hours 78 hours 
4th 11 hours - 11 hours - 240 hours 

New Jersey 1st - ) l 8 hours 12 hours -2nd 22 hours ) 36 hours - )160 hours Partly utilised 3rd 22 hours ) ) - )( 3 hour 
4th - - sessions 

1/week) 

West Virginia 1st 8 hours)+ self= No formal 
l48 hours 2nd 32 hours)instruc= lectures. - - . 

) 
3rd 8 hours)tion All basic ) )120 hours Primarily utilised 
4th - material is - ) 

presented in 
the form of a 
study guide & 
accompanying 
slide/tape or 
video/tape 

Case Western 3rd 32 hours 32 hours Occas i ona 11 y - - 64 hours Being developed. 
Reserve New curriculum 

planned wi 11 be 
based on problem 
solving in pae= 
dodontics and 
will be entirely 
self-directed by 
the students. 

Kentucky 2nd 35 hours 35 hours 4 hours 105 hours None at all 3rd 17 hours 17 hours - - 105 hours - N 
00 
~ 
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Denta 1 Academic Total Formal Seminars/ 
School Year didactic hours Lectures Discussions 

Puerto Rico 2nd 24 hours Not Not 
3rd 24 hours specified specified 
4th 24 hours 

Wi twa ters rand 5th 20) 20 hours -
}+ 4. hours 

6th 10) - 10 hours 

Demonstrations Preclinical 
(laboratory) 

hours 

Not Not 
specified specified 

) 10 hours 
)4 hours 
) -

Clinical 
hours 

Not 
specified 

32 hours 
per month 
32 hours 
per month 

Self-
instruction 

Partly utilised 

None at a 11 

N 
\0 
0 

http://etd.uwc.ac.za/ 
 



·" .. 

Appendix VII. Didactic topics presented in pa'edodontics. (Lecture time indicated. in minutes). 
' . 

DENTAL SCHOOL GROWTH AND TOOTH MOR- PSYCHOLOGICAL INFLUENCE OF CHILD DIAGNOSIS AND RADIOGRAPHY DENTAL PREVENTIVE 
DEVELOPMErH PHOLOGY DEVELOPMENT PARENTS AND MANAGEMENT TREATMENT FOR CHILDREN CARIES IN PROCEDURES 

(PRIMARY) ENVIRONMENT PLANNING CHILDREN 
ON BEHAVIOUR 

Hadassah - 90 180 90 90 90 45 45 135 
Dalhousie Orthodontics 50 Oral biology 100 50 150 50 - 100 
Saskatchewan 300 50 150 - 100 100 ·50 50 50 
Manitoba 150 - 250 100 650 200 50 100 300 
Alberta 180 30 420 240 360 480 120 Done under 120 

"pulptherapy• 

British 150 50 - Included under 150 50 50 100 250 
Columbia "ch i1 d manage-

ment'') 
Birmingham 180 - 120 60 120 60 - 60 540 
Liverpool - - - - 100 50 - 200 100 
Leeds 45 Done 45 45 45 45 30 90 45 

(only revision) elsewhere 
Sheffield 180 180 120 120 60 180 60 180 480 

Bristol Development of - 60 60 60 60 60 120 180 
occlusion 

60 
Royal Dental - - 120 - 60 60 - 60 180 
University Yes Yes Yes Yes Yes Yes Yes Yes Yes 
Co 11 ege 
Glasgow 900 600 60 30 30 - - 60 Periodontology 

(oral biology) (oral biology) 
Wales N o t s p e c i f i e d 
Dublin - - ++ ++ ++ ++ + ++ ++ 

Ota90 Orthodontics 50 150 100 100 150 Radiography 150 JOO 
Adelaide - - - - 50 - 25 25 1200 
Queensland 50 Oral 150 50 25 25 50 Preventive 

(review) anatomy (+ 200 min. dentistry 
in elective 
course) 

Tokyo 200 200 700 100 100 300 Under 300 
prevention 

Osaka 240 240 240 240 240 480 480 
Geneva 1260 45 90 45 45 90 135 45 90 

(orthodontics) 

N 
\0 ..... 
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DENTAL SCHOOL PAEDIATRIC PULPTHERAPY TRAUMA OF HANDICAPPED PREVEi'HIVE ANO DIET ANO PROBLEMS OF LESIONS ANO PERIODONTAL 
OPERATIVE (PRIMARY ANO PRIMARY AND CHILDREN INTERCEPTIVE NUTRITION ERUPTING ANO INFECTIONS OF DISEASES IN 
DENTISTRY YOUNG PERMA- YOUiiG PERMA- ORTHODONTICS EXFOLIATING THE ORAL SOFT CHILDREN 
AND NENT TEETH) NENT TEETH TEETH TISSUES 
MATERIALS 

Hadassah 135 270 270 45 - - - - 45 
Oa lhousi,e 200 100 150 50 50 - 50 Oral patholo- Periodontology 

gy 
Saskatchewan 150 100 200 150 200 100 100 50 50 
Manitoba 100 100 250 400 150 200 50 Periodontolo- Periodontology 

gy 
Alberta 360 360 180 300 540 60 - 30 30 
British Columbia 250 50 50 150 150 Done under 25 50 

/ 
"prevention" 

Bi nningham 240 240 420 60 60 60 60 60 60 
Li verpoo 1 50 50 100 50 - - - - 50 
Leeds 90 45 45 - 270 45 - 20 10 
Sheffield 240 120 - 120 60 60 60 60 Pathology 60 
Bristol 300 60 180 120 60 60 60 60 60 
Royal Dental 180 60 120 - 60 - - - 60 
University College Yes Yes Yes Yes Yes Yes Yes Yes Yes 
Glasgow 60 120 480 30 Orthodon- - 30 Oral 

tics surgery 
Wales N o t s p e c i f i e d 
Dublin +++ +++ +++ + - ++ ++ ++ + 

Ota go 150 100 50 150 100 350 50 50 100 

Adelaide 100 50 100 100 150 100 
including disea-
ses of children 

Queensland 100 100 150 200 50 Preventive 25 50 
{+ 50 min. including disea-
in elective ses of children 

dentistry (elective course) 

course) 
Tokyo 100 100 100 100 300 Preventive 100 100 

dentistry 
Osaka 240 240 240 240 480 - Included under 240 

"diagnosisM 
Geneva 90 90 135 - 135 45 45 - 45 

N 
l.D 
N 
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DENTAL SCHOOL "BATTERED LOCAL GENERAL MINOR ORAL DENTURES FOR ANOMALIES OF ENDOCRINE AND OTHER 
CHILD ANAESTHESIA ANAESTHESIA SURGERY CHILDREN TOOTH DEVELOP- GENETIC FACTORS 

SYNDROME" AND SEDATION MENT 

Hadassah - - 45 - 45 180 
Dalhousie . Interna 1 Oral Oral 50 50 100 100 

medicine surgery surgery 
Saskatchewan 30 100 50 50 50 100 50 Speech and language 

development lOD min. 
Manitoba - 100 - - - 100 50 
A 1 berta - 60 60 60 Done under 180 - Adolescent dentistry 

"space manage- 180 min . 
ment" 

British Co 1 umbi a - 50 25 - - 50 50 Hospital dentistry 
100 min. 

Adolescent dentistry 
150 min . 

Bi nni ngham - 30 30 - - 120 180 
Li verpoo 1 Done under - - - ./ - 50 

II Child 
management" 

Leeds · - - 20 - 20 40 40 
Sheffield 30 60 60 180 - 120 60 
Bristol - 120 - - 60 60 
Royal Dental - 120 - . - 120 
University College Yes Yes Yes Yes Yes Yes Yes 
Glasgow Dental juris- 60 60 - 30 60 

prudence · 
Wales N o t s p e c i f i e d 
Dubl i n + ++ + + + + 

Otago 50 100 50 Oral surgery Prosthetics 50 50 Practice management 
100 

Adelaide - 25 50 - - 25 
Queensland Included under 100 25 25 100 Pract. man. 100 min. 

"Trauma" {+ 50 min. in etective {+ 25 in elec t ive (+ 50 min. in elect i ve Cleft pal. rehab . 
course) course) course) 100 min. (elect . ) 

Speech and language 
100 min . (elect . ) 

Tokyo Done under 100 Yes Done under "pre- Done under 700 
"child ventive & inter- "tooth 
management" ceptive orthodon- morphology" . 

ti CS II 
Osaka Included - Included under 240 Included under Included under 

under "ch i1 d manage- "pediatric "diagnosis" 
"diagnosis" ment" operative dent." N 

~ Geneva - 45 - 45 45 90 - - w 
http://etd.uwc.ac.za/ 
 



DENTAL SCHOOL GROWTH AND TOOTH MOR- PSYCHOLOGICAL INFLUENCE OF CHILD DIAGNOSIS RADIOGRAPHY DENTAL PREVENTIVE 
DEVELOPMENT PHOLOGY DEVELOPMENT PARENTS AND ~.ANAGEMENT AND TREATMENT FOR CHILDREN CARIES IN PROCEDURES 

(PRIMARY) ENVIRONMENT PLANNING CHILDREN 
ON BEHAVIOUR 

Bern - 45 360 90 90 - 45 90 
Basel 90 45 45 45 20 - 45 90 11!0 
Utrecht - - 60 150 60 180 - 60 600 

Liege - 60 - - - 60 180 60 

Mainz 135 90 90 - 45 90 - 45 90 

TUbingen 20 20 30 45 45 30 30 45 45 

Gies sen 90 90 90 135 225 90 45 180 270 

Kiel - 20 20 20 45 20 - 20 45 
Bonn 45 45 45 45 45 45 45 45 45 

Koln Paedodontics not taught as. a separate discipline 
Heidelberg Paedodontics not taught as a separate discipline 
Free Univ. of - - +++ +++ +++ - - + + 
West Berlin (elective) (elective) (elective) (elective) (elective) 
Frankfurt/Main Paedodontics not taught as a separate discipline 
Aarhus - - - 180 . 585 - 540 
Oslo Orthodontics Dental 270 90 180 180 90 135 450 

and dental anatomy 
anatomy 

Bergen 30 30 300 30 90 90 30 600 450 
Turku Paedodontics not taught as a separate discipline 

Lunds No details avail ab 1 e 

Gothenburg 120 60 60 120 120 600 120 180 900 
Northwestern 120 40 120 40 120 40 40 120 80 
Paciftc 50 50 

+ 500 min. + self- - 50 50 100 50 - 100 
(anatomy and instructional 
orthodontics) material 

Columbia 50 50 50 25 100 50 50 100 100 

U.C.S.F. 600 120 60 60 60 120 120 180 300 
(oral (oral 
biology) biology) 

Indiana 100 25 50 25 100 50 50 25 75 
(also done (also done 
elsewhere) elsewhere) 

N 
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DENTAL SCHOOL PAEDIATRIC PULPTHERAPY TRAUMA OF 
OPERATIVE (PRIMARY AND PRIMARY ANO 
DENTISTRY YOUNG PERMA- YOUNG PERMA-
AND NENT TEETH) NENT TEETH 
MATERIALS 

Bern 45 90 90 
Basel - 135 90 
Utrecht 120 30 90 
Liege - 240 240 
Mainz 90 45 45 
TUbingen 75 45 30 
Giessen 90 125 90 
Kiel - 45 45 
Bonn 45 45 45 
Koln Paedodontics not taught as a 
Heidelberg Paedodontics not taught as a 
Free Univ. of + + -
West Berl in (elective) (elective) 
Frankfurt/Main Paedodontics not taught as a 
Aarhus 90 90 225 

Oslo 225 360 560 
Bergen 150 120 180 
Turku Paedodontics not taught as a 
Lunds No details available 
Gothenburg 300 240 900 
Northwestern 160 120 240 
Pacific 50 min. 150 150 

(ant. teeth} + 
se 1 f-i ns true-
tional material 

Columbia 200 100 100 

U.C.S.F. 180 120 120 

Indiana 50 250 250 

HANDICAPPED PREVENTIVE AND DIET AND 
CHILDREN INTERCEPT! VE NUTRITION 

ORTHODONTICS 

135 - -
- 225 -

120 - 180 

- Orthodontics -
- 90 45 
20 15 15 

180 - 90 
45 - 15 

- - 45 
separate discipline 
separate discipline 

- - + 
(elective) 

separate discipline 
135 270 90 

360 180 180 
150 60 90 

separate discipline 

540 Orthodontics 180 
60 320 40 

500 150 + 50 
50 min. (mixed 
dentition ana-

lysis) 

50 100 50 

120 120 60 

100 300 50 

PROBLEMS OF 
ERUPTING ANO 
EXFOLIATING 
TEETH 

45 
45 

60 
45 
15 

-

-

45 

90 
60 

60 
40 

Covered in 
"anomalies" 

25 

60 

50 

LESIONS AND 
INFECTIONS OF 
THE ORAL SOFT 
TISSUES 

-
45 

45 
15 
45 

45 

45 

270 
30 

240 
40 
50 

25 

120 

25 
(also done 
elsewhere) 

PERIODONTAL 
DISEASES IN 
CHILDREN 

45 

45 
15 
45 

270 
30 

360 
40 
50 

25 

50 

N 
l.O 
O'I 
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DENTAL SCHOOL "BATTERED LOCAL GENERAL MINOR ORAL DENTURES FOR ANOMALIES ENDOCRINE AND OTHER 
CHILD ANAESTHESIA ANAESTHESIA SURGERY CHILDREN OF TOOTH DE- GENETIC FACTORS 

SYNDROME" AND SEDATION VELOPMENT 

Bern - 25 25 45 
Basel - 90 - - - 135 
Utrecht - 60 30 - - 60 
Liege - - . - 60 
Mainz - - - - - 45 45 
TUbingen 15 30 15 15 15 15 15 
Gies sen - 45 90 - - 90 
Kiel - 20 . 20 - - 30 45 
Bonn - 45 - - 45 
Koln Paedodontics not taught as a separate discipline 
Heidelberg Paedodontics not taught as a separate discipline 
Free Univ. of - + + + 
West Berlin (elective) - (elective) (elective) 
Frankfurt/Main Paedodontics not taught as a separate discipline 
Aarhus - 135 45 45 90 - Social dentistry 

720 min. 
Oslo 180 90 90 180 Not indicated 450 180 Social dentistry 

among Nor.iegi an 900 min. 
children 

Bergen 30 60 30 60 30 90 30 Social dentistry 
60 min. 

Turku Paedodontics not taught as a separate discipline 
Lunds No details available 
Gothenburg - 180 60 120 60 180 History of paedodontics 

60 min. 
Also social dentistry 

Northwestern - 60 20 40 40 40 20 
Pacific - 100 Covered in 50 - 100 Covered in 

"handi capped "anomalies" 
children" 

Columbia 25 50 25 25 25 25 25 
U.C.S . F. 60 120 60 60 - 60 
Indiana 25 50 - - - 25 25 Auxiliary utilisation 

(also done (also done (also done 100 min. 
elsewhere) elsewhere) elsewhere) 

N 
\0 
en 
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DENTAL SCHOOL . GROWTH ANO · TOOTH MOR- · PSYCHOLOGICAL INFLUENCE OF CHILO .DIAGNOSIS RADIOGRAPHY DENTAL PREVENTIVE 
DEVELOPMENT PHOLOGY DEVELOPMENT PARENTS ANO _MANAGEMENT ANO TREATMENT FOR CHILDREN CARIES IN PROCEDURES 

(PRIMARY) ENVIRONMENT PLANNING CHILDREN 
ON BEHAVIOUR 

Louisiana . 120 120 480 - 120 60 60 60 60 
,. · 

Colorado 540 180 240 60 240 Several 120 240 240 
lectures 

Howard 50 Operative - - - 100 50 
_. . Department 

Loma Linda 350 . 50 100 50 100 50 50 Under 150 
prevention 

Loyola 180 60 120 60 30 - - 30 240 
Pittsburg 100 50 200 100 150 125 + 25 100 300 

100 min. 
(advanced den-
tal disease in 
the child) 

Alabama 60 60 60 60 60 30 30 - 60 
Texas 50 Handout 50 50 50 100 Handout Under 50 

prevention 
Georgi a 480 120 240 60 240 240 120 240 240 
U.C.L.A. - 10 Behavioural Behavioural Behavioural 120 + - - 60 

Science Science Science 480 min. 
(seminars) 

Minnesota 50 50 100 minutes 50 
Oregon 600 50 Orthodontics 50 150 so 50 50 150 

(Orthodontics) 
Tennessee - - - - 100 - so 50 so 
Temple Univ. 120 120 120 60 120 120 60 120 120 
Virginia 200 100 500 50 200 350 30 150 150 
South Carolina 500 100 100 50 100 100 so 100 200 

(Orthodontics) 
State Univ. of 50 50 50 - 100 50 50 50 200 
N. Y. at Buffa lo 
Harvard Yes Yes Yes Yes Yes Yes Yes Yes Yes 
New York 60 60 60 60 60 Operative 60 Separate 

dentistry p rog r aflllle 
North Caro 1 i na 800 so 200 - 150 so lSO 200 

State Univ. of + + + t + t t + t 
~.Y. at Stony Brook 
Syllabus is totally 
self-instructional. 
(+ Indicates topics 
studied) N 

l.O ......., 
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DENTAL SCHOOL PAEDIATRIC PULPTHERAPY TRAUMA OF HANDICAPPED PREVEN,TIVE AND DIET ANO PROBLEMS OF LESIONS AND PERIODONTAL 
OPERATIVE (PRIMARY AND PRIMARY AND CHILDREN INTERCEPTIVE NUTRITION ERUPTING ANO INFECTIONS OF DISEASES IN 
DENTISTRY ANO YOUNG PERMA- YOUNG PERMA- ORTHODONTICS EXFOLIATING THE ORAL SOFT CHILDREN 
MATERIALS riENT TEETH) ··· NENT TEETH TEETH TISSUES 

Louisiana 120 120 120 360 240 30 - 120 
Colorado B40 240 360 600 1080 120 240 240 60 
Howard 100 - - - 500 
Loma Linda 150 100 150 150 100 50 30 50 50 
Loyola 60 60 60 60 240 - - 60 30 

Pittsburg 300 200 150 150 600 - 100 50 50 

Alabama 180 180 60 180 240 - 60 - 60 
Texas Self-instruc- 100 50 50 150 - 50 - 50 

ti ona l course 
Georgia 480 240 120 120 480 60 120 60 60 
U.C.L.A. 240 120 120 120 180 30 - 60 

Also self-in- Also taught in 
s tructi ona l orthodontics 
material 

Minnesota 100 100 100 500 50 50 - Oral 
pathology 

Oregon 75 300 250 100 450 Dept. of 50 . Dept. of 50 
nutrition oral pathology 

Ter.nessee 50 100 100 50 150 ' - 50 50 50 
r emp l e Uni v. 180 120 60 120 420 120 60 120 120 
Virginia 200 100 100 100 250 50 100 50 50 
South Ca rolina 300 100 100 100 100 100 50 50 50 
State Univ. of 100 100 50 50 200 25 25 150 50 
N. Y. at Buffalo 

Harvard Yes Yes Yes Yes Yes Yes Yes Yes Yes 
New York 60 Operative Operative Separate Growth and Growth and Operative Operative 

dentistry dentistry progra1T111e - development development dentistry dentistry 
North Carolina 300 250 150 270 200 - 100 - 50 

State Univ. of N.Y. + + + + + + . + + + 
at Stony Brook 
Syllabus is totally 
self-instructional. 
(+ Indicates 
top i cs studied) 

N 
\.0 
00 
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DENTAL SCHOOL "BATTERED LOCAL GENERAL MINOR ORAL DENTURES FOR ANOMALIES OF ENDOCRINE AND OTHER 
CHILD ANAESTHESIA ANAESTHESIA SURGERY CHILDREN TOOTH DEVELOP- GENETIC FACTORS 

SYNDROME" AND SEDATION MENT 

Louisiana - 60 30 60 

Colorado 60 240 240 60 60 480 1200 

Howard 
Loma Linda 30 50 50 50 - 30 50 

Loyola - - - - - - - Speech and language 
60 min. 

Pittsburg 50 100 50 100 - 150 - Cleft palate rehabili-
tat ion 50 min. 
Adolescent dentistry 

100 min. 

Alabama - 60 - 60 - 120 120 
Texas - 50 - 50 - 50 

+ 
self-instr. 

Georgia - 120 60 120 60 120 120 
U.C.L.A. 60 60 60 60 - 6Q 60 
Minnesota 50 50 50 50 - 100 
Oregon 25 150 - Dept. of 25 200 100 

oral 
surgery 

Tennessee· - 50 50 - - 100 - Adolescent dentistry 
50 min. 

Temple Univ. 60 60 - 60 60 60 120 
Virginia 30 100 50 30 - 100 50 
South Carolina - 50 Another 50 50 100 100 + 

department 500 
orthodontics 

State Univ. of - 50 25 - - 50 
N.Y. at Buffalo 
Harvard Yes Yes Yes Yes Yes Yes Yes 
New York Yes Separate Separate Separate Operative Operative Operative 

programme progranvne progranvne dentistry dentistry dentistry 

North Carolina 50 100 - - - 50 

State Univ. of N. Y. + + + + + + + 
at Stony Brook 
Totally self-
instructional. 
(+ Indicates 
topics studied) 

N 
c..o 
c..o 
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DENTAL SCHOOL GROWTH AND TOOTH MOR- PSYCHOLOGICAL INFLUENCE OF 
DEVELOPMENT PHOLOGY DEVELOPMENT PARENTS AND 

(PRIMARY) ENVIRONMENT 
ON BEHAVIOUR 

Connecticut 100 100 100 50 
+ 2400 min. 

(ortho.) 
New Jersey 0 rthodon ti cs . 100 100 -

· (2640min.) 
West Virginia 200 llental 200 50 

+ se lfi ns true- anatomy + selfin- + selfin-
tional s tructi ona 1 structional 
material material material 

Case Western Another 50 150 150 
Reserve department 

Kentucky 360 60 - -
Puerto Rico 240 60 120 minutes 

Witwatersrand 60 60 60 60 
+ orthodontics 

CHILD DIAGNOSIS RADIOGRAPHY 
MANAGEMENT AND TREATMENT FOR CHILDREN 

PLANNING 

50 750 50 

100 100 50 

200 100 5D 
+ selfin- + selfin- + selfin-
structional structional . structional 
material material material 

100 50 50 

360 60 -
120 minutes 

60 60 60 

DENTAL 
CARIES IN 
CHILDREN 

250 

100 

50 
+ selfin-
structional 
material 

100 

240 

120 

PREVENTIVE 
PROCEDURES 

250 
+ separate 
preventive 

100 

250 
+ selfin-
structional 
material 

100 

240 

60 

w 
0 
0 
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DENTAL SCHOOL PAEDIATRIC PULPTHERAPY TRAUMA OF HANDICAPPED 
OPERATIVE (PRIMARY AND PRIMARY AND CHILDREN 
DENTISTRY YOUNG PERMA· YOUNG PERMA-
AND NENT TEETH) NENT TEETH 
MATERIALS 

Connecticut Not 100 100 100 
specified 

New Jersey 150 100 100 200 

West Virginia 250 200 150 100 
+ self- +self- + self- + se 1 f-
ins true ti ona 1 instruc- instruc- instruc-
material tional ti ona 1 tional 

material material material 

Case Western 150 200 100 50 
Reserve 

Kentucky 540 60 60 - . 

Puerto Rico 240 120 720 720 

Wi twa ters rand 120 120 120 30 

PREVENTIVE AND DIET AND PROBLEMS OF 
I NTERCEPTI VE NUTRITION ERUPT! NG AND 
ORTHODONTICS EXFOLIATING 

TEETH 

300 100 50 

250 50 -
200 50 25 

+self- + self- + se 1 f-
ins true- instruc- instruc-
tional ti ona 1 tional 
materi a 1 material material 

200 400 150 

240 120 

120 - Post-
graduate 

30 60 · 30 

LESIONS AND 
INFECTIONS OF 
THE ORAL SOFT 
TISSUES 

50 

-
25 

+ self-
instruc-
ti ona 1 
materi a 1 

50 

Post-
graduate 

30 

PERIODONTAL 
DISEASES IH 
CHILDREN 

50 

50 

25 
+ self-
ins true-
tional 
materi a 1 

100 

Post-
graduate 

30 

w 
0 ...... 
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DENTAL SCHOOL "BATTERED LOCAL GEN.ERAL 
CHILO ANAESTHESIA ANAESTHESIA 

SYNDROME" AND SEDATION 

Connecticut so 50 100 

riew Jersey - 100 -
West Virginia 25 25 25 

+ selfin- + se lfi n- + selfin-
struCtional s tructi ona 1 s tructi ona 1 
material material materi a 1 

Case Western 
Reserve - 100 50 
Kentucky - 60 -
Puerto Rico Postgraduate Postgraduate Postgraduate 
Witwatersrand 30 120 30 

MINOR ORAL DENTURES FOR 
SURGERY CHILDREN 

50 -

50 -
25 -

+ selfin-
structional 
material 

50 -
60 -

Postgraduate Postgraduate 
60 30 

ANOMALIES OF 
TOOTH DEVE-

LO PM ENT 

50 

100 
50 

+ selfin-
structional 
material 

50 
180 

Postgraduate 
30 

ENDOCRINE AND 
GENETIC 
FACTORS 

50 

50 
25 

+ selfin-
structional 
material 

50 

Postgraduate 
60 

OTHER 

Hospital dentistry 
50 min. 

Social dentistry 
250 min. 

w 
0 
I'\) http://etd.uwc.ac.za/ 

 



Appendix VI I I. Minimum clinical requirements 

Dental School Minimum number of Number of Number of Minimum quota of 
paedodontic patients preschool school children clinical procedures 

(Yes or No) patients 

Hadassah Yes ( 7) None 7 Yes 

Dalhousie Yes (7-10) 1-2 6-8 No 

Saskatchewan No - - No 

Manitoba Varies - - Points system 

Alberta Yes 9-10 Varies Varies Points system 

British Columbia Yes (10)· 2 (average) 8 (average) No 

Birmingham No - - No 

. Liverpool Yes ( 4) - - No 

Leeds No - ... Yes 

Sheffield Yes (12) Varies Varies Yes 

Bristol No - - No 

Royal Dental Yes ( 5) - - Yes 

University College Yes ( 4) 2 2 No 

Glasgow No - - No 

Wales Yes (number not Mostly - No w 
0 specified) w 

http://etd.uwc.ac.za/ 
 



Dental School Minimum number of Number of Number of Minimum quota of 
paedodontic patients preschool school children clinical procedures 

(Yes or No) patients 

Dublin Yes { 6) 1 {at least) 5 No 

Ota go Approximately 15 7 8 No 

Adelaide No - - Yes 

Queensland Approximately 6 - - No 

Tokyo Yes ( 4) 4 - No 

Osaka Yes {number not Number not Number not Yes 
specified) specified specified 

Geneva Yes (3) None 3 Yes 

Basel Yes { 3) None 2-3 No 

Bern Yes ( 4) None 4 No 

Utrecht Yes ( 8) ~ 2 "!: 6 Yes 

Liege ! 5 

Mainz Yes ( 7) 2-5 2-5 Yes 

TUbingen Yes (20) - - No 

Giessen Yes (6) - - No 

Kiel No - - No 

Bonn Yes (3-4) - - - w 
0 
.,i:. 
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Dental School Minimum number of Number of Number of Minimum quota of 
paedodontic patients preschool school children clinical procedures 

(Yes or No) patients 

KBln Yes 2 2 No 
/ 

Heidelberg No - - No 

Free University of Yes - - No 
~Jest Berlin (at least one} 

Frankfurt/Main N o d e t a i 1 s a v a i 1 a b 1 e 

Aarhus No - - No 

Oslo No - - No 

Bergen No - - No 

Turku Yes (5) 2 3 Yes 

Lunds N o d e t a i 1 s a v a i l a b l e 

Gothenburg Yes ( 6) 4 2 Yes 

i~orthwes tern Yes ( 5) 1 (minimum 4 (minimum No 
requirement) requirement) 

Pacific No - - Yes 

Columbia Comprehensive - - Yes 
treatment - no 
minimum number of 
patients 

U.C.S.F. + 2-4 Yes (- 10) 6-8 Yes w 
0 
01 
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Dental School Minimum number of Number of Number of Minimum quota of 
paedodontic patients preschool school children clinical procedures 

(Yes or No) patients 

Indiana Yes - - No 
3 comprehensive cases. 
Some supplemental 
work added 

Louisiana Yes ( 2) 1 1 No 

Colorado Yes ( 5) 3 2 Yes 

Howard No - - No 

Loma Linda Yes (5-6) - - No 

Loyola Yes - - Yes 
(number not specified) . 

Pittsburg Yes ( 7) - - No 

Alabama Yes ( 5) 2 3 No 

Texas No - - Points system 

Georgia Yes - - No 
(number not specified) 

U.C.L.A. Yes (5) 1-4 1-4 Yes 

Minnesota No - - No 

Oregon Yes (6) 1 5 Yes 

Tennessee Yes ( 4) 2 2 Yes w 
0 

°' 
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Dental School Minimum number of Number of Number of Minimum quota of 
paedodontic patients preschool school children clinical procedures 

(Yes or No) patients 

Temple University Yes (3) .. - Points system 

Virginia Yes (3) - - Yes 

South Carolina Comprehensive care of - - No minimum quota. 
assigned patients Procedures re-
(number not specified) quired indicated 

in Appendix IX 

State Univ. of N.Y. No - - No 
at Buffalo 

Harvard Yes (10) - - Yes 
(preclinical and 
clinical pro-
grammes) 

New York Yes (3-5) - - No 

North Carolina Yes (6) - .. No minimum quota. 
Procedures requir-
ed indicated in 
Appendix IX 

State Univ. of N.Y. No - - No minimum quota. 
at Stony Brook Averages indicated 

in Appendix IX 

Connecticut Yes ( 10) 3 6 Yes 
+ 1 adolescent 

( 10-16 years) 
w 
0 ......, 
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Dental School 

New Jersey 

West Virginia 

Case Western Reserve 

Kentucky 

Puerto Rico 

Wi twa ters rand 

Minimum number of 
paedodontic patients 

{Yes or No) 

No 

Yes ( 6) 

Comprehensive care of 
assigned patients 
(number not specified) 

Yes ( 4) 

Yes ( 5) 

Yes 
(number not specified) 

Number of 
preschool 
patients 

Number of 
school children 

Distributed within the following 
categories : pre-schooler (2~-5 
years, schooler (6-9 years), pre
adolescent (10-12 years) 

Not specified Not specified 

Minimum quota of 
clinical procedures 

No 

No 

No 

No 

Yes 

Yes 

w 
0 
CX> 
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Appendix IX. Minimum quota of paedodontic clinical procedures 

DENTAL SCHOOL DIAGNOSIS AND TOPICAL FISSURE DENTAL DIET RECORD PLASTIC PREFORMED PULPTREATMErffS 
TREATMENT FLUORIDE SEALANTS HEALTH AND ANALYSIS RESTORATIONS CROWNS (PRIMARY TEETH) 
PLANNING APPLICATIONS EDUCATION (PRIMARY TEETH) 

Hadassah 7 7 No quota 7 7 3D 5 As required 

Dalhousie 

Saskatchewan 

Manitoba 

Alberta 9 - 10 20 - 25 1 - 2 9 - 10 5 6 - 8 6 - 9 4 

British Columbia 

Birmingham 

Liverpool 

Leeds 10 10 10 10 No quota No quota 10 3 - 4 

Sheffield 12 - - - - 10 

Bristol 

Royal Dental 5 10 5 5 5 15 2 2 

University - - - ./ 

College 

Glasgow 

Wales 

Dublin 

Otago 

Adelaide - 6 preventive treatments 25 Amalgam 4 8 
6 Composite 

Queensland All these procedures, except treatments under general anaesthesia, are · carried out by students. 

Tokyo 
Osaka At least one At least one At least one At least one - At least one At least one At least one 

Geneva 2 - 3 2 - 3 A 11 6-year A 11 pa ti en ts All patients All patients Selected cases Selected cases 
molars 

Bern - - - - - - - - w 
0 

Basel 
\0 
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DENTAL SCHOOL ENDODONTICS TRAUMATISED PREVENTIVE AND HANDICAPPED GENERAL DENTURES FOR MINOR ORAL SURGERY 
(IMMATURE PERMA- ANTERIOR INTERCEPTI VE CHILDREN ANAESTHESIA CHILDREN 

NENT TEETH) TEETH ORTHODONTICS 

Hadassah - As required As required - - - Oral s.urgery department 

Dalhousie 

Saskatchewan 

Manitoba 

Alberta As required As required Done in ortho- Not treated by 2 
dontic dept. undergraduates (observation only) Occasionally 10 - 12 extractions 

British Columbia 

Birmingham 

Liverpool 

Leeds 3 - 4 10 10 No quota No quota No quota No quota 

Sheffield - - - Observation Observation - Observation 
mainly mainly 

Bristol 

Royal Dental 2 2 

University College 

Glasgow 

Wales 

Dublin 

Ota go 

Adelaide - - 1 space main- - Students complete 
tainer some treatment. 

Mainly observation. 

Queensland No fixed minimum quota · for paedodontic undergraduate course 

Tokyo 

Osaka At least one - - - - At least one 

Geneva Selected cases None 1 - 2 None None None None 
w 

Bern - - - - - - - ....... 
0 

Basel 
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DENTAL SCHOOL DIAGNOSIS ANO TOPICAL FISSURE DENTAL DIET RECORD PLASTIC PREFORMED PULPTREATMErlTS 
TREATMENT FLUORIDE SEALANTS HEALTH ANO ANALYSIS RESTORATIONS CROWNS (PRIMARY TEETH) 
PLANNING APPLICATIONS EDUCATION {PRIMARY TEETH) 

Utrecht 8 10 2 8 ! 4 18 1 l - 2 . 
L,iege 5 - - - - - - 5 

Mainz 2 5 - 10 - 2 - 5 - 1 

TUbingen 

Giessen 

Kiel 

Bonn 3 - 4 3 - 4 - 3 - 4 - 3 - 4 Seldom used 1 - 2 

Koln 

Heidelberg Paedodontics not taught as a separate discipline 

Free Univ. of 
West Berlin 

Frankfurt/Main No details available 

Aarhus 

Oslo 

Bergen 

Turku 2 2 No quota 2 2 No quota No quota No quota 

Lunds No details available 

Gothenburg Yes Yes Yes Yes Yes Yes Yes Yes 

No rthwes tern 

Pacific 4 - 5 4 - 5 2 - J 2 - 3 Do not emphasize Yes 2 - 3 Yes 

Columbia 5 5 2 5 Where indicated 3 3 3 

U.C.S.F. 2 - 4 4 - 6 No requirement 4 - 6 2 As needed 2 - 4 2 - 4 
by patient 

Indiana 

Louisiana 

Colorado 5 5 2 quadrants 5 2 As needed 7 3 
by patient 

Howard w 
........ 
........ 
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DENTAL SCflOOL ENDO CONTI CS TRAUMATI SEO PREVENTIVE AND HANDICAPPED GENERAL DENTURES FOR MINOR ORAL SURGERY 
(IMMATURE PERMA- ANTERIOR INTERCEPTIVE CHILDREN ANAESTHESIA CHILDREN 

NENT TEETH) TEETH ORTHODONTICS 

Utrecht - 1 - 2 - 1 1 - 1 - 2 

Liege 5 As required 

Mainz 2 1 1 1 

TUbingen 

Giessen 

Kiel 

Bonn 1 - 2 Not by under- - Not by under- Not by under- Not by under- Not by under-
graduates graduates graduates graduates graduates 

Ktlln 

Heidelberg Paedodontics not taught as a separate dlsc1pline 

Free Univ. of 
West Berlin 

Frankfurt/Main No details available 

Aarhus 

Oslo 

Bergen 

Turku No quota No quota No quota 1 No quota N.o quota No quota 

Lunds No details available 

Gothenburg - Yes Yes Yes Observation 

Northwestern 

Pacific 1 1 1 - - - 2 - 3 

Columbia - - Orthodontics - Postgraduate only When available When available 

U.C.S.F. Endodontics No requirement 1 Postgraduate Postgraduate Postgraduate As needed by patient 

Indiana 

Louisiana 

Colorado 2 No requirement 5 1 - - 2 w .... 
N 

Howard 
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DENTAL SCHOOL DIAGNOSIS AND TOPICAL F'ISSURE DENTAL DIET RECORD PLASTIC PREFORMED PULPTREATMEllTS 
TREATMENT FLUORIDE SEALANTS HEALTH AND ANALYSIS RESTORATIONS CROWNS (PRIMARY TEETH) 
PLANNING APPLICATIONS EDUCATION (PRIMARY TEETH) 

' ' 
Loma Linda 

Loyola 5 5 2 Varies . As needed by 2 2 
patient 

Pittsburg 

Alabama 

Texas 6 - 8 Every case - Every case . As required 10 - 12 4 • 6 
diagnosed diagnosed by patient 

Georgia 

U.C.L.A. 2 - 1 2 2 No minimum 3 1 
quota 

Minnesota 

Oregon 6 6 2 6 3 3 3 3 

Tennessee - - - - - 5 5 5 

Temple Univ. 

Virginia 3 6 As required 3 As required No minimum 3 3 
by patient by patient quota 

South Carolina Yes Yes Yes Yes Yes Yes Yes Yes 

State Univ. of 
N.Y. at Buffalo 

Harvard Yes Yes Yes Yes Yes Yes Yes Yes 

New York All patients All patients All patients All patients All patients As required As required As required 
by patient by patient by patient 

Nortn Caro 1 i na Yes Yes Yes Yes Yes Yes Yes Yes 

N.Y. State Univ. ! 30 ! 13 ! 40 - - ! 9 ! 5 ! 2 
at Stony Brook . 
Connecticut 10 10 No minimum 10 2 No minimum 5 2 

requirement requirement 

rlew Jersey 

West Virginia .. 
Case Western Reserve 

w ..... 
w 
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DENTAL SCHOOL ENDOOONTICS TRAUMATISED PREVENTIVE ANO HANDICAPPED GENERAL DENTURES FOR MINOR ORAL SURGERY 
(IMMATURE PERMA- ANTERIOR INTERCEPTIVE CHILDREN ANAESTHESIA CHILDREN 

NENT ·TEETH} TEETH ORTHODONTICS 

Loma Linda 

Loyola 1 1 2 Postgraduate Postgraduate Postgraduate Postgraduate 

Pittsburg 

Alabama 

Texas - l 1 - 2 • . - - 4 - 5 

Georgi a 

U.C.L.A. - - l 1 

Minnesota 

Oregon - 1 2 - - - 1 

Tennessee 1 - 1 

Temple Univ. 

Virginia - - 1 - - - As needed 

South Carolina Perhaps Perhaps Perhaps In elective In elective - Perhaps 
course course 

State Univ. of 
N.Y. at Buffalo 

Harvard Yes Yes (Also atten- Yes Yes Yes (Attend at Yes Yes 
dance at emergency least 4 cases) 

clinics) 

New York As required As required As required - - As required As required 
by patient by patient by patient by patient by patient 

North Carolina Yes Yes 1 active tooth Yes Yes Yes Yes 
movement case 
l space main-
tenance case 

N. Y. State Univ. - - ! 3 - - - ! 5 
at Stony Brook 

Connecticut No minimum No minimum l No minimum Observation - 10 
requirement requirement requirement only (deciduous teeth} 

New Jersey 

West Virginia 

Case Wes tern w - - - - - - - ...... 
Reserve ~ 
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DENTAL SCHOOL DIAGNOSIS AND TOPICAL FISSURE 
TREATMENT FLUORIDE SEALANTS 
PLANNING APPLICATIONS 

Kentucky Yes Yes Yes 

Puerto Rico 5 5 No minimum 
quota 

Witwatersrand N o t s p e c 1 f i e d 

DENTAL · DIET RECORD PLASTIC 
HEALTH AND ANAL VS IS RESTORATIONS 
EDUCATION (PRIMARY TEETH) 

Yes Yes Yes 

5 5 No minimum 
quota 

PREFORMED 
CROWNS 

Yes 

5 

PULPTREATMENTS 
(PRIMARY TEETH) 

Yes 

3 

w 
....... 
U'1 
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DENTAL SCHOOL ENDODONTI CS TRAUMATISED 
(IMMATURE PERMA· ANTERIOR 

NENT TEETH) TEETH 

Kentucky - Yes 

Puerto Rico Postgraduate Postgraduate 

Wi twa ters rand 

'PREVENTIVE AND HAND[CAPPED 
INTERCEPT I VE CHILDREN 
ORTHODONTICS 

Yes 

One space~ Postgraduate 
maintainer 

N o t s pecified 

GENERAL DENTURES FOR 
ANAESTHESIA CHILDREN 

Postgraduate Postgraduate 

MINOR ORAL SURGERY 

Postgraduate 

w ...... 
m 
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Appendix. X. Written examination and type of questions set. 

DENTAL SCHOOL YEAR DURATION OF WRITTEN ESSAY-TYPE SHORT MULTIPLE TRUE- OTHER 
EXAMINATIONS QUESTIONS QUESTIONS CHOICE FALSE 

Hadassah 5th 2 hours - Yes Yes Yes 
6th 2 hours - Yes Yes Yes 

Dalhousie 3rd 1 hour ) ) ) (Sem.1) ) ) ) 
3rd 1. 5 hours ) Yes ) Yes ) Yes 

(Sem.2) ) ) ) ) ) 
4th 1. 5 hours ) ) ) 

) 

Saskatchewan 3rd 4 hours Yes Yes 
4th 3 hours Yes Yes ... 
5th - ... - - - Oral 

Manitoba 2nd 2 hours Yes Yes 
3rd 3 hours Yes Yes 

Alberta 2nd 2 hours ) ) ) - ) Utilisation 
3rd ) ) ) ) 

(Sem.1) 1 hour ) ) ) } of slides 
) } ) - } 

3rd ) ) } ) 
for setting 

(Sem.2} 3 hours ) Some ) Most ) Occasional - ) questions 
4th 

. ) ) ) ) 

(Sem. l} 1 hour ) ) ) - ) 
) ) ) ) 

4th 3 hours ) ) ) - ) 
(Sem.2} ) ) ) ) 

w 
....... 
........ 
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DENTAL SCHOOL YEAR DURATION OF WRITTEN ESSAY-TYPE SHORT MULTIPLE TRUE- OTHER 
EXAMINATIONS QUESTIONS QUESTIONS CHOICE FALSE . 

British Columbia 2nd 3 hours - ) 

3rd 4 hours - ) Yes 
) 

4th 2 hours - ) Yes 

Birmingham 3rd 1 hour ) ) ) ) 

4th 2 hours ) Yes 
) 

) Yes 
) 

) Yes 
) 

) Yes 
) 

5th 2 hours ) ) ) ) 

Liverpool 4th 3 hours Yes 
5th 3 hours Yes 

Leeds 4th 6 hours Yes - Yes 

Sheffield - Not specified Yes 

Bristol 3rd 1 hour - - - Yes 
4th 1 hour - Yes 
5th 1 hour Yes 

Royal Dental 5th 3 hours Yes 

University 5th 1~ hours Yes 
College 

Glasgow 4th 1 hour Yes 
5th 1 hour Yes 

Wales 2nd 2 hours Yes - Yes 
4th 12 hours Yes Yes w - - - ..... 

CX> 
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DENTAL SCHOOL YEAR DURATION OF WRITTEN ESSAY-TYPE SHORT MULTIPLE TRUE- OTHER 
EXAMINATIONS QUESTIONS QUESTIONS CHOICE FALSE 

Dublin 3rd 1 hour - Yes Yes Yes 

5th i hour Yes 

Ota go 4th 1 hour Yes - Yes Yes 

5th 1 hour Yes - Yes Yes Oral 

Adelaide 4th 3 hours Yes 

Queensland ·4th 2 hours - Yes 
(compulsory} 

5th 2 hours 
(elective} 

Tokyo 5th 4 hours Yes Yes Yes 

Osaka 4th 4 hours - - Yes 

Geneva - No written examinations - - - - Oral · (20 min.) 

Bern - N o t s p e c i f i e d - - .. 
Basel - No written examinations - - - - Oral 

Utrecht - N o e x a m i n a t i o n s i n p a e d o d o n t i c s 

Liege - N o t s p e c i f i e d 

Mainz 5th 1 hour Yes 

TUbingen 5th 45 min. - Yes Yes Yes 
w 
....... 
\0 
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DENTAL SCHOOL YEAR 

Giessen -
Kiel -
Bonn -

Koln -
Heidelberg -
Free Univ. of -
West Berlin 

Frankfurt/Main -
Aarhus 5th 

Oslo 5th 

Bergen 5th 

Turku 3rd 

Lunds -
Gothenburg -
Northwestern 1st 

2nd 

DURATION OF WRITTEN ESSAY-TYPE SHORT MULTIPLE 
EXAMINATION QUESTIONS QUESTIONS CHOICE 

N o e x a m i n a t i o n s i n p a e d o d o n t i c s 

No written final examinations - -
- - - -

N o e x a m i n a t i o n s ; n p a e d o d o n t i c s 

N o e x a m i n a t i o n s i n p a e d o d o n t i c s 

N o e x a m i n a t i o n s i n p a e d o d o n t i c s 

N o d e t a i 1 s a v a i 1 a b 1 e 

4 hours Yes Yes .. 
4 hours Yes (2) Yes ( 8) 

6 hours - Yes .. 
1 hour - Yes Yes 

N o d e t a i 1 s a v a i 1 a b 1 e 

2 + 2 hours Yes 

1 hour - - Yes 
6 hours - - Yes 

TRUE-
FALSE 

-
-

Yes 
Yes 

OTHER 

Oral 

Oral on clini-
cal work 

w 
I'\) 

0 
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DENTAL SCHOOL YEAR DURATION OF WRITTEN ESSAY TYPE SHORT MULTIPLE TRUE- OTHER 
EXAMINATION QUESTIONS QUESTIONS CHOICE FALSE 

Pacific 2nd 6 hours - - Yes Yes 
(one two-hour 
examination at end 
of each quarter for 
3 quarters) 

Columbia 3rd 1 one-hour Yes 
12 quizzes - - Yes 
1 two-hour - Yes 

U.C.S.F. 3rd 6 hours Yes Yes Yes 

Indiana 3rd 4 hours - Yes Mainly 

Louisiana 3rd 4 hours - - Yes 

Colorado 2nd 9 hours Yes Yes Yes Yes ) Diagram 
3rd 4 hours Yes Yes Yes Yes ) l abe 11 i ng 

~ & diagnosis 
of cases 

Howard 1st 3i hours - ) ) ) 

2nd 3i hours - ) Yes ) Yes ) Yes 
) ) ) 

3rd 3i hours .. ) ) ) 

Loma Linda 2nd 2 hours - Yes Yes Yes 

Loyola 2nd 2 hours Yes - Yes Yes 

w 
N ...-
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DENTAL SCHOOL YEAR DURATION OF WRITTEN ESSAY TYPE SHORT MULTIPLE TRUE- OTHER 
EXAMINATION QUESTIONS QUESTIONS CHOICE FALSE 

Pittsburg 1st 4 hours ) ) ) ) 

2nd 2 hours ) Yes 
) 

) Yes 
) 

) Yes 
) 

) Yes 
) 

3rd 4 hours ) ) ) ) 

Alabama 3rd 1 hour Yes Yes Yes Yes 
4th 2 examinations of Yes Yes Yes Yes 

1 hour each 

Texas 2nd Mid-term : 1 hour - - ) ) 
Final : 2 hours ) Yes ) Yes 

3rd Mid-term : 1 hour - - ) ) 

Fina 1 : 2 hours ) ) 

Georgia 2nd 2 hours - Yes Yes Yes 
3rd 4 hours -· Yes Yes Yes 

U.C.L.A. 2nd 1 hour - - Yes Yes 
3rd 3 hours - - Yes Yes 

Minnesota 1st 2 hours - - ) 

2nd 2 hours .. - ) Yes 
) 

3rd 2 hours .. - ) 

Oregon 2nd 7 hours Yes Yes Yes Yes 
4th 4 hours Yes Yes Yes Yes 

Tennessee 3rd 4 hours - - Yes Yes 
w 
N 
N 
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DENTAL SCHOOL YEAR DURATION OF WRITTEN ESSAY TYPE SHORT MULTIPLE TRUE- OTHER 
EXAMINATION QUESTIONS QUESTIONS CHOICE FALSE 

Temple 2nd 1 hour - Yes Yes Yes 
3rd 2 hours - Yes Yes Yes 

Virginia 1st 2 hours - - ) ) ) slide 
2nd 3 hours - - ) Yes )Yes ) identifi-

) ) ) cation 
3rd 5 hours - - ) ) ) 

South Carolina 3rd 12 hours Yes Yes Yes ~Rarely 
4th 1 hour Yes Yes Yes 

State Univ. of 3rd 2 examinations - Yes Yes Yes 
N.Y. at Buffalo of 2 hours each 

Harvard 3rd 2 hours Yes Yes Yes Yes ) Oral 
4th 3 hours ' Yes Yes Yes Yes ) examination 

New York 2nd 2 hours ) ) ) ) 

3rd 2 hours ) Yes ) Yes ) )Yes 
) ) · ) Yes ) 

4th 2 hours ) ) ) ) 

North Carolina 1st 1 hour ) ) ) ) 

2nd 1 hour ) Yes 
) 

) Yes 
) 

) Yes 
) 

)Yes 
) 

3rd 2 hours ) ) ) ) 

State Univ. of 2nd 6 x 1 hour - - Yes 
N.Y. at Stony 3rd 3 x 1 hour - - Yes Brook 

w 
N 
w 
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DENTAL SCHOOL 

Connecticut 

New Jersey 

West Virginia 

Case Western 
Reserve 

Kentucky 

Puerto Rico 

Wi twaters·rand 

YEAR DURATION OF WRITTEN 
EXAMINATION 

3rd 
4th 

2nd 
3rd 

3 hours 
3 hours 

3 x 1 hour 
3 x 1 hour 

ESSAY TYPE 
QUESTIONS 

Yes 
Yes 

SHORT 
QUESTIONS 

Yes 
Yes 

Yes 
Yes 

MULTIPLE 
CHOICE 

Yes 
Yes 

Yes 
Yes 

TRUE ... 
FALSE 

Yes 
Yes 

OTHER 

1st 
2nd & 

The course is divided into 12 modules of instruction. An examination is held after 
each module. Student must satisfactorily complete {90%} before preceding. 

3rd All module examinations are 30 multiple choice questions. 

3rd 

2nd 
3rd 

5th 

Midyear : 2 hours 
Final : 2 hours 

2 x 2 hours 
2 x 2 hours 

Not specified 

1 hour 

.,. 

... 

Yes 

... 

Yes 

Yes 

Yes 
Yes 

Yes 
Yes 

Yes 

... 

Yes 
Yes 

w 
N 
~ 
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Appendix XI. Clinical evaluation 

Dental School 

Hadassah 

Dalhousie 

Saskatchewan 

Manitoba 

Alberta 

British Colunbia 

Birmingham 

Liverpool 

Leeds 

Sheffield 

Bristol 

Clinical examina
tion required 

No 

No 

Yes 

No 

Yes 

Yes 

No 

Yes 

Yes 

Yes 

Yes 

Foilllat of clinical examina
tion 

325 

Examination of child patient 

(i) Clinical and radiologi
cal examination of 
child patient. 

(ii) Diet survey and 

counselling. 

Case presentations. 

Diagnosis and treatment 

planning. 

Diagnosis and treatment 
planning. 

Diagnosis and treatment 

planning. 

Assessment of patient (5th 

year) 

(a) of technical standard of 
operative treatment 
completed 

(b) of understanding of 

objectives and treatment 
.planning. 

Similar assessments are done, 

less formally, for all 

patients. 
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Dental School 

Royal Dental 

University College 

Glasgow 

Wales 

Dublin 

Ota go 

Adelaide 

Queensland 

Clinical examina
tion required 

No 

Yes 

Yes 

Yes 

Yes 

Yes 

No 

No 

Format of clinical examina
tion 

Examination and treatment 

planning. 

Examination of patient and 

treatment planning. 

Oral examination, including 

questions about patient 

examined and general topics. 

(a) Preparation of a 

proximal-occlusal 

restoration in a 

deciduous molar. 

(b) Present a treated 

patient. 

Diagnosis and treatment 

planning. 

Not specified 

(part of final examination). 

Continuous evaluation during 

clinical sessions. 

Previously each student was 

required to do a Class II 

amalgam in a primary molar. 

This fonn of examination was 

later abandoned because it 

was difficult to evaluate the 

procedure because of varying 

difficulty of procedure and 

behaviour of child. 

326 
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Dental School 

Tokyo 

Osaka 

Geneva 

Bern . 

Basel 

Utrech 

Liege 

Mainz 

Tiibingen 

Gies sen 

Kiel 

Bonn 

Koln 

Heidelberg 

Free University 

of West Berlin 

Clinical examina
tion required 

No 

Yes 

Yes 

Yes 

No 

No 

Yes 

No 

No 

No 

No 

Yes 

Yes 

No 

No 

Fonnat of clinical examina
tion 

327 

Clinical evaluation of 

students is by means of 

continuous evaluation during 
paedodontic clinical 
sessions. Students are 

evaluated, inter alia, on 

their competence in child 

and parent management. The 
final decision on the compe

tence of students in clinical 
procedures lies with the 

professor of the department. 

Preparation of a Class II 
amalgam in a deciduous molar. 

Case presentations. 

Case presentations. 

Clinical evaluation is. by 

means of continuous evalua
tion of clinical treatments. 

Not specified. 

Case presentations. 

Dental health education of 

patient. 
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Dental School 

Frankfurt/Main 

Aarhus 

Oslo 

Bergen 

Turku 

Ltmds 

Gothenburg 

Northwestern 

Pacific 

Columbia 

u.c.s.F. 

Clinical examina~ 
tion required 

No details 

No 

Yes 

Yes 

No 

No details 

Yes 

Yes 

Yes 

No 

Yes 

Fonnat of clinical examina~ 
ti on 

available 

328 

Clinical evaluation of 

students is by means of 

continuous evaluation during 

paedodontic clinical 

sessions. 

Diagnosis and treatment 

planning. 

On completion of each patient 

the student is examined and 

assessed on the work he has 

done. 

available 

2 case presentations 

(1 per semester) 

1. Diagnosis and treatment 

planning. 

2. Post treatment case 

presentations. 

Student nrust perform a 

Class II amalgam (primary 

molar), stainless steel crown 

or pulpotomy at acceptable 

level, as judged separately 

by 2 instructors. 

Class II amalgam in a primary 

molar. 
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Dental School 

Indiana 

Louisiana 

Colorado 

Howard 

Loma Linda 

Loyola 

Pittsburg 

Alabama 

Texas 

Georgia 

u.c.L.A. 

Clinical examina
tion required 

Yes 

Yes 

No 

Yes 

Yes 

Yes 

Only preclinical 

No 

No 

No 

Yes 

Fonnat of clinical examina
tion 

1. Clinical proficiency in 

an operative procedure. 

2. Clinical proficiency in 

utilising assistant. 

3. Continuous evaluation 

during· paedodontic 

clinical sessions. 

Treatment of one quadrant. 

Final year - clinical per

foTI11ailce examination 

(procedure not specified). 

329 

On completion of each patient 

the student is examined and 

assessed on the work he has 

done. 

(i) diagnosis 

(ii) mechanical procedure 

(not specified). 

1st 1. . 1 year - prec 1111ca 
practical examination on a 

den to form. 

Clinical evaluation of 

students is by means of 

continuous evaluation during 

paedodontic clinical sessions. 

Diagnosis and treatment 

planning (including ortho

dontic examination). 
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Dental School 

Minnesota 

Oregon 

Tennessee 

Temple Univ. 

Virginia 

South Carolina 

State Univ. of 

N.Y. at Buffalo 

Harvard 

New York 

Clinical examina
tion required 

No 

No 

Yes 

No 

No 

No 

No 

Yes 

Yes 

Format of clinical examina
tion 

Diagnosis and treatment 

planning. 

Clinical evaluation of 

students is by means of 

continuous evaluation during 

paedodontic clinical 

sessions. 

Clinical evaluation of 

students is by means of 

continuous evaluation during 

paedodontic clinical 

sessions. 

Clinical evaluation of 

students is by means of 

continuous evaluation of 

(i) pre-clinical progranme 

(ii) third year clinical 

programne 

(iii) fourth year clinical 

programne 

330 

The student is also subjected 

to an extensive oral examina

tion on a case presentation. 

Examination and treatment 

planning. 
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Dental School 

North Carolina 

State Univ. of 

N.Y. at Stony 
Brook 

Connecticut 

New Jersey 

West Virginia 

Case Western 
Reserve 

Kentucky 

Clinical examina
tion required 

Yes 

No 

No 

No 

No 

Yes 

No 

Fonnat of clinical examina
tion 

(i) Class I alloy on 

pennanent molar. 

(ii) Class II alloy on 

primary molar. 

331 

(iii) Stainless steel crown. 

(iv) Pulp therapy. 

Clinical evaluation of 

students is by means of 

continuous evaluation during 

paedodontic clinical sessions. 

Clinical evaluation of 
students is by means of 
continuous evaluation during 
paedodontic clinical sessions. 

1. Diagnosis and treatment 

planning. 
2. Operative procedure. 

Clinical evaluation of 

students is by means of 

continuous evaluation during 

paedodontic sessions. Each 

procedure is assigned one of 

three grades: honours, pass 

or fail. 
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Dental School · 

Puerto Rico 

Witwatersrand 

Clinical examina
tion required 

No 

No 

Fonnat of clinical examina
tion 

332 

Evaluation is based on a 

daily perfonnance checklist, 
taking in to accmmt: 
1. Organization 
2. Knowledge 
3. Accuracy 

4. Complexity of Procedure 
A daily report is filled in 
by the instructor(s) in the 
paedodontic clinic on each 
student's progress sheet. 

From this progress sheet 
a monthly progress report 
is drawn up and released to 

the students• 
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Appendix XII. Elective Courses 

Dental School 

Hadassah. 
Dalhousie 
Saskatchewan 
Manitoba 
Alberta 
British Columbia 
Birmingham 
Liverpool 
Leeds 
Sheffield 
Bristol 
Royal Dental 

University College 
Glasgow 
Wales 
Dublin 
Ota go 
Adelaide 
Queensland 

Elective 
course 
offered 

No 
Yes 
No 
No 
No 
No 
Yes 
No 
No 
No 
No 
Yes 

No 
Yes 
Yes 
No 
Yes 
No 
Yes 

Year 

Final year 

4th ,year 

At end of course. All students 
spend one week treating patients in 
school clinics - some elect to do a 
repeat week. 

Beginning of 4th year. 
Final year. 

Final year 

5th year 
(a) Advanced Dentistry for Children 

(known as "Standard Course") 
(b) Dentistry for the Handicapped 

Child. 

333 

The compulsory course (known as "Basic 
Course") alone is not regarded as 
sufficient for students who envisage 
treating many child patients in 
practice (e.g. suburban general 
practice, hospital clinic, school 
dental service, orthodontic or 
paedodontic specialist practice). 
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Dental School 

Tokyo 
Osaka 
Geneva 
Bern 
Basel 
Utrecht 
Liege 

Mainz 
Tubingen 
Giessen 
Kiel 
Bonn 
Koln 
Heidelberg 

Elective 
course 
offered 

No 
No 
No 
No 
No 
No 
Yes 

No 
No 
Yes 
No 
No 
No 
No 

Year 

The soca 11 ed "Standard Course" is 
presented during the first semester 
of the 5th year and consists of 
lectures, seminars and tutorials, 
library research and essay, and 
clinical work. 

334 

The elective subject, "Dentistry for 
the Handicapped Child", follows · the 
completion of the "Standard Course". 
It is offered in the second semester 
of the 5th year and includes seminars, 
visits to institutions and clinical 
work on handicapped children. 

(c) Research Project. 
With the agreement of academic staff, 
an elective research project in 
dentistry for children may be under
taken. 

During the first semester of the 
second year. 

5th year. 
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Dental School 

Free Univ. of West 
Berl in 

Frankfurt/Main 
Aarhus 
0-s 1 o 
Bergen 
Turku 
Lunds 
Gothenburg 

Northwestern 
Pacific 

Elective 
course · 
offered 

Yes 

Year 

There is no compulsory course in 
paedodontics. The course that is 
offered to undergraduates and to 
practising dentists is elective. 

335 

No details available. 
No 
No 
No 
No 
No 
Yes 

Yes 
Yes 

details available. 
Students (or dentists) with special 
interest in children's dentistry are 
allowed to study an additional 
semester in the department. The 
course is designed to give the student 
a more extensive theoretical background 
and practical experience in paedodontics 
than he has acquired in the elementary 
course. It may also be the first step 
in the curriculum for training as a 
specialist. The course requires more 
extensive literature studies in the 
subject, both general and related to 
a seminar task, which is selected 
in association with the examiner. 
The course also includes clinical 
service at least corresponding to 16 

work-days. During this period the 
students investigate, diagnose and 
treat complicated cases under 
supervision of a specialist. 
3rd and 4th year. 

· During 3rd (final) year a so-called 
11 honour' s program 11 is offered. This 
involves working for 1 week as an 
extern in a children's hospital. 
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Dental School 

Columbia 
U.C.S.F. 

Indiana 

Louisiana 
Colorado 
Howard 
Loma Linda 
Loyola 
Pittsburg 

Alabama 
Texas 

Georgia 
U.C.L.A. 
Minnesota 
Oregon 
Tennessee 
Temple 
Virginia 
South Carolina 
State Univ. of N.Y. 
at Buffalo 

Elective 
course 
offered 

Yes 
Yes 

Yes 

Yes 
Yes 
No 
Yes 
No 
Yes 

Yes 
Yes 

No 
Yes 
Yes 
Yes 
Yes 
Yes 
Yes 
Yes 
Yes 

Year 

During 4th {final) year. 
During 4th {final} year. 
Also elective courses during summer 
of 2nd and 3rd years . 
During 4th {final) year. 

336 

At least 6 different clinical courses 
are available, offering a variety of 
experiences. 
During 4th {final) year. 
3rd and 4th years. 

3rd and 4th years. 

{1) 2nd term third year ) The 
) exceptional 

1st term fourth year) child. 
(2) 1st and 2nd term fourth year -

Advanced paedodontics. 
(3) 1st term fourth year -

Paediatric hospital dentistry. 
4th year. 
4th year - Paediatric hospital 
dentistry. 

During 4th {final) year . 
Final year. 
Second half of 4th {final) year. 
4th (final) year. 
2nd and 3rd years. 
4th {final) year. 
3rd and 4th years. 
Summers between 2nd and 3rd and 
3rd and 4th years. 
Autumn and Spring of 4th years. 
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Dental School 

Harvard 
New York 
North Carolina 
State Univ. of 
N.Y. at Stony Brook 
Connecticut 
New Jersey 
West Virginia 

Case Western Reserve 
Kentucky 
Puerto Rico 
Witwatersrand 

Elective 
course 
offered 

Yes 
No 
Yes 
Yes 

Yes 
Yes 
Yes 

Yes 
No 

Yes 
Yes 

Year 

Final six months. 

3rd and 4th years. 
4th (final) year. 

4th (final) year. 
4th (final) year. 
4th (final) year - 4 courses 
offered. 
4th year. 

3rd and 4th years. 
Final half-year (6th). 
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Appendix XIII. Postgraduate courses and continuing education 

Postgraduate Paedodontics Continuing edu-
course in Duration of recognised · Nature of postgraduate cation program-

Dental School paedodontics course as specialty course(s) mes in paedodon-
offered tics offered 

Hadassah Yes 2 years Yes Academic and clinical, No 
designed for specialist 

training in paedodontics. 

Dalhousie No - Yes - Yes 

Saskatchewan No - Yes - Yes 

Manitoba No - Yes - Yes 

(several times 

per year) 

Alberta No - Yes - Yes 

British Columbia No - Yes - Yes 

Birmingham Yes Part-time No Not specified No 
(duration 

not speci-

fied) 

w 
w 
(X) 
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Postgraduate Paedodontics Continuing edu-
Dental School course in Duration of recognised Nature of postgraduate cation program-

paedodontics course as specialty course(s) mes in paedodon-
offered tics offered 

Liverpool No - No - Yes 

Leeds Yes 12 months No Academic and clinical, Yes 

designed for specialist 
training in paedodontics, 

leading to a master's 
degree. 

Sheffield No - No - Yes 

Bristol Yes 1 day per No Primarily of an academic Yes 

week for nature for conmrunity dental (one 15-hour 

1 year officers. course per 

year) 

Royal Dental At Eastman 1 year No Academic and clinical, Yes 
Dental leads to M.Sc. of the 

Institute University of London. 

University At Eastman 1 year No Academic and clinical, Yes 

College Dental leads to M.Sc. of the 

Institute University of London. 
w 
w 
l.O 
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Postgraduate Paedodontics 

Dental School course in Duration of recognised 
paedodontics course as specialty 
offered 

Glasgow No - No 

Wales Yes 2 years No 

Dublin No - Yes 

Ota go Yes 5 years Yes 

Adelaide Yes 2 years Yes 

Nature of postgraduate 
course(s) 

-
Academic and clinical, 

designed for specialist 
training in paedodontics, 
leading to an M.Sc.D. 

-

Academic and clinical, 

designed for specialist 

training in paedodontics. 

Student presents a thesis, 

· leading to an M.D.S. 

Academic and clinical, 

designed for specialist 
training in paedodontics. 

Continuing edu-
cation program-
mes in paedodon-
tics offered 

Yes 

Yes 

Yes 

(8-day course) 

Yes 

Yes 

w 
~ 
0 
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Postgraduate Paedodontics 
Dental School course in Duration of recognised 

paedodontics course as specialty 
offered 

Queensland Yes 2 years Yes 

Tokyo Yes 2 years Yes 
(from 1979) 

Osaka No - Yes 

Geneva No - No 

' Bern No No -

Basel No - No 

Utrecht No - No 

Nature of postgraduate 
course(s) 

' 

Academic and clinical, 
designed for specialist 

training in paedodontics. 

Academic and clinical, 

designed for specialist 
training in paedodontics. 

-

-

-

-

-

Continuing edu-
cation program-
mes in paedodon-
tics offered 

Yes 
(once every two 

years) 

Arranged by the 

AlUJ1U1i Associa-
tion in co-opera-

tion with Tokyo 
Med. & Dent. Univ. 

3-4 times per 

year. 

No 

No 

No 

No 

No 

w 
.i::. ...... 
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Postgraduate Paedodontics Continuing edu-
Dental School course in Duration of recognised Nature of postgraduate cation program-

paedodontics course as specialty course(s) mes in paedodon-
offered tics offered 

Liege Yes 2 years No Academic and clinical, No 
designed for specialist 

training in paedodontics. 

Mainz Yes 2 years No Academic and clinical, No 
designed for specialist 
training in paedodontics. 

Tilbingen No . - No - In planning 

stage. 

Gies sen No - No - No 

Kiel No - No - No 

Bonn No - No - No 

Kenn In planning - No - Yes (treatment 
stage. of handicapped 

children). 

Heidelberg No - No - No 

w 
~ 
N 
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Postgraduate Paedodontics 

Dental School course in Duration of recognised 
paedodontics course as specialty 
offered 

Free tm.iv. of No - No 
West Berlin 

Frankfurt/Main No - No 

Aarhus No - Yes 

Oslo Yes 2 years Yes 

Bergen Yes 3 years Yes 

Tiirku No - No 

Nature of postgraduate 
course(s) 

-

-

-

One year academic, one year 

clinical, designed for 
specialist training in 

paedodontics. 

Academic and clinical, 

designed for specialist 
training in paedodontics • . 

-

Continuing edu-
cation program-
mes in paedodon-
tics offered 

Yes 

No details avail-

able 

Arranged by Danish 

Dental Association 

Yes 

(twice per year) 

Yes 

No 

w 
~ 
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Postgraduate Paedodontics Continuing edu-
course in Duration of recognised · Nature of postgraduate cation program-

Dental School paedodontics course as specialty course(s) mes in paedodon-
offered tics offered 

Lunds Yes (i) 4 years Yes (i) 4-year course is primarily No 

of an academic nature. 

(ii) 6 years (ii) 6-year course is academic 
and clinical, designed 
for specialist training 

in paedodontics. 

Gothenburg Yes (i) Introduc- Yes (i) & (ii) Academic and clinical, 

University tory designed for specialist training 

course : in paedodontics. 

4 months. (iii) Primarily -of an academic 

(ii) Speciali- nature. 

zation: 

2 years. 

(iii) Ph.D. : 

4 years. 

Northwestern Yes 2 years " Yes Academic and clinical, designed Yes 

for specialist training in 

paedodontics. 
w 
.i::. 
.i::. 
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Postgraduate Paedodontics Continuing edu-
course in Duration of recognised Nature of postgraduate cation program-

Dental School paedodontics course as specialty course(s) mes in paedodon-
offered tics offered 

Pacific No - Yes - Yes 

Columbia Yes 2 years Yes Academic and clinical, Yes 

designed for specialist (1 per year) 

training in paedodontics. 

u.c.s.F. Yes 2 years Yes Academic and clinical, Yes 

designed for specialist 
training in paedodontics. 

Indiana Yes 2 years Yes Academic and clinical, Yes 

designed for specialist 

training in paedodontics. 

Louisiana Yes 2 years Yes soi didactic and research, Yes 

50% clinical, designed for 
specialist training in 

paedodontics. 

Colorado No - Yes - Yes 

Howard Yes 2 years Yes Academic and clinical, designed Yes 
for specialist training in 

w 
~ 
(J"I 

paedodontics. 
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Postgraduate Paedodontics Continuing edu-
Dental School course in Duration of recognised Nature of postgraduate cation program-

paedodontics course as specialty course(s) mes in paedodon-
offered tics offered 

Loma Linda · No - Yes - Yes 

Loyola Yes 2 years Yes (i) Primarily clinical for Yes 
a specialist's degree 

(ii) Primarily of an academic 

nature for a master's 

degree. 

Pittsburg Yes (i) 2 years Yes Postgraduate programme includes Yes 

(ii) 3 years didactic and clinical instruc-

tion as well as research and 

teaching activities. 

Alabama Yes (i) 2 years Yes (i) Two-year course primarily 
(ii) 3 years for specialist training in 

in paedodontics. 

(ii) 'Ihree-year progranrne designed 

for preparation for an 
academic career. 

Texas Yes 2 years Yes Academic and clinical, designed Yes 

for specialist training in w 
~ 

paedodontics O"I 
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Postgraduate Paedodontics 
Dental School course in Duration of recognised 

paedodontics course as specialty 
offered 

Georgia Yes 2 years Yes 

U.C.L.A. Yes 2 years Yes 

Minnesota Yes 2 years Yes 

Oregon Yes (i) 2 years Yes 
(ii) 3 years 

Nature of postgraduate 
course(s) 

Academic and clinical, 

designed for specialist 

training in paedodontics. 

Academic and clinical, 

designed for specialist 

training in paedodontics. 

(i) Designed for specialist 

training in paedodon-

tics. 

(ii) A master's degree 

prograrrane designed for 

preparation for an 

academic career. 

(i) Programme for certifi-

cate. 

(ii) Degree course. 

Continuing edu .. 
cation program-
mes in paedodon-
tics offered 

Yes 

Yes 

Yes 

Yes 

(1 per year) 

w 
~ 

"""" 
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Postgraduate 
Dental School course in Duration of 

paedodontics course 
offered 

Tennessee Yes 2 years 

Temple Univ. Yes 2 years 

Virginia Yes 2 years 

South Carolina Yes 2 years 

State Univ. of Yes 2 years 
N.Y. at Buffalo 

Paedodontics 
recognised Nature of postgraduate 
as specialty course(s) 

Yes Academic arid clinical, 
designed for specialist 

training in paedodontics. 

Yes Academic and clinical, 

designed for specialist 

training in paedodontics. 

Yes Academic and clinical, 

designed for specialist 

training in paedodontics. 

Yes Academic and clinical, 

designed for specialist 

training in paedodontics. 

Yes Academic and clinical, 

designed for specialist 

training in paedodontics. 

Continuing edu-
cation program-
mes in paedodon-
tics offered 

Yes 

Yes 

Yes 

(1 per year) 

Yes 

Y~s 

w 
~ 
CX> 
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Postgraduate Paedodontics Continuing edu-
Dental School course in Duration of recognised Nature of postgraduate cation program-

paedodontics course as specialty course(s) mes in paedodon-
offered tics offered 

Harvard Yes (i) 3 years Yes (i) Three years academic Yes 
(ii) 4 years and clinical training 

Offered joint- required for certifi-

ly by the cation as a specialist 
Harvard by the .American Board 
School of of Paedodontics combined 
Dental Medicine with a research project. 

and Children's (ii) .An advanced four-year 
~ 

Hospital degree progranune 
Medical Center. combining the clinical 

training with course 

work and biomedical 

research for the degree 

of Doctor in Medical 

Sciences. 

New York Yes 2 years Yes Academic and clinical, desig- Yes 
ned for specialist training 

in paedodontics. 

w 
~ 
ID 
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Postgraduate Paedodontics 
Dental School course in Duration of recognised 

paedodontics course as specialty 
offered 

West Virginia No .. Yes 

Case Western Yes (i) 2 years Yes 
Reserve (ii) 3 years 

Kentucky Yes 2 years Yes 

Puerto Rico Yes 2 years No 

Witwatersrand Yes 1 year No 

Nature of postgraduate 
course(s) 

-

(i) .Hospital residency 
(ii) School-based, leads 

to Master's degree. 

Academic and clinical, 
designed for specialist 

training in paedodontics. 

Academic and clinical, 
designed for specialist 

training in paedodontics. 

Primarily academic, leads 

to M.Sc. J)ent. degree. 

Continuing edu ... 
cation program-
mes in paedodon-
tics offered 

Yes 
(2-4 per year) 

Yes 

Yes 

No 

Yes 

w 
U1 ,_. 
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Appendix XIV. Evaluation of paedodontic course. 

I. Please indicate whether you would have liked to have received more, less, or the same amount of training in 

the following topics in your undergraduate paedodontic course. Please specify whether the shortcomings which 

you indicate are of a clinical and/or theoretical nature. -...... 

M o r e Same L e s s 
T o p i c 

Theory Clinical amount Theory Clinical 

1. Psychological development of children and child management 
in the dental office. 

2. Parent counselling. 

3. Evaluation of growth and development of the head, face and 
oral cavity. 

4. Diagnosis and treatment planning. 

5. Rontgenology for the child patient. 

6. Epidemiology of dental caries in the child. 

7. Preventive procedures for children 
I 

(a) Oral hygiene instructions 

(b) Diet counselling and the use of diet charts 

(c) Topical fluorides 

{d). Systemic fluorides 

(e} Fissure sealants 

w 
U"I 
N 
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T o p i c 

8. Paediatric operative dentistry 
(a) Amalgam resotrations 
(b) Restoration of primary incisors 
(c) Stainless steel crowns 
(d) Pulp therapy for primary teeth 
(e) Treatment of non-vital primary teeth 

9. Management of traumatised anterior teeth. 

10. Dental treatment of handicapped children. 

11. Preventive and interceptive orthodontics, including 
space maintenance. 

12. Oral lesions and problems in infants,. including problems 
associated with the eruption of the primary dentition. 

13. Stomatitis, gingivitis and periodontal disease in 
children. 

14. The pharmacotherapeutic management of behaviour problems 
in the dental office. 

15. The use of inhalation sedation (N 20) 

16. Local anaesthesia for children. 

17. Comprehensive treatment of the paedodontic patient under 
general anaesthesia. 

M o r e Same 
Theory Clinical amount 

L e s s 

Theory Clinical 

w 
U1 
w 
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M o r e Same L e s s 

T o p i c Theory Clinical amount Theory Clinical 

18. Oral surgery for children 

19. Prosthetics for the child patient. 

20. Treatment of anomalies of shape, colour, structure and 
texture of teeth (eg. tetracycline discolorations, 
fluorosis, etc.). 

II. Would you have liked the time spent on paedodontics, relative to other subjects in your undergraduate training, 
to have been more c::::J 

less c:::I 
the same amount £::::) 

III. Do you think that paedodontics should form part of the course in restorative dentistry, as is the present 

practice at this University, or would you suggest that it should be an independent discipline? 

............................................................................................................. 
• • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • 41 ••••••••••••• ' ••••••••••••••••••••••••••••••••••••••••••••• 

~ .................................................................................................... ~ ...... . 
......................................................................................... , ................... . 

w 
0'1 
.::.. 

~ 
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IV. Which form(s) of didactic instruction in paedodontics would you prefer? 

( i) Formal lectures CJ 
(ii) Hand-outs CJ 

(iii) Seminars CJ 
(iv) Small-group discussions Ll 
( v) Audio-visual aids as the primary mode of instruction CJ 

(films, slide-tape prograrmnes, etc.) 
(vi) Self-study (reading assignments, etc.) CJ 

V. Do you have any additional comments to make concerning the paedodontic training which you received or any 
suggestions for consideration when future courses are planned? 

w 
U1 
U1 
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Appendix XV. Survey of paedodontic practice 

1. Year of graduation 

2. Where are you practising at present? 

City c:::J Country ~ 

Are you engaged in: 

Full-time private practice CJ 
Full-time salaried employment ~ 

Part-time private practice (indicate average hours per week) I:::] 

hours 
._! __ __,! 

Part-time salaried employment 
No longer pursuing dental profession 

3. Do you accept children for treatment in your practice? 

Yes c:J No CJ 

4. Approximately what percentage of your practice consists of 
child patients? I %/ 

5. From which age do you accept child patients, 

356 

~ 1 year ~ 2 years ~ 3 years ~ 4 years ~ 5 years 
CJ 6 years ~ 7 years I::] 8 years ~ 9 years ~ 10 years 
c:J older than 10 years. 

6. Do you have any accessible facilities for referring child patients 
for assessment and/or treatment? 

Ye_s CJ No CJ 
Specify type of facilities: 

Dental faculty CJ Clinic CJ Private practitioner CJ 

7. Would you like to refer some of your child patients if facilities 
were available? 

Yes CJ No CJ 

8. Which child patients would you wish to refer? 

Behaviour management problems 
Handicapped children 
General anaesthesia cases 
All child patients 

Children requiring 

extensive treatment t:::] 

All preschool children Cl 
Other (specify) ......•...... 
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357 

9. Do you take a medical history on new paedodontic patients and update 

it periodically? 

Always [:::J 

Infrequently ~ 

Usually CJ 
Never CJ 

10. What fonnat do you use to obtain the medical history? 

11. 

12. 

Printed questionnaire £::::! Verbal questioning c:::J 
Combination verbal/printed c:::J 

Do your child patients receive routine bite-wing and/or 

apical film examinations? 

Always [:::J Usually CJ 
Infrequently CJ Never LJ 

If your child patients do not receive radiographic examinations, 

this because 

(i) You are not convinced of the necessity for it 
(ii) Parents object to the additional expense 

CJ 
L:J 

(iii) Objections to X-ray exposure t:::] 

is 

(iv) Other reasons ................................... , .......... . 

13. Do you have a regular recall system for your child patients? 

Yes .CJ No CJ 

14. Approximately what percentage of your child patients do you treat 
under general anaesthesia? ~ 

15. Do you use sedatives to premedicate child patients presenting 

behaviour management problems? 

Always CJ 
Infrequently ~ 

Usually 

Never 

16. Do you use inhalation sedation (nitrou~-oxide} for c~ild patients 

presenting behaviour management problems? 

Always [:::/ 

Infrequently CJ 
Usually t:::] 

Never c:J 
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17. If you do not use inhalation sedation in your practice is this 

because: 

358 

(i) The equipment is too expensive t:::] 

(ii} You are not convinced of the effectiveness of the procedure [:::J 
(iii} You are not familiar with the procedure ~ 

(iv) Other reasons .................................................. . 

18. Do you employ an oral hygienist in your practice? 

Yes CJ No Cl 

19. Are child patients and/or their parents given oral hygiene instructions? 

Always CJ 
Infrequently CJ 

Usually w 
Never L:J 

20. Do you give dietary counselling to your child patients and/or their 

parents? 

Always [::J 

Infrequently ~ 
Usually C:J 
Never CJ 

Do you use a diet chart? 

Yes CJ No CJ 

21. Do you prescribe systemic fluorides for your child patients? 

Always CJ 
Infrequently c::J 

Usually 
Never 

CJ 
CJ 

22. Do you regularly use topical fluoride preparations for your child 

patients? 

Always CJ 
Infrequently ~ 

Usually £::J 
Never CJ 

Which topical fluoride preparation do you use? 

Acidulated phosphate fluoride ~ 
Stannous fluoride [::J 

Combination c::J 
Amine fluoride CJ 
Fluoride polishing paste CJ 
Fluoride varnish CJ 
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23. Do you prescribe topical fluorides for home use? 

Toothpaste 0. Mouthrinse .cJ 
Gel CJ None CJ 

24. Do you use fissure sealants for your child patients? 

Always CJ Usually c:J 
Infrequently CJ Never CJ 

25. If you do not routinely use caries-preventive measures in your 

practice, is this because 

{i) You are not convinced of the effectiveness of the 

procedures .cJ 
{ii) The procedures are too time-consuming CJ 

{iii) Low fee in relation to time spent r::J 
{iv) No demand for preventive treatment c:J 
{v) You are unfamiliar with the procedures ~ 

{vi) Other reasons {specify) .......................... , ... , .• 

26. Do you restore carious primary mo 1 ars? 

Always CJ Usually CJ 
Infrequently CJ Never CJ 

Do you restore carious primary anterior teeth? 

Always CJ Usually CJ 
Infrequently CJ Never CJ 

27. Do you do pulpotomies on pul pally involved primary teeth? 

Always CJ Usually CJ 
Infrequently CJ Never r:J 
Do you do root canal treatments on non-vital primary teeth? 

Always CJ Usually CJ 
Infrequently CJ Never c:J 

28. Do you ever use stainless steel crowns for the restoration of 
primary molars? 

Yes c:J No CJ 

359 
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29. Do you ever use polycarbonate crowns for the restoration of primary 

incisors? 

Yes Cl No c:J 

30. If you do not routinely restore carious primary teeth, is this 

because 

360 

(i) 

(ii) 
(iii) 
(iv) 
(v) 

You are not convinced that it is necessary 
You have not had good results with these restorations 
Low fee in relation to time spent 
Parents frequently insist on extraction of primary teeth 
Lack of patient co-operation 

CJ 
CJ 
w 
CJ 
CJ 

(vi) Other reasons .............................................. . 

31. If you do not do routine endodontic treatment of primary teeth, is 
this because 

( i) 

(ii) 

(iii) 

(iv) 
(v) 

You are not convinced that it is necessary 
You have not had good results with these procedures 
Low fee in relation to time spent 
Parents prefer extraction 
Lack of patient co-operation 

CJ 
CJ 
CJ 
CJ 
CJ 

(vi} Other reasons ......•......................•.......... , ... , . , 

32. How do you treat a coronal fracture of a permanent incisor in a 
young child? 

Postpone treatment until child is grown-up CJ 
Extraction CJ Inlay CJ 
Crown Cl Composite+ pins Cl 
Composite + acid-etch ~ 

33. Do you treat handicapped children (eg. cerebral palsied, mentally 
retarded)? 

Yes CJ No CJ 
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34. What type of care ·do you provide for handicapped children? 

( i) Comprehensive routine care CJ 
(ii) Occas i co.al f i 1.1 ~ ng CJ 

(iii) Extractions only CJ 
{iv) Relief of pain only CJ 

35. Do you do any prosthetics for children in the primary /mixed 
dentition stage? 

Yes c:J No CJ 

36. Does every child patient receive an orthodontic evaluation? 

Always ~ 

Infrequently CJ 
Usually 
Never 

37. Do you place space-maintainers? 

Always Cl 
Infrequently t:::J 

Usually e:J 
Never C:J 

361 

38. Is your waiting room/treatmerit room specially equipped for children? 

Yes LJ No [:::J 

39. Would you be interested in participating from time to time in 
short postgraduate paedodontic courses? 

Yes Cl No CJ 

Which topics would you suggest for discussion at such courses? 

( i) 

(ii) 
(iii) 

(iv) 
(v) 

................................................................ 

............ ~ ................................................. . 

....................................................... ~ .. ~ ..... 
40. If dental therapists were to be trained to provide routine paedodontic 

treatment under supervision of a fully qualified dentist, would you 

be interested in employing a paedodontic therapist in your practice? 

Definitely 
Possibly 

Definitely not 

Uncertain 
CJ 
Cl 
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