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[bookmark: _Toc477292711]2008 PMETB Review of Training in OMFS


PMETB was a QUANGO created to take responsibility for supervising training away from the Royal Colleges. The first and only review of training it undertook was OMFS training. This was a ‘hostile’ review of OMFS training led by the Chief Dental Officer aiming to reduce the size of OMFS to cleft, craniofacial and cancer (with medical degree only) and leave the rest of OMFS to single dental qualification oral surgeons. The only two hospitals he initially planned to visit did not have any OMFS trainees. The chair of PMETB co-chaired the report, and redirected the CDO to review training including evidence from patients, surgeons, doctors and dentists. The key recommendations were:
4. Recommendations
The working group propose the following recommendations:
Recommendation 1: The need for dual qualification: There should be no change to the current statutory requirement for those training in OMFS to obtain primary qualifications in both medicine and dentistry.
Recommendation 2: The duration of training : Discussions should take place with medical and dental schools and the regulators to explore ways of streamlining the education and training of those dentists or doctors who wish to pursue a career in OMFS. Any reduction in the length of training leading to a primary qualification must be compatible with the European Professional Qualifications Directive 2005/36
Recommendation 3: The training pathway; when should training begin?: Since OMFS is unique in requiring two primary qualifications, we recommend that all those responsible for training in the specialty explore the feasibility of beginning specialist OMFS training at the start of the second degree course.
Recommendation 4: Registration: Those on the specialist register in OMFS need be registered only with the GMC.
Recommendation 5: The relationship between Oral and Maxillofacial and Oral Surgery: There should be a separate review of the specialty of Oral Surgery.
Recommendation 6: Foundation programme: Dually qualified individuals who can demonstrate to PMETB that they meet foundation year 2 (F2) competencies have the option to move directly into competition for specialty training programmes without completing F2. This does not alter the requirement to complete F1, which remains compulsory. PMETB notes that the Department of Health for England intend to publish a review of the foundation programme later this year, and this may be subject to some change.
[bookmark: _Toc477292712]2011 MEE review of Oral Surgery
In this review the CDO tried to come to the conclusions he was not able to come to in the PMETB Review. The BJOMS Editorial is an excellent document highlighting the areas of weakness within the MME Review. If the review was fully implemented it would reduce the current activity of OMFS considerably.



[bookmark: _Toc477292713]2013 BAOMS Strategies to Promote OMFS and Support Junior Trainees
March 2013 – Ian Martin, Iain Hutchison, Patrick Magennis
[bookmark: _Toc477292714]Promote Combined VT / DF1 posts
Aim – 	to expose VT to OMFS. Could DF1/VT posts be created which incorporate OMFS and the pre-requisites for acquisition of a provider number and in due course the requirements for registration?
Action - Speak to Austin how he did it and promote this as a concept. Design a tool-kit for units who are interested.
[bookmark: _Toc477292715]Promote OMFS and provide education opportunities with/for dental and medical UGs 
Aim – raise specialty profile, educate UG students outside teaching programme.. Link second degree students to Units.
Action - BAOMS to provide a slide of files with careers info and OMFS infomercial. Circulate JTG regional reps and fellows have an OMFS open day/evening in each training rotation. Perhaps nationally on the same day?
[bookmark: _Toc477292716]Create OMFS posts in FY1/FY2/Core or link current posts into OMFS for clinics and lists.
Aim – 	to increase OMFS exposure to young doctors and surgeons.
Action – Where they currently rotate to ENT, try to include OMFS with Head & Neck
Toolkit for those trying to include FY and CT trainees designed by those who have been successful.
[bookmark: _Toc477292717]National Ranking Event for those aiming for second degree and career in OMFS
Aim – to provide some OMFS input into second selection – candidate could cite ranking /centile on application.
Action – create an event or combination of events that allows potential applicants to assess whether they have the aptitude for a career in OMFS.  Applicants would undertake assessments in domains key to success in OMFS including practice skills. Model would be similar to Airforce Ranking  Aptitude Process or ST application events in Irish Republic. Aptitude scores could be made available and used for second degree application.
Cost – to be calculated. Will require some funding from BAOMS. Candidates may have nominal entrance fee
[bookmark: _Toc477292718]OMFS Involvement in selection of those applying for second degrees
Advice sheet for those trying to promote OMFS Participation in Admission Process for Second Degrees with check List for those planning to support trainees applying for second degrees
[bookmark: _Toc477292719]Support for existing and new shortened second degree courses of both types.
Aim – to continue current, and create new shortened courses.
Action – advice sheet for units negotiating with Universities. JTG to maintain data on shortened courses on website.
[bookmark: _Toc477292720]Financial and educational support for OMFS trainees studying for second degrees
Work during second degree
Promote concept with Council of Dental Deans via Paul Speight  Encourage tolerance, or ideally generate support.
Promote use of model contract
Give examples of educational agreements suitable for second degree students via ISCP
ISCP Category of Junior Trainee in OMFS
All OMFS trainees except those currently in CT can use ISCP. May be worth considering what ‘targets’ or indicative numbers would be useful. This could link into the grading of applicants for second degrees.
Maintaining NHS Bursary for All of Second Degree of OMFS Trainees
Should we highlight the reducing competition ratio/reducing standard of those applying for OMFS ST? Risks / benefits.
Ultimately aim for second degree and work during second degree to be part of training when we have provided proof of concept with effective selection and robust management during second degree studies.
[bookmark: _Toc477292721]Actions Delivered from this strategy document.
Promote Combined VT / DF1 posts
None generated yet in Foundation. There are combined Core Posts.
Promote OMFS and provide education opportunities with/for dental and medical UGs
2014 Saving Faces Lecture Series in London – evening lectures outside curriculum time with patients and OMFS teaching.
2015 BAOMS Mini Grant available for educational events – approx. 10 so far
2015 BAOMS Mini-Grants for OMFS Student Selected Modules in medicine or dentistry.
Register your Interest in OMFS website – line of communication with all those interested in OMFS.



Create OMFS posts in FY1/FY2/Core or link current posts into OMFS for clinics and lists.
2013 onwards - OMFS Foundation posts and Core Surgery rotations in a number of Foundation/Core Schools. Pressure to ensure that all training rotations should have some exposure to all of the recognised surgical specialties, which should include OMFS.
National Ranking Event for those aiming for second degree and career in OMFS
2016 – first formative/ranking MCQ in OMFS run through Orzone. Discussion document at BAOMS Council March 2016.
OMFS Involvement in selection of those applying for second degrees
The number of medical and dental schools with OMFS specific places has increased, with most having access to 4 or in some cases 3 year courses. Training rotations at locations with dedicated OMFS places much less likely to have unfilled ST posts and have higher ranked candidates.
Financial and educational support for OMFS trainees studying for second degrees
BAOMS Annual Bursaries for £2000 awarded to second degree students – now for completion of a project (audit/research/educational) rather than essay.
Many units have second degree students employed evenings and weekends to address working hours issues and also at times of induction.
ISCP Category of Junior Trainee in OMFS
2013 BAOMS funded a Junior Trainee Programme Pilot for trainees of all levels before ST training. ISCP has a Junior Trainee in OMFS category and will soon have an ‘Other’ level (at present they must choose CT1). Moved from pilot to full programme in Autumn 2016 with funding currently up to £10K per year. Much less than this has been used to have between 60 and 80 JTP members. To date all the JTP members who have entered ST recruitment have been appointed and until Autumn 2016 all had been appointed at their first attempt (5 were unsuccessful then, but have been appointed in Spring 2017).


  
Maintaining NHS Bursary for All of Second Degree of OMFS Trainees
There remains some inequity of the provision of NHS Bursaries. No progress has been made, but the bursaries still exist.
New Contract – OMFS is recognised as a specialty which needs a supplement and so trainees receive £20,000 over their five years of training (non- superannuable).


[bookmark: _Toc477292722]2014 GMC Review of OMFS Training – Small Specialty Review 


Initiated because of concerns from the GMC about perceived problems with small specialties this took a considerable amount of time and effort. 
Overall it was positive about OMFS training in the UK. One of the key findings was:
22. Trainers were also concerned that the length of training (particularly the obligation to complete foundation/CT1 training twice) added to the costs of the additional training time which could discourage potential trainees, and that the specialty might not recruit the best candidates as a result. Trainers also thought that the length and cost of training could discourage women, although the female doctors in training we spoke with felt they were treated equally. Trainers suggested a streamlined shortened pathway and felt that a bursary to go through the additional training could be helpful with specific arrangements to support OMFS candidates when they are in foundation posts. The Lead Dean and SAC recognised that engaging doctors in training during their second degree and foundation training was an area for improvement. The British Association of Oral and Maxillofacial Surgeons offer membership and support for those planning to enter OMFS specialty training.
[bookmark: _Toc477292723]2016 BMJ Articles on OMFS Training
Triggered by the paper “Can you afford to become an oral and maxillofacial surgeon?” Robert Isaac, Divya Ramkumar, James Ban, Madhav Kittur in BMJ Careers highlighting the cost of OMFS training, there was a further paper and series of responses published electronically. The following PDF has the original paper and a response.


Following this paper Prof Brennan published an article on Shortening OMFS training. In Response to his letter Prof Brennan, as President, received over 200 e-mails in support of dual degree OMFS and one for single medical degree training.





[bookmark: _Toc477292724]2016 Minutes from BAOMS Council March 23rd
Dual degree for higher training – where do we go from here?
NO formal debate invited.
Call for agreement to have a formal debate in protected time for this discussion.
Suggestion for polling opinion via website
RB suggested that we seek government approval, endorsement by GMC etc should be incorporated. Suggests a focus day to influence the higher authorities in order to achieve better support for the potential Trainees.
DAK felt Council should have protected time to debate.
Ground rules etc should be laid down. Mechanism should be agreed and rules established
Discussion with GMC about recruitment and ICB exam results - need to keep issue alive and for this summer.
JSB felt that a day is a waste of time – previous meetings were ineffectual. Suggested we need to speak to Universities and NHS higher authorities and move forward with the incorporation of the second degree into higher training. This would allow selection of the best candidates from either first degree into a highly competitive process.
JMcC – use the opportunity to solve the practical issues of our current dual training rather than question the current agreed qualification base.
DAM fix the financial disincentive and much will be resolved.
KF How to retain in the specialty?
JSB – contract based arrangement including ongoing training qualification.
DAM - BASO will help shortening the training pathway
PM said that rather that if we were to discuss the option of becoming a medicine only specialty, we would need a comparable document to the PMETB review supporting this change. The 2008 review was written under a hostile chair whose ambitions were to split the specialty. We should concentrate our efforts, as RB said, on having a day to move forward with the best way to deliver what the 2008 review and the 2014 GMC reviews said, rather than just empty discussion.
At the end of the discussion the chair asked was there consensus around the table that our future was as a dual degree specialty. There was not just consensus, there was unanimity.
Action Point - Organise an all-day event with key stakeholders to present ‘what good looks like’ in OMFS.


[bookmark: _Toc477292725]2016 BAOMS Council Meeting December 


Training proposal shortening dental degree
Letter from JSB considered.
General assent this is the mood of the Association regarding training structure of choice.
PB – had a combined meeting with GDC and GMC – following meeting with Norman Williams. Outcome was within a short period of time became apparent that no shortening was possible. Also no competencies to be gained during the second degree period.
DK Considerable effort expended in approaching senior levels with apparent support, but initial response is always legally cautious. When advice is received from GMC and GDC the SAC OMFS can review our position. Their legal advice could be challenged.
Other options including removing the specialty from Annexe 5 (the EU specialty listing document which lists the specialties recognised in each country)
All previous legal argument and documentation has been forwarded to GMC.
KF – Some Trainees struggle to successfully complete their degrees in 3 years which can create problems. Some trainees who are given ‘OMFS’ places do not come back to the specialty. Finances are the key issue.
IM - Europe has instances of second degree study during existing training.
PB – concern re recruitment – taken to JCM Presidents strongly support concept but aware of the legalities. Still developing a package with which to approach the Minister re salary protection, pension issues – finance is key.
JSB – combine the dental and medical first degree applicants to raise quality.
IMcV – Quality is not defined by competition. Currently not enough BDS applicants as weak support in Dental Schools. Finances are unclear, and generates a climate of fear.
Some allowance to work and earn during the degree may help. Structure to help financially and educationally is one answer.
RB – Cohort in London system are good, have been supported through on-call rotas with pensionable payments and an esprit de corps. Helps to prepare them for the next step of ST3 application and selection. Some medics take on dentistry but do not return to OMFS
ACTION: Incoming Chair and Officers to run a forum for complete and inclusive discussion over Training base and process. President to consider including this as a topic at ASM June 2017
Possibly followed by a poll. Poll to be based on specific identifiable packages rather than a general principle of numbers of degrees.


[bookmark: _Toc477292726]2016 – Summary of Life Time Earnings between OMFS, OS and Surgery



2016 – Review of Training and Earning in OMFS Programmes in USA



[bookmark: _Toc477292727]2017 - Short Survey of Consultants and Fellows


Over 90% of consultant consider their current work would not be possible without full dental qualification and training and almost as many do not think their future replacements could undertake the same work with a dental diploma.

[bookmark: _Toc477292728]2017 - European Status regarding Single and Dual Degree OMFS


Document outline the current single medical degree, dual degree and oral surgery based OMFS in Europe. All those who have changes, have moved from single degree to dual degree. No European country has moved in the opposite direction.

[bookmark: _Toc477292729]2017 – Snap Survey of Dental Practitioners


This was a focus group style questionnaire for dentists regarding single medical qualification OMFS.
2013 BJOMS Editorial on MEE OS Review.pdf
Available online at www.sciencedirect.com
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Review of Oral Surgery Services and Training: a case of

prescription without a diagnosis

Abstract

In the Review of Oral Surgery Services and Training, the Oral Surgery Review Group supported the development of the specialty of oral
surgery and some of the arguments put forward to support it concerned finance and quality. We argue that their analyses of the present
situation are flawed. The economic argument and issues concerning skill-mix are very simplistic, but more importantly, the rationale given
for the increase in referrals did not explore the myriad of likely reasons why in any substantive detail. These reasons include shortcomings
in undergraduate training and a poor NHS primary dental contract including the arrangements for charging patients. Before implementation,
the policy makers should consider a wide range of available options to address the failings, and take a “whole system approach” before they
embark on developing a specialty, which may cause problems that exceed those currently facing the system.
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“If I had an hour to solve a problem I'd spend 55 minutes
thinking about the problem and 5 minutes thinking about
solutions.”

Albert Einstein

Introduction

In late 2010 the Review of Oral Surgery Services and Train-
ing was published.! The working group was commissioned
by Medical Education England whose function is to align pro-
fessional training, education, and the needs of the workforce
with the needs of the service and patients. They were given
nine terms of reference, two of which were: “to examine the
service implications of the development of the specialty of
oral surgery in both the primary and secondary care sectors”
and: “to assess the cost implications of the development and
commissioning of oral surgery”. They acknowledged that an
increasing number of patients are being referred to specialist
oral surgery services within the NHS. They suggested that
most were currently being managed in oral and maxillofacial
surgery units at considerable cost and that there was a need
to provide an enhanced “patient-centred” oral surgery service
that gives “better value for money”. To address this they made

a series of recommendations to encourage the development
of a more “accessible and affordable oral surgery service” in
England, and to ensure that it was “patient focused”. All very
laudable: indeed who would disagree?

However, before proceeding to adopt a particular policy
(and all the implications it would entail) on the basis of such
arguments, it is important to understand not only the nature
and extent of the current problem, but why and how it has
arisen. Without this, an arrangement made to address the
existing problem may create as many, if not more (the law of
unintended consequences). As Merton? pointed out, flaws in
policymaking can include entrenched values, flawed assump-
tions, pressures caused by political expediency, and human
error. He also suggested that shortcomings nearly always
arise through failure to consider all the facts. To avoid unin-
tended consequences, any solution proposed must be tested
against a series of measures to test its resilience. One method
to identify factors that lead to “a high performing health care
system’ is to use the framework adopted by the Organisation
for Economic Co-operation and Development (OECD).2

The OECD has suggested several key questions, the
answers to which will help to establish whether a delivery
arrangement is working. They include: What can be done
to ensure that spending on health is both affordable today
and sustainable tomorrow? What is needed to improve the
quality and safety of healthcare? How can we ensure that
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the system responds to patients’ needs? How can we support
equitable and timely access to necessary care? What can be
done to increase value for money? While the report touches
upon these issues using different nomenclature, there are few
answers. Given that the decision has been made to proceed
with a service that is centred on consultants in oral surgery,
the most glaring omission is that it does not explain exactly
how such an arrangement will function. Issues that tend to be
avoided are: How many consultants are required? What case
mix and load are necessary to ensure that each consultant
is “efficient and effective”, and gives “value for money”?
Perhaps most critical of all: How might future changes
in an NHS contract with primary care influence referral
patterns?

The NHS is currently facing difficult decisions on health-
care spending, and policies regarding the creation of new
arrangements will have implications for many years to come.
Unless the economic aspect of any new arrangement is com-
pared with other options, including the cost of services and
training, the NHS will not know whether the decision was
sensible. Not least there is the need to realise that optimal
solutions will require a “whole system” approach as the den-
tal care system is complex and involves state and private care,
independent contractors, and larger care structures. The pro-
posed new arrangements, as identified in the review, involve
both training and arrangements for the delivery of the service,
but these “elements” are influenced by the actions of individ-
ual people, groups, and organisations, which all have slightly
differing perspectives. A whole system approach recognises
that it is the interconnection of each element that helps to
ensure that a proposal works. These are all general princi-
ples, but the key question that asks how the current situation
has occurred, is perhaps the most difficult to deal with, and
has largely been ignored.

What exactly is the problem and why has it occurred?

The review identifies, quite correctly, that the number of refer-
rals has increased. It then mentions the associated costs and
the solution, namely the introduction of alternative, highly
effective, cost-saving arrangements in primary care settings.
This use of words raises numerous questions that need greater
clarity — for example, we need to know who benefits from
the changes in the system, and how this can be defined. More
importantly, the starting point should be to identify the ratio-
nale for the change in referrals and to explain when, how, and
why it occurred.

The dental care system has had a considerable number of
problems in the last few years including a push to increase
access to NHS dental services, a perceived shortage of den-
tists, a new primary dental care contract, regulatory reform,
and an increased risk of legal challenge; all these may have
influenced the number of referrals. By increasing access new
patients will have entered the system and a proportion may
need more specialised care than existing capacity allows. The

perceived shortage of dentists resulted in a major recruitment
drive from Europe and beyond, and an expansion of under-
graduate schools in the UK, but the differing cultural beliefs
of graduates who qualified overseas and the lack of clinical
experience of home students have had an impact on referrals.
The now discredited 2006 dental contract with its poorly con-
sidered incentive arrangements has altered the way in which
primary care practitioners deal with their patients. Patients
are charged if they are treated under general dental service
regulations but not if referred to a hospital, which is not an
incentive to be cared for in primary care practice.

Problems surrounding referrals are not confined to the den-
tal system, and those highlighted by Imison and Naylor* in a
recent report can also be found in the present review: not all
referrals were clinically necessary; some patients who needed
a referral did not get one; and large numbers who are seen
in secondary care could be seen in other settings. Regula-
tory reform and the risk of legal challenge will also influence
how dentists respond to particular needs. Most importantly,
all these factors could be addressed through changes in the
present delivery arrangements, and the creation of yet another
specialist is not necessary. The most elementary question that
seems to have been ignored in the review is: If the problem lies
with referrals, does the training provided by the undergradu-
ate schools enable graduates to feel competent to undertake
the tasks they face?

This is not something confined to oral surgery and there
seems to be growing disquiet among practitioners that the
experiences of newly qualified graduates are not ideal. The
expansion of the undergraduate schools several years ago to
address the perceived problems with access meant that unless
resources increased accordingly, then the students’ clinical
experiences would suffer. The resources have not been allo-
cated, which is yet another failure to link the various strands
of dental policy into a coherent and sustainable framework.

Specialisation: a panacea for all problems?

Specialisation in dentistry is not new and is not confined
to the NHS. As Smith® noted, the division of labour offers
some potential economic arguments, but this assumes that
there is enough specialised work to ensure a reliable level of
employment for specialists in that field. The scope of surgical
activity has widened enormously over the last 50 years and
factors that have influenced the changes include technological
advances, and the complexities of the problems to be solved.
Although these have been identified in the report, they lack
depth.

The main arguments about whether specialisation is good
or bad were identified by Hutter.® In his editorial which exam-
ined the results of a paper on mortality, he highlighted the
difficulties involved in separating specialisation from oper-
ating volume to help to find out whether they had an impact
on mortality. He then explored the issues from differing per-
spectives. Certainly, for the individual surgeon, specialisation
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seems to offer a number of benefits, not least financial, but
there are unintended consequences of such a move:

“... the drive to specialization must be carefully considered
from a public health standpoint. Who would be called if a
diagnosis was not completely clear? Who would want to
specialize in under compensated, inconvenient, or emergent
surgery? Who would want to work in a rural setting and be
on-call all the time? Who will want to care specifically for
the hospitalized, the ill, the elderly, or those for those with
diseases with high mortality or known poor outcomes?”

His work centred on the American healthcare system. In a
report from the UK on the effect of specialisation that exam-
ined the impact of general medical practitioners with a special
interest, in this case diabetes, Kernick’ raised concerns that
have considerable relevance not just for oral surgery, but for
all specialties:

“...but, as with other skill-mix changes, the process has
developed ahead of an evidence base of effectiveness or
cost-effectiveness. Unless the economic issues are carefully
considered, there is a danger that services may be introduced
that are thought to be efficient, when in fact they may not be

29

SO.

Perhaps most damning of the move towards specialisation
are the findings of Wilkinson et al.® who concluded that:

“General practice is now becoming increasingly fragmented,
with core components being delivered as separate and stand-
alone services. Although this fragmentation seems to meet a
need for some patients and doctors, potential problems need
careful consideration and response. These include loss of
generalist skills among GPs, fewer practitioners working in
less well-remunerated areas, such as nursing home visits, and
issues related to standards of care and training.”

All the above suggest that before any major expansion
of the specialty of oral surgery, the implications for general
dental practitioners must be considered more thoughtfully
than was the case in the review.

The economic aspects

While the economic arguments for the development of a
specialty are theoretically appealing, they are fraught with
imponderables, not least whether any successive government
will alter the arrangements for dental charges. The logical
step is to compare the national tariff fee with that given to
a primary care contractor, explore the likely changes in vol-
ume, and produce a cost-effective result. Unfortunately the
world is far more complex. Using data from Norway about
the organisation and funding of specialised services, Grytten
and Skau® suggested that knowing whether real competition

for patients exists is key to knowing whether competition is
economically effective. For an area in which specialists and
general dental practitioners compete for patients, it is effec-
tive, but when there is no real competition, specialists can
gain market power and raise their fees. Grytten and Skau’
went on to state that:

“...this raises challenges about the public policy that is most
appropriate for reducing the market power of these special-
ists without incurring too high costs for the authorities.”

The outstanding issue for the future sustainability of the
specialty will be the extent to which it helps the NHS to com-
ply with the financial constraints it will face in the future.
Nocon et al.'” argued that reservations included a lack of
strategic planning in the location of clinics, long waiting
times, and poor communication with referring general prac-
titioners. They found that the overall cost of primary care
clinics is similar to that of hospital clinics. Coast et al.!!
came to similar conclusions for patients with dermatological
conditions who were referred to the general practitioner with
special interest. The service incurred higher NHS costs for
little difference in clinical outcome compared with routine
outpatient care.

Summary

The review raises some important questions and has pro-
vided a solution without considering some of the details.
Most importantly, it has failed to give an adequate explana-
tion about why the number of referrals has increased. Since
2006, there have been considerable changes in the dental
care system, all of which could have affected the flow of
patients between primary and secondary care. Shortcomings
in contractual, training, and workforce policies may have all
contributed to the problem that the review has attempted to
address.

The implications of the creation of yet another special-
ist field within dentistry have been given limited analysis.
Evidence from general medical care has highlighted several
problems that have arisen from such a general change in pol-
icy but they seem to have been overlooked in the review. The
economic arguments are also rather simplistic. Those charged
with overseeing the implementation of the review would be
wise to take heed of the wider implications, and to find an
arrangement that is “patient-centred” and gives “better value
for money” to enable patients to be given oral surgical care
of the highest quality.

Finally, the current trend to separate dental and medical
fields may have a much more perverse impact that is yet to
be realised. The creation of an oral surgery service that is
disparate from oral and maxillofacial surgery will drive a
further wedge between the two areas, and is not good for the
dental profession or for patients.





Editorial / British Journal of Oral and Maxillofacial Surgery 51 (2013) 2-5 5

References

. Dental Programme Board. Review of oral surgery services and train-
ing. London: Medical Education England; 2010. Available from URL:
http://www.mee.nhs.uk/PDF/0s%20review.pdf.

. Merton RK. The unanticipated consequences of purposive social action.
Am Sociol Rev 1936;1:894-904.

. Organisation for Economic Co-operation and Development. Towards
high-performing health systems. Paris: OECD Publications; 2004.

. Imison C, Naylor C. Referral management: lessons for success. London:
The King’s Fund; 2010.

. Smith A. An inquiry into the nature and causes of the wealth of nations.
London: Dent & Sons; 1904.

. Hutter MM. Specialization: the answer or the problem? Ann Surg
2009;249:717-8.

. Kernick DP. Developing intermediate care provided by general practi-
tioners with a special interest: the economic perspective. Br J Gen Pract
2003;53:553-6.

. Wilkinson D, Dick ML, Askew DA. General practitioners with special
interests: risk of a good thing becoming bad? Med J Aust 2005;183:
84-6.

. GryttenJ, SkauI. Specialization and competition in dental health services.
Health Econ 2009;18:457-66.

10. Nocon A, Rhodes PJ, Wright JP, Eastham J, Williams DR, Harrison SR,

etal. Specialist general practitioners and diabetes clinics in primary care:
a qualitative and descriptive evaluation. Diabet Med 2004;21:32-8.

11. CoastJ,Noble S, Noble A, Horrocks S, Asim O, Peters TJ, et al. Economic

evaluation of a general practitioner with special interests led dermatology
service in primary care. BMJ 2005;331:1444-9.

P.A. Batchelor®?:¢*

3 Thames Valley Dental Public Health Network,
United Kingdom

b National Research Facilitator and Course Director;
United Kingdom

¢ Dental Public Health, UCL, United Kingdom
R.A.R. Ladwa

Ealing, West London

* Corresponding author at: Dental Public Health, Thames
Valley Public Health Network, National Research
Facilitator, United Kingdom. Tel.: +44 07718588134.
E-mail address: paulb@public-health.ucl.ac.uk

(P.A. Batchelor)

Available online 7 June 2012



mailto:paulb@public-health.ucl.ac.uk




image4.emf
Register Your Interest in OMFS  Report 2015.pdf


Register Your Interest in OMFS  Report 2015.pdf
Register Your Interest in OMFS - Information Gathering Website - 2015
P Magennis

Introduction

For 7 years | have run this website, on Formdesk© funded by BAOMS, where anyone interested in OMFS can register
than interest and receive updates about training and other issues.

Each year | ask people to re-register their interest (to avoid SPAMMING in the innocent). From 2007-2014, there have
been over 1600 registrations (some trainees registered every year). Of those 522 UK individual trainees who registered,
164 were doctors and 270 dentists and 88 who had/attained dual degrees over that time. Of those who registered, 96 are
currently ST trainees or consultants in OMFS.

What Registrants receive
This list changes from year to year, but currently it is:

Maxillofacial training is no longer than other surgical specialties (Cameron & Westcott paper)

OMFS Training Pathway Diagram

BAOMS Flyer

BAOMS Junior Trainee Programme in OMFS (application form, information for applicants and FAQS).

OMFS eLogbook - Introduction

Indicative Numbers for ST trainees in OMFS

Outline of OMFS (For applicants to Core Training in Surgery)

CfWP 2011 - three documents on OMFS (Recommendation for training, Workforce Fact sheet, Training Numbers)
Summary of those registering their interest

GMC Papers on OMFS (PMETB Review, GMC Small Specialty Review, GMC Position Statement on OMFS 2011)
SAC Letters x 3 — About Dental Registration Requirements and information about CESR applications.

Advice sheets x 2 —a) for singly qualified people interested in OMFS and b) for dually qualified trainees.

Person Specifications for ST1 and ST3 (with a note to say both are subject to change)

An Introduction to Abbreviations and Acronyms in OMFS

Summary of those registering their interest 2015
Total registering or re-registering — 172 (69 new registrants)

Of new registrants, 19 saw the notice on the NHS.Jobs website, and the rest were word of mouth/JTG.

Dental/Medical Status Count | Subtotal | % of total
Dental Dental student - first degree 14

Dentally Qualified - research post 1

Dentally Qualified - SHO OMFS 37

Dentally Qualified - VT/GPT/General dental practice 25 77 45%
Medical Medical Student - first degree 6

Medically Qualified - Core Surgical Training/Basic Surgical Training | 1

Medically Qualified - Current FP1

Medically Qualified - Current FP2

Medically Qualified - SHO/FTSTA 20 12%

Studying - dual degree | Dentally Qualified - In medical school

w|o

Medically Qualified - In dental school 49 28%

Ol |W|o o1

Dual Degree Double Qualified (medicine & dentistry) - Current Core
Training/Basic Surgical Training

Double Qualified (medicine & dentistry) - Current Dental VT/GPT

Double Qualified (medicine & dentistry) - Current FP1/PRHO

Double Qualified (medicine & dentistry) - Current FP2

Double Qualified (medicine & dentistry) - Current SHO/FTSTA 26 15%

Rlo|g|o|F-
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14/03/2017

“Register Your Interest in OMFS Website”

of the British Association of Oral and Maxillofacial Surgeons (BAOMS) 2008-2016
A UK example for Europe

Patrick Magennis
Anne Begley

”

“Register Your Interest in OMFS

* Registration set up 2008 on FormDesk ®©
* Registration free to anyone

* Advertised to dentists and doctors
* BMJ, BDJ, NHS Jobs
* Word of mouth
* Junior Trainees Group of OMFS
* BAOMS website

* Re-registration every year






“Register Your Interest in OMFS”

* Registrants receive key information
* Training documents
* Recruitment information
* Career pathway

* Regular updates

* Invitation to join
* Specialty association
* Junior Trainee Programme (JTP)

“Register Your Interest in OMFS”

* Aim to recruit and retain during training prior to
higher training in OMFS.
* Provide support network
* Open to all

* Correct mis-information
* About specialty
* About recruitment processes

14/03/2017





14/03/2017

Method of Analysis

* All registrations were processed
* Nation of origin
* First degree
* number of degrees
* multiple registrations
* entry to higher training in the specialty

* Processed using Winstat® and Excel®

Results

* 1601 registrations on website
* 1001 individuals
* 676 registered once
* 325 registering more than once.

* Average 200 registrations per year

* Most registrations from word of mouth
* Free “NHS Jobs” website notice also good
* Expensive BMJ BDJ adverts not effective






Nations of registrants

* UK 795 82%
* EU/Russia 56 6%
* Pakistan/India 44 5%
* Middle East 37 4%
* Africa 14 1%
* Latin America 12 1%
* South Asia 7 1%
e Australia/NZ 6 1%

Qualifications at first registration

* Dual Degree 481 (50% of total)
* BDS First 347 (36%)
* MBBS First 134 (14%)
* Dentists 294 (30%)
* Doctors 89 (9%)
* First degree students
* dental 53 (5%)
* medical 53 (5%)

14/03/2017





Specialty Trainees and RYI website

* Of 111 STs appointed since 2008,
101 used the site.

Number of times each higher trainee
used RYI

Number
of
trainees

1 2 3 4 5 6
Number of registrations

Highlights

* Feedback from users 97% positive

* Several overseas trainees guided through process
to enter OMFS in UK

* Distribution of two formal national reviews of
OMEFS training to trainees.

* Error in UK core surgery national recruitment
recognised and addressed

* Low cost, high value resource for specialty
* Year on year increase in numbers

14/03/2017
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Interim report — Junior Trainee Programme

P Magennis

Introduction

The second phase of the JTP has been running since August 2014.

Summary of Members

Region Number

East Midland
East of England
London - North
London - South
Mersey

N Wales

North East
North West
Northern
Oxford
Scotland

South West
Trent

Wales

West Mid
Yorkshire
Grand Total

PN R PN B PPN OREREWYN OB~

w
(-]

Current Positions Held By JTP Members

4 dual degree, 4 medicine first, 31 dentistry first.

Current Position Number

A&E SHO

DCT

Dental Student (medicine first)
FY1

FY2

Junior Clinical Fellow

Med Student (dentistry first)
Registrar OMFS

SHO OMFS

Trust Doctor

CcT

DF

Grand Total

NN O NP W, 000 -

w
(-}
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Report of BAOMS Junior Trainee Programme 2016.pdf
Report of BAOMS Junior Trainee Programme Second Pilot 2013-2016

Patrick Magennis

Summary

The Junior Trainee Programme is a mentoring and supervision scheme aimed at all grades prior to entry into
ST. The concept is to provide a layer of OMFES support for trainees running parallel to whatever they are
doing, from first degree to ST. So a trainee in whom the potential to be in OMFES is recognised enough to
convince an OMFS TPD can find out if they can develop this.

First Pilot - OMFS Junior Mentoring Scheme 2011-2013

In 2011, a proposal for the first pilot of a ‘OMFS Junior Trainee Mentoring Scheme’ was presented to Severn
Deanery who supported it with £5000 which was not fully used and the surplus transferred to BAOMS.

Members were recruited from the Junior Trainee Group of BAOMS. TPDs were asked to suggest an
educational supervisor for each trainee. This first pilot ran for 24 months and involved 20 trainees of various
grades. One of these pilot trainees left the programme after successfully being appointed to ST but deciding
not to continue in OMFS. For this trainee, the JTP helped make the decision that OMFS was not for them. In
March 2013 in a teleconference involving all the members of the pilot was universally supportive. Three
trainees involved who were in a position to apply for ST posts were all successful. The trainees felt that ISCP
records were essential, to give more structure and contemporaneous records to the scheme. This would mean a
cost of £200 per trainee per year so a formal application was made to the Endowments.

Second Pilot BAOMS JTP March 2013 - date

In March 2013 I presented a proposal to BAOMS Council to fund 100 places for a new Junior Trainee
Programme. This was supported for 2 years.

The format of this scheme was that applicants would seek support of a TPD who would sign a form and
allocate an Educational Supervisor. For all trainees except those in CT, they would be supported by BAOMS
to sign up for ISCP. CT trainees who are JTP members have to record their support on paper, as they must use
the ISCP for their CT training.

A total of 64 trainees have been members of the JTP. Of these 64, 9 have successfully moved onto ST posts, 3
were unsuccessful in their first recruitment round (ST1 and ST3) and 2 have left the programme.

Cost to BAOMS

Initial budget was for 100 x £200 per year to cover the cost of ISCP registration. The numbers were smaller
than planned and CT trainees run JTP on paper, so the total cost to BAOMS was £7,724.00. ISCP registration
has increased in price to £250 so the cost per member will increase.

Moving to an official programme

Currently only 64 of the 100 places were used. I was reluctant to drive the scheme harder towards the end of
the pilot for fear of running out of places. Eventually I estimate 250 places would be needed to map JTP to ST
places. This is estimated by approx 10 years of JTP OMES (2 years pre-second degree, 4 years second degree,
4 years post second degree). If 10 years and 25 places per year, 250 places would be needed to match ST
posts. This number would reduce with increasing run-through posts. Funding ISCP for those in CT is not
needed (as it is a requirement of their post).

If the pilot is viewed to be successful, I would ask for BAOMS to fund a full expansion of the scheme — this
could cost up to £60,000 per annum from the £20,000 budget of the pilot. We have asked JCST to waive the
ISCP fees for our second degree students. This would significantly reduce the cost of the JTP to BAOMS.





SWOT Analysis - Junior Trainee Programme in OMFS

Strengths
Give focus to trainees and trainers, particularly in the key step of supporting second degree applications.

Documents experience whilst working during second degree, allowing this to contribute to indicative numbers
(as per GMC guidelines).

Supports trainees in their preparation for entry into ST — which is often not from an OMFS post.
UK wide resource — supports talent where it is.
Mentioned in person specifications of ST1 and ST3 posts.

Relatively low cost per trainees (no cost to BAOMS for trainees in CT)

Weaknesses

Profile — not all trainees, trainers or TPD are yet fully aware of the process.
It is more work for already busy surgeons and trainers.

Uneven take up across the UK.

Less robust process than ST posts at present.

Lack of understanding — some Assigned Supervisors and TPDs are less rigorous in both their support, and
their recognition of weakness (this is a problem common to all training programmes).

Cost — unless JCST offer discount for second degree students, running full programme could cost £60,000.

Opportunities

This ‘proof of process’ fits perfectly with the concept, recommended in the PMETB review, of higher training
for OMFS starting at second degree.

If we are going to appoint to Run-Through-Max, selection would be much stronger if it was using the JTP,
rather than on a one or two day selection process. Trial by surgery and by working in addition to whatever
selection process is used.

With ‘Run-Through-Max’ the costs would move from BAOMS to Training Authorities or other organisations
running this process.

Supporting our best trainees and keeping them in the specialty will improve both quality and numbers.

Giving trainees the opportunity to decide that OMFS is not the career for them is also valuable.

Threats
Loss of funding from BAOMS before the funding is adopted by Training Authorities.
Cost of ISCP increases.

TPDs and AESs overwhelmed by the additional work required to supervise all levels of trainees in their area
(especially in areas with opportunities to provide second degree studies).





Some statistics about the OMFS JTP

Posts on Entry and Degree Status

Post BDS MB | Dual Total
A&E SHO 1 1
CT 2 3
DCT 11 3 15
DCT1 3 3
DCT2 2 2
Dental Student 6 6
DF 2 2
FY1 3 3
FY2 2 3 5
Glasgow Clinical Fellow 1 1
Locum Staff Grade 1 1
Med Student 12 12
OMEFS Locum Reg 1 2 2
Trust Doctor 3 4
Clinical Teaching Fellow 1 1
Grand Total 36 13 | 15 57

Location on Joining and degree status

Region BDS | MB | Dual | Total
East Midland 4 1 2 7
HENW 1 1
Ireland 1 1
London - North | 4 2 1 7
London - South 2 4 1 7
Mersey 4 3 6
N Wales 1 1
North West 3 1 4
Northern 6 1 2 9
Oxford 1 1
Scotland 2 2 1 5
South West 2 1 1 4
Trent 1 1
Wales 2 3 5
West Mid 2 2
Yorkshire 2 1 2 2
Grand Total 36 | 13 15 64






Numbers joining per year

Year of Joining Count
2014 32
2015 26
2016 6
Total 64

Changes in Status During JTP

Change in status Number
Successfully entered ST posts 9
Unsuccessful so far in ST1/ST3 applications 3
Left (family reasons) 1
Left (not sure about OMFS) 1
Entered second degree - Medicine 9
Entered second degree — Dentistry 4
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Introduction to JTP

What is the JTP?

The JTP is a layer of supervision aimed at trainees who are aiming for a career in OMFS. It is designed to run
parallel to the trainee’s current programme. This could be in their first degree (medicine or dentistry), during
their second degree (medicine or dentistry) or any other training or research post.

JTP provides robust mentorship / advice to encourage those with potential to become OMFS consultants, and
discourage those who fail to progress.

JTP uses ISCP to create an e-Portfolio of experience and training which will smooth progress in training.

Membership of the programme will follow the trainee through training from first degree to ST, provided they
are successful at meeting their educational targets at each annual review.

After each annual review, a form signed by their AES and TPD must be returned to BAOMS. If no form is
received, membership of the JTP will be terminated.
Can anyone join the JTP?

Almost. They have to be pre-higher training in OMFES, and have the support of an OMFS training programme
director (TPD) and be assigned an educational supervisor. So a first degree dental or medical student could, in
theory, join the JTP (if they can convince an OMFS TPD of their commitment and potential).

Does the JTP come with a salary?

JTP OMES is NOT a salaried post. It may run in parallel with other salaried posts.

What is the ISCP and how is it used by the JTP?

The Intercollegiate Surgical Curriculum Programme is a web-based educational tool. It is found at
www.iscp.ac.uk . It is used to run higher training in surgery.

JTP uses ISCP to create an e-Portfolio of experience and training which will smooth progress in training.

How does a trainee gain entry to the JTP OMFS

Entry to the programme is gained by having a Oral & Maxillofacial Surgery (OMFS) Training Programme
Director (TPD) assess the trainee as someone with both the potential and the drive to achieve a higher training
post in OMFS. The TPD may do this by asking trainers of the trainee, or by assessment of their
CV/Portfolio/Logbook, or even in an interview process. Once the TPD is satisfied that the trainee should be
part of the JTP, they complete the application form with the Assigned Educational Supervisor whom they
have allocated to the JTP member, and return the form to BAOMS.

How does a trainee remain within the JTP OMFS?

A new form must be returned to BAOMS in July of each year. This means that, each year, the JTP member
must ask their TPD and AES to sign and date the form. If either does not feel that the trainee has achieved the
learning agreement, they may refuse to sign the form and the trainee will leave the scheme.

Can a trainee be a JTP member and a higher trainee in OMFS?

No. When a trainee is successfully appointed to a higher training post in OMFS, then they will automatically
leave the scheme.





What are the core benefits of being a member of the JTP OMFS?

The core benefits are twofold. Firstly directed supervision provided by their AES and secondly a refund of the
annual fees needed to use the Intercollegiate Surgical Curriculum Project (ISCP). There are many other
potential benefits which are listed at the end of this document.

How does a JTP member gain a refund of their ISCP annual subscription?

The annual subscription for the ISCP will be refunded to the trainee on submission of the receipt for payment
from the JCST to the BAOMS office.

How does a JTP member get study leave expenses?

If they are in a post which does not come with study leave, or if they are in full time second degree training,
they should first speak to their AES about the planned course/event. If their AES support the proposal, they
can contact the National TPD who may allocate funds, subject to funds being available.

Assigned Educational Supervisor

What is the role of an AES in the JTP?

Once the TPD has allocated you a JTP member, you should treat them like an ST in OMFS. Meeting them,
setting an educational agreement for the next year on ISCP, having an interim meeting at 6 months, and a final
meeting at 10 months. It is the outcome of this final meeting of the year which will allow you to advise the
TPD if they should be retained within the JTP i.e. signed up for another year.

What should the AES put in the Learning Agreement?

This is the ‘how long is a piece of string’ question! You should put something which is achievable in their
current post/studies for the next 12 months. It should be in addition to their current post and directed to make
them an excellent applicant when they finally come to apply for higher training in OMFS.

There are some draft Learning Agreements Available from the National JTP TPD currently Patrick Magennis.

Indicative Numbers

One of the key parts will be to maintain OMFS experience in their logbook. For a singly qualified doctor or
dentist, this may involve them making time to attend OMEFS theatres and at first watch, but later do, OMFS
operating. Setting realistic, but challenging numerical objectives will be a key part of any learning agreement.

Planning for the next step - Surgically Themed Foundation / National Recruitment to Core
Training

For a final year student in medicine studying for a 3 year course, it might just be to apply for a surgically
themed foundation programme (with the support of the GMC letter outlining this principle that OMFS trainees
should have surgically themed foundation if at all possible.

A dual degree Foundation Trainee must be given a learning agreement which will prepare them for the
toughest step in OMFS training (after gaining a place to study for the second degree), that of applying for a
Core Training post in surgery. CT posts have been significantly reduced in number, and posts which contain
the best training for OMFS trainees are usually appointed on the based of scoring during the national
recruitment round. Research, audit, teaching, and a strong logbook are all important parts of the person
specification at CT.





Audit, Research and Workplaced Based Assessments (WBAs)

A new Dental Core Trainee might be given the objectives to pass their MFDS, present at a regional audit,
write a short paper, and complete 10 OMFS themed DOPS or PBAs (to encourage trial by surgery) perhaps by
joining the OMFS emergency team at weekends when they are not usually on-call.

What should an AES do with a JTP during their Core Surgical Training (CT)?

Because CT is run through the ISCP, and it is not possible to have two training accounts on ISCP, for JTP
members during ISCP, the process must be paper based. The principles remain the same.

FAQs for OMFS Training Programme Director

What is the role of an OMFS TPD in the JTP?

The TPD is the most important person in the JTP. They decide who should join. They allocate the AES. And,
each year, they decide if the JTP should be signed up for another year or not. If they are not signed up, they
leave the programme.

Why does the application form need my signature?

It is so that the applicant has to meet you in the flesh and you can see ‘the cut of their jib’.

How should I decide who to sign up?
It is up to you. You want to pick people with the potential to go all the way in OMFS.

Some TPDs have asked current trainers to submit a supporting reference. Others have interviewed the
candidates with their CV/portfolio/logbook. One has taken the applications and discussed them with their
training committee.

How should I decide if I should sign up the JTP member for another year?

The AES summary of how the trainee has managed against their learning agreement is a key piece of
evidence. You may wish to add to this with comments from other trainers who have worked with the trainee
during the year. A good place to do this would be during the pre-ARCP meeting (if you have one), when you
review your ST trainees.





Documents associated with JTP

Application form

Application Form 2015-2016 BA.) ‘P\A S

For Junior Trainee Programme
(JTP OMFS) British Associztion of Oral
Supported By BAOMS and kaxillofacial Surgeons

Signatures from vour ‘local’ OMES TPD and AES are essemnal. Form should be returned to BAOMS office.
Faoval Collegs of Surgecns of England, 35/43 Lincoln's Iun Frelds, London. WEC2A 3PE.
Fax mumber: +44(0) 207 430 0007 Email: officejabaoms.org.uk

Applicant Details

Frst Mame s Lastmsms ...
e-mail e

GMCommober GO Mumber ...

Cmrment Post  POSIEGI ...

OMFS Training Programme covering the area where you are working or will be working or studying
from August — July 2015 (details of OMFS training programmes are available from SAC OMFS).

Programume

By signing this form the OMFS Training Programme Director confirms

1) Support for the new application or approval of an annual renewal of member:hip of the JTP OMFS
1)  They have assigned an AES and will organise an anoual review of OMFES related training activify.

OMES Training Programme Director
B B L

B-IMEIl e e

Assigned Educational Supervisor for 12 months August 2015 - July 20146

Responsible for setting Learning Objectives and Learning Agreement and monitoring ISCF/eLogbook to allow the TPD to
malze an informed decizion to support (or net) renewal of memberzhip of the JTP

Frrst Mame Lastmams .. . ...
a-midil
GMCmmober . GDC Wumber ..





Outline Information for Applicants

Junior Trainee Programme in Oral and Maxillofacial Surgery
(JTP OMFS)

Providing a layer of OMFS supervision and training parallel to existing posts and studies.
Patrick Magennis — SAC OMFS and BAOMS

Outline of JTP OMFS

JTP OMES is a parallel process of OMFES supervision, mentoring and training running alongside existing
posts/degree studies.

JTP OMES is NOT a salaried post. It is an opportunity for robust mentorship / advice.

Membership of the programme will follow the trainee through training provided they are successful at
meeting their annual targets.

Members of the JTP (who are not in core surgical training), will have their ISCP/JCST annual subscription
refunded by BAOMS. JTP members in CT must use a paper based system to record their JTP activity as ISCP
will be used for their CT training and cannot be used to manage JTP at the same time.

Although initially based within an OMFS training rotation, membership is not be geographically fixed nor is it
locked at any level of training (dental/medical) e.g. a member of the JTP could go from DF2 to medical
degree, to FY1 to CT following the trainee as they progress.

Duration of Membership

Membership will last 1 year renewable. If the OMFS TPD supports renewal, then the membership will be
renewed. If the OMFS TPD does not support renewal, it will not be renewed.

Person Specification of those entering programme - 3 requirements

Trainee must be pre-ST OMEFES (not in higher training in OMFS) with ambitions to pursue a career in OMFS.
Signature of support on application form from OMFS Training Programme Director

Signature of support on application form from OMFS Assigned Educational Supervisor (AES).

Essential Components of JTP OMFS

Members of the JTP would have an OMFS mentor / advisor (for whole training including FY/DF and CT) in
addition to any supervisor who is part of their current training posts or courses.

Local supervision through OMFS Training Programme Directors within Schools of Surgery.

Annual targets / objectives agreed and recorded with mentor / advisor. Achievements of these targets would
monitor and support progress of OMFS trainees, with the monitoring including the eLogbook and the
Intercollegiate Surgical Curriculum Programme (ISCP).

Maximise OMES training parallel to other posts/second degree (knowledge, skills, judgement and
professionalism).

Support and funding for reasonable study leave expenses provided through BAOMS.

When training posts or second degrees take them away from their current JTP OMFS location, then the trainee
(with advice from their JTP OMFS mentor) could either maintain existing links or, if more appropriate, elect
to move their membership to the new location with a new mentor in that area.

Desirable Components of Programme

Honorary OMEFS appointment if not already working in OMFS.





Support for application to medical/dental school

Support for application for NHS Bursaries.

Attendance at OMFS audit and training days.

Support applying for study leave during DF/FY/CT posts

Registration with Intercollegiate Surgical Curriculum Programme (currently pending)
If working in Dental Foundation Posts or Medical Foundation/Core Training (single degree).
Optimise surgical experience and exposure to OMFS.

Support applying for study leave.

If studying for second degree

Regular paid work in OMFS departments.

Periods of elective study.

Out of hours experience and training

Post-second degree

Support applying for study leave during DF/FY/CT posts

Support when applying for DF/FY/CT rotations so that they have best chance of rotations that will enhance
their potential to progress in OMFS.

National Oversight of Programme
JTP OMES is managed by a National Junior Trainee Programme Director (currently Patrick Magennis).

Supervision using Intercollegiate Surgical Curriculum Programme (ISCP).

Recruitment

Applications to join the JTP OMFS will be invited using NHS Jobs or by invitation by OMES trainers or
TPDs.

Forms are available on the BAOMS website (members section)

Completed application forms are sent to office @baoms.org.uk





Frequently Asked Questions
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FAQs for JTP Applicants

What happens when I move to second degree studies or to another post?

Membership of the programme will follow the trainee through training from first degree to ST, provided they
are successful at meeting their educational targets at each annual review. After each annual review, a form
signed by their AES and TPD must be returned to BAOMS. If no form is received, membership of the JTP
will be terminated.

Membership is not be geographically fixed even during each year. If a member moves between August and
August, they should have a new form completed in their new location by their Training Programme Director
(TPD) and Assigned Educational Supervisor (AES).

What happens when I get a new job?

Membership is not locked at any level of training (dental/medical) e.g. a member of the JTP could go from
DF2 to medical degree, to FY1 to CT following the trainee as they progress. If they meet their education
objectives each year, and have their renewal form signed, they continue in the programme.

What are the additional desirable components of a JTP

For those in second degree studies

Honorary OMEFES appointment for second degree students. Obtaining an appointment in your local unit is
important to your pension and to maintaining your salary when you return to working. For further details,
contact the Junior Trainees Group BAOMS.

Regular paid work in OMFS departments.

Periods of elective study.

Out of hours experience and training

Support for application for NHS Bursaries.

Attendance at OMFS audit and training days.

Support when applying for DF/FY/CT rotations so that they have best chance of rotations that will enhance
their potential to progress in OMFS.

If working in Dental Foundation Posts or Medical Foundation/Core Training (single
degree).

Optimise surgical experience and exposure to OMFS.

Support for application to medical/dental school. Shortened dental and medical courses are very precious
resources. You can use the opportunities provided by being a member of the JTP to assemble and build
support for your second degree application.

Support applying for study leave during DF/FY/CT posts





Global Obectives JTP - Singly qualified trainee - dentist - (including DCT)

Overview of JTP

Primary Responsibility — your existing post

As a dentist who is a member of the Junior Trainee Programme in OMFS, you should start by understanding
that this is a training scheme which runs parallel to your current post. Your first responsibility is to fulfil all
the requirements e.g. of your DCT programme. You should therefore understand the educational objectives,
workplace based assessments and portfolio records required for your current post e.g. DCT and complete
these fully. Indeed you should aim to do this better than your colleagues.

JTP OMFS - Summary

As a singly (dentally) qualified clinician committed to a career in OMFES, your main objectives as a member
of the JTP are to acquire sufficient experience and training to:

1. Confirm to yourself that you both want and are suited for a career in OMFS

2. Confirm to your trainers including your local OMFS Training Programme Director (TPD) that you
have the potential to acquire the knowledge, understanding and skills to become an OMFS surgeon.
This will require you to gain exposure to hands-on surgery

3. Acquire the requirements to apply successfully for a medical degree course

4. The tools you should use to document this are the ISCP and eL.ogbook

Your progress will be assessed every 12 months in the July of each year. This may be part of the OMFS
Annual Review of Competence Progress (ARCP) of OMFS ST trainees.

GDC requirements

As with any UK dentist you must maintain your CPD to comply with your regulator the General Dental
Council.

AES Meetings

You must complete your initial AES meeting within 4 weeks of starting in the JTP and the interim, and final
reviews in a timely fashion before the end of each year. Specifically - all appropriate sign-offs must be
complete before your ARCP.

JTP Objectives
Curriculum

You should review the relevant current Oral and Maxillofacial Surgery Curriculum as set out on the ISCP
website to understand the scope and content of your Training.

Surgical Experience

Show an energetic and organised approach in exploiting all available Training Opportunities, being flexible,
and attending to all clinical exposure on offer, even routine casemix treatments. In general you will have a
personal timetable which you should adhere to except by agreement.

In many posts, it may be difficult to obtain hands-on experience within the normal working day. Be flexible
and aim to gain experience where you can.

As well as gaining ‘surgical experience’ and recording it in your eLogbook, you should try to have this
experience documented using Procedure Based Assessments (PBAs) or Directly Observation of Procedural
Skills (DOPS).





You should aim to acquire experience in:
Dento-alveolar surgery including surgical removal of wisdom teeth

Trauma surgery: including application of wires, insertion of bone plates, repair of mandibles, repair of
cheekbone fractures. You should aim to complete at least one of each of these, but ideally 5-10.

Skin surgery: repair of lacerations, excision of skin lesions and closure of the wound, more complex skin
lesions.

OMES knowledge and understanding across the full range of the specialty recorded by Case Based
Discussions (CBDs) and Clinical Evaluation Exercise (CEX).

Surgical experience across the full range of the specialty.

Global Objectives for JTP prior to entering ST OMFS
The three most challenging steps in training in OMFS are:

1. Successful application to second degree studies in medicine
2. Entry into Core Surgical Training
3. Entry into Surgical Training (ST post) in OMFS

You should aim to understand the ‘person specifications’ for each of these key steps, what is the minimum
required, and what are desirable specifications. Aim to have all the minimum requirements and as many of the
desirable specifications as possible.

Applying for a second degree - Prior to applying for and entering your second degree studies, you should
have experienced all the subspecialty practices of Oral and Maxillofacial Surgery and should be confident that
a career in OMFS is your objective.

During your second degree studies - Aim to maintain strong links to the specialty to develop your
knowledge skills and understanding.

After completing your medical studies - you should aim to acquire your Foundation requirements ASAP,
and also pass part or all of the Membership of the Royal College of Surgeons (MRCS) exam.

You MUST review the CURRENT person specifications for CT, ST1 and ST3 posts. Person specs may
change and if you are not aware of the current contents, you could be caught out.

ISCP and WBAs

You are required, each year, to have demonstrated/shown evidence showing completion of specialty specific
JTP competences as defined in your learning agreement set up with your AES.

Your AES should set targets which are achievable in your current post.

For members of the JTP ISCP is the source of information on which your annual review of your JTP which
may be a formal Annual Review of Competence Progression (ARCP) is based. ISCP is a formative process
and the WBAs you undertake are designed to show your progress in acquiring competences, evaluated at your
Annual Review of Competency Progression (ARCP). Assessment of progress is substantially based on
structured supervisor’s reports informed by formative assessments. You should have sufficient WBAs
showing sufficient progression for your level of Training across the broad spectrum of practice. An
inadequate number, or failure to obtain sign off of all parts of your learning agreement will result in your
being asked to leave the JTP.. You should be familiar with the “Gold Guide” and understand the principles of
outcomes 1 to 6.





ISCP Objectives at ST Level

At ST level the targets are at least 10 CBDs (and 10 CEX5s) per year, in addition to at least one Audit and one
Teaching WBA. A minimum of 40 WBA are expected per year (80 within all three regions covered by Health
Education London, and Health Education Kent, Surrey and Sussex; these are local arrangements only). WBAs
should show progression and consistency and should be done contemporaneously, demonstrating reflective
practice. They should be validated by a consultant - or by a person approved by a consultant. Aim to complete
a full spread of the assessment tools —as outlined in your LAs which should reflect your specific learning
needs - the temptation to concentrate solely on “surgical” ie operating assessments is strong and should be
avoided. The aim of Training is to produce a fully rounded Consultant.

This level of documentation may not be practical at all levels of JTP (for example during the final year second
degree studies) but should be kept as an objective.

You must have completed a Multi-Source Feedback (MSF) and have it signed off by your AES prior to your
ARCP. You are expected to attend at least 70% of the regional teaching sessions or provide valid reasons for
any absence.

You are required to complete 1 Audit / Quality Improvement project per year as principal investigator, to be
presented, along with ISCP upload including supervisors’ evaluation and outcomes / your reflection. It is
expected that you would have been involved in supporting other audit work including at higher levels.

Work with AES on core IT skills for surgeons.

e-Logbook

The eLogbook is the approved surgical logbook for specialty training in OMFS. Your logbook should be up
to date and practical activities to demonstrate your professional skills should be performed regularly. NB: new
trainees must use eL.ogbook and ensure that this logbook is accessible to your ISCP account. Your should
ensure that these records are verified by your consultant contemporaneously or at worst on a fortnightly basis.
Non-verified records will be void.

Changes of Circumstances

Although the JTP runs parallel to your other training please remember to both record on ISCP and advise your
AES of any changes in your training circumstances (eg maternity leave, long term sickness > 2 weeks).

You should have a regard for the effects on clinical commitments and activity of sudden or unannounced
changes in your availability. Even though your presence at a clinical session may be considered
supernumerary, good time management and cooperation with administrative staff is an essential attribute in a
surgeon.

Important: In addition to the annual requirements:

Key IT Skills — to work efficiently in training, you should consider acquiring key skills in IT including
typing/voice dictation, use of word-processor, use of spreadsheet/statistical packages, use of databases, and
use of presentation software. Most doctors and dentists learn by doing and their IT skills are a collection of
bad habits and work-arounds. Time and effort spent learning the basics is never wasted.

Postgraduate Dental Exams - Consider passing the MFDS exam and the FFD RCSI (Oral Surgery Oral
Medicine) — holding the MFDS is a requirement for some OMFS medical school degree places.

Publications — as an ST trainee you will be expected to complete 5 pieces of evidence from the following:
first author publications, presentations at national or international meetings, extensive literature review and





presentation at local meetings/regional teaching. Publications are in the desirable part of almost all person
specifications and are required for some OMFS medical school places.

ATLS - not all ATLS training programmes accept dentists, but completing ATLS is possible and will be
useful during your training. Having a valid current ATLS provider certificate is required for entry to Core
Surgical Training, ST OMFS and the awarding of a CCT in OMFS.

Management skills and team working - evidence of management skills and team-working eg running rotas,
committee work, writing protocols. These roles should be able to demonstrate feedback received for these
roles.

Courses — attending relevant courses will enhance your portfolio.

Portfolio - an up-to-date portfolio is essential at each of the key steps in OMFS training. It should be
maintained on ISCP, but during the application process a physical portfolio is also useful. This should be neat,
structured and well indexed (around the person specifications of the post), contemporaneous and
comprehensive.

GDC registration - it is strongly recommended that you retain your GDC registration at least until the award
of a CCT and appointment into a consultant post. Please note that holding a full and current registration or
‘registerable’ status with the GDC is mandatory for the award of CCT.

Problems - should you have cause to make comment or concerns about the JTP please contact the national
training director Patrick Magennis.





Global Objectives JTP - Dually qualified trainee

Overview of JTP

Primary Responsibility — your existing post

As a doctor who is a member of the Junior Trainee Programme in OMFS, you should start by understanding
that this is a training scheme which runs parallel to your current post. Your first responsibility is to fulfil all
the requirements e.g. of your current post. You should therefore understand the educational objectives,
workplace based assessments and portfolio records required for your current post and complete these fully.
Indeed you should aim to do this better than your colleagues.

Primary Responsibility — GMC revalidation if required.

THIS IS VERY IMPORTANT and it is every doctor’s responsibility to ensure they can revalidate, NOT
SOMEONE ELSE’S JOB. You may have to organise this if you are in a ‘dental’ job.

Maintain licence to practice with the GMC and prepare appropriately for revalidation if you are at that stage of
your cycle. Members of the JTP should be able to join ARCPs with OMFS STs within the School of Surgery
under the LETB. For you to be able to complete a form R you will need to have all the documentation
required for revalidation posted on ISCP. I have not listed revalidation requirements in this document. They
are available from the GMC website — make sure you are aware of this.

JTP OMFS - Summary

As a dually qualified clinician committed to a career in OMFS, your main objectives as a member of the JTP
are to acquire sufficient experience and training to:

5. Confirm to yourself that you both want and are suited for a career in OMFS

6. Confirm to your trainers including your local OMFS Training Programme Director (TPD) that you
have the potential to acquire the knowledge, understanding and skills to become an OMFS surgeon.
This will require you to gain exposure to hands-on surgery

7. Acquire the requirements for your next step in training

8. The tools you should use to document this are the ISCP and eLogbook

Your progress will be assessed every 12 months in the July of each year. This may be part of the OMFS
Annual Review of Competence Progress (ARCP) of OMFS ST trainees.

GMC requirements

As with any UK doctor, you must comply with the necessary processes for Appraisal , Revalidation and
maintain the specified competencies outlined in the key guidance published by the GMC on being a sound and
safe medical practitioner. This can be challenging during your second degree dental studies. It is usually
easiest if you link in with somewhere you undertake regular work and use their appraisal system.

GDC requirements

As with any UK dentist you must maintain your CPD to comply with your regulator the General Dental
Council.





AES Meetings

You must complete your initial AES meeting within 4 weeks of starting in the JTP and the interim, and final
reviews in a timely fashion before the end of each year. Specifically - all appropriate sign-offs must be
complete before your ARCP.

JTP Objectives
Curriculum

You should review the relevant current Oral and Maxillofacial Surgery Curriculum as set out on the ISCP
website to understand the scope and content of your Training.

Surgical Experience

Show an energetic and organised approach in exploiting all available Training Opportunities, being flexible,
and attending to all clinical exposure on offer, even routine casemix treatments. In general you will have a
personal timetable which you should adhere to except by agreement.

If you are working in a non-OMFS post, it may be difficult to obtain hands-on experience within the your
normal working day. Be flexible and aim to gain experience where you can.

As well as gaining ‘surgical experience’ and recording it in your eLogbook, you should try to have this
experience documented using Procedure Based Assessments (PBAs) or Directly Observation of Procedural
Skills (DOPS).

You should aim to acquire experience in:
Dento-alveolar surgery including surgical removal of wisdom teeth

Trauma surgery: including application of wires, insertion of bone plates, repair of mandibles, repair of
cheekbone fractures. You should aim to complete at least one of each of these, but ideally 5-10.

Skin surgery: repair of lacerations, excision of skin lesions and closure of the wound, more complex skin
lesions.

OMES knowledge and understanding across the full range of the specialty recorded by Case Based
Discussions (CBDs) and Clinical Evaluation Exercise (CEX).

Surgical experience across the full range of the specialty.

Global Objectives for JTP prior to entering ST OMFS
The three most challenging steps in training in OMFS are:

4. Entry into Core Surgical Training (if you are not already in a CT post)
5. Entry into Surgical Training (ST post) in OMFS which includes ST1 and ST3 posts.

You should aim to understand the ‘person specifications’ for each of these key steps, what is the minimum
required, and what are desirable specifications. Aim to have all the minimum requirements and as many of the
desirable specifications as possible.

You MUST review the CURRENT person specifications for Dental Foundation, DCT, CT, ST1 and ST3
posts. Person specs may change and if you are not aware of the current contents, you could be caught out.

ISCP and WBA s for Core Surgical Trainees

For members of the JTP in CT, you cannot use the ISCP to record your JTP activity (because you are using it
for your CT and it cannot be used for two training programme simultaneously). You must record the all same





components of training, but using a paper/PDF based portfolio. We realise this is not ideal, but there is
presently no alternative.

ISCP and WBAs for dually qualified non-CT medical trainees

You are required, each year, to have demonstrated/shown evidence showing completion of specialty specific
JTP competences as defined in your learning agreement set up with your AES.

Your AES should set targets which are achievable in your current post.

Except for those in CT, for JTPs the ISCP is the source of information on which your annual review of your
JTP which may be a formal Annual Review of Competence Progression (ARCP) is based. ISCP is a formative
process and the WBAs you undertake are designed to show your progress in acquiring competences, evaluated
at your Annual Review of Competency Progression (ARCP). Assessment of progress is substantially based on
structured supervisor’s reports informed by formative assessments. You should have sufficient WBAs
showing sufficient progression for your level of Training across the broad spectrum of practice. An
inadequate number, or failure to obtain sign off of all parts of your learning agreement will result in your
being asked to leave the JTP.. You should be familiar with the “Gold Guide” and understand the principles of
outcomes 1 to 6.

At ST level the targets are at least 10 CBDs (and 10 CEX5s) per year, in addition to at least one Audit and one
Teaching WBA. A minimum of 40 WBA are expected per year (80 within all three regions covered by Health
Education London, and Health Education Kent, Surrey and Sussex; these are local arrangements only). WBAs
should show progression and consistency and should be done contemporaneously, demonstrating reflective
practice. They should be validated by a consultant - or by a person approved by a consultant. Aim to complete
a full spread of the assessment tools —as outlined in your LAs which should reflect your specific learning
needs - the temptation to concentrate solely on “surgical” ie operating assessments is strong and should be
avoided. The aim of Training is to produce a fully rounded Consultant.

This level of documentation may not be practical at all levels of JTP (for example during the final year second
degree studies) but should be kept as an objective.

You must have completed a Multi-Source Feedback (MSF) and have it signed off by your AES prior to your
ARCP. You are expected to attend at least 70% of the regional teaching sessions or provide valid reasons for
any absence.

You are required to complete 1 Audit / Quality Improvement project per year as principal investigator, to be
presented, along with ISCP upload including supervisors’ evaluation and outcomes / your reflection. It is
expected that you would have been involved in supporting other audit work including at higher levels.

Work with AES on core IT skills for surgeons.

e-Logbook

The eLogbook is the approved surgical logbook for specialty training in OMFS. Your logbook should be up
to date and practical activities to demonstrate your professional skills should be performed regularly. NB: new
trainees must use eL.ogbook and ensure that this logbook is accessible to your ISCP account. Your should
ensure that these records are verified by your consultant contemporaneously or at worst on a fortnightly basis.
Non-verified records will be void.

For those in Core Surgical Training, you will have a similar problem to the ISCP in that you may wish to
record more than one surgical specialty (e.g. OMFS and General Surgery). This will involve some chopping
and changing, but it is better to record in the eLogbook than use a paper system.





Changes of Circumstances

Although the JTP runs parallel to your other training please remember to both record on ISCP and advise your
AES of any changes in your training circumstances (eg maternity leave, long term sickness > 2 weeks).

You should have a regard for the effects on clinical commitments and activity of sudden or unannounced
changes in your availability. Even though your presence at a clinical session may be considered
supernumerary, good time management and cooperation with administrative staff is an essential attribute in a
surgeon.

Important: In addition to the annual requirements:

Key IT SKkills — to work efficiently in training, you should consider acquiring key skills in IT including
typing/voice dictation, use of word-processor, use of spreadsheet/statistical packages, use of databases, and
use of presentation software. Most doctors and dentists learn by doing and their IT skills are a collection of
bad habits and work-arounds. Time and effort spent learning the basics is never wasted.

Postgraduate Dental Exams - Consider passing the MFDS exam and the FFD RCSI (Oral Surgery Oral
Medicine). These are not requirements for entry into ST training posts but will improve your portfolio score.

Publications — as an ST trainee you will be expected to complete 5 pieces of evidence from the following:
first author publications, presentations at national or international meetings, extensive literature review and
presentation at local meetings/regional teaching. Publications are in the desirable part of almost all person
specifications and are required for some OMFS medical school places.

ATLS - not all ATLS training programmes accept dentists, but completing ATLS is possible and will be
useful during your training. Having a valid current ATLS provider certificate is required for entry to Core
Surgical Training, ST OMFS and the awarding of a CCT in OMFS.

Management skills and team working - evidence of management skills and team-working eg running rotas,
committee work, writing protocols. These roles should be able to demonstrate feedback received for these
roles.

Courses — attending relevant courses will enhance your portfolio.

Portfolio - an up-to-date portfolio is essential at each of the key steps in OMFS training. It should be
maintained on ISCP, but during the application process a physical portfolio is also useful. This should be neat,
structured and well indexed (around the person specifications of the post), contemporaneous and
comprehensive.

GDC registration - it is strongly recommended that you retain your GDC registration at least until the award
of a CCT and appointment into a consultant post. Please note that holding a full and current registration or
‘registerable’ status with the GDC is mandatory for the award of CCT.

Problems - should you have cause to make comment or concerns about the JTP please contact the national
training director Patrick Magennis.





JTP - Singly Medically qualified trainee.

Overview of JTP

Primary Responsibility — your existing post

As a dentist who is a member of the Junior Trainee Programme in OMFS, you should start by understanding
that this is a training scheme which runs parallel to your current post. Your first responsibility is to fulfil all
the requirements e.g. of your Foundation or Core Training programme. You should therefore understand the
educational objectives, workplace based assessments and portfolio records required for your current post.
Indeed you should aim to do this better than your colleagues.

Primary Responsibility — revalidation if required.

THIS IS VERY IMPORTANT and it is every doctor’s responsibility to ensure they can revalidate, NOT
SOMEONE ELSE’S JOB. You may have to organise this if you are in a ‘dental’ job.

Maintain licence to practice with the GMC and prepare appropriately for revalidation if you are at that stage of
your cycle. Members of the JTP should be able to join ARCPs with OMFS STs within the School of Surgery
under the LETB. For you to be able to complete a form R you will need to have all the documentation
required for revalidation posted on ISCP. I have not listed revalidation requirements in this document. They
are available from the GMC website — make sure you are aware of this. THIS IS VERY IMPORTANT and it
is every doctor’s responsibility to ensure they can revalidate, NOT SOMEONE ELSES JOB.

JTP OMFS - Summary

As a singly (dentally) qualified clinician committed to a career in OMFS, your main objectives as a member
of the JTP are to acquire sufficient experience and training to:

9. Confirm to yourself that you both want and are suited for a career in OMFS

10. Confirm to your trainers including your local OMFS Training Programme Director (TPD) that you
have the potential to acquire the knowledge, understanding and skills to become an OMFS surgeon.
This will require you to gain exposure to hands-on surgery

11. Acquire the requirements to apply successfully for a medical degree course

12. The tools you should use to document this are the ISCP and eL.ogbook

Your progress will be assessed every 12 months in the July of each year. This may be part of the OMFS
Annual Review of Competence Progress (ARCP) of OMFS ST trainees.

JTP and ISCP whilst in Core Training

For medically qualified trainees in Core Training, you will have to use ISCP to record your CT. For all JTP
activity, you will need to record it using paper.

AES Meetings

You must complete your initial AES meeting within 4 weeks of starting in the JTP and the interim, and final
reviews in a timely fashion before the end of each year. Specifically - all appropriate sign-offs must be
complete before your ARCP.





JTP Objectives

Curriculum

You should review the relevant current Oral and Maxillofacial Surgery Curriculum as set out on the ISCP
website to understand the scope and content of your Training.

Surgical Experience

Show an energetic and organised approach in exploiting all available Training Opportunities, being flexible,
and attending to all clinical exposure on offer, even routine casemix treatments. In general you will have a
personal timetable which you should adhere to except by agreement.

In many posts, it may be difficult to obtain hands-on experience within the normal working day. Be flexible
and aim to gain experience where you can.

Fitting OMFS work into Foundation or Core training will be difficult until you start studying for your dental
qualification.

As well as gaining ‘surgical experience’ and recording it in your eLogbook, you should try to have any OMFS
experience documented using Procedure Based Assessments (PBAs) or Directly Observation of Procedural
Skills (DOPS).

You should aim to acquire experience in:
Dento-alveolar surgery including surgical removal of wisdom teeth

Trauma surgery: including application of wires, insertion of bone plates, repair of mandibles, repair of
cheekbone fractures. You should aim to complete at least one of each of these, but ideally 5-10.

Skin surgery: repair of lacerations, excision of skin lesions and closure of the wound, more complex skin
lesions.

OMES knowledge and understanding across the full range of the specialty recorded by Case Based
Discussions (CBDs) and Clinical Evaluation Exercise (CEX).

Surgical experience across the full range of the specialty.

Global Objectives for JTP prior to entering ST OMFS
The three most challenging steps in training in OMFS are:

6. Successful application to second degree studies
7. Entry into Core Training
8. Entry into Surgical Training (ST post) in OMFS

You should aim to understand the ‘person specifications’ for each of these key steps, what is the minimum
required, and what are desirable specifications. Aim to have all the minimum requirements and as many of the
desirable specifications as possible.

Applying for a second degree - Prior to applying for and entering your second degree studies, you should
have experienced all the subspecialty practices of Oral and Maxillofacial Surgery and should be confident that
a career in OMFS is your objective.

During your second degree studies - Aim to maintain strong links to the specialty to develop your
knowledge skills and understanding.

After completing your dental studies - you should may wish to apply directly for ST1 run-through, or
Dental Core Training rather than entering Dental Foundation Training. You should discuss the options with
your AES.





You MUST review the CURRENT person specifications for Dental Foundation, DCT, CT, ST1 and ST3
posts. Person specs may change and if you are not aware of the current contents, you could be caught out.

ISCP and WBAs

ISCP is the source of information on which your annual review of your JTP which may be a formal Annual
Review of Competence Progression (ARCP) is based. ISCP is a formative process and the WBAs you
undertake are designed to show your progress in acquiring competences, evaluated at your Annual Review of
Competency Progression (ARCP). Assessment of progress is substantially based on structured supervisor’s
reports informed by formative assessments. You should have sufficient WBAs showing sufficient progression
for your level of Training across the broad spectrum of practice. An inadequate number, or failure to obtain
sign off of all parts of your learning agreement will result in your being asked to leave the JTP.. You should
be familiar with the “Gold Guide” and understand the principles of outcomes 1 to 6.

You are required, each year, to have demonstrated/shown evidence showing completion of specialty specific
JTP competences as defined in your learning agreement set up with your AES.

At ST level the targets are at least 10 CBDs (and 10 CEXSs) per year, in addition to at least one Audit and one
Teaching WBA. A minimum of 40 WBA are expected per year (80 within all three regions covered by Health
Education London, and Health Education Kent, Surrey and Sussex; these are local arrangements only). WBAs
should show progression and consistency and should be done contemporaneously, demonstrating reflective
practice. They should be validated by a consultant - or by a person approved by a consultant. Aim to complete
a full spread of the assessment tools —as outlined in your LAs which should reflect your specific learning
needs - the temptation to concentrate solely on “‘surgical” ie operating assessments is strong and should be
avoided. The aim of Training is to produce a fully rounded Consultant.

This level of documentation may not be practical at all levels of JTP (for example during the final year second
degree studies) but should be kept as an objective.

You must have completed a Multi-Source Feedback (MSF) and have it signed off by your AES prior to your
ARCP. You are expected to attend at least 70% of the regional teaching sessions or provide valid reasons for
any absence.

You are required to complete 1 Audit / Quality Improvement project per year as principal investigator, to be
presented, along with ISCP upload including supervisors’ evaluation and outcomes / your reflection. It is
expected that you would have been involved in supporting other audit work including at higher levels.

Work with AES on core IT skills for surgeons.

e-Logbook

The eLogbook is the approved surgical logbook for specialty training in OMFS. Your logbook should be up
to date and practical activities to demonstrate your professional skills should be performed regularly. NB: new
trainees must use eL.ogbook and ensure that this logbook is accessible to your ISCP account. Your should
ensure that these records are verified by your consultant contemporaneously or at worst on a fortnightly basis.
Non-verified records will be void.

Changes of Circumstances

Although the JTP runs parallel to your other training please remember to both record on ISCP and advise your
AES of any changes in your training circumstances (eg maternity leave, long term sickness > 2 weeks).

You should have a regard for the effects on clinical commitments and activity of sudden or unannounced
changes in your availability. Even though your presence at a clinical session may be considered





supernumerary, good time management and cooperation with administrative staff is an essential attribute in a
surgeon.

Important: In addition to the annual requirements:

Key IT Skills — to work efficiently in training, you should consider acquiring key skills in IT including
typing/voice dictation, use of word-processor, use of spreadsheet/statistical packages, use of databases, and
use of presentation software. Most doctors and dentists learn by doing and their IT skills are a collection of
bad habits and work-arounds. Time and effort spent learning the basics is never wasted.

Postgraduate Dental Exams - Consider passing the MFDS exam and the FFD RCSI (Oral Surgery Oral
Medicine) after your have completed your dental training. These are not requirements for entry into ST
training posts but will improve your portfolio score.

Publications — as an ST trainee you will be expected to complete 5 pieces of evidence from the following:
first author publications, presentations at national or international meetings, extensive literature review and
presentation at local meetings/regional teaching. Publications are in the desirable part of almost all person
specifications and are required for some OMFS medical school places.

ATLS - not all ATLS training programmes accept dentists, but completing ATLS is possible and will be
useful during your training. Having a valid current ATLS provider certificate is required for entry to Core
Surgical Training, ST OMFS and the awarding of a CCT in OMFS.

Management skills and team working - evidence of management skills and team-working eg running rotas,
committee work, writing protocols. These roles should be able to demonstrate feedback received for these
roles.

Courses — attending relevant courses will enhance your portfolio.

Portfolio - an up-to-date portfolio is essential at each of the key steps in OMFS training. It should be
maintained on ISCP, but during the application process a physical portfolio is also useful. This should be neat,
structured and well indexed (around the person specifications of the post), contemporaneous and
comprehensive.

GDC registration - it is strongly recommended that you retain your GDC registration at least until the award
of a CCT and appointment into a consultant post. Please note that holding a full and current registration or
‘registerable’ status with the GDC is mandatory for the award of CCT.

Problems - should you have cause to make comment or concerns about the JTP please contact the national
training director Patrick Magennis.
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maxillofacial surgery

Background

1 Our evidence base for oral and maxillofacial surgery (OMFS) includes
data from the following sources:

m the national training survey (NTS)

m quality assurance (QA) visits to deaneries and local education and
training boards (LETBS)

m biannual reports from deaneries and LETBs
m annual reports from the Joint Committee on Surgical Training (JCST).

2 This data is limited because of the small number of doctors in training in
the specialty.

3 Our review took place during 2012 and 2013. We met the lead dean for
the specialty and specialty and college representatives. We visited the
West of Scotland (Glasgow), West Midlands, and Oxford training
programmes and spoke with doctors in training and trainers from these
regions. At each location we met training programme directors and the
deanery or local education and training board (LETB) and NHS Education
Scotland (NES) quality management teams. In addition, we also met with
doctors in training in London, Northampton and the South West.

Summary

4  The team were pleased with what they saw across the training
programme in the UK, and found that the training programme was fit for
purpose. Doctors in training and trainers were committed to the
specialty, and the Lead Dean (at the time of the review) and the
Specialty Advisory Committee (SAC) Chair were enthusiastic and very

1
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committed to developing training and delivering improvements in the
specialty. We found that the SAC responded proactively to concerns
raised about training and achieved positive results.

5 Based on what the team heard when speaking with a range of people
involved in OMFS training in the UK we found the training programmes
that our visits covered to be well managed and delivered. Highly
motivated trainers are working within the specialty and are having a
positive impact. Trainers, doctors in training and leaders in the specialty
recognise that there are challenges (for example in managing isolation
and supporting trainer development) and local issues do arise but
appeared to be effectively managed and monitored. Some variation is
expected by doctors in training but the overall consensus was of access
to high quality clinical training. On the whole we also found that doctors
in training said they were well supervised clinically and educationally.

6 We found that not all trainers had time identified in their job plans for
education and that some trainers needed more support in identifying and
managing doctors in difficulty. We also found that some trainers and
doctors in training needed more support in raising concerns about others’
practice and that some doctors in training needed guidance and
reassurance on how they would be supported if concerns were raised
about their own progress.

7  We found that organisations, including the SAC, GMC, General Dental
Council (GDC) and others should do more work to see if the length of
training for OMFS could be reduced.

8 As part of the review we identified examples of effective practice that we
encourage (see good practice section) and challenges and opportunities
for improvement (see requirements and recommendations section).
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Areas of good practice

We generally note good practice where we have found exceptional or
innovative examples of work or problem-solving related to our standards that
should be shared with others and/or developed further.

Paragraph in Areas of good practice
The Trainee

Doctor

1 1.2,5.1 At the sites visited we found close clinical
supervision of doctors in training in appropriate
procedures from the start of their training
programme. This approach allowed trainers to
become familiar with and assess the capability of
their doctors in training at an early stage
(paragraph 9).

2 5.1 In Oxford and the West Midlands we found that
doctors in training were gaining a broad range of
clinical experience including operating on head
and neck but also other areas of the body,
supervised where appropriate by other surgical
specialists. This clinical experience provides
opportunities for doctors in training to increase
their experience (paragraph 9).

3 2.2,5.4 In Oxford, Wessex and West of Scotland we found
that there are some very good courses available
for non-clinical aspects of training. Attendance at
these courses is encouraged in these regions
(paragraph 34).

4 5.4 We found a very good pan-Scotland training
programme with compulsory monthly attendance
incorporating clinical governance, formal teaching,
mortality and morbidity and a journal club
(paragraph 34).
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Requirements

We set requirements where we have found that our standards are not being
met. Our requirements explain what an organisation has to address to make
sure that it meets those standards. If these requirements are not met, we can
begin to withdraw approval.

Paragraph in Requirements
The Trainee

Doctor

1 8.4 We require all deaneries and LETBs providing
OMFS training programmes to ensure that all staff
with responsibility for educational and clinical
supervision have:

= allocated time for education in their job
plans

m support, guidance and advice, to
recognise and manage doctors in difficulty
at an early stage

m support to effectively use tools for
education supervision, such as online
workplace based assessment approaches.

This is in line with the programme of work taking
place to prepare for the recognition and approval
of trainers in July 2016.

We found inconsistent support for trainers, and
many trainers felt at risk and worried about taking
action when doctors in training were
underperforming for fear of not being supported
by their deanery or LETB. Where necessary, some
trainers may require additional training and
support to effectively use internet-based
workplace based assessment (WBA) approaches
(recommendation 7 and paragraphs 40-42).
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Recommendations

We set recommendations where we have found areas for improvement
related to our standards. Our recommendations explain what an organisation
should address to improve in these areas, in line with best practice.

Number | Paragraph in
The Trainee

Recommendations

Doctor

1

2

3 2.2-2.3,4.1, 5.1-
5.2

4 5.2-5.4

We recommend that the GMC works with the
General Dental Council (GDC), the UK Foundation
Programme Office, universities and other relevant
organisations on how the length of training for
OMFS might be reduced (recommendation 3 and
paragraph 14).

We recommend that the GMC works with the GDC
on how fitness to practise processes can be
clarified for doctors in training in OMFS
undergoing proceedings with both bodies
(paragraph 13).

We recommend the specialty pursue and roll out
its planned pilot of run-through training ,
alongside curriculum and programme review, and
discuss with stakeholders any potential
alternatives for the future training programme.

The duration of training is considered too long.
Most people we spoke with found the two
undergraduate degrees to be essential, although
thought that the degrees and the foundation
period might be compressed for people pursuing a
career in OMFS (recommendation 1 and
paragraphs 19-22).

We recommend that deaneries and LETBs ensure
trainers are fulfilling their responsibility for building
the confidence and competence of doctors in
training in management and leadership, by
promoting available courses and on-the-job
learning.

We found significant variation in the extent to
which non-clinical competences such as
management, leadership and advanced
communication skills, are embedded and
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promoted within training. In the West Midlands
there was very little awareness amongst trainers
of relevant courses for doctors in training or of
their benefits, although competences are included
in the OMFS specialty curriculum. This said, in
other parts of the UK this type of training was well
attended by doctors in training and promoted by
trainers (paragraph 34).

5 6.34,7.1 We recommend the continued invitation of training
programme directors (TPDs) to attend SAC
meetings when their region is not represented on
the committee, and the continuation of regular
training days to support and develop local faculty.

We acknowledge the work by the chair of the SAC
and the Lead Dean to improve the relationship and
communication between the SAC and TPDs
(paragraph 40).

6 6.30, 6.34-6.35  We recommend the SAC includes sessions for
trainers in the regional training days on dealing
with especially challenging situations, including the
management of doctors who require additional
support (requirement 1 and paragraphs 41-42).

7 We recommend that all LETBs and deaneries
providing OMFS programmes ensure that there are
clear processes and support mechanisms in place
so that doctors in training know they will be
supported if concerns are raised about their
progress or they experience issues during their
training and feel confident that they will be
supported if they raise concerns about others
(paragraphs 11, 41-42).

Findings

9 Overall from the evidence we reviewed and the people we spoke to, we
heard that doctors in training are mostly satisfied with the quality of their
training and their ability to demonstrate the required competences prior
to completing their specialty training. This report focuses on highlighting
a number of key themes across the UK where we heard concerns, where
there is room for improvement, and where issues are being effectively
identified and addressed.
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Patient safety and raising concerns

10 We did not hear anything that identified immediate patient safety
concerns in OMFS training in the areas we visited. Nor did we hear that
there were any concerns about doctors in training working beyond their
competence. Long and challenging working hours and on-call
arrangements were reported and largely seen as to be expected within
the programme, but doctors in training said they did not extend to being
unsafe. This is a specialty where operations can be very long, for
example more than 12 hours, and doctors in training sometimes need to
be present longer than accepted hours in order to gain appropriate
experience.

11 We heard from doctors in training, trainers, quality management teams
and the SAC about processes for identifying and managing concerns
about doctors in training and trainers. It can be difficult managing such
concerns in a small specialty; we heard from trainers that they would like
more help when managing doctors who require additional support. The
SAC chair is very active in following up any problems raised by doctors in
training, and in a case where doctors in training needed to be moved
due to issues with a training programme there was evidence that the
SAC had continued to monitor the progress of the doctors in training
affected. We were pleased to note through scheduled deans’ reports that
the SAC and the dean involved were working together on this
collaboratively.

12 We heard from the JCST and regional management teams about how
they used college and NTS results, and how they sought input from
doctors in training. However, we did hear scepticism from some doctors
in training about the usefulness of the NTS because of the small
numbers and subsequent constraints on reporting where there are fewer
than three doctors training at one site. Doctors in training were surprised
to hear that the results of the NTS were regarded as important by the
GMC, deaneries and LETBs and were widely used. In Oxford we heard
from doctors in training who thought that comments given through the
NTS from their specialty were disregarded because of the small numbers
and would not be acted on. Fear of being identified or comments they
make having a negative impact on training and career progress was a
disincentive to be forthcoming with information, or even to fill in the
survey. This wariness about raising concerns and worry about how
proportionate and balanced any reaction would be was also said to be a
barrier to raising any issues locally. We heard a suggestion that a post-
CCT assessment would capture valuable feedback and we strongly
support this.
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Governance, management and improvement

13 Doctors in training and trainers were frustrated by what they see as
insufficient communication and coordination by the GMC and General
Dental Council (GDC) for dual registration and practice that is required
for OMFS. The additional cost of dual registration and different demands
and expectations for training were criticised. We spoke to individuals who
thought training could be better integrated and be potentially shortened
at undergraduate level, followed by more streamlined foundation
training. The GMC and GDC need to explore urgently ways in which they
could work more closely together in this specialty.

14 Doctors in training and trainers were concerned about the risk of being
reported to both regulators on fitness to practise grounds, and subject to
hearings and judgements by one regulator even if cleared by the other.

15 In meetings with college and specialty representatives, the Lead Dean,
and during visits to regional training locations, we were satisfied that
there are structures and processes in place to manage the specialty
locally, regionally and across the UK. TPDs at the locations we visited
were committed, and their expertise and management of training within
each of the regions was highly valued. There has been intervention by
TPDs on some serious training concerns, and we saw evidence of the
follow-up from the deanery/LETB and SAC with doctors in training that
have needed to be moved. However, the SAC does need to be aware of
the limits of its remit, as it does not have direct responsibility for regional
training programme management.

16 We heard from the JCST and SAC about the use of the college’s own
survey and the NTS to identify any areas of difficulty, and of initiatives by
the SAC chair and Lead Dean to make improvements. For example, they
identified weak linkages between TPDs and the SAC. The Lead Dean and
SAC have therefore started development days for regional specialty
advisors and TPDs. We observed one of these training days, and the
agenda stimulated good discussion among the trainers of challenging
situations they face and sharing ideas about improving training.

17 The specialty will need to think carefully about how to ensure
momentum is maintained and new leaders are developed nationally and
regionally when the current SAC chair, Lead Dean and TPDs complete
their terms of office.
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Equality, diversity and opportunity

18 There was broad consensus among doctors in training, trainers, and local
and UK representatives that the structure and duration of OMFS training
might be a disincentive to women entering and continuing in the
profession. Female consultants and doctors in training thought that it
was a challenging specialty but that it was still possible to have a family,
although most were not aware of doctors in training working less than
full time.

Training structure and content

19 OMFS training requires two undergraduate degrees and foundation
training for both dentistry and medicine. There were a range of
experiences reported as some doctors in training had progressed through
early training some time ago when the arrangements were more flexible
and compressed. Doctors in training were frustrated by what they saw as
continual changes to the structure and duration of their training. They
felt there should be a more systematic and stronger link with the training
programme during the second degree.

20 Doctors in training noted changes that had taken place for ST3 entry
which has moved from a run-though programme to a core and higher
training model, and is now subject to a run-through pilot in 2014.
Doctors in training reported that these changes were unsettling. There
was also felt to be lack of clarity with GMC and European rules around
shortened dental and medical degrees and shortened post-graduation
training (foundation/CT1). Doctors in training did think additional time in
training was beneficial in terms of their exposure, experience and
maturity, and range of surgical experience. However, they thought that
posts should be better coordinated and focused in core and foundation
training to ensure that the posts had value and benefit for the OMFS
training pathway. A joint/combined foundation training pathway was
suggested as a means of reducing duplication in training and barriers
faced because of the extra time, education and training required.

21 Doctors in training and trainers appreciated the breadth of the training
programme and opportunities to develop in-depth skills. We repeatedly
heard that doctors in training and trainers saw value in their unique
programme as compared to other European countries and other
countries such as the US, Canada and Australia. They felt, for example,
that doctors at an equivalent stage of training from other countries have
less experience and expertise. The dual qualification was thought to be
important, and added value to the specialty. The doctors in training also
felt that OMFS provided skills in a range of allied areas including head
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22

23

24

and neck surgery and beyond, so they were confident in multi-
disciplinary teams and dealing with other surgery including micro-
surgery, full range of reconstructive options from other areas of the
body, and the acutely injured or unwell patient. They were aware that
dentists want to expand their surgery remit but said that as dually
qualified OMFS surgeons they were better able to deal with complications
arising from procedures. Doctors in training commented that they did not
feel their expertise was always acknowledged by colleagues and in
career progression, including access to fellowships.

Trainers were also concerned that the length of training (particularly the
obligation to complete foundation/CT1 training twice) added to the costs
of the additional training time which could discourage potential trainees,
and that the specialty might not recruit the best candidates as a result.
Trainers also thought that the length and cost of training could
discourage women, although the female doctors in training we spoke
with felt they were treated equally. Trainers suggested a streamlined
shortened pathway and felt that a bursary to go through the additional
training could be helpful with specific arrangements to support OMFS
candidates when they are in foundation posts. The Lead Dean and SAC
recognised that engaging doctors in training during their second degree
and foundation training was an area for improvement. The British
Association of Oral and Maxillofacial Surgeons offer membership and
support for those planning to enter OMFS specialty training.

We heard concerns from doctors in training that programmes could be
mapped better to the curriculum so that for those units where some
experience was unavailable, training could be planned to include access
outside the unit. The Chair of the SAC reported that this was currently
being considered so that TPDs had information about coverage nationally
and could take action to ensure doctors in training were able to fill in
experience and training gaps. Doctors in training felt that addressing
curriculum gaps was expected to be self-led, but that deaneries and
LETBs would try to accommodate their needs.

There was a range of opinions from doctors in training and trainers
about the value and use of the Intercollegiate Surgical Curriculum
Programme (ISCP) online; the Lead Dean and chair of the SAC
acknowledged the difficulties with the ISCP but said that TPDs and
trainers (particularly newer trainers who are more used to the systems)
were beginning to use it as a more robust tool to promote education as
well as monitor doctors’ progress.
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25 Face to face annual reviews of competence progression (ARCP) were
thought to be beneficial, and doctors in training were largely satisfied
with the ARCP processes. There were regional differences in ARCP and
WBA processes, and some regional requirements were thought not to be
relevant for OMFS doctors in training. For example, doctors in training in
London questioned the standard WBA numbers required by the LETBs,
and the amount of publications doctors in training were required to
achieve. There is a requirement of 80 WBAs which was in place for all
surgical specialties, and they felt this added unnecessary pressure. An
expectation to publish work annually was seen as less relevant for
surgery where ‘hands on’ time was the key.

Concerns about the FRCS Part 1 exam

26 Many doctors in training spoke of their concerns about the Intercollegiate
Fellowship of the Royal College of Surgeons (FRCS) Part 1 exam in Oral
and Maxillofacial Surgery, noting a drop in a previously very high pass
rate. The doctors in training were aware that there had been a number
of changes to the content of the examination, an expanded number of
questions in the question bank, and changes to standard-setting.

27 We heard from the SAC that previously questions from the exam had
been circulated by former doctors in training and that issue had
contributed to the need for the question bank to be expanded. The SAC
noted that the expanded question bank may have resulted in a drop in
pass rate. Doctors in training acknowledged that there may have been
some circulation of questions to previous cohorts. They noted that there
were now no practice questions available for the exam and suggested
that it would be helpful if practice papers and questions were available.

28 There was concern from doctors in training that the reduced pass rate
might not only be due to a change in the calibre of candidates. A few
doctors in training criticised the quality of the exam content, including
badly-written questions which were repetitious and used subjective
language, and questions about rare conditions. We note that the JCIE
have recently made the quality assurance processes for this exam more
robust and have worked to improve the quality of questions, removing
those which are not of adequate quality.

29 Doctors in training in Scotland were much less concerned about the
changes, and we were aware that there was a doctor in training
representative on the group that discussed and agreed changes to the
exam.
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30 We heard from trainers who held the view that national recruitment, the
ISCP and rigorous ARCP processes had helped to increase the quality of
recruitment and identification of doctors in training that should not
progress. We noted that TPDs sign off when candidates are ready to sit
the exam, and doctors in training thought that this was an indicator of
the correct level of competence for the doctor in training.

31 We heard from the Joint Committee on Intercollegiate Examinations
(JCIE) and the specialty representatives that they were aware that
changes to the examinations had caused some unease, but they were
confident it was passing and failing the correct candidates. To some
extent the examination changes have been required to ensure that the
examination remains fit for purpose and that it adopts the best possible
processes for standard setting. The specialty intends to work with TPDs
to ensure that they are aware of the changes to the exam, increases to
the number of questions in the question bank, and improvements to
standard setting. Also, that they do not recommend doctors in training sit
the exam until their trainers are confident they are competent to the
level required.

32 We consider that all doctors in training should have an outcome 1 at
ARCP ST5 before being put forward to sit the examination, as per the
OMFS examination regulations®. We would be concerned if we found that
trainers were using this exam as a way of managing doctors in training
who were struggling to progress.

33 We acknowledge the concerns raised by doctors in training regarding the
pass rate for the FCRS Part 1 exam. We will work with the JCIE to
monitor the results of this exam and identify and investigate any
concerns.

Quality and availability of teaching

34 Doctors in training were satisfied with the quality of local and regional
teaching and said that they were released for it and expected to attend.
They said study leave was also supported, but that it was mostly self-
funded, and could be expensive. There was variation between the
amount of time available to different doctors in training for study, and
general agreement that doctors in training pay for courses themselves.
There was wide variation in the awareness of and attendance at non

! Joint Committee on Intercollegiate Examinations — Structured Reference Form (guidance for
referees) http://www.jcie.org.uk/content/content.aspx?ID=22
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35

clinical training (for example in advanced communication skills and in
leadership and management). There was particularly high awareness
about courses and appreciation of the benefits of teaching in these areas
in the West of Scotland and Oxford, among doctors in training and
trainers, and the deanery/LETB publicised and encouraged attendance of
a range of relevant courses. However, in other regions awareness about
the courses available and their benefits was much lower.

Doctors in training said that although they were released for regional and
local teaching, and encouraged to go to other regions for relevant
teaching, in practice it could be difficult to attend. The East of England
OMFS training scheme links with London’s training days once a month,
and the Oxford and Wessex programmes join up which means, for
example, that a doctor in training from Northampton may have to travel
to Poole or Southampton. Travelling can be expensive, difficult and
tiring, particularly prior to or after a shift. One doctor in training had
worked out it costs £800 annually to travel to the regional training days
(which exceeds their yearly study budget), and that this is self-funded.

Working patterns and intensity

36

37

We heard that doctors in training felt it could be difficult to meet
education needs and comply with rotas, and that doctors in training can
be allocated a rota that may not enable them to meet targets for training
as well as to meet service needs. We did hear across the UK about
experience of long hours, multi-site on-call cover, cross-cover for other
specialties, and on-call nights followed by day shifts. Some of these
service pressures were thought to be due to insufficient numbers of
medically qualified doctors in training in a department (as some doctors
in training were dentally qualified only). These pressures did concern
doctors in training to varying extents but were largely accepted, although
they acknowledged that it was not always appropriate for learning.
Doctors in training appeared to fill training gaps actively themselves and
found the rotas and service versus training demands challenging. Most
thought that it remained hard to get sufficient experience and hands on
time within the constraints of the WTR and service pressures.

There was a lot of discussion in Oxford about the amount of clerical and
administrative tasks required, and that these tasks were crucial for
doctors in training and consultants to undertake in order for surgery lists
to run and patients to attend. Trainers felt pressure from the LEP and
medical colleagues to prioritise service over training but were resisting
this to ensure that doctors in training had sufficient hands-on time, even
if it meant lists overran. They knew of the excessive administrative
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demands as this was also an issue for them. It is important for training
that doctors are not required to spend an excessive amount of time on
administrative tasks that do not contribute to learning, and we strongly
support the efforts of the TPD and DME to address this by appointing
sufficient numbers of appropriately skilled staff.

Support for doctors in training

38 We heard from the SAC about a Severn-based peer mentoring
programme pilot that they were expanding. Only a small number of
doctors in training we met were aware of it, although they thought it was
only for foundation doctors in training and second degree students, but
said they had informal peer support and networks and there was a
network within the BAOMS. They knew people they would go to if they
had any problems or concerns about colleagues or aspects of their
training.

39 We heard repeatedly that doctors in training did not think there was a
problem with bullying across the specialty. Doctors in training expected
variability in the culture of units, but would expect their TPD to act if
they were consistently flagging up issues. We heard examples where
doctors in training had raised issues and found their deanery/LETB to be
responsive, and had seen change happen when required and promptly,
so felt that the safety mechanisms usually work.

Support for trainers

40 The Lead Dean and SAC have started faculty development days for TPDs
twice a year, and both trainers and doctors in training said that the SAC
had improved in recent years and was helpful in developing the specialty.
They are also working to get more protected time in job plans aligned
with the GMC’s recognition of trainers work, and working with medical
directors to support implementation.

41 There was some unease from trainers about removing doctors from
training. The preferred option for trainers was to address problems
directly with doctors in training and consultants, and a documented
process for dealing with issues was not always followed. Trainers did
think that doctors in training might be fearful of raising concerns about
their own or colleague’s practice.

42 A clear process and support mechanisms are required so that doctors in
training know they will be supported when concerns are raised and
understand what they need to do in terms of addressing issues they

14

www.gmc-uk.org





themselves or peers may experience during training. We heard that the
Lead Dean and the SAC are working with the deaneries/LETBs to
improve openness and communication, and to put in place clear agreed
and publicised procedures and guidance to inform and support trainers
and doctors in training going through any concerns process.
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Appendix 1: Visit team and visit dates

Visit team

Team leader

Visitor

Visitor

Visitor

GMC staff

Visit Dates

Stuart Macpherson

Andrew Beggs

Rosie Lusznat

Suzanne Shale

Alison Lightbourne, Kate Gregory

13 July 2012: meeting with College representatives and Lead
Dean

12 December 2012: meeting with College representatives and
Lead Dean

17 April 2013: meeting with doctors in training

15 May 2013: meeting with College representatives and Lead
Dean

17 June 2013: meeting with management team, trainers and
doctors in training in Health Education West Midlands

24 June 2013: meeting with management team, trainers and
doctors in training in the West of Scotland Deanery

12 July 2013: meeting with management team in Health
Education Thames Valley

24 September 2013: meeting with trainers and doctors in
training in Health Education Thames Valley

The GMC is a charity registered in

Working with doctors Working for patients England and Wales (1089278)

and Scotland (SC037750)





Appendix 2: OMFS Specialty Training Pathway

OMFS training pathway with dental primary degree
When training is described as optional, minimum or essential, this is in relation to the current person specifications for entry into higher training in OMFS.

Primary Degree

Foundation 1

Core training 1

Second Degree

Foundation 2

Core training 2

Dental (OMFS)

Details Dental Degree (BDS) Dental Foundation Core Training (DCT) Medical Degree(MB BCh) Medical Foundation Training Core Surgical Training
Duration (years) 5 1 0-2 3-5 2 1-2
A . Full Registration with GMC
. Registration with GDC Working in de_ntal practice LURSO.C Provisional Registration with after first year _Pass HIRES .
Milestones and attending formal OMFS Core Dental A . Acquire Core Surgical
at end of degree . . GMC at end of degree Completion of Foundation .
education 1 day per week. Competencies . competencies
competencies
Not essential for OMFS DCT and MFDS optional but Most OMFS trainees work in In past, successful OMFS 12 months minimum
Notes Required to join NHS needed for most shortened OMFS units during their trainees have progressed (prior training allowed to
dentistry “Performers List” medical courses second degree after 1 year of foundation shorten time in CT)
v b
v
ST1 ST3 ST4 ST5 ST6 ST7 Interface Fellow
Details o _su_rglcal (oIS T OLAIRS Pre-CCT fellowships
training Themed
Core training ARCP 1 for ST6,
Milestones competency apply for FRCS Pass FRCS (OMFS)
Pass MRCS (OMFS)
Trainees who have OMEFS is different Head and Neck is 12
Pilots of run- Only Needed if completed MRCS from other surgical months.
through training milestones not and 12 months of specialties having Cleft may extend
Notes are taking place in met in ST1 or if core training and 5 years rather beyond 12 months
Mersey, North the trainee needs achieved core than 6 of higher (until consultant post).
East, KSS and to meet OMFS training training Trauma and Aesthetic
Manchester core competencies | competency enter Fellowships are <4
here months
Notes

1. Shortest total training time is 18 years (or 13 years after completion of first degree)

2. OMFS trainees will do either Core Training (CT1 CT2) or the first year(s) of Specialty Training (ST1). Medicine first may do two years of CT, but dual degree CT/ST is usually one year if the trainee can pass
their MRCS and acquire all CT competencies in 12 months. This reduction is in recognition of surgical training acquired working in OMFS during previous 7-10 years of work and studies.

3. A minimum of 12 months of core training, completion of OMFS core dental competencies and a pass in the MRCS examination is required for progress to ST3 from Core Training (CT1-2) or to move from
Specialty Training (ST1-2) to ST3.

4. Trainees may apply from Foundation 2 (medical foundation training) to ST1 run-through posts. (Red arrov  €4——)






OMFS training pathway with medical primary degree

When training is described as optional or essential, this is in relation to the current person specifications for entry into higher training in OMFS.

Primary Degree

Foundation 1

Core training 1

Second Degree

Foundation 2

Core training 2

Details

Medical Degree(MB BCh)

Medical Foundation Training

Core Surgical Training

Dental Degree (BDS)

Dental Foundation

Dental (OMFS)
Core Training
Or Re-enter CT if CT not
completed before dental degree

Duration (years) 5 2 1-2 3-5 1 6/12 — 2 years
Full Registration with GMC Pass MRCS
Milestones Provisional Registration with after first year Acquire Core Suraical Registration with GDC Pass MRCS if not already passed.
GMC at end of degree Completion of Foundation q urg at end of degree Acquire Core OMFS competencies
. competencies
competencies
Some trainees apply for their . There is no lower limit on OMFS
second degree after medical | Most OMFS trainees work in hlost OMFgOtrt?izees elo (3] core experience. Trainees can
Notes foundation or during core. OMFS units during their . s apply for ST after 6 months or
Required to join NHS .
They must complete core second degree . " o direct from dental school.
- dentistry “Performers List
after their dental degree .
: *
v
ST1 ST2 ST3 ST4 ST5 ST6 ST7 Interface Fellow
Details ceire _su_rglcal (oIS T QLIRS Pre-CCT fellowship
training Themed
Core Training ARCP 1 for ST6,
Milestones Competency apply for FRCS P?gSMT:Z():S
pass MRCS (OMFS)
s vl eV OMEFS is Head and Neck is 12
Pilots of run- Only Needed if different from months.
o . completed MRCS and .
through training milestones not met other surgical Cleft may extend
; : . . 12 months of core -
are taking place in in ST1 or if the o - specialties beyond 12 months
Notes . training and achieved : :
Mersey, North trainee needs to R ittt having 5 years (until consultant post).
East, KSS and meet OMFS core 9 rather than 6 of Trauma and Aesthetic
. competency enter . -~ .
Manchester competencies here higher training Fellowships are <4
months
Notes

1. Shortest total training time is 18 years (or 13 years after completion of first degree)

2. OMFS trainees will do either Core Training (CT1 CT2) or the first year(s) of Specialty Training (ST1). Medicine first may do two years of CT, but dual degree CT/ST is usually one year if the trainee can
pass their MRCS and acquire all CT competencies in 12 months. This reduction is in recognition of surgical training acquired working in OMFS during previous 7-10 years of work and studies.

3. Aminimum of 12 months of core training, completion of OMFS core dental competencies and a pass in the MRCS examination is required for progress to ST3 from Core Training (CT1-2) or from run-

through Specialty Training (ST1-2) to ST3.






General
Medical
Council

Regulating doctors

Ensuring good medical practice

Action Plan for the review of Oral and Maxillofacial Surgery

Requirements

Req. 1

Dec
2015

Description

We require all deaneries and
LETBs providing OMFS training
programmes to ensure that all
staff with responsibility for
educational and clinical
supervision have:

- allocated time for education in
their job plans

- support, guidance and advice,
to recognise and manage
doctors in difficulty at an early
stage

- support to effectively use tools
for education supervision, such
as online workplace based
assessment approaches.

Action taken to date

Health Education West
Midlands

Job Plans

Discussed at Training
Committee, June 2014.

Concerns will feed into the
School Board; September
2014.

Doctors in Difficulty

At National Recruitment,
every six months,
development days are held
for programme directors and
supervisors.

Further action planned

Health Education West
Midlands

Job Plans

This will continue to be
discussed at the Training
Committee; January 2015.

Discussions from the
Training Committee are then
fed into the School Board
and ultimately the Post
Graduate Dean will contact
the relevant Trust Board if
specific concerns are not
addressed.

Doctors in Difficulty

Timeline for

action (month/

year)
This requirement
will be monitored
through the
Dean'’s reports

Leads to be
nominated by
LETBs and
deaneries
providing OMFS
training
programmes






Timeline for
action (month/
year)

Due
Date

Report

Ref Leads

Action taken to date

Description

Further action planned

November 2013 —
development day about
managing doctors in
difficulty with attendance
and input from senior staff
at Severn Deanery.

Discussions take place at the
School Board and Training
Committee.

Support for trainers

Helpline team for the ISCP
are always available.

In 2012 STC Chair provided
three workshops on WPBA
for consultant supervisors in
conjunction with the Royal
College of Surgeons.

Health Education Thames
Valley

Job plans: The OUH Director
of Medical Education has
confirmed that all
Educational Supervisors have
appropriate time allocation
within their job plans to
support this role.

Support, Guidance & Advice
1) Training provided for all

Continue monitoring through
ARCPs and annual appraisals
of trainers

Presentation to be provided
at School Board in 2015 from
the Professional Support
Unit, this will then feed into
the Training Committee and
ultimately disseminated to
Trust level.

Support for trainers

STC Chair to scope the
requirement for further
training to be provided to
update trainers since the
2012 sessions.

Health Education Thames
Valley

HETV will recommend that
the Training Programme
Director and Head of School
of Surgery should meet with
DMEs at provider
organisations. In addition,
HETV will look to ensure that
all Trusts have signed up to
the HETV policy for time in






Timeline for
Description Action taken to date Further action planned action (month/ Leads
year)

Report Due

Ref Date

ESs and TPDs in supporting | job plans to supervise
“doctors in difficulty” in their | postgraduate trainees.
training via CDU (PSU)
workshops commissioned by
Educator Development AD,
and online TPD training
package

2) Trainee Support Policy in
place and disseminated
through training schools and
by training described at (1).
3) CDU (PSU) provides
advice and support to
educators about
management of individual
cases of trainee doctors “in
difficulty”.

Educational Supervisor
Training: Educational
Supervisor training is
provided for all trainers in
OMFS and this includes
training in responding to
doctors in need of support.
The medical education team
have good links with the
Professional Development
Unit at the LETB.






Recommendations

Rec.1 | Dec We recommend that the | The GMC and GDC met in August | The GMC and GDC will meet | Late 2014 and Emily Saldanha
2015 GMC works with the 2014 to discuss the OMFS when the outcome of the throughout 2015. | (GMC)
General Dental Council training pathway and length of GDC's consultation on
(GDC), the UK training. Further meetings will be | standards for specialty
Foundation Programme | needed to explore the issues in education has concluded and
Office, universities and the light of the GDC's will also consider the interim
other relevant consultation on standards for and final outcome of the run
organisations on how specialty education which closed | through training pilot for
the length of training for | in July 2014. OMFS (paragraph 20)
OMFS might be reduced
(paragraph 14).
Rec. 2 | June We recommend that the | The GMC and GDC are currently | The Memorandum of Late 2014 — early | Emily Saldanha
2015 GMC works with the working on a Memorandum of Understanding should be 2015. (GMC)
GDC on how fithess to Understanding which will clarify finalised and published in
practise processes can fitness to practise procedures for | late 2014 or early 2015.
be clarified for doctors doctors in training in OMFS who
in training in OMFS are registered with both bodies.
undergoing proceedings
with both bodies
(paragraph 13).
Rec. 3 | August We recommend the Run through training is being This will be an ongoing This Central
2015 specialty pursue and roll | piloted in five training regions — | period of evaluation. The recommendation | Recruitment Lead
and out its planned pilot of | the North West, Mersey, Wessex, | first evaluation will take will be monitored | (SAC in OMFS)
onwards | run-through training, the North East and KSS. Training | place in August 2015, when | through the

alongside curriculum
and programme review,
and discuss with
stakeholders any
potential alternatives for
the future training
programme.
(recommendation 1 and
paragraphs 19-22).

posts have been allocated and
approved by the GMC for
training. The first ST1 trainees
will begin training in August
2014.

the initial run through
trainees complete ST1 level
training. The evaluation
period will continue for a
period of two to three years,
at the end of which the
specialty will make a decision
about whether to adopt run
through training
permanently.

annual specialty
report from the
Joint Committee
on Surgical
Training.






Rec. 4

Dec
2015

We recommend that
deaneries and LETBs
ensure trainers are
fulfilling their
responsibility for
building the confidence
and competence of
doctors in training in
management and
leadership, by
promoting available
courses and on-the-job

learning (paragraph 34).

Health Education West
Midlands

At the 3" June 2014 School of
Surgery School Board leadership
initiatives were disseminated and
discussed by the Head of Schooal,
Leadership and STC Chair.

Leadership presentation took
place at Training Committee in
June 2015.

Health Education Thames
Valley

CDU (PSU) provides personal
coaching support for individual
doctors in training who need to
improve their management and
leadership in order to progress
satisfactorily through their
training.

Trainee engagement is a
standing agenda item at all
Education Quality Visits [EQV] to
Trusts [Postgraduate Dean
level].

Health Education West
Midlands

Continue to monitor at
ARCPs.

All new initiatives to be
discussed at The School
Board, Training Committee
and promoted through the
Trainee Newsletter.

Health Education Thames
Valley

The Associate Dean for
Educators will look to
suggest that OMFS trainees
register for Edward Jenner
programme via NHS
leadership Academy as
endorsed by PGME Executive
of HETV.

EQV already include a
trainee representative on the
panel but following a trainee
presentation at a 2014 EQV,
HETV will encourage the
Trusts being visited to
include trainee presentation
at future EQVs.

This requirement
will be monitored
through the
Dean’s reports

Leads to be
nominated by
LETBs and
deaneries
providing OMFS
training
programmes






Rec. 5 | Ongoing | we recommend the For the previous two years TPDs | Continue This SAC Chairman
continued invitation of from training regions otherwise recommendation (SAC in OMFS) for
training programme unrepresented on the SAC have will be monitored | SAC meetings

. been invited to attend SAC through the
directors (TPDs) to meetings. annual specialty Lead TPD (SAC in
attend SAC meetings report from the OMFS) for
when their region is not | The first Development Day for Joint Committee Development
represented on the TPDs was held in July 2012. on Surgical Days
committee, and the These have been held twice per Training.
continuation of regular year since then.
training days to support
and develop local
faculty (paragraph 40).

Rec. 6 | Ongoing | we recommend the SAC | During recent Development Days | Ongoing programme events | This Lead TPD (SAC in
includes sessions for for TPDs, sessions have been recommendation OMFS)
trainers in the regional held on the role of SAC Liaison will be monitored

o . Members, the role of the through the
training days on dealing Assigned Educational Supervisor annual specialty
with especially and setting learning agreements, report from the
challenging situations, management of the struggling Joint Committee
including the trainee, and clinical reasoning on Surgical
management of doctors and professional judgement. Training.
who require additional
support (requirement 1
and paragraphs 41-42).

Rec. 7 | Dec We recommend that all | Health Education West Health Education West This Leads to be
2015 LETBs and deaneries Midlands Midlands recommendation nominated by
providing OMFS will be monitored LETBs and
1. ARCP — SAC liaison member | Continue to monitor through | through the deaneries

programmes ensure that asks trainees about their ARCPs. Dean’s reports providing OMFS
there are clear experience within their post, training
processes and support this forms part of the programmes

mechanisms in place so

documentation. If anyone






Due
Date

Description

that doctors in training
know they will be
supported if concerns
are raised about their
progress or they
experience issues during
their training and feel
confident that they will
be supported if they
raise concerns about
others (paragraphs 11,
41-42).

Action taken to date

from the trainees’ trust is on
the panel they are excused
for this section.

2. Trainee newsletter circulated
to all trainees three times a
year and provides details on
the Professional Support Unit
(PSU) and ways to access
the services.

3. The Educators’ Conference
on 20" November 2014 has
a section dedicated to the
PSU.

Health Education Thames
Valley

CDU (PSU) provides support to
doctors in training either referred
by educator or self-referred.

[ ICDU (PSU) website provides
more information and is linked
from HETV-PGME (Oxford
Deanery) website home page
[CHETV Trainee Support Policy is
in place, and available through
Deanery website

[ Bchool Visits to LEPs occur on
a triennial basis. Visits provide
trainees with the opportunity to
meet face-to-face with senior
educators from outside of their
current training location, to
highlight areas of good practice
and to raise individually, or

Timeline for

Further action planned action (month/ Lead staff






Timeline for
Description Action taken to date Further action planned action (month/ Lead staff
year)

Report Due

Ref Date

collectively matters of concern
without fear of disadvantage.
Any concerns reported are
anonymised and not attributable
to any particular trainee.






JCST  JCPTD

oint Committee on Su rgjcal Train mg ICANT COMMITTEE FOR FOATGRADUATE TRATING 1N CENTISTRY

Including:
The Adwscry Board for Foundation Training in Dentistry (ABFTDY)
The Advisory Board for Spedalty Training in Dentistry (ABSTD)

SPECIALTY ADVISORY COMMITTEE IN ORAL AND MAXILLOFACIAL SURGERY

at The Royal College of Surgeons of England
35-43 Lincoln’s Inn Fields
London WC2A 3PE

Telephone: 020 7869 6807
Fax: 020 7869 6816
Email: slay@rcseng.ac.uk

Ms Kate Gregory

Joint Head of Quality

Education and Standards Directorate
General Medical Council

350 Euston Road

LONDON NW1 3JN

17" July 2014

Dear Ms Gregory,
Re: Small Specialty Review of Oral and Maxillofacial Surgery

The SAC has welcomed the opportunity to work with the GMC in its review of the Oral and
Maxillofacial Surgery training programme. We support the findings of the report and the
requirement and recommendations highlighted in the action plan.

Some small changes have been made to the action plan to reflect the fact the Joint
Committee on Surgical Training (JCST) is an intercollegiate body representing the three UK
Royal Colleges (plus the Royal College of Surgeons in Ireland) and not one single College.

The SAC looks forward to continuing to work with the GMC to deliver the terms of the action
plan and further develop and improve specialty training in Oral and Maxillofacial Surgery.

Yours sincerely,

(ﬁ&%@ (::{gm\“

Mr M S Dover
Chairman
SAC in Oral and Maxillofacial Surgery





NHS

Health Education Thames Valley

GMC Review of training in oral and maxillofacial surgery
2012 - 2013

Thank you for asking for our view on the report and action plan.

The GMC met with representatives from Health Education Thames Valley [HETV] on
the 12 September 2013, and with trainees, educators and Trust representatives on
24 September 2013.

Health Education Thames Valley recognises the challenges of quality managing small
specialties, and those with fewer numbers of doctors in training in a particular local
education provider.

HETV welcomes the findings of the GMC Review of training in Oral and Makxillofacial

Surgery, particularly the noted areas of good practice for Thames Valley, and
supports the areas identified as needing improvement.

Quality Assurance Manager
July 2014

We are the Local Education and Training Board for the Thames Valley

Developing people
for health and enquiries@thamesvalley.hee.nhs.uk

healthcare
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BM Careers

View Rapid Responses

View rapid responses to "Can you afford to become an oral and maxillofacial surgeon " by Robert Isaac,
Divya Ramkumar, James Ban, Madhav Kittur

http://careers.bmj.com/careers/advice/view-rapid-responses.html?id=20028203

Three specific issues related to Finance and OMFS training - a plea for support from the BMA and
colleagues

02/02/2016 Patrick Magennis, Anne Begley

Having complained that two recent articles in BMJ Careers about the costs of surgical training did not
mention Oral & Maxillofacial Surgery (OMFS), it is helpful and useful that Issac et al clearly outline OMFS
training expenses. Three important and addressable aspects of finance for careers in OMFS (where
existing funding can be improved or at least not attacked) are

1) Maintenance of salary across training posts - threatened by the proposed new junior doctor contract.
After their second degree OMFS trainees 'start again' as a doctor or a dentist. It is important their salaries
should not go back to the beginning.

2) Seniority for OMFS consultants taking up their appointment - where the additional length of training
caused by the extra training caused by our dual degree status is recognised by the starting seniority (Article
13 para 7). This is sometimes interpreted harshly by Trusts and may be threatened entirely by the new
consultant contract.

3) NHS Bursaries - which currently discriminate against OMFS trainees if they are lucky enough to gain
access to shortened dental or medical second degree courses and also depends on the trainees location.
Support from the BMA regarding contract negotiations and from Medical Directors when new OMFS
consultants are negotiating seniority would be appreciated by all in OMFS. And if NHS Bursaries were
universally available for those in OMFS training, it would be a massive step to support trainees in our great
specialty.





Copy of article to which response made

Can you afford to become an oral and maxillofacial surgeon?

Authors: Robert Isaac, Divya Ramkumar, James Ban, Madhav Kittur

Publication date: 29 Jan 2016

http://careers.bmj.com/careers/advice/Can_you_afford to become an oral and maxillofacial surgeon%3F

Doctors need two degrees to become oral and maxillofacial surgeons, which has big implications for the cost of training, say Robert Isaac and
colleagues

Oral and maxillofacial surgery is unique in medicine in that it requires primary qualifications in both medicine and dentistry. This has profound
implications for training. The pathway to becoming a consultant is longer than in other surgical disciplines: 17 years if a dentistry degree is obtained
first or a minimum of 19 years if medicine is the first degree.

Personal expense—in addition to the loss of income, forfeit of a pay protected salary, and reduced pension contributions while obtaining the second
degree—may have detrimental effects on the number of people seeking a career in the field. In light of such financial burden, can you afford to
become an oral and maxillofacial surgeon?

We discuss the cost of courses, examinations, and subscriptions, which we took directly from the relevant websites (fig 1 ). Where possible, we
looked up courses affiliated with the British Association of Oral and Maxillofacial Surgery. If such information was not available we requested it by
email.

Cost of degrees, exams, and professional subscriptions

No of years Cost per unit Total
Primary degree 5 £9000 £45 000
Entry exams: UKCAT £65
GAMSAT £238
Second degree 3-5 £9000 £27 000 to £45 000
Professional body fees GDC £967, GMC £390 a year
Dentistry first:
OMFS SHO job 1
During second degree 3-4
Foundation training® 2 GDC fees £11 606 to £12 573
CT training*® 1 GMC fees £3120
Registrar training™® 5
Total 12-13 £14 726 to £15 693
Medicine first:
Foundation training 2
CT training 2
During second degree 3-4 GMC fees £5070 to £5460
OMPFS SHO* 1 GDC fees £5803
Registrar training* 5
Total 13-14 £10 873 to £11 263
Indemnity fees
Dentistry first:
OMFS SHO/DF1 £15
FY1 £10
FY2 £40
C5T1 £48
ST3-5T7 £1285
£1398
Medicine first:
FYl £10
Fy2 £40
CsT1 £48
C5T2 £99
OMFS SHO £75
5T3-5T7 £1475
£1747
Postgraduate membership exams
MFDS  Exam part 1 £555
Exam part 2 £685 £1240
Annual membership: £140
Dentist first 11-12 £1540 to £1680
Medicine first 13 £840
MRCS  Exam part A £503
Exam part B £912 £1387
Annual membership: £308
Medicine first 11-12 £3388-£3696
Dentist first 7 £2156
FRCS Section 1 £536
Section 2 £1313 £1849
RCS membership fee (ST7 until £518

consultant post)
*Dual registration required

Figures rounded to nearest pound.

Currently there are 34 medical schools in the UK, eight of which use the graduate medical school admission test and 24 use the United Kingdom
clinical aptitude test to select candidates. These exams cost £237.50 and £65, respectively, and the study aids vary from £30 to £299.[1] [2]





Four of the 17 dental schools that offer an undergraduate dentistry degree also offer a four year graduate entry programme, compared with 15
medical schools offering a three or four year graduate entry programme. Hence the completion of education can take between eight and 10 years,
equating to £72 000 to £90 000 in tuition fees.

The essential postgraduate membership exams—membership of the Faculty of Dental Surgery, as well as membership and then fellowship of the
Royal College of Surgeons—cost a total of £4962, excluding annual subscriptions.

Indemnity and registrations

Students who fund themselves through the second degree with locum medical work or dental practice need to keep up their professional
registration. This can vary from £2892.51 to £3856.68 for General Dental Council registration during a three or four year medical degree and from
£1170 to £1950 for General Medical Council registration during a three to five year dental degree.[3] [4]

Applicants to a specialty training year three (ST3) position must be registered with both governing bodies. The cost of dual registration, to the point
of certificate of completion of training (CCT), would be £14 726.04-£15693.21 if dentistry is the first degree or £10873.02-£11 263.02 if medicine is
the primary qualification.

All candidates must also have suitable indemnity for the entire length of training. Consequently, up to CCT a candidate who studies dentistry as
their primary degree should expect to pay in excess of £1348 and those who study medicine first would expect to pay a minimum of £1740.[5] [6]

Recommended courses and conferences

The oral and maxillofacial surgery specialist advisory committee recommends various courses for trainees. Although they are not mandatory,
trainees will be questioned about which courses they have attended or are planning to attend at each academic review of competence progression
meeting. A trainee can expect to spend between £11799.50 and £35 750.50 to enrol on a dental implant course, for example (fig 2 ).

Courses recommended for oral and maxillofacial trainees

Initial

Emergency skills ALS £400
ATLS £600

Basic plating AO cranio-maxillofacial plating course £499

Head and neck anatomy Surgical anatomy of the head and neck £450

Basic surgical skills course (RCS) Intercollegiate BSS £730

Intermediate

Orthagnathic AOCMF principles course in CMF fixation techniques £490

Microsurgery International north-east flap course £1150

Complex/advanced trauma AOCMF principles in cranio-maxillofacial fracture £1892
management

Advanced (three selected subspecialties)

Flap courses/ head and neck Hands-on dissection advanced course £595
anatomy
Aesthetic/rhinoplasty Facial aesthetic/oculoplastic surgery and rhinoplasty £1550
Salivary course, including minimal Establishing a modern salivary gland practice £1250
access
TMJ arthroscopy Arthroscopic and open TMI surgery: basics and new £:199_
horizons
“E)_rt.ﬁagnafﬁic courses i “Ad-;.rancec-j interact_ive orfhagnathic pnl-anning i E495 i
Skin flap closure Canniesburn flap and perforator course £1200
Implant Nobel biocare implantology (one year course) £4000
Dental implantology MSc (three years part time) £23951

Throughout training and for the remainder of lifelong practice, trainees are encouraged to maintain an interest in the specialty by attending national
and international conferences and meetings, where they are also expected to present their own research. The costs of attending the Annual British
Association of Oral and Maxillofacial Surgeons Conference, the biennial European Association for Cranio-Maxillofacial Surgery, and the
International Association of Oral and Maxillofacial Surgeons Conference are £475, £250, and £287.42, respectively, excluding travel and
accommodation.





Further costs

It is also considered good practice to be a member of the BMA at £222 a year and possibly the British Dental Association. Oral and maxillofacial
surgery training also has implications in terms of pension contributions. If trainees stop their NHS work when doing their second degree, they lose
three to five years of pension contributions. The new NHS pension scheme is based on career average earnings, so the four years away from NHS
employment can have a significant effect on a pension.

Financial aid

During the second degree, NHS bursaries can help reduce tuition fees, and applicants should contact their local education authority to find out what
they are entitled to. There are also a number of grants available from the NHS, the British Association of Oral and Maxillofacial Surgeons, and
private companies.

Applicants are advised to search for regional courses, which can greatly reduce some essential course expense.[7]

Owing to the practical nature of surgery and the need to attend a greater number of training courses, preparing for an ST3 post in oral and
maxillofacial surgery is more expensive than in other specialties.[7] The NHS has devised personal specifications to help applicants tailor their
career progression in preparation for ST3 application. Because of the increasingly competitive nature of this process, candidates can take on a
huge financial burden making themselves stand out from other candidates.[7] [8]

The NHS should consider contributing more to the training of oral and maxillofacial surgery candidates, as it does with other with other NHS
employees. The NHS graduate scheme has no cost to the individual trainee,[8] so why are surgical trainees expected to fund significant aspects of
their own essential training?

The length of training is longer for those candidates who have their primary degree in medicine. But this route is marginally more affordable, costing
a maximum of £113105.02, compared with £116700.21 for a first degree in dentistry (excluding the additional cost of postgraduate courses)

So, can you afford to become an oral and maxillofacial surgeon? Given the meteoric strides the field has taken in recent years, prospective trainees
should consider that if successful, they may well change the face of surgery.

Competing interests: We have read and understood BMJ policy on declaration of interests and have no relevant interests to declare.
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Over 99% of those responding and all the Council members of the British Association of Oral and
Macxillofacial Surgery support dual degree training for Oral and Maxillofacial Surgery.

24/03/2016 Peter A Brennan  Patrick Magennis

We would like to thank the many colleagues both within and outside our specialty who contacted us directly
in response to the recent article (1) published in BMJ Careers on 5th March 2016, and to Tom Moberly for
making it Editors’ Choice.

We were overwhelmed by the support, enthusiasm and thoughtfulness of messages received in support of

the need to rapidly resolve the future training in Oral and Maxillofacial Surgery (OMEFES) before it is too late.
The article has reached the highest levels in the land.

We were reassured that out of the huge number of responses, all but one recognised that the future of Oral
and Maxillofacial Surgery (OMFS) should not be a single degree specialty of either medicine or dentistry,
but that both continue to be required.

Furthermore, and at least as important, it was unanimously agreed at the Council meeting of the British
Association of Oral and Maxillofacial Surgeons (BAOMS) held on Wednesday 23rd March 2016, that our
future should remain a dual degree specialty.

Our patients need and deserve the knowledge and skills delivered by surgeons with the unique skill set that
only both medical and dental degrees can provide. We realise this unique pathway sets those who regulate
OMES and the Government who share the cost of training with our trainees, the task of designing and
funding a UK OMFS programme fit for the 21st Century. We need to ensure that our specialty attracts and
support future trainees in order to deliver OMEFES specialists of the highest quality in the most efficient way
for our patients.

We cannot risk discovering the point at which fiscal pressures become an insurmountable barrier for
trainees, and with problems already apparent with national recruitment we fear that this could be
approaching rapidly. With loss of salary protection in the new junior doctors’ contract, pension implications
and other issues after completing a second degree, we are actively engaging with government at the highest
level possible to try and secure a smooth passage for the future.

OMES is a great specialty and the sooner we can get security and recognition for the long and arduous
training addressed the better before it becomes too late.

Peter A Brennan, President, British Association of Oral and Maxillofacial Surgeons
Patrick Magennis, Deputy Chairman of Council, British Association of Oral and Maxillofacial Surgeons

Reference: Brennan PA Oral and Maxillofacial Surgery: is it time to rethink the long career pathway BMJ
Careers 5 March 2016:375

Copy of article to which response made





Oral and maxillofacial surgery—is it time to rethink the long
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Oral and maxillofacial surgery has the longest training pathway of any medical specialty in the UK. Peter
Brennan and colleagues look at ways to shorten this

Oral and maxillofacial surgery is facing a critical time as demands on the specialty rise and the number of
trainees is expected to fall.

Two major issues face the specialty: the length of the training pathway, and the need for the clinician to have
both medical and dental degrees before they start specialist training. Oral and maxillofacial surgery began as
a dental specialty but as the procedures became more complex the need for practitioners to have a medical
degree became obvious. This necessity was formally recognised in 1984, and both dental and medical
undergraduate qualifications as well as core surgical training were made mandatory, making the higher
training programme equivalent to all other surgical disciplines.

The development of the specialty over the past 30 years has meant that much of the work involves close
collaboration with other specialties, and multidisciplinary working is the norm. UK training is recognised
internationally as being to the highest standard, and is often used as an exemplar of best practice.

The specialty provides an interface between dental services and hospital based medical and surgical
specialties. This gives surgeons a varied, interesting, and highly rewarding career with opportunities to
develop soft tissue surgery, bone surgery, and reconstructive skills.

A dental degree gives detailed knowledge of the anatomy and pathology of the oral cavity and jaws and
teaches many technical skills that are not taught at medical school.

European law currently requires oral and maxillofacial surgery specialists on the medical register to hold a
registerable dental qualification. The 2008 postgraduate medical education board report on training in oral
and maxillofacial surgery concluded that this was mandatory.[1]

Interestingly, although dual qualification is needed, the requirement to be registered with both the General
Medical Council (GMC) and the General Dental Council is not essential, and many consultant surgeons are
registered with the GMC only.

The GMC’s small specialty review in 2014[2] recommended that all stakeholders should explore ways of
streamlining the education and training of those doctors and dentists wishing to pursue a career in oral and
maxillofacial surgery.

With the increase in undergraduate fees, the impact of pension reform, and the changes in NHS regulations
pertaining to protected pay, it is likely that fewer trainees will embark on a career in the specialty.’
Graduates who have passed the entrance examination for membership of the Royal College of Surgeons can
choose another surgical specialty. Those with a primary dental degree have no choice but to go on to study
medicine if they wish to pursue a surgical career. Some colleagues have questioned whether a dental degree





is required to practise the specialty. Others consider this to be essential, and would not wish the status quo to
be changed.

What are the changes that need to be considered, and what are the
challenges facing each one?

Revert back to a dental degree only specialty

This could be combined with additional specialty training to improve general medical and surgical skills and
knowledge—perhaps leading to a medical diploma. This system has been used in the past, but the view was
that it did not provide the safest care for patients. Any top-up medical training needed would mirror the
existing shortened medical courses available to dentists now, and would not lessen training time. From a
legal perspective, the specialty would cease to be oral and maxillofacial surgery and become oral surgery.

Move to a medicine only specialty

A medical degree would need to be combined with a dental diploma that taught those aspects of the degree
course that were relevant to the specialty. The GMC would have to recognise formally the European
Union’s definition of the specialty of maxillofacial surgery.

Incorporate the second degree within a formal training programme

This approach would not require legislative change. It would deal with the pension and pay protection
issues. It would also maximise training opportunities within the training pathway, giving opportunities to
shorten training. In many medical and dental courses a significant amount of time is given to student
selected components, and for oral and maxillofacial surgery trainees it would offer opportunities for training
while gaining a second degree. This plan would need considerable support from medical and dental schools
and, considering trainee numbers would be small, their support may not be forthcoming. It may be possible
for the surgical colleges to re-establish their licentiate examinations to let candidates obtain registerable
degrees. The specialist advisory committee on oral and maxillofacial surgery is currently working with the
University of Glasgow and the Scottish Surgical Training Board to pilot a specialty training programme that
incorporates the second degree, and is awaiting the response of the GMC to this proposal.

A critical time

We believe that the specialty is facing a critical time and that in 10 to 15 years there will be a greater
demand with fewer specialists. The specialty is responsible for the care of many patients with head and neck
cancer (the incidence of which is rising) and virtually all facial trauma and facial deformity management. If
the profession does not tackle these training issues the burden of care will fall on other specialists who will
not have the necessary training.

Competing interests: None declared.
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2008 GMC (PMETB) Report on Training in OMFS — we need to press for recommendations to be adopted even
though they have proved difficult to deliver — both degrees are needed.

17/03/2016 Patrick Magennis, Anne Begley

Thanks to Brennan et al for a clear and concise outline of the options for OMFS and for reminding everyone of the
2008 PMETB Report on Training in OMFS which has disappeared from the GMC website but is available at
www.baoms.org.uk . This review was the most extensive and expensive review into training of any surgical specialty.

The Review’s RECOMMENDATION 1 was “There should be no change to the current statutory
requirement for those training in OMFS to obtain primary qualifications in both medicine and
dentistry”.

This recommendation was based on a review of OMFS practice which included evidence from patients, trainees and
specialists, hospitals, regulators and training organisations. The Chief Dental Officer, who initiated and co-chaired this
review of a medical specialty, had hoped to divide OMFS into Oral Surgery (dentistry) and Maxillofacial Surgery
(medicine). He telegraphed this ambition when the only two hospital visits on his original plan were to Trusts which
had no OMFS trainees (one of which did not have OMFS surgeons!). So for the 2008 Review to make this
recommendation was against his political hopes and based on overwhelming evidence that he was unable to contest.
Without a new review of OMFS showing a complete change in practice since 2008, it would be hard to recommend a
change to a single medical qualification specialty.

The next two recommendations of the review are also worth quoting in full.

RECOMMENDATION 2 “Discussions should take place with medical and dental schools and
the regulators to explore ways of streamlining the education and training of those dentists
or doctors who wish to pursue a career in OMFS. Any reduction in the length of training
leading to a primary qualification must be compatible with the European Professional
Qualifications Directive 2005/36"” and

RECOMMENDATION 3 “Since OMFS is unique in requiring two primary qualifications, we
recommend that all those responsible for training in the specialty explore the feasibility of
beginning specialist OMFS training at the start of the second degree course.”

These recommendations have proved difficult to deliver but are exactly what Brennan et al are proposing. Whilst a
route to solve this puzzle is worked out, the British Association of Oral and Maxillofacial Surgeons (BAOMS) has
started the ‘Junior Trainee Programme in OMFS’. Trainees from either a medical or dental background aspiring
towards OMFS are, on the recommendation of an OMFS Training Programme Director, supported and mentored as
they work towards an ST post in the specialty. The support is financial (BAOMS pays the subscription required for
JTP members to use the Intercollegiate Surgical Curriculum Project - ISCP) and educational by allocating an Assigned
OMEFS Educational Supervisor (AES). Both ISCP and AES are in addition to any supervision associated with their
current post or studies. So JTP runs parallel to second degree studies or medical/dental core/foundation training posts.
Trainees in the JTP have an ARCP equivalent. The JTP pilot has had over 60 members and members have had a high
success rate in applying for ST1 run-through and ST3 OMEFS posts. So we know that functionally incorporating
second degree studies into the structure of higher training works. Now we need to take the next step and formalise the
process.

Like all surgical specialties we in OMFS are facing difficult times. For OMES it can sometimes seem that every
change in contracts (lost of pay protection, pressure on consultant seniority), university fees, NHS pensions, and
medical politics is a negative change aimed at us. However, when we faced a CDO determined to split our specialty,
we remained united and “never wasted a good crisis”. Let us not do so this time and take this opportunity to deliver
the recommendations of the 2008 GMC Review.
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Department of Oral and maxillofacial
Surgery

Aintree University Hospital

Lower Lane

Liverpool L9 7AL

4t November 2016

President
Peter Brennan
British Association of Oral and Maxillofacial Surgery
Lincoln’s Inn Fields
London

Dear Peter

I am compelled to write to the Association in order to put down in words a potential
solution to the problem of recruitment into the specialty of Oral and Maxillofacial
Surgery. Although there is doubt regarding the clinical need of dual qualification this
option does seem to be favoured even with the mounting costs of university
education.

My (and others) suggestion for the way forward, which is now urgent, is as follows:

1. Run-through training following the gaining of MFDS for Dentists and MRCS for
Doctors

2. The appointment of training numbers can remain central but trainees are
allocated to 3-year undergraduate courses in Dentistry or Medicine, which is
gained as part of their higher surgical training linked to a unit.

3. Their training would then continue until completion

The link to a unit will hopefully give the opportunity for a higher degree (MSc, MD,
PhD) as appropriate to the individual. Locum positions within the unit or emergency
work outside can be organized to their advantage both educationally and financially.
Liverpool Dental school has responded well to a request for a 3-year course as the
student will be linked to the Oral and Maxillofacial unit

The urgency is in the provision of such linked degree courses for a high number of
trainees so that they can apply at this early stage.

Council must see this as an urgent problem requiring immediate decision and action
at a National level

Yours sincerely

James Brown
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Rough Calculations on differences in life time earnings between OMFS
and Oral Surgery/Surgical Specialty. The impact of seniority payments.

Dentistry first OMFS trainees, when they make a decision to undertake OMFS, are making a decision NOT to
enter OS. For this group it is the timing and earnings of Consultants in Oral Surgery for whom Schedule 13
paragraph 7 should be applied. The MB BCh and MRCS are the dual qualifications. This might not have been
the original consideration in 2002, but it is imperative that this is adopted, particularly in the context of the
new pension rules (which were not in place when the contract was designed).

These data do not include on-call banding payments, ACCEA or part-time work during second degree studies.

OMFS dual degree (longest) includes 1 year TIG which extends the CCT date for 12 months and is paid at the
mid point of the ST salary scale (which it is at present) but does not include time for research, part-time
training etc.

There is a range of 1-4 years difference in duration of OMFS training if shortened medical/dental course or
exemptions from components of dental or medical training. Usually medicine first trainees complete CT2 so
their training is longer, all other things being equal.

Training Path Life-time Earnings with Age at Appt Age at
earnings to 69 longest OMFS Top of
yoa scale

OMFS Dual degree longest £ 3,060,182 42 61

OMFS Dual degree shortest £ 3,463,820 £ 403,638 37 56

Oral Surgery £ 4,117,696 £ 1,057,514 29 50

Other Surg Specialty £ 3,773,372 £713,190 33 52

In this table we show that, even if OMFS consultants started at the maximum seniority payment (20 years)
their career earnings would still lag behind their dental and medical colleagues. This is even more important
in the context of the new pension arrangements.

If OMFS start at 20 years Life-time earnings | Difference OS Difference Surgery
seniority (maximum)

OMFS Dual degree longest £ 3,318,668 £ 799,028 £ 454,704
OMFS Dual degree shortest £ 3,722,306 £ 395,390 £ 51,066

Costs of second degrees and loans

Rough calculation based on shortest OMFS training pathway (shortened degrees of either type). Although
this is not part of the consultant contract, it is an important issue for dual degree training.

With student Without student
bursary bursary
Max student loan each degree £104,060 £129,195
(tuition fees & maintenance )
years to pay off 29 33
Years after consultant appt 16 20
approx age: 52 56
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AccessOMES

4-year vs 6-year programs: Part I

Posted on:
10.12.15

For those unfamiliar with oral and maxillofacial surgery training, there are two basic program
types: single-degree (4-year) programs, and dual-degree (6-year, M.D.-integrated) programs.
At the core, both program types require the same minimum amount of dedicated OMFS
service, practice the same scope, and require a CBSE score to apply. An important note too is
that regardless of training, OMFS is a dental specialty and therefore regulated by CODA, the
Commission on Dental Accreditation. As a whole, there is a greater variation between
individual programs than program types. Although both routes are extremely similar,
throwing in the two extra years for an M.D. creates a point of differentiation that results in
candidates pursuing one over the other. For part I of this series, the basic differences between
programs will be outlined, and some things to consider before applying to one or the other.
Readers familiar with OMFS will no doubt already know these, and will probably be more
interested in the second part of the series titled ‘“The Million Dollar Decision,” that focuses
on the financial differences. Since only the basic differences will be covered, feel free to
comment with anything important that may have been left out. It should also be noted that the
purpose of this piece is not to say one program type is better than another. Rather, it is
intended to outline the differences to help an applicant form their own opinion about what
type of program is best for them.

The most apparent difference between 4-year and 6-year programs is the time commitment.
These extra two years are necessary to incorporate the training required to receive an M.D.
for residents in a 6-year program. Nearly all differences between 4-year and 6-year programs
center on this. 6-year programs differ in the amount of medical training received with the low
end being about 18 months, to nearly all four years of medical school on the upper end.
Because this varies, the amount of time on OMFS service can be different. Obviously, if you
are required to attend more med school then that can detract from the total amount of OMFS
training you receive. Although every program has a minimum amount of 30 months of
dedicated OMFS service, those with less medical school can focus on more OMEFS training.
Since 4-year programs don’t have to worry about the medical school training, they
consistently have more time on OMFS service. Again, these differences are more dependent
on individual programs than program types.

Another difference between 4-year and 6-year programs is the requirement to take the
USMLE. There are three different “steps,” all of which have to be passed to obtain an M.D.
and graduate from 6-year programs. Single degree programs don’t have any USMLE
requirements. If you have no interest in obtaining an M.D., it is a huge weight off of your





shoulders. What this can translate to is that 6-year programs may take more consideration
into your CBSE score. What they want to know is that a candidate is capable of passing Step
I, and graduating from the program. Depending on the program, a med school may have a
greater influence on admissions than another and veto a candidate that they feel may not do
well in med school or on step 1. Because a medical school has to also accept an applicant,
undergraduate GPA can have an effect on an applicant’s chance of matching in 6-year
programs. For any undergraduate readers, this is another reason to stay on top of your grades
in case you are considering this route.

So, you’ve been accepted into your program of choice. Now, once you finish residency, what
are the differences? Honestly, this question is better answered by a resident or practicing
OMES, but there are some differences that are commonly pointed out. The first is the matter
of applying to a fellowship. There are several different fellowships available to OMFS
graduates including, but not limited to, cosmetic, craniofacial, and microvascular fellowships.
Although these are available to graduates from both single and dual-degree programs,
selection is heavily weighted in favor of a 6-year graduate. I'm not particularly sure why this
is the case, but from what I have gathered, fellowship programs appreciate the medical
training 6-year graduates have received. This leads to another difference, and that is the
choice of practicing in a private practice or hospital environment. The majority of both 4-year
and 6-year program graduates will use their skills in private practice where there is little if no
difference in ability other than possibly perceived from a patient’s view. Those unfamiliar
with OMFS may presume one surgeon is better than another on the basis of having an M.D.,
which is an unfounded assumption. Unfortunately, hierarchy is a strong component of
hospital culture. Because of this, there are many stories out there of the “dentist” being
booted from an OR to make room for a surgeon in a medical specialty. It would then be easy
to think that by having an M.D., it could safe guard from this kind of behavior. In some cases
it may, in others, you are probably still considered a “dentist” instead of an oral and
maxillofacial surgeon. In reality, the amount of respect you receive in a hospital will probably
be more founded on your ability as a surgeon than on the letters at the end of your name.

In the end, deciding on which type of program you want to pursue is up to you. For those that
have no idea, apply to both, or apply to the few 4-year programs that have an M.D. option at
the end. If you prefer the M.D. as a form of insurance or enjoy education in general, then a 6-
year program may be for you. If you want to start practicing as soon as possible, a 4-year
program is probably the way to go. Either way, matching into a 4-yr or 6-yr program gives
you the same ability to practice as an oral and maxillofacial surgeon.

Stay tuned for 4-year vs 6-year programs: Part II- “The Million Dollar Decision”

Note: There may be some readers that noticed that this is not the original Part 1. For those
that noticed the difference, I was unhappy with the first posting, so I rewrote it. I hope you
enjoy the revision.





4-year vs 6-year programs: Part II- The
Million Dollar Decision

Posted on:
10.19.15

When comparing 4-yr and 6-yr OMFES programs, the conversation frequently turns to income
potential and opportunity costs. Unfortunately, I was unable to find any data that directly
compares the income of 4-yr and 6-yr oral and maxillofacial surgeons. Personally, if I had to
guess, there would be little or no difference between tracts in income potential. There is more
likely to be a significant different between those in private practice and academics than
between those who have a single or dual degree. According to current ADA reports found
here (must have an ADA login to access), the median net income of oral and maxillofacial
surgeons is right around $400k. In this report, there are many different demographics they
distinguish between such as regions, solo vs group practioners, and age. However, there is no
distinction between 4-year and 6-year graduates. Even though it is doubtful there is a
difference in yearly salary, there may be a big difference in lifetime income.

The opportunity cost of spending two years going to medical school is often known as “the
million dollar decision.” The reasoning is that by spending two years in medical school, you
are foregoing two years of average lifetime pay. How the million-dollar mark came up has
always been a mystery to me because I have never found it actually calculated out. So, I took
the time to actually calculate the opportunity cost in a hypothetical situation. In the table I
posted below, I calculated the difference in earnings until retirement between a 4-year and 6-
year program. To give the most accurate comparison, I tried to use a program that had both
program tracts to standardize PGY pay and negate cost of living for an area since they’d be
the same. There are many assumptions in this calculation, so please be aware of those below.

Assumptions

Income increase per year 3%
Investment return per year 8%
Not adjusted for taxes or inflation

6-yr starting salary* $240Kk
4-yr starting salary $225K
No income during medical school

Savings per year as percentage of income{l5%

*6-yr salary is marked slightly higher in order to reflect initial income floor being higher due
to M.D. and job postings I have seen. No definitive evidence this is the case and is just an
assumption.

For this case, I am going to use the pay data and medical school tuition from Vanderbilt
University’s OMFS program. The reason I chose this program was because it had both
program tracts, PGY pay was pretty standard (between $45k-$55k), and it had private school





tuition to maximize the effect of opportunity cost. Other assumptions include beginning
residency at 26 years old, and practicing until 65 years old.

Below is the first table where only lifetime salary was calculated. Each salary was increased
3% per year to adjust for inflation and increasing income. Year two and three for the 6-year
tract are negative for tuition.

Income Chart
4-year 6-year

YearlAge

1 |26 $52,427.00 $52,427.00
2 27 $54,000.00 -$45,350.00
3 |28 $55,053.00 -$45,350.00
4 29 $58,969.00 $54,000.00
S 30 $225,000.00 |$56,429.00
6 31 $231,750.00 [$58,969.00
7 [32 $238,702.50 | $240,000.00;
8 133 $245,863.58 | $247,200.00;
9 [34 $253,239.48 |$254,616.00,
10 35 $260,836.67 | $262,254.48
11 [36 $268,661.77 |$270,122.11
12 37 $276,721.62 |$278,225.78
13 [38 $285,023.27 |$286,572.55
14 39 $293,573.97 [$295,169.73
15 {0 $302,381.19 | $304,024.82,
16 @1 $311,452.62 [$313,145.56
17 K42 $320,796.20 | $322,539.93
18 W3 $330,420.09 |$332,216.13
19 44 $340,332.69 [$342,182.61
20 45 $350,542.67 [$352,448.09
21 W46 $361,058.95 |$363,021.53
22 W7 $371,890.72 [$373,912.18
23 |48 $383,047.44 |$385,129.55
24 149 $394,538.86 | $396,683.43
25 |50 $406,375.03 | $408,583.93
26 [51 $418,566.28 |$420,841.45
27 |52 $431,123.27 |$433,466.70,
28 |53 $444,056.97 [$446,470.70
29 [54 $457,378.67 [ $459,864.82
30 |55 $471,100.03 | $473,660.76
31 |56 $485,233.04 [ $487,870.59
32 (57 $499,790.03 | $502,506.70,






33 [58 $514,783.73 |[$517,581.90
34 [59 $530,227.24 |$533,109.36
35 (60 $546,134.06 $549,102.64
36 (61 $562,518.08 |$565,575.72
37 162 $579,393.62 | $582,542.99
38 (63 $596,775.43 $600,019.28
39 |64 $614,678.69 [$618,019.86
40 165 $633,119.05 |$636,560.46
Working Average[$400,345.36  [$397,548.90
Working Total | $14,457,536.46/$13,986,367
Total Difference |$471,169.10

As you can see, the ending salaries are basically the same. The difference is in lifetime total
where you can see that by not working those two years, the lifetime total is lower by about a
half a million. What is deceptive about this chart is that is doesn’t account for savings and
investments. So, in the chart below I calculated what the difference would be by missing
those two early years of savings. This chart makes the assumption that you saved or invested

15%

of yearly income, these investments or savings returned 8%, and no money was invested

during the two years of medical school for the 6-year program. Feel free to adjust these
figures as necessary, as I’ve included the excel table for download at the bottom.

Income Chart |
Accounting for Investing/saving (15% income per year w/ 8% growth)
4-year 6-year
Year|Age
1 [26 $7,864.05 $7,864.05
2 27 $16,593.17 $8,493.17
3 28 $26,178.58 $9,172.63
4 29 $37,118.21 $18,006.44
S 30 $73,837.67 $27,911.30
6 [31 $114,507.18 $38,989.56
7 B2 $159,473.13 $78,108.72
8 [33 $209,110.52 $121,437.42
9 [34 $263,825.29 $169,344.81
10 35 $324,056.81 $222,230.57
11 |36 $390,280.62 $280,527.33
12 37 $463,011.31 $344,703.39
13 38 $542,805.71 $415,265.54
14 [39 $630,266.26 $492,762.24
15 MO0 $726,044.74 $577,786.94
16 41 $830,846.21 $670,981.74






17 @42 $945,433.33 $773,041.26
18 M3 $1,070,631.01 $884,716.98
19 44 $1,207,331.40 $1,006,821.73
20 W5 $1,356,499.31 $1,140,234.69
21 |46 $1,519,178.10 $1,285,906.69
22 W7 $1,696,495.95 $1,444,866.05
23 U8 $1,889,672.75 $1,618,224.77
24 149 $2,100,027.39 $1,807,185.27
25 (50 $2,328,985.84 $2,013,047.68
26 |51 $2,578,089.65 $2,237.217.71
27 |52 $2,849,005.31 $2,481,215.13
28 |53 $3,143,534.28 $2,746,682.95
29 (54 $3,463,623.82 $3,035,397.31
30 [55 $3,811,378.73 $3,349,278.20
31 [56 $4,189,073.99 $3,690,401.05
32 57 $4,599,168.41 $4,061,009.14
33 [58 $5,044,319.44 $4,463,527.16
34 159 $5,527,399.09 $4,900,575.73
35 (60 $6,051,511.12 $5,374,987.19
36 |61 $6,620,009.72 $5,889,822.52
37 (62 $7,236,519.54 $6,448,389.77
38 (63 $7,904,957.42 $7,054,263.84
39 (64 $8,629,555.82 $7,711,307.93
40 165 $9.414,888.14 $8,423,696.63
Total $9.414,888.14 $8,423,696.63
Difference $991,191.51

I have to admit, I was very surprised at how close the difference actually was to a million
dollars. This estimation shows that the opportunity cost of obtaining an M.D. is nearly a
million dollars if you plan on working until you are 65 and save 15% per year (recommended
minimum). Many of these assumptions can result in the outcome being different depending
on the economy, actual earned income, and taxes. However, for demonstration purposes, it
makes it very apparent there is a difference over the long-term. If you consider yourself a
super saver (25-30%+) the gap will be even wider. So, what are those extra two years worth
to you?

Disclaimer: I am not an accountant and have no experience in accounting. If you notice a
fundamental error or otherwise in my calculations, please let me know and I will make the
necessary adjustments.
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Short Survey of Current Opinion of BAOMS Fellows 2017.pdf
Short Survey of Current Opinion of BAOMS Fellows/OMFS Consultants
Regarding the Need for Dual Dental and Medical Training to Work as OMFS
Consultant currently and for the consultant who replaces them.

February and March 2017

Introduction

In the context of both the decision of Council to have a debate on training at the ASM in
Birmingham, and the letter of response to this decision by our colleagues currently in training, |
thought it would be useful to gather the views of Fellows/consultants regarding dual degree or
single degree training for their current practice.

Method
In three hub units and the Scottish OMFS group, whose practice encompasses the full range of OMFS
practice, all consultants were asked two questions.

Could you do your current job - exactly as it is at present, as well as you do at present - if you did not
have your dental degree and dental training? Yes/No only

When you retire, do you think someone with a medical degree and a dental diploma acquired during
their OMFS training (but not a dental degree and dental training) would be able to replace you if
your role at work remained unchanged? Yes no only.

Results
Location Dual Degree Needed Now In Future
Liverpool (100% asked) 15Yes 1 No 15 Yes 1 No
Sheffield 6 Yes 2 No 6 Yes 2 No
North London 13 Yes O No 11 Yes 2 No
Scotland (total 30) 14 Yes 2 No 14 Yes 2 No
Total Numbers 48 Yes 5 No 46 Yes 7 No
Percentage 91% Yes 87% Yes

Discussion

The questions are not perfect, but were aimed at testing the opinion of those currenting working in
OMFS on the need for their dental training in their current job, and whether they think a singly
qualified person could do their work in the future.

Although the numbers are quite clear, what is not reflected by them is the tone of puzzlement and in
some cases frustration that BAOMS thinks that there remains value in reopening this issue.

Ahead of the ASM in Birmingham, there might be value in members of Council testing the opinion of
their colleagues and reminding them that
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Dual Degree and Single Degree OMFS in Europe.pdf
Dual Degree and Single Degree OMFS in Europe — March 2017.

To contribute to the debate about single degree and dual degree training in the UK. | have assembled some
information about OMFS in Europe. In Europe there are two specialties, single degree Maxillofacial Surgery (basic
medical training) and Dental Oro-Maxillo-Facial Surgery (basic medical and dental training). | will refer to MF and
OMEFS as shorthand for each in this document.

MF and OMFS changes in Europe

So far no nation as moved from dual degree OMFS to single medical degree MF. All those who have changed have
moved from MF to OMFS. These countries include Austria, Hungary, Luxemburg, Bulgaria. These national have both
MF and OMFS in the Annex, to allow those MF to continue practicing. Moving toward a second degree include
France — almost finalised, Spain and Italy.

Greece OMFS was not recognised under either dentistry or medicine in the Directive, but are now recognised under
DOMF dual degree.

A table summarising the current situation on Annex V is included below.
OMFS Dental, oral and

Country (English) CountryName (basic medical and dental (basic medical raining) | ©S O
training) (EN)
Austria Osterreich Y Y
Belgium Belgique/Belgié/Belgien T
Bulgaria Bwnrapus Y Y
Croatia Hrvatska Y
Cyprus, Republic of Kdtrpog Y
Czech Republic Ceska republika
Denmark Denmark Y
Estonia Eesti
Finland Suomi/Finland Y
France France Y
Germany Deutschland Y
Greece EAAGG Y
Hungary Magyarorszag Y Y
Iceland * island
Ireland Ireland Y
Italy Italia Y
Latvia Latvija Y
Liechtenstein * Liechtenstein Y
Lithuania Lietuva Y
Luxembourg Luxembourg Y Y
Malta Malta Y
Netherlands™* Nederland Y** Y**
Norway * Norge Y
Poland Polska Y
Portugal Portugal Y
Romania Romania Y
Slovakia Slovenija Y
Slovenia Slovensko Y
Spain Espana Y
Sweden Sverige Y
Switzerland * Suisse Y
UK. United Kingdom Y

* Not in EU but within the Directives
** Dual degree OMFS but recognised within the dental directives





Summary of OMFS Training In Europe

Country Dual/Single Written Quality Indicators Minimum 1% operator Exit Exam Min. Training
Degree Curriculum numbers (OMFS, OS) OMFS Yrs

Austria Dual Yes No Yes (350 OMFS, 200 0S) Yes 4
Belgium Dual Yes Yes Yes Yes 4
Bulgaria Dual 4
Croatia Single

Cyprus Dual

Czech Rep Single Yes Yes ‘Lower than UK’ Yes 5
Denmark Single Yes Yes Yes No 5
Estonia Single (2) Yes No Yes (350 OMFS, 200 0S) Yes 5
Finland Single Yes No Yes (350 OS) Yes 6
France Single Yes No Yes, but not applied Yes 6
Germany Dual Yes No Yes (335 OMFS, 200 OS) Yes 6
Greece Dual No Yes Yes (205 OMFS, 280 OS) Yes 5
Hungary Dual Yes No Yes (250 OMFS, 200 0S) Yes 6
Ireland Dual Yes No Yes (550 OMFS, 500 OS) Yes 5
Italy Single No No Yes (130 OMFS, 0 OS) Yes 5
Latvia Single

Lithuania Single Yes Yes Similar to UK Yes 5
Luxembourg Dual

Malta Dual

Netherlands Dual (D) Yes Yes Yes (280 OMFS, 500 OS) No 4
Poland Single/Dual Yes Yes Yes (170 OMFS, 80 OS) Yes 6
Portugal Single Yes No Yes (400 OMFS) Yes 4
Romania Dual Yes No Yes Yes 5
Slovakia Single

Slovenia Single No No Yes (138 OMFS, 310 0S) Yes 7
Spain Single No No None No 5
Sweden Single/Dual Yes Yes 300 OMEFS Yes 4
UK Dual Yes Yes Yes (550 OMFS, 500 0S) Yes 5
Norway Yes Yes Yes Yes (300 OMFS, 110 0S) No 4
Switzerland Dual Yes Yes Yes (365 OMFS) Yes 5
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Snap Survey of Dental Practitioners Regarding their Current OMFS Referrals

In the context of the debate regarding the dual qualification of OMFS surgeons a snap web
based survey of local general dental practitioners was carried out by the local Dental
Committee Chair. The following question was asked regarding current Oral & Maxillofacial
Referral Patterns.

The question was:

In other European countries Oral and Maxillofacial Surgery (OMFS) is a medical specialty and
the surgeons do not have a dental degree or dental training. If this were to become the case
in the UK, how would this change your referral patterns for current OMFS patient referrals?

The first 18 responses were processed and the results are summarised below.

Which of the following would you A patient with Oral Cancer involving
refer a patient with a complex dental the jaw?
cyst? (18 responses)

(18 responses)

@ Oral Surgeon
@ Oral Surgeon @ Medicine only
@ Medicine only 27.8% OMFS
OMFS @ ENT
@ ENT ‘ @ Plastic Surgeon
@ Plastic Surgeon

A patient with a Facial Deformity?

(18 responses)

@ Oral Surgeon

@ Medicine only
OMFS

® ENT
@ Plastic Surgeon
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2008 PMETB Report into Training OMFS.pdf
Postgraduate Medical Education
and Training Board

PMETB

PMETB report on training in
Oral and Maxillofacial Surgery (OMFS)
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Oral and Maxillofacial Surgery (OMFS) is the surgical specialty concerned with the
management of conditions affecting the anatomical region of the head and neck. The
scope of the specialty is extensive and includes the diagnosis and management of
facial injuries, head and neck cancers, salivary gland diseases, facial disproportion,
facial pain, temporomandibular joint (TMJ) disorders, impacted teeth, cysts and
tumours of the jaws, as well as numerous problems affecting the oral mucosa such as
mouth ulcers and infections.*

The specialty evolved from the need to treat complex facial injuries sustained during
the first and second World Wars, and continued beyond this period to support the
increase in facial injuries in members of the public due, in part, to the increase in
ownership of motor vehicles. The introduction of seatbelts (and the later supporting
legislation) reduced the number of facial injuries sustained in road-traffic accidents,
but the amount of injuries continued to be high in other areas of society. A national
survey conducted by the British Association of Oral and Maxillofacial Surgeons
(BAOMS) of 163 Emergency Medicine departments showed that 500,000 facial injuries
occur every year in the UK, with 180,000 of these being classified as of a serious
nature. Of this number, 25% of injuries were caused by assault.?

Despite surgeons originally needing only to be qualified in dentistry to practise in
OMFS, many consolidated their skills by studying medicine as a second degree, with
dual qualification eventually becoming mandatory in the UK in the late 1980s. The
requirement of dual qualification is common across the European Economic Area
(EEA).

There are currently 364 consultants in OMFS in England, Scotland and Wales. The NHS
Information Centre recorded a total of 1,137 staff at all grades in OMFS in England at
the last census in September 2007.3 Modernising Medical Careers’ (MMC) competition
ratios for 2008 suggest that there are 8.8 applicants per post in OMFS, which
highlights a continuing interest in careers in the specialty.

In June 2006, the Department of Health wrote to PMETB to request that the Board
lead a review of the specialty training programme for Oral and Maxillofacial Surgery
across the four nations of the UK. Unique in its requirement for undergraduate
qualifications in both medicine and dentistry, it takes between 16-20 years to qualify
for a Certificate of Completion of Training (CCT) or a Certificate of Eligibility for
Specialist Registration (CESR) in OMFS.

The primary purpose of the review has been to determine whether the current OMFS
training programme is fit for purpose — that is, to deliver highly trained consultants
who are able to serve the needs of the population — and to consult with OMFS patients,
the service and trainees as to what those needs are.

1 http://www.baoms.org.uk/landing.asp?id=3
2 http://www.baoms.org.uk/page.asp?id=56
3

http://www.ic.nhs.uk/webfiles/publications/nhsstaff2007/med%20and%20den/Revised%20Med%20and%620
Den%20Detailed%20Results%2007%2004-04-08.pdf
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The group’s terms of reference were:

To review and make recommendations as to:

the diagnostic and surgical services required by patients with congenital and
acquired disabilities affecting the mouth, jaws and face;

the content and outcomes of training required by staff providing these services;

the pathways to a career in Oral and Maxillofacial Surgery including
undergraduate and postgraduate training.

In this context, the working group was asked to consider the implications of the
current training programme on those who wish to become OMF surgeons. A potential
training period of 20 years requires an enormous investment from trainees, so it is
important that the training programme maintains an appropriate balance in respect of
content and efficient delivery to ensure that time in training is used to best effect.

The review group was jointly chaired by PMETB Chairman, Professor Peter Rubin, and
the Chief Dental Officer for England, Dr Barry Cockcroft. The membership of the group
was as follows:

Mr Rajiv Anand, Oral and Maxillofacial Fellows in Training representative

Mr Andrew Carton, Chair, Specialty Advisory Committee (SAC) in Oral and
Maxillofacial Surgery

lan Cumming, Deputy Chairman, PMETB and Chief Executive, North Lancashire PCT

Professor John Frame, Lead Postgraduate Dental Dean, Oral Surgery
Mr lan Martin, Chairman of Council, British Association of Oral and Maxillofacial
Surgery (BAOMS)

Professor Graham Ogden, Chair, Specialist Advisory Committee in Oral Surgery

Jerry Read, Project Leader, Oral Health and Dental Education, Department of Health
Miss Wendy Reid, Lead Postgraduate Dean, Oral and Maxillofacial Surgery

Miss Margie Taylor, Chief Dental Officer, Scotland (Miss Taylor joined the group for
its final meeting on 7" December 2007)

Dr Richard Taylor, BMA Junior Doctors Committee
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In order to obtain a comprehensive picture of the current perception of the
appropriateness of training and the delivery of service in OMFS, PMETB undertook a
number of evidence-gathering exercises to inform the review.

In the summer of 2007, PMETB consulted on eight questions to ascertain the current
training requirements and service needs in OMFS. The questions cover the
fundamental issues that are key to developing a detailed picture of the current service
requirements in OMFS, and to assist in the identification of those areas where training
and service delivery can be improved.

The consultation ran from 5™ July to 5" October 2007, and was advertised on PMETB’s
website. All interested parties were written to prior to the launch of the consultation
and in total, 121 responses were received.

A list of respondents can be found at Annex A of this document.

What is it that Oral and Maxillofacial Surgeons uniquely do?

What is the added value of undertaking undergraduate medical training and
dental training as opposed to one or the other?

What knowledge, skills and competencies should be acquired during
postgraduate training in OMFS?

Are these competencies best achieved by the current, dual-primary
qualification approach, or could they be more efficiently achieved by having a
postgraduate training programme entered from either medicine or dentistry,
with special modules for those without the requisite undergraduate knowledge
or skills?

Are there alternatives for streamlining training?

What are the requirements of OMFS for:
patients;
the service.

Are these requirements currently being met as efficiently as possible?
Is there a continuing need for specialists to hold dual registration?

Members of the working group visited six OMFS and OS units across the UK:
Royal Lancaster Infirmary
Great Western Hospital, Swindon
The Royal Sussex, Brighton
Sunderland Royal Hospital
The Royal London
Southern General, Glasgow
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The purpose of the visits was to enable the working group and secretariat to meet with
service providers in departments of differing composition and serving different
population needs, and to ascertain what they consider to be the important components
both of a successful unit, and of an effective training programme. The original
programme of visits was extended at the suggestion of working group members and
contributors, to ensure that the working group saw an appropriate balance of type and
size of unit. The terms of the review do not extend to formal reporting on the visits,
thus detail of individual visits will not be contained in this report.

The programme for each visit was set by the individual unit, giving staff the
opportunity to present to the working group what they saw to be relevant to the
review. PMETB has been keen to ensure that the outcomes of the review are balanced
and, therefore, representatives both of OMFS and related disciplines (e.g. ENT,
Neurosurgery and Emergency Medicine) were given the opportunity to participate in
open discussion with the visiting members of the working group.

It became clear early in the cycle of visits that a ‘one size fits all’ model for the
configuration of services in an OMFS department is not appropriate. The configuration
is entirely dependent on the population served, and the types of procedures
undertaken in each unit.

In September 2007, working group members participated in an oral evidence day.
Representatives from the professional associations, trainee and patient groups, and
the Specialty Advisory Committee (SAC) in OMFS and the Specialist Advisory
Committee in Oral Surgery (OS) were invited to present to the review group to provide
a range of information on the requirements for training, the balance between OMFS
and other specialties, and the needs of patients.

Attendees on the day were:
The British Association of Oral and Maxillofacial Surgeons (BAOMS)
The British Association of Oral Surgeons (BAOS)
Changing Faces
Saving Faces
The British Medical Association (BMA)
The Association of Surgeons in Training (ASIT)
The Specialty Advisory Committee in OMFS
The Specialist Advisory Committee in OS

The day provided a useful opportunity for these groups to feed directly into the review,
and enabled the working group members to engage directly with those affected by the
outcomes of the review.

In order to ascertain current service needs, the working group drafted two
questionnaires which were sent to Directors of Commissioning, Trust Chief Executives,
and their counterparts in the Devolved Administrations.

89 responses were received to the Acute Trust and Health Board questionnaire, the
classifications of which can be found in the graph below. All graphs used in this report
are taken from the evidence gathered in this consultation exercise.

Copies of the questions can be found at Appendix B of this document.
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Responses received to this question have been sharply divided; some respondents
argued that OMF surgeons provide an unrivalled level of holistic patient care, along
with access to highly trained specialists, whereas others are of the opinion that there
is little that OMF Surgeons do that could not be done by an appropriately skilled multi-
disciplinary team (MDT) of singly qualified clinicians.

Addressing the latter point first, the Specialty Advisory Committee (SAC) in OMFS
define such common surgical skills as “areas of overlap with other specialties, such as
the surgical specialties of ENT, Plastic Surgery and Neurosurgery and the newly-
established, dental specialty of Oral Surgery.” These areas of overlap were also
included in the response from the SAC in Oral Surgery.

The Association of British Academic Oral and Maxillofacial Surgeons (ABAOMS):

“This broad spectrum of work includes spheres of activity undertaken by dentists in
practice, oral surgeons in both practice and hospitals, and oncological work undertaken
by ENT, plastics or ‘head and neck’ specialists. As such, it could be argued that there
are few areas of surgery that OMF Surgeons uniquely do.”

The Committee of Postgraduate Dental Deans and Directors (COPDEND):

“It is difficult to identify specific practises which are unique to OMFS. Thus much of the
work undertaken is part of other dental and medical specialties which could be
undertaken by appropriately trained individuals who have shorter training programmes
without any reduction in the quality of care.”

What is unique about OMFS, an Emergency Medicine trainee argued, is the ‘huge
benefit’ to patients of having one consultant undertaking their surgery, and patients’
particular need for confidence in an individual involved in facial surgery.
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An OMFS Consultant stated that “what OMF surgeons uniquely do is bridge the gap
between the dental and medical skills of hospital clinicians... They cement these two
diverse areas of clinical competence (medicine and dentistry), gaining a clear
understanding of the strengths of each.” This point was supported by the British
Society for Oral Medicine, which described OMF surgeons as “qualified by education,
training and experience to deliver quality surgical care to patients who require surgery
that is beyond the competence of surgeons from either a dental or medical background
only.”

The SACs in OMFS and OS, and the Dental Council of the Dental Faculty of the Royal
College of Surgeons of Edinburgh expand on this point by listing those practises they
see as being unique to OMFS:

Cranio-maxillofacial trauma;

Acquired and congenital facial deformity;

Head and neck cancer;

Acute infection of the head and neck;

Deformity and functional problems associated with cleft lip and palate.

It was noted in numerous submissions — and particularly those from patient groups -
that the ability to manage the full scope of cranio-maxillofacial conditions under the
roof of one specialty (OMFS) results in better patient care. While it was acknowledged
that a team composed of ENT, Plastic, Orthopaedic, General and Oral surgeons could
combine to provide a similar service to that currently delivered by OMFS, each
specialty lacks the broad training to be able to deliver the current standard of service
in all cases, without reliance on the other specialties. What is unique about OMF
surgeons is that they are able to provide a comprehensive level of care and unrivalled
continuity for patients from diagnosis through to rehabilitation. “OMFS is unique in that
it represents the convergence of the two major independent healthcare professions of
medicine and dentistry. The trained OMF surgeon uses knowledge and skills gained
from both backgrounds to provide a comprehensive diagnostic and treatment service
to patients for the management of a large range of both simple and highly complex
conditions that present within the defined anatomical area of the mouth, face and
jaws.™

The BDA developed this point by highlighting other areas of surgery which require the
particular skills of OMFS:

“Whilst nothing that OMFS consultants perform is uniquely in their remit, they make
an important contribution in the following areas:

i. repairing and managing dentoalveolar trauma — occasionally, dental
procedures can result in complications such as oral-antral
communications, usually repaired by OMF surgeons;

ii. managing diseases of the oral cavity not dental in origin and head and
neck, especially where an academic oral medicine department does not
exist. Examples are red and white patches and other lesions of the oral
mucosa;

iii. managing tumours of the head and neck, especially those of the oral
cavity;

iv. managing large facial swellings in patients who display signs of pyrexia
and require hospitalisation;

4 Consultation submission, Specialist Advisory Committee in OMFS
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V. bone grafts to the oral cavity for various reasons. This could be for cleft
palate, pre-prosthetic surgery such as implant placement, or both;

Vi. craniofacial deformity correction, skull base and other neurosurgical
access surgery and facial aesthetic surgery;

Vii. orthognathic surgery in conjunction with orthodontists;

viii. training of undergraduate dentists and those in other forms of specialty
training, in complex extractions, providing treatment under general
anaesthesia, as well as managing patients with multiple co-morbidities.
Many general dentists and most specialist trainees take up at least one
post in OMFS which broadens their experience and ability to treat
patients, especially those with complex medical histories;

iX. quality of life and rehabilitation following cancer surgery.

Although there has been some difference of opinion on the procedures unique to
OMFS, it is clear that the management of particularly complex procedures sits well
within OMFS. If we interpret the question literally — i.e. ‘what do OMF surgeons do that
other surgeons do not?’ — these procedures are indeed unique to the specialty. 95
consultation respondents agree that OMFS provides a unique service, with 17 of the
opinion that there is little or nothing that is uniquely performed by OMF surgeons.

As noted above, it is the convergence of medicine and dentistry that many see as
being crucial to the delivery of service in OMFS, with a widely held belief that this
comprehensive knowledge of the head and neck leaves OMF surgeons better equipped
than any combination of singly-qualified surgeons to manage all of the conditions that
present in this specialty.

In order to award a CCT or CESR in OMFS, registerable qualifications in both medicine
and dentistry are currently required. This question aims to gauge perception on
whether this requirement adds value to the provision of service in OMFS.

The BMA support the idea that within the current system, training in both disciplines is
required. Patient safety was cited as a concern by numerous respondents who agreed
that the medical management of patients can only be undertaken by a qualified
doctor, and thus there will always be a need for medical training for OMF surgeons:

“We believe that whilst dental training offers some basic medical training, it does not
allow trainees to meet the required competencies to make the transition from an
undergraduate dental student to the medical training grades. By qualifying as a doctor,
we believe OMFS trainees are more likely to have a holistic approach to patient care to
understand how the management of patients is influenced by other factors, including
co-morbidity. It is vital that OMFS professionals have gained adequate training, skills
and competencies in all diseases and conditions to ensure they are able to provide the
best possible level of medical care to patients in their care.”

The European Association for Cranio-Maxillofacial Surgeons (EACMFS) offered the
following response, supporting the need for dual qualification:

5 Consultation submission, British Medical Association
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“It is now internationally recognised that undergraduate training in both disciplines is
essential as a foundation for the development of a competent specialist in OMFS. The
factors underpinning this include a need for:
detailed and specialised knowledge of the basic sciences relating to the head,
neck, mouth, jaws and teeth to complement those of the body as a whole;
technical training from a very early stage in complex manual skills, working to
very low tolerances for error which is a feature unique to OMF surgeons when
compared to other surgical specialties;
working knowledge and skills in the clinical dental disciplines and also dental
technology;
comprehensive education and training in medicine, not only to ensure
competence in evaluating and managing the whole patient, but also to provide
for the graduate the only possible avenue to postgraduate core surgical
training.”

There is broad support from respondents of the need for dual qualified specialists who
are able to manage the full scope of conditions presenting in OMFS. However, the
other side of this argument is that whilst there is a need for dental and medical
training, this need not constitute two full undergraduate degrees. The SAC in Oral
Surgery acknowledges that some dental training is required for a career in OMFS, but
not necessarily a full dental undergraduate degree:

“With the advent of specialist care practitioners and the extended roles of health
professionals, (the need for two full degrees) is no longer the case. A deep
understanding of dental and oral anatomy, function, disease diagnosis and pathology
is required for the management of this patient group, and particularly to permit
optimal reconstruction. Some form of dental training is therefore required.”

The evidence gathered from PMETB’s consultation with Trusts and Health Boards
suggests that the service is satisfied that the requirement for dual qualification
provides the appropriate level of service for patients:

Number

Do you feel that the present training of consultant OMF
surgeons requiring both medical and dental qualifications
is appropriate for your service?
70
60
50
40 A
30
20
10 |
0 ,
Yes No N/A Did not answer
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Building on this point, the British Society for Oral Medicine (BSOM) cites the “inherent
differences in UK undergraduate medical and dental degrees” as the reason for the
continuing need for dual qualification:

“A degree in medicine provides a broad understanding of human health, disease and
how these link to healthcare in very general terms...By contrast, dental undergraduate
degrees place emphasis on a small part of the body from the outset...The aims and
outcomes of dental and medical undergraduate degrees are very different...and at this
time, the only way to acquire the benefits that dental and medical undergraduate
programmes bring to patient care is to undertake both degrees.”

OMFS evolved from a dental specialty into the current model of dual qualification. This
evolution of the specialty is of key importance to this question. As one individual
responded:

“The specialty did not evolve by accident but was responding to cognisant criticism of
its ability to manage the patient medically or surgically.”

The SAC in OMFS responded; “If the specialty of Oral and Maxillofacial Surgery did not
exist, the majority of uncomplicated dentoalveolar surgery could be undertaken by
Oral Surgeons, although there would remain a number of complex dentoalveolar cases
including odontogenic tumours, which would require additional skills that this group of
surgeons does not possess...It is the SAC’s view that team working between the
specialties of OMFS and OS can only serve to enhance patient care. Staff and
Associate Specialist (SAS) grades already work in OMF units as part of the team
carrying out a significant proportion, but by no means all, of the dentoalveolar
surgery. Many of these specialists do not wish to work independently and enjoy their
role working within the team. It is, however, essential that there are mechanisms for
career progression for the SAS grades. Appointment to consultant Oral Surgery posts
would be acceptable to OMF surgeons, particularly if team working were maintained;
however, becoming a consultant would fundamentally change the working relationship
the SAS grades currently enjoy within the OMF departments. Ultimately, the decision
to appoint to the consultant grade for any specialty rests with the employing Trust.”

(PMETB would like to clarify that the appointment of SAS grades to consultant posts in
a medical specialty would require individuals to apply for assessment to determine
their eligibility for entry into the Specialist Register under Article 14 of The General

and Specialist Medical Practice (Education, Training and Qualifications) Order 2003. For
dentists, the route is Article 9).

Ninety one respondents to the consultation agreed that undertaking medical and
dental training was invaluable to OMFS. Eleven disagreed on the basis that the current
system is wasteful of time, with some stating that there is sufficient overlap between
OMFS and OS to enable singly qualified dentists to take on some of the tasks currently
performed by OMF surgeons.

The responses from the British Association of Oral and Maxillofacial Surgeons (BAOMS)
and the SAC in OMFS outlined the core knowledge, skills and competencies to be
acquired during postgraduate training as including (but not restricted to);





specialist knowledge of the embryology, anatomy, physiology, pathology,
pharmacology etc. relevant to conditions affecting the teeth, mouth, jaws and
face;

generic skills in surgical technique, tissue handling, control of blood loss,
management of infection, fluid balance, care of the surgical patient etc;
relevant, more advanced surgical skills, such as emergency airway management,
design and execution of local and regional skin flaps, vascular and neural repair,
bone grafting etc;

management of complex dentoalveolar conditions such as impacted and
unerupted teeth, cysts and benign odontogenic lesions and tumours of the jaws;
management of serious cervicofacial infections, including emergency airway
management;

management of diseases of the oropharyngeal mucosa, including those
conditions that arise as local manifestations of systemic diseases;

management of craniomaxillofacial trauma, including trauma to the hard and
soft dental tissues, and traumatic injuries to the complex anatomical structure of
the neck;

management of congenital and acquired facial deformity (competencies for cleft
and craniofacial deformity are limited to diagnosis and knowledge of
management. Advanced surgical skills are now covered in the post-CCT cleft and
craniofacial multidisciplinary fellowships);

management of neck lumps and diseases and tumours of the salivary glands;
management of temporomandibular joint problems and complex facial pain,
including psychological aspects;

management of malignant disease of the face, mouth and jaws, including
diagnosis and surgical management of primary tumours and neck matastases
together with the principles of advanced surgical ablation and reconstruction
(advanced management and reconstruction are now covered in the H&N
oncology multi-disciplinary fellowships);

management of ill patients and in particular the assessment and management of
patients requiring major surgery who have multiple medical co-morbidities;
exposure to, and team working with, allied disciplines in medicine.

52. The BDA has categorised the requirements it considers to be essential, as follows:

General:

Critical evaluation of dental and other scientific literature;

Competent in the use of common computer software packages;
Understanding of the relationships between primary and secondary care and
Universities and the NHS.

Research and development:

Identification of appropriate areas of research and development;
Understanding of research and development methodology;
Application of scientific principles to research Policy development;
Skills in the conduct of audit.

Teaching and training:

Ability to provide appropriate undergraduate and postgraduate teaching;





Ability to respond appropriately in multi-disciplinary/multi-agency settings;
Knowledge of the organisation and planning of dental education;
Acquisition of skills to provide a foundation for acting as a trainer.

Effective communication:

Appropriate skills in written, oral and non-verbal communication;
Appropriate skills in negotiation and influencing people;
Appropriate counselling and listening skills.

Management:

Managing change, people, resources, time and support;
Understanding principles of management as applied within the NHS;
Effective time management;

Leadership skills and problem solving;

Planning and organisational skills;

Skills in conflict management and management of change.

Management of conditions and practical skills:

53.
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Preprosthetic conditions including implantology (management of patients
requiring implants and the restorative requirements);

Other non-surgical conditions affecting the face, mouth and jaws;
Aesthetic facial surgery and facial dermatologic surgery.”

Dentoalveolar procedures are the main crossover point between the two specialties of
OMF and Oral Surgery, and numerous respondents have offered opinions on where
such procedures should be managed.

The SAC in OMFS state that “while OMF surgeons and trainees undertake a relatively
small volume of dentoalveolar surgery when viewed against the breadth and depth of
the OMF curriculum, the skills acquired during this part of training are fundamental in
the evolution of an OMF surgeon. Without this aspect of training, surgeons would not
develop the current level of surgical skill or expertise in the management of complex
dentoalveolar surgery, trauma, orthognathic surgery and cleft lip and palate. It must
be remembered that dentoalveolar surgery forms an integral part of all of these
surgical procedures.”

The Committee of Postgraduate Dental Deans and Directors (COPDEND) suggested
that a compromise could be reached on the type of services delivered by OMF
surgeons; “Much of the work undertaken (by OMF surgeons) is part of other dental or
medical specialties which could be undertaken by appropriately trained individuals who
have considerably shorter training programmes. If the scope of the specialty was
refined and perhaps restricted to highly complex surgery, the overall service could be
provided by a network of appropriately trained clinicians working together in a
managed clinical network.”

Patient opinion is helpful in shaping a rounded view of the necessary knowledge, skills
and competencies required to practise in OMFS, acknowledging that such skills extend
beyond the need for surgical competence. The patient organisation Changing Faces
highlighted the following as the vital skills to be acquired during training in OMFS:

an understanding of the meaning of disfigurement, the impact of an altered
facial appearance and what it involves psychologically and socially, and the
impact of an individual’s body image on both their own life and their families;
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understanding of ‘patients in society’ and how, with appropriate support,
patients can learn to ‘adjust’ their appearance and manage others’ reactions;
understanding of adjustment and how it can be achieved;

confidence to understand the psychological and social needs in all settings;
confidence to address psychological and social needs e.g. developing a fully
integrated care plan, a range of interventions including facilitating understanding
of condition, attitude-building, counselling and social interaction training;

the ability to comfortably manage a patient-centred care programme;

the ability to provide realistic information — patients need to be fully informed
about different treatment options, timing of treatment, and involved in the
decision-making process;

leadership skills to deliver bio-psycho-social and physical-functional
interventions;

the ability to lead a multi-disciplinary team (MDT) to be engaged with and
appropriately skilled in psycho-social care.

Respondents agreed that the current scope of OMFS requires trainees to be skilled in a
broad range of dental and medical procedures. Beyond these surgical skills, patient
input into the review highlights that excellent communication, an understanding of the
psychological impact of disfiguring conditions, and the ability to work with patients
throughout the care pathway are highly valued skills.

The main argument for the dual primary qualification system is that it provides OMF
surgeons with the ‘breadth and depth’ of knowledge necessary for ‘total safe patient
care’. Medical training is required both for the development of surgical skills and to
enable the safe management of patients with co-morbidity, with a dental
undergraduate degree ultimately equipping the OMF surgeon with a detailed and
appropriate understanding of oral anatomy.

The Faculty of Dental Surgery of the Royal College of Surgeons of England states; “The
skills of both medicine and dental education are needed to manage many of the
conditions which are treated (in OMFS). Dental education provides a sound knowledge
of the teeth and surrounding structures and the management of intra-oral disease.
Medical education provides a sound knowledge of diseases of the human body which
cannot be treated in isolation and the ability to manage patients who have undertaken
major surgery or who have been subject to major trauma.”

Further to this, the Faculty outlined their perspective on the suitability of postgraduate
modules to train OMF surgeons:

“It is our view that special modules of either medical or dental training bolted onto a
primary qualification will not provide the broad basis for managing the full spectrum of
patients referred with conditions of the head, neck, mouth and jaws. In practise, it has
been found that sufficient knowledge can be acquired in a three-year, tailor made
second qualification, such that a registerable qualification can be obtained rather than
a “second best” partial knowledge of a subject. In practise in the UK, obtaining a
second degree has been fraught with difficulty and many years can be lost during
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training, trying to obtain experience and qualifications as a necessary requirement to
undertake a second degree. This faculty believes strongly in a three-year second
qualification which can be started shortly after obtaining a primary qualification. This
provides a full training whilst the committed individual is young and is less likely to
have a family and domestic commitments. It should, for example, be possible to
obtain two registerable qualifications by the age of twenty-six. Currently, many
individuals do not obtain their second qualification until their early or even mid-
thirties.”

The consultation responses indicated that there is broad agreement that pre-
registration dental training in particular can be delivered in a period shorter than the
standard five years. Three and four year dental courses for medical graduates are
already available, but such courses are not widely available throughout the UK. Four
year medical courses are available for graduates, but again, competition for these
places is high. As the BDA highlights:

“Although these competencies are adequately covered using the dual qualification
approach, a streamlined specific postgraduate qualification could satisfy the training
requirements of dentists and medical doctors. Currently, medics find it difficult to get a
shortened dental course. A modular system could benefit all trainees, allowing them to
take core common modules with options in line with their individual training
needs...ldeally, these programmes should be funded by the postgraduate deaneries,
reflecting that cost savings will be realised elsewhere...Trainees should be on full
Specialty Registrar salary, with any banding relevant to their normal rota, during the
course of their training.”

The SAC in OS offered the following opinion on training:

“The progressive polarisation of the “oral” and “maxillofacial” sections of OMFS
indicates that the suggestion of a postgraduate training programme entered from
either medicine or dentistry would have considerable merits. Special modules could be
tailored for those with different primary qualifications and targeted toward different
end points, at each end of the spectrum. The current pathway for OMFS results in an
appointment to consultant level at approximately 38 years [of age]. In the dental
specialties, for example in Orthodontics, this can be achieved by the age of 30. Even in
medicine it is possible to be trained as a Surgical Urologist by the age of 31. OMFS is
another branch of surgery, so does it really need another seven years of training?”

Evidence from a recent study undertaken at Addenbrooke’s Hospital in Cambridge
suggests that age of appointment to consultant posts in OMFS (37.69 years) is
consistent with other branches of surgery such as Neurosurgery (37.35 years) and
Cardiothoracic Surgery (38.22 years)G. Age of appointment has thus far not been cited
as a major concern for respondents, and although it is an aim of the review to reduce
this if possible, this will not be recommended at the expense of the quality of training.

None of the responses called for a return to single qualification, yet there have been
numerous suggestions as to how training can be streamlined for those wishing to
practise OMFS (see question 5).

8 Cameron and Westcott, Maxillofacial training is no longer than other surgical specialties, Ann R Coll Surg
Engl 2008; 90: 000-000
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Responses to this question can be split into two groups; those who believe that the
shortening of postgraduate training will decrease the quality of future consultants and
that it is not possible, and those who think that training can be streamlined through a
revision of both undergraduate and postgraduate training.

BAOMS suggested the following:

“One model would be the introduction of an interchangeable health sciences
programme covering those preclinical topic areas common to both medicine and
dentistry. This would potentially have significant economies across the whole of both
medicine and dentistry. A diploma of pre-clinical sciences of BSc could then be used
interchangeably across medicine, dentistry and possibly other healthcare-related
degree subjects. With regard to the craft skills and knowledge acquired within clinical
medicine and dentistry, there is also some overlap. For example, the entire medicine
and surgery section of the dental curriculum could be subsumed into medicine and
surgery within the relevant medical curricula.

For medical graduates studying dentistry, directing craft skills toward exodontia, basic
dentoalveolar procedures, orthodontics and prosthodontics and away from large
volumes of basic restorative procedures, would streamline both undergraduate training
and minimise basic postgraduate dental training.

“At present, it is possible for dental graduates to acquire a registerable medical
qualification after a three year programme, and also for medical graduates to acquire
a registerable dental qualification after three years. With acceptance of the principle of
transferable educational credits, it should therefore be possible to produce an
integrated programme, by building suitable modules from medicine and dentistry
which would lead to the acquisition of knowledge and skills which in turn would satisfy
the regulatory requirements of both the GMC and GDC. This would lead to the
acquisition of registerable medical and dental qualifications whilst at the same time
providing a streamlined undergraduate training, which is fit for purpose. This could
reduce the time taken to acquire both qualifications, from the existing eight to ten
years to approximately seven years. Further reduction in ‘core specialist training’
would be inappropriate, and the European Working Time Directive (EWTD) restrictions
leave little scope for any reduction in the length of time required to achieve
competence in these core areas.”

The Dental Council of the Dental Faculty of the Royal College of Surgeons of Edinburgh
proposed core medical training with a programme of dental modules including; dental
anatomy, oral pathology, oral surgery and oral medicine, with some restorative
dentistry, and this “might suffice for the OMFS trainee.” It was suggested that this
could reduce dental training to a two-year programme.

There is no consensus as to the minimum amount of time to be spent at
undergraduate level, but the shortened graduate courses that are currently available
provide a more streamlined option for those wishing to pursue a career in OMFS. There
is general agreement that the time spent at undergraduate level should be
appropriately configured to facilitate seamless progression to the foundation
programme and specialty training. Other suggestions as to how undergraduate
training can be optimised included promoting close linkages between those
undertaking their second degree and maxillofacial units to assist in the development of
competencies, and standardising the duration of the second degree across the UK.
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On the subject of length of time spent at undergraduate level, it is interesting to note
that during the visits, OMFS staff were asked if they thought that duplication across
medical and dental undergraduate degrees was an unnecessary delay to their studies.
The majority thought that repeated study of similar modules enhanced and cemented
their knowledge of the subject in question.

69 respondents (of which 15 were institutional) indicated that there should be
streamlining of training at undergraduate level, with a reduction in the length of the
second undergraduate degree to three years, where possible. 14 (of which four were
institutional) felt that postgraduate qualifications built onto a medical degree could
achieve streamlining. Eight respondents (three of which were institutional and included
ABAOMS, the SAC in OS and BAOS) indicated that streamlining should occur by
extending competencies on a dental qualification and avoiding the need for a medical
qualification altogether. Only two respondents suggested a reduction in the specialist
training time.

Any reduction in the duration of pre-registration education would have to be compliant
with the European Professional Qualifications Directive 2005/36, which determines the
minimum length of such courses.

a) patients
b) the service

a) Patients
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The key needs of patients as outlined by respondents can be summarised in the
following points:
availability of appropriately trained, skilled surgeons who have a combined skill-
set to manage the full scope of conditions under the remit of OMFS;
wherever possible, they should have a choice of service provider;
they should enjoy seamless transfer of care between primary, secondary and
tertiary care;
they should have ease of access to high quality elective and emergency care in a
convenient location.

The above requirements are applicable to all patients, irrespective of the complexity of
the condition or duration of treatment. However, for individuals living with facial
disfigurement, Changing Faces outlined the following patient concerns:
facial disfigurement has been linked to psychosocial problems (e.g. social
anxiety, depression, social isolation);
psychological problems are often linked to social interaction difficulties;
individuals experience a loss of social anonymity and yet simultaneously
experience a sense of social isolation;
the objective severity of the disfigurement is not positively correlated to distress,
but the perceived/subjective severity is.

Positive factors in patient rehabilitation include;
good quality social support from friends, family and professionals to build self-
esteem;
realistic information about treatment options;
effective coping strategies (especially to manage social anxiety).





78. A holistic approach to care — combined with the requisite levels of surgical competence
- is therefore required to provide appropriate treatment to patients, and beyond this,
services need to be appropriately configured to ensure that they are easily accessible
to all.

Describe the case mix in your department
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b) The Service
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Respondents agreed that the service needs to:
train and retain surgeons of the highest quality;
ensure that care is accessible;
provide a high standard of service to patients presenting with head and neck
oncology, dentofacial/craniofacial deformity, cleft lip and palate, facial trauma
and salivary gland pathology;
provide treatment that is delivered by an appropriately staffed team.

The SAC in OMFS are of the opinion that “the service should be provided by an
appropriately constituted, balanced team, which will usually include dually qualified
OMF surgeons and dentally qualified Oral Surgeons. Ideally, the service will be
configured on a ‘hub and spoke’ basis, permitting economies of scale for the
management of common conditions and a critical mass for the management of the
rarer conditions. This, importantly, also permits structured and efficient training with
credible audit of outcomes.

“Appropriately trained clinicians can provide outreach services for ambulatory care in
primary and secondary care sectors. This might involve Oral Surgeons who have
undertaken appropriate postgraduate dental training in line with the GDC-approved,
essential competencies specified for the specialty of Oral Surgery.

An integrated service provided along this model permits effective clinical governance
while facilitating continuing professional development and peer support.”
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Most importantly, fundamental in all responses was the need to build on the
requirements of patients to ensure that care is adapted to meet the needs of the
service user.

BAOMS’ Junior Trainees Group went further and highlighted the needs of OMFS
trainees, “who for a long time have been in a great disadvantage compared to any
other trainees, not because of the length of training, but rather the multiple obstacles
and the gamble of undertaking a second degree before any form of official selection
process or appraisal which would secure their huge personal investment.”

BAOMS suggested a need for mergers and rationalisation of services in some areas to
ensure that teams are configured with the appropriate skill mix. BAOMS expanded this
point by commenting that there are already numerous examples of “well-organised
services...integrated across primary care medicine and dentistry, secondary care
medicine and dentistry, and specialist multi-disciplinary teams. Common conditions
are managed in spoke units and/or primary care facilities, providing timely and local
access, whilst rarer conditions are managed in hub units housing well-developed multi-
disciplinary teams.”

Do you feel the present skill mix within your OMFS
department is appropriate for the case mix provided?
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Responses to question five provides more detail on some of the perceived inefficiencies
in the delivery of training.

As evidenced in the responses to other questions, respondents agreed that OMFS
provides a high quality service, but to some, the length of time spent training
individuals to provide this service contributed to its perceived inefficiency. However,
the Faculty of Dental Surgery of the Royal College of Surgeons of Edinburgh
commented that, “there are enough volunteers for the current system, suggesting that
even with a lengthy training time, attracting high quality applicants is not a problem.”

The NHS Workforce Review Team (WRT) advise that “there is an anecdotal belief that
much work in OMFS units is minor oral surgery, a service that can be and is provided
also by (singly qualified) Oral Surgeons or those in Staff and other grades as well as
competent primary care dentists. This work may be provided in a primary care setting
which may be more appropriate and convenient for patients.”

Faculty of Dental Surgery, Royal College of Surgeons of England — “Within
metropolitan areas, most of these requirements are being met. However, there is a





general shortage of members of the team to work in hospitals such as orthodontists,
restorative dentists and hygienists. One of the most important principles of managing
emergencies should be a large team of OMFS surgeons working together at a hub
hospital and sharing the on-call duties. Each OMF surgeon should have the required
skills to deal with major trauma and also the emergency management of post-
operative complications following major surgery.”

Number

From your perspective as a provider, do you believe that your
OMFS department provides a cost efficient service in relation
to the income generated under PBR?
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The above graph highlights that the overwhelming majority of Trusts and Boards are
content that their OMFS departments provide an efficient service, suggesting that
there is no perceived need for change in the way services are delivered.

Overall, 40 respondents to the consultation indicated that requirements are being met
efficiently, although some improvements were suggested, including better
rationalisation of the service, and in particular, better use of primary and secondary
care Oral Surgeons. 38 indicated that efficiency could be improved, again, by better
rationalisation of service, which included suggestions for better hub and spoking, with
more defined roles for Oral Surgeons working within OMFS teams, and better use of
primary dental care. 20 indicated that the service was not efficiently delivered and
suggested that primary care could be better organised to improve delivery. Eight
indicated that there should be greater use of singly qualified Oral Surgeons in both
primary and secondary care.

The majority of respondents to this question agreed that there is not a continuing need
for OMF surgeons to hold dual registration with both the GMC and GDC, but recognised
that registerable qualifications remain a legal requirement.

Both bodies responded to the consultation and supported a move to a system of single
registration for OMFS:

GDC — “It is the GDC'’s position that a specialist in OMFS, practising only within the
scope of that (medical) specialty, should not be required to register with the GDC, as
patients will be protected by virtue of their GMC registration. We do not believe that it
adds value to these specialists to be registered with the GDC (unless they wish to
practise dentistry separately, in addition to their specialist duties).”
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GMC — “We do not consider that the current requirement for OMF surgeons to hold
dual registration with both the GMC and GDC adds any value in terms of public
protection. We therefore agree that it should be discontinued. (PMETB) may wish to
note that we have also conveyed this view to the Department of Health in connection
with its recent consultation on the European Qualifications (Health and Social Care
Professions) Regulations consultation.”

Other responses received included:
SAC OMFS — “Yes and no.

It is important to draw distinction between registration, and the acquisition of
registerable qualifications. Both the GDC and GMC have agreed, in principle, that they
would be content for OMFS specialists holding dual registerable qualifications to be
registered solely with the GMC which currently maintains the specialist list in OMFS.
This would avoid unnecessary duplication of bureaucracy for recertification and
relicensure, and remove the potential exposure of OMFS specialists to the “double
jeopardy” of disciplinary proceedings. This would require amendments to primary and
secondary domestic legislation but could be achieved without jeopardising our
obligations under EU law.

Notwithstanding this, OMF surgeons are proud of their dental links and have concerns
that removing the need for registration with the GDC might diminish these. An
agreement between the GMC and GDC to have the former “responsible” for OMFS with
continuing professional development (CPD) and disciplinary requirements determined
accordingly is seen by many as a more satisfactory arrangement.”

BMA — “OMFS is a medical specialty under the remit of PMETB and the GMC. We
believe that OMFS professionals must hold full medical registration with the GMC.
Currently there is no independent regulator for postgraduate basic and higher
specialist education and training in dentistry separate from the body regulating the
profession of dentistry. At the present time we believe that there is a need for OMFS
professionals to hold dual registration.”

The Faculty of Dental Surgery, Royal College of Surgeons of England — “No, currently,
OMF surgeons have to be registered medical practitioners. They do not have to be
registered dental practitioners but do require a dental qualification which is potentially
registerable.

In the past, it has been interpreted that OMF surgeons need to be registered with both
the GMC and the GDC. This has caused considerable duplication of bureaucracy, the
payment of registration fees and even the management of disciplinary procedures. The
Faculty would recommend that all OMF surgeons must be registered as medical
specialists but should also have a dental qualification which may or may not be
registered. The GMC and GDC should work together to minimise the bureaucracy and
inconvenience to which individuals are subjected when they are registered with both
organisations.”

BDA — “Dual registration is essential for the specialty of OMFS, given the hybrid nature
of the training and related responsibilities.”

An amendment to The General and Specialist Medical Practice (Education, Training and
Qualifications) Order 2003 means that basic dental training is sufficient to allow
practise in OMFS, and that registration with the GDC is no longer a pre-requisite.7

The majority of respondents to the consultation— 65% - support a move to a system of
single registration, with the specialist list held by the GMC.

7 www.opsi.gov.uk
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It is acknowledged that in OMFS, as throughout medicine, there are areas of
commonality which leave certain specialists equipped with a skill set that would enable
them to work in areas of other specialties. The range of conditions which present in
the specialty of OMFS range from impacted teeth to complex congenital conditions
which require multiple procedures from birth through to adulthood, and can currently
best be managed by dual-qualified OMF surgeons. The patient perspective on this
point suggests that what is most important is that a competent surgeon or team of
surgeons is able to undertake a procedure safely, that they are equipped with specific
knowledge of how to deal with emergencies, as well as being appropriately skilled to
manage the patient throughout their period of rehabilitation.

The majority of respondents to all of the evidence-gathering exercises agreed that it
was important for OMF surgeons to maintain the current level and standard of
knowledge in medicine and dentistry but agreed that the delivery of training -
particularly at undergraduate level — could be more efficient (question 5).

Responses to the Trust and Health Board consultation showed that the service is
content with the care provided by its OMFS departments, but that some have plans to
change their department’s configuration. The majority of these changes are related to
staffing levels, suggesting that there may be concerns in some areas about the
availability of appropriately qualified staff to deliver the service, but not of the quality
of service provided. This, however, seems to be the case in a relatively small number
of departments.
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Departments were clear in the articulation of their needs in terms of staffing levels,
with 14 considering the appointment of one or more dual-qualified consultants, and
nine considering an expansion in numbers of SAS-grade staff. This evidence suggests
that areas of the service are content to expand on the current model, as opposed to
offering a radically revised service.
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As demonstrated in MMC'’s predicted competition ratios for 2008, OMFS remains a
popular career choice, with the current training pathway seemingly not too great a
deterrent for many undergraduates. The working group are convinced of the need for
maintaining current high standards and maximising efficiency in the delivery of
training at both under- and postgraduate level to ensure best patient care, which is
reflected in the group’s recommendations. Beyond this, there is a need for greater
exposure to OMFS at undergraduate level to promote awareness of the specialty and
its training requirements.
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The working group propose the following recommendations:

There should be no change to the current statutory requirement for those training in
OMFS to obtain primary qualifications in both medicine and dentistry.

Discussions should take place with medical and dental schools and the regulators to
explore ways of streamlining the education and training of those dentists or doctors
who wish to pursue a career in OMFS. Any reduction in the length of training leading to
a primary qualification must be compatible with the European Professional
Qualifications Directive 2005/36

Since OMFS is unique in requiring two primary qualifications, we recommend that all
those responsible for training in the specialty explore the feasibility of beginning
specialist OMFS training at the start of the second degree course.

Those on the specialist register in OMFS need be registered only with the GMC.

There should be a separate review of the specialty of Oral Surgery.

Dually qualified individuals who can demonstrate to PMETB that they meet foundation
year 2 (F2) competencies have the option to move directly into competition for
specialty training programmes without completing F2. This does not alter the
requirement to complete F1, which remains compulsory.

PMETB notes that the Department of Health for England intend to publish a review of
the foundation programme later this year, and this may be subject to some change.





119. Responses received from individuals include grade, title and specialty where this
information was provided.

Organisations:

British Society for Oral Medicine

Faculty of Dental Surgery of RCS Edinburgh

General Dental Council (GDC)

General Medical Council (GMC)

British Medical Association (BMA)

Workforce Review Team

School of Dental Sciences — Newcastle University

NHS Education for Scotland

The Surgical Forum of Great Britain and Ireland

British Dental Association

Faculty of Dental Surgery

Committee of Postgraduate Dental Deans and Directors (COPDEND)
Department of Health, Social Services and Public Safety (DHSSPS)
Scottish OMFS Society (SOMS)

British Society for Maxillofacial Research (BSMR)

Association of British Academic Oral and Maxillofacial Surgeons
European Association for Cranio-Maxillo-Facial Surgery (EACMFS)
British Association of Oral and Maxillofacial Surgeons Junior Trainees Group
Specialty Advisory Committee in Oral and Maxillofacial Surgery
Specialist Advisory Committee in Oral Surgery

Fellows in Training (FiTs)

British Association of Oral and Maxillofacial Surgeons

Department of Oral and Maxillofacial Surgery (CELWEX)

Kings College London (Dental Institute — Oral Surgery)

Surrey and Sussex

Sheffield Teaching Hospital

City Hospitals Sunderland

Poole Hospital NHS Trust

University Hospital Aintree NHS Foundation Trust

British Association of Oral Surgeons





European Association for Cranio-Maxillo-Facial Surgery
The Federation of Surgical Specialty Associations

The Royal College of Surgeons of England

Combined Responses
Specialty Registrars (StRs) in OMFS, Northern Deanery

West of Scotland Consultants and Higher Surgical Trainees in OMFS





Individual Responses

Andrew Carton, Consultant, OMFS

Kavin Andi, FiTs

Manjinder Jandu, Consultant, Department of Oral and Maxillofacial Surgery, Barnsley
Ray Reed, Consultant Orthodontist

Dr. Samit Shah, GP, StR in Dental Public Health

Jane Parker

Mr. Mark F. Devlin, Consultant OMFS

Mahesh Kumar, Consultant in Oral and Maxillofacial Surgery
Craig Wales, StR OMFS

David Smith

Phillip Ameerally, Consultant Surgeon

Clive Pratt, Consultant OMFS

Helen Spencer, Oral Surgeon & Educational Supervisor Oral Surgery StR Training
Programme

James Brown, Chairman of the Intercollegiate Examining Board in OMFS,
Liverpool and Warrington

Mr. Benedict Davies, StR Oral Surgery

Miss Daljit Dhariwal, Consultant OMFS

Tara Renton, Professor in Oral Surgery, Kings College London Dental Institute
Dr. Tom W.M. Walker, SHO Emergency Medicine

Mr. R. Banks, Trainee Representative to OMFS SAC

Mr. N M C Renny, Consultant OMFS

Vikas Sood, StR OMFS

Mr. Joseph McManners, Consultant OMFS

Vyomesh Bhatt

Dr. Caroline King, Specialist in Orthodontics

Helen Spencer, Associate Specialist OMFS, Educational Supervisor StR Training Programme
Oral Surgery

Mr. Keith Smart

Mr. F. Ryan, Consultant OMFS

Sathesh Prabhu

Roderick Morrison, Consultant OMFS

Mr. T. Lowe, Consultant OMFS

G.A. Ghaly

Richard Kerr, Associate Specialist, Oral Surgery

Mr. David A. Koppel, Consultant OMFS





Ewen Thomson, Consultant OMFS

Mr. Mahesh Kumar, OMFS Surgeon

Mr. M.C. Bater, OMF Specialist Registrar

Helen Witherow, Consultant OMFS

Bhavin Visavadia, Consultatnt OMFS

Mr. Douglas Kennedy, Consultant OMFS

Mr. lain McVicar, Consultant OMFS

Mr. Peter Ramsay-Beggs and Mr. Michael Perry, Consultants OMFS Surgeons
Mr. Michael Perry, Consultant OMFS

Brian Castlin, Oral and Maxillofacial Surgery Consultant
Sorcha Mackay

Tim Boye, StR OMFS

Andrew Sidebottom, Consultant OMFS

Mr. David Pagliero Specialist in Oral Surgery
James Gallagher, Consultant OMFS

Peter Brennan — Consultant OMFS

Michael Fardy

Christopher Avery — Consultant OMFS

John Stenhouse, Consultant OMFS

Christine Linn, ST2

Andrew Cronin — Consultant OMFS

David Patton — Consultant OMFS

Nicholas Grew, Consultant OMFS

John Devine, Consultant OMFS

Greg Knepil, StR Oral and Maxillofacial Surgery
Scott Rice

Victoria Beale, StR OMFS

David Sutton, Consultant OMFS

lan Holland, Consultant OMFS

Antony Patterson, Consultant OMFS

David Mitchell, Consultant OMFS

lan Sharp, OMFS

Patrick Magennis

Dr. Kevin O’Hare, Consultant Anaesthetist & Lead Clinician
Mrs Rebecca Hierons, Associate Specialist in OMFS

Mr Tim Blackburn





Anonymous responses
GP Response

Trainee Response
Associate Specialist
Clinical Fellow Response
Consultant Response
Consultant Response
Consultant Response
Unspecified Response
Unspecified Response
Unspecified Response
Unspecified Response
Unspecified Response
Unspecified Response
Unspecified Response
Unspecified Response
Unspecified Response

Unspecified Response





10.

11.

12.

What type of trust are you? (Use DoH classification of cluster types e.g. Acute
specialist, Acute teaching [in/out] London, large, medium, small [in/out] London
etc.)

Do you provide OMFS as a Hub or Spoke provider? Please specify your
relationship with other trusts and whether you hold contracts for the service, or
act as third party provider:

What is the skill mix of professional staff within your OMFS department? E.g.
numbers of consultant OMFS surgeons/SASs and trainees:

Briefly describe the on call arrangements and whether you have adopted a
Hospital at Night programme. Include: details of on call tiers and rotas, and

qualifications of the on call staff.

What is the TOTAL population served by your OMFS unit?

Briefly describe the case-mix provided by your OMFS department.

Do you feel the present skill-mix within your OMFS department is Yes/No

appropriate for the case mix provided?

If No describe why not, and what changes you would like to see.

Do you feel that the present training of consultant OMFS surgeons Yes/No
requiring both medical and dental qualifications is appropriate for
your service?

If No what alternative would you propose:

From your perspective as a provider unit, do you believe that your Yes/No
OMFS department provides a cost efficient service in relation to the

income generated under PBR

Do you have any plans to change the configuration of your OMFS Yes/No
department in the foreseeable future

If yes please describe.

Score the quality of the OMFS service you commission at present (1 being poor,

10 being excellent)

Do you have any suggestions for improving the service provided by your unit?





1.

2.

120.

10.

11.

12.

Population Served by you

What volume of activity do you contract for OMFS per year?

New Outpatients

Review Outpatients

Outpatient procedures

Elective Day Cases

Elective In-Patients

Non-elective In-Patients

How many acute trusts do you commission from?

Describe what type hospitals provide this service e.g. large teaching, dental
hospital, large acute, small acute etc

Briefly describe the skill mix of professional staff within the departments from
which you commission e.g. numbers of consultant OMF surgeons, SASs, SpRs,

SHOs and other grades of staff.

Briefly describe the casemix which you commission:

Do you have any specific exclusions? Yes/No

If yes describe:

Do you provide or commission any oral surgery services from within Yes/No
primary care ?

If Yes please describe volume and casemix and type of service
providing this e.g. GDP, Community, Specialist Practice, ISCT.

Do you have any access problems for any aspect of OMFS Yes/No

If yes please describe.

Do you have any plans to change your commissioning of OMFS in Yes/No
the foreseeable future.

If yes please describe.

Score the quality of the OMFS service you commission at present

Do you have any suggestions for improving the service which you presently
receive?

In the light of your experience in commissioning, do you believe Yes/No
that the training of consultant OMFS surgeons, involving both

medical and dental qualifications is appropriate?

If No describe what changes you would like to see.
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Chairman’s Foreword

Oral Surgery (OS) is an integral element of oral healthcare provision. As a
distinctive branch of dentistry, OS needs to be viewed separately from the
medical specialty of Oral and Maxillofacial Surgery (OMFS), albeit that there
is overlap in the scope of practice of OS and OMFS. In the interests of
patients and enhanced efficiency and effectiveness in the provision of OS and
OMFS services, the specialties of OS and OMFS should further develop and
strengthen inter-specialty, collaborative working.

In the process of the present review, the review group has collected, shared,
heard and been sent a large amount of evidence. Members of the review
group visited providers of OS services in South East England, Wales and
Northern Ireland who have responded to the challenge of increasing referrals
and associated costs by the introduction of alternative, highly effective, cost-
saving arrangements in primary care settings. In addition, the review group
has given consideration to the measures necessary to safeguard the future of
the specialty of OS in the interests of generations of patients to come.

Faced with steadily increasing OS referrals from primary to secondary care,
most of which are presently managed in OMFS units at considerable cost to
the NHS, and the need to provide enhanced patient-centred, better value for
money OS services, the review group has made a series of recommendations
to encourage the development of more accessible and affordable OS
services. The recommendations include proposals to expand OS Consultant-
led services and training in the specialty. Also, consideration is given to OS
training and career advice included in the undergraduate dental degree
programme and vocational (DFI) training, together with provisions for
practitioners to develop a special interest in OS. An integrated approach to
the commissioning of services and the continuum of education in OS, as part
of such arrangements in dentistry in general, would offer many advantages.

With the anticipated growth in the aging population, changes in the pattern of
oral and dental diseases and many more people retaining an increasing
number of teeth throughout life, the clinical practice and underpinning science
of OS must continue to evolve to meet the future needs of patients. To
address this challenge, OS must be a strong, vibrant, integral element of
modern oral healthcare provision, let alone involved in new and emerging oral
and dental science and modern approaches to specialty training and
subsequent career development. The recommendations of the review group,
as set out in the present report, are considered to provide the means to
realise the vision for the future of OS in England.

Professor Nairn Wilson
Chairman, Oral Surgery Review Group
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1: Introduction

The Review Background and Process

A review of Oral Surgery (OS) was recommended as an outcome of the
Review of Training in Oral and Maxillofacial Surgery (OMFS), conducted by
the Postgraduate Medical Education and Training Board (PMETB) at the
request of the then-Secretary of State for Health.

The terms of reference for the review are included at Appendix A.

The General Dental Council’s definition of the specialty of Oral Surgery can
be found at Appendix B.

Recommended procedures suitable to be carried out by a Dentist with Special
Interests in Minor Oral Surgery are at Appendix C

A list of review group members can be found at Appendix D.
The review group gathered information, evidence and opinions from:

e Written submissions — over 200 responses were submitted to the
review group’s consultation exercise

e Oral evidence day — representatives of 12 organisations presented
evidence at two oral hearings (participants also listed at Appendix D
and a summary of their written evidence can be found at Appendix E)

e Literature review — 60 articles and publications were used to generate
a picture of the specialty of OS and the present provision OS services

e Site visits — members of the review team visited sites in Belfast,
Croydon and Merthyr Tydfil

2. Findings and Vision

The following headings set out the review group’s vision for the future
provision of OS, based upon its findings from the broad range of evidence
gathered and submitted to the groups in the process of its work.
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Each element of the vision is followed by recommendations that the group
believes will make an important contribution to enhance the future care of
patients, improve access to oral surgery services, while reducing costs. It
should also allow the specialty of OS to grow, develop and attract an
increased number of trainees to safeguard the future of the specialty and
contribute to improved patient care.

An accessible, cost efficient, patient-focused Oral Surgery service

The future provision of NHS services will be structured around patient
needs. This should be foremost in the minds of those planning services

“Patients do not belong to any one professional; they are the
responsibility of all who take care of them.” Bristol Inquiry, 2001

NHS policy of the past 20 years has strongly advocated an increase in patient
focus and engagement to ensure that services are tailored to meet the needs
of the people who use them. Reports such as The Wanless Report, The Next
Stage Review" and the NHS Constitution" have outlined a vision for local,
patient-centred care and committed the NHS to a set of standards that hold
the service to account. The recent government White Paper Equity and
excellence: Liberating the NHS", has reinforced this commitment and
proposes to streamline the health service, and enhance team working within
the NHS workforce, to ensure that maximum resources are invested in
meeting the needs of patients and that bureaucracy is kept to a minimum.

According to the Picker Institute’, patients and the public want accessible,
local, high quality healthcare that is free, or affordable, if charges are levied,
at the point of access. They want to be involved in their care and have
flexibility and choice in their treatment. As a consequence, arrangements in
primary dental care should be such that routine OS procedures are typically
undertaken as part of the service offered by general dental practitioners.
Responses to the present review indicated that such provision of routine OS
procedures is variable across the country.

Respondents to the consultation exercise of the present review confirmed
that, in general, access to specialist OS services is also variable across
England, particularly in rural areas in which there is a heavy reliance on
primary care services. As a result, some patients with complex problems are
not benefiting from the more highly skilled care specialists can offer.
Respondents confirmed that specialist OS services are mostly accessed via
departments of OMFS in which referrals are increasing, costly, and, because
of the unevenness of primary care services and quality of referrals, not always
found to be necessary.
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A study undertaken by Coulthard et al". reports that dental practitioners refer

OS cases to OMFS units for one or more of the following reasons:

anticipated surgical difficulty (69 percent of cases)

medical history issues (49 percent of cases)

require a second opinion (32 percent of cases)

practitioners do not undertake surgical procedures (29 percent of
cases)

practitioners lack appropriate facilities or staff (28 percent of cases)
e patients require emergency management of pain, swelling or
haemorrhage (11 percent of cases)

Within the current fiscal constraints, the NHS is expected to deliver at least
the same level and quality of service with more effective use of resources,
thus the importance of guaranteeing value for money in high quality service
delivery and training is paramount”. The Review Group has formed the view
that there is considerable scope for efficiency gains in the provision of OS
services, in particular, in respect of many of those OS services provided in
departments of OMFS.

Recommendation 1: Commissioners should review how OS services are
provided in their area and improve their effectiveness, accessibility and cost
efficiency, in the context of the remaining recommendations in this report.

There is considerable support for the expansion and extension of OS
services in the primary care setting to support local delivery of services

The majority of respondents to the consultation exercise were in favour of an
expansion and the extension of the primary care provision of OS to support a
move to a more accessible, cost efficient provision of services.

An expansion and extension in the provision of primary care OS services will
provide more people with quick and convenient access to local treatment at a
significantly reduced cost to the NHS, and will increase the time available in
departments of OMFS to focus on more complex cases. Such changes in the
way that service is delivered have the potential to release significant cost
savings, and it is important that these savings are re-invested until there is a
full range of OS services appropriate to patients’ needs for routine and
specialist care.

Recommendation 2: Primary care OS services should be developed to meet
the needs of patients for appropriate, accessible care and to make more
efficient use of NHS resources.
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Recommendation 3: To ensure that enhanced primary care OS services
remain attractive and accessible to patients, continuous quality improvements
in the provision of services and training should be funded through any
potential savings made in re-providing secondary care services in a primary
care setting outside OMFS departments in hospitals.

Recommendation 4: The Government’s proposal to introduce a new
dentistry contract with a focus on increasing access to NHS dentistry should
include provisions to increase the access to and availability of routine OS in

viii

primary care".

In 2008, Croydon Primary Care Trust appointed two General Dental Service
(GDS) providers and introduced a referral management centre to address
issues in respect of OS services. This resulted in a significant reduction in OS
referrals to secondary care OMFS. After 12 months in operation, the scheme
reported as follows on 3117 non-urgent referrals from Croydon general dental
practitioners (GDPs) that would all have entered the secondary care system:

e 1137 (36 per cent) continued to be referred to the hospital OMFS
department

e 1834 (59 per cent) were referred to a primary care based specialist oral
surgeon for treatment’

e Of the referrals to the primary care based oral surgeon, two per cent
failed to attend, with the remaining 1798 patients being successfully
treated, with no subsequent re-referrals on to secondary care

Importantly, the implementation of the referral management scheme did not
result in the destabilisation of the local department of OMFS, which reported
that it was better able to meet key performance indicators, and able to
concentrate resources on more complex cases. Waiting times were reduced,
with no patient waiting longer than eight weeks for treatment. Given data on
case mix in UK departments of OMFS (see table below ), the potential for
similar initiatives across the country is considered to be substantial®. Where
such initiatives can be implemented, the resourcing of OMFS units can focus
on an enhanced delivery of OMFS services.

! The remaining 5 per cent could not be traced
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Recommendation 5: Commissioners should review local arrangements for
the provision of OS services. Where there is a high level of referrals to
secondary care departments of OMFS, steps should be taken to identify
which categories of patients could be treated in a primary care setting and,
where practicable, make alternative provisions for the management of these
referrals. The alternative provisions should enhance access and offer
efficiency gains without any reduction in the quality of service.

These improvements are unlikely to be achieved without support for the
development of education and training as recommended later in this review.

There remains a need for some specialist OS services to be provided in
secondary care

Departments of OMFS are, in general, highly reliant on Staff and Associate
Specialist (SAS) grades to deliver OS service*. In 2006, the British Medical
Association (BMA) reported that SAS grades made up 42 per cent of staff
practising in departments of OMFS (52 per cent of OMFS staff overall). This
level of SAS staffing is the highest of any surgical specialty, with the average
across healthcare being 23 per cent.”. Significantly, 80 per cent of SAS staff
report that their current grade is not their career goal; it is clear, therefore, that
a highly motivated cadre of experienced clinicians are seeking opportunity for
further career development™.
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Although there is clearly scope to manage a large proportion of OS referrals in
the primary care sector, the scope of OS spans the management of a wide
range of conditions of varying complexity. To ensure that patients with
complex needs, together with those requiring general anaesthesia, are
managed appropriately, the review group confirms the view that some
specialist OS services continue to be provided in hospital, delivered by
Consultants in OS rather than by SAS staff. To help achieve this goal SAS
staff with appropriate skills should have opportunity to further their careers.

Recommendation 6: To meet the needs of patients, specialist OS services
should be Consultant-led, ideally by Consultant Oral Surgeons, and provided
in both primary and secondary care settings, with the services in secondary
care being Consultant-delivered, possibly by existing SAS grades who have
had the opportunity to undertake further career development leading to
appointment to the Consultant grade.

Recommendation 7: OS referrals from primary care should, through clinical
networks, reflect best practice, thereby allowing departments of OMFS to
focus on complex care.

Recommendation 8: Commissioners and NHS hospital trusts should
evaluate existing arrangements for the provision of OS services and, where
appropriate, develop an action plan for the more efficient, effective delivery of
these services in accordance with the above recommendations.

3: Commissioning

When cases that can and should be managed in primary care are
referred to hospital, patients are inconvenienced and the efficiency of
the service is compromised.

The Quality and Productivity Challenge (QPC) challenges commissioners and
NHS managers to use resources in the most efficient way without loss of
quality. In the spirit of this challenge, value for money in providing a high
quality service has been an underpinning principle in conducting this review.

It was demonstrated in a recent study in Havering PCT that there are
considerable savings to be made by utilising dentists with a special interest
(DwsSis) in OS to deliver services that were generally referred to local
secondary care. Of 83 referrals received, 51 (five for consultation and 46 for
extractions) were seen by one of three DwSlIs. The average waiting time
between referral and treatment was 36 days, with the cost of treating the 51
cases totalling £8,020. The cost for these treatments to have been delivered
in secondary care would have been £43,608, a difference of £35,588, with a
projected annual difference of £142,352. Eighteen patients were interviewed
following treatment, with 83% rating their treatment as good to excellent™".
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The 2008/9 Payment by Results tariff for ‘minor mouth procedure’ in the
OMFS specialty code 144 reveal the financial implications of an unnecessary
referral to a secondary care OMFS unit. Most OS procedures are charged
under one of two codes, with tariffs of £558 and £789. When compared with
the cost of primary care provision of around £265 per case achieved in the
Croydon project, there are potentially significant economies to be made™".

It should be noted, however, that costs can vary in both primary and
secondary care, depending on the extent of treatment required and the
arrangement for the payment for associated support services, but there still
remains the potential for a significant opportunity for cost reduction.
Departments of OMFS are presently managing a significant amount of OS
work, with estimates suggesting that OS procedures constitute 80% of the
caseload in many departments. The available evidence indicates that much
of this work need not be undertaken in hospital. Alternative arrangements for
this care,would in addition to opportunity for cost reduction, free up time in
departments of OMFS to focus on the complex care these departments exist
to treat.

OMFS departments are managing a significant amount of OS work,
some of which could be moved elsewhere, to free up time to focus on
complex care

OMFS has one of the longest training programmes of all the medical
specialties and is the only specialty that requires primary qualifications in both
medicine and dentistry. OMF surgeons are responsible for the diagnosis and
surgical management of patients with severe craniofacial trauma, head and
neck cancers, salivary gland disease, facial disproportion and other oral and
maxillofacial conditions, both congenital and acquired.

Developing clinical networks

The development of managed clinical networks (MCN) offers new ways of
delivering services to patients, with a focus on services and patients rather
than upon buildings and organisations. It involves clinical staff working with
commissioners across boundaries between the different professional
groupings and NHS organisations. The aim is to ensure that existing health
service resources and staff are allowed to focus on what matters: notably
patients and their health care needs. The emphasis should always be on
partnership and distribution of resources to match patient need. MCNs can
help to break down barriers between primary, secondary and tertiary care.
Such networks may evolve or develop as an extension of referral patterns, but
the key emphasis must be on providing the highest quality of care for patients
through coordinated referral pathways in the safest and most convenient
location™.

10
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Where dental referral management systems have been established and OS
developed in primary care, Trusts have seen a substantial reduction in OS
referrals to departments of OMFS.

Recommendation 9: Managed clinical networks and referral management

systems should be established to ensure that patients requiring treatment by
OS and OMFS surgeons are assessed and referred to the most appropriate

primary or secondary care provider.

Recommendation 10: OS and OMFS referral criteria should be developed
and applied in managed clinical networks, together with referral management
systems, to ensure that patients requiring the surgical management of oral
and maxillofacial conditions are treated according to their needs.

Recommendation 11: Consideration should be given to making
arrangements for the appointment and commissioning of combinations of
DwSlIs and specialists in OS who work across a primary and/or secondary

XVi

care setting to contribute to OS services, based upon existing criteria™.

4: Developing the Oral Surgery Workforce

The present provision of education and training in Oral Surgery (OS) is
insufficient to meet the needs of the service

According to the Dental Schools Council (DSC), the majority of undergraduate
OS training is delivered by clinical academics in OS and to a diminishing
extent OMFS, and that there is a shortage of individuals to fill future clinical
academic positions in OS™". Basic skills in OS are taught as part of
undergraduate training and reinforced in foundation training.

The Workforce Review Team’s 2008 summary of OS indicated that to realise
the benefits of the speciality, deaneries and employers would need to
establish new training posts and pathways to support the development of OS
services in both primary and secondary care settings.

While there is a continuing shortage of clinical academics in OS, there
will be a reliance on OMF surgeons to provide training in OS.
Notwithstanding the desirability of training and career advice being led
by suitably qualified trainers in the specialty, such arrangements are
considered important to career development and the recruitment and
retention of individuals in OS.

11
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There is an urgent need for succession planning in OS.

With many existing OS clinicians and academics approaching retirement,
there is a significant need for investment in training to secure the future of the
specialty. The current lack of career development opportunities in OS may
impact on the specialty’s continuing ability to attract and retain a high quality,
motivated workforce of sufficient size to meet future population needs. This
presents an excellent opportunity for the NHS to revise existing arrangements
for OS services and to train a future workforce that meets the needs of the
public, whilst providing a cost efficient service.

Fundamental to the development of OS services will be:

e the creation of appropriate numbers of training programmes and posts

e the education of the next generation of academics and trainers in OS

¢ intelligent commissioning to develop new arrangements for the
provision of services across primary and secondary care

e the creation of career development opportunities and attractive career
pathways for those interested in joining the specialty, including the
opportunity for specialists in OS to develop their clinical practice to
include one or more of the extended competencies™"

e a commitment that the reconfiguration of OS services does not result in
a detrimental reduction in the number of cases required for teaching in
dental teaching hospitals

Recommendation 12: There should be a substantial increase in the number
of training posts in OS, together with provision for additional career
development to satisfy requirements for appointment to the Consultant grade.
The working group supports the recommendations of the Joint Committee for
Specialist Training in Dentistry (JCSTD), now reconstituted as the Joint
Committee for Postgraduate Training in Dentistry (JCPTD) in respect of the
competencies, including extended competencies relevant to the specialty of
OS. Where a local need is identified and training capacity is available, that
specialists in OS should have the opportunity to acquire these competencies
in order to equip themselves for appointment to the Consultant grade.

Recommendation 13: Postgraduate Dental Deans should work with
commissioners to assess existing training needs and create a sufficient
number of training posts to meet these needs.

Recommendation 14: Undergraduate courses should contain sufficient
training in routine OS to prepare new graduates to practise these skills during
foundation training. DF1 trainers must be capable of further developing OS
skills during foundation training.
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5: Leadership in Oral Surgery

The future NHS will provide Consultant-delivered care. OS should not
be excluded from this model.

As part of the consultation exercise, the review group invited opinion on
whether there is a need for a consultant-led OS service. The responses were
broadly grouped by specialty background. There was strong support for such
arrangements from Oral Surgeons, based on the need to deliver high quality
easily accessible patient care, career progression for OS specialists, and to
safeguard and train the future OS workforce. The development of Consultant-
led OS services was considered unnecessary by most OMFS respondents, on
the grounds that leadership is already being provided by Consultants in
OMFS with support from SAS grade staff — normally, singly qualified oral
surgeons — and concerns about the management of medically compromised
patients by oral surgeons. Given the polarity of responses, the group looked
to evidence from recent reports on the future role of the Consultant in the
delivery of services.

Time for Training, NHS Medical Education England’s review of the impact on
training of the implementation of the European Working Time Directive
(EWTD) concludes that it is ‘imperative’ that the NHS develop in each
recognised specialty a ‘consultant-delivered service’. The report recommends
that individuals who are ‘clinically responsible for service delivery should be
employed in substantive posts under the consultant contract™, and that
‘nearly all medical professional bodies interviewed came out in strong support
of a consultant-delivered service’.

The Royal College of Surgeons considers a Consultant-delivered service is
vital for delivery of quality care, training of a competent future workforce,
effective use of resources and patient choice™. The British Medical
Association (BMA) cites a Consultant as someone who ‘promotes new
practices and leads innovation in new models of care for patients, new forms
of treatment, and use of new technologies™

Patient safety and the provision of high quality care is the driving force behind
the present review, aimed at the provision of locally available, cost efficient
OS services to patients. Accordingly the group concluded that the future
provision of comprehensive OS services, let alone the sustainability of OS as
a specialty, would depend to a large extent on the development of Consultant-
led and Consultant-delivered care in OS, reflecting local arrangements and
patient needs.

Recommendation 15: There should be an increase in the number of
Consultants in Oral Surgery.
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Recommendation 16: To develop Consultant-led and Consultant-delivered
care in OS working across both primary and secondary care, specialists in OS
in both NHS and academic posts should be supported in the continuum of
development necessary to become eligible for appointment to the Consultant
grade.
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APPENDIX A

Terms of Reference

The group’s terms of reference were:

To understand the background of how the specialty of OS has
developed to date and its relationship to OMFS

To examine the service implications of the development of the specialty
of OS in both the primary and secondary care sectors

To identify the needs and expectations of patients and the public
To assess the availability and accessibility of specialist services in both
OS and OMFS, with a specific focus on how the needs of patients and

the public are currently met

To examine the current and future provision of education and training
in OS

To identify the needs of clinical academic oral surgery for research and
undergraduate teaching and training

To assess the cost implications of the development and commissioning
of OS

To consider the implications for the specialty of OMFS of the
development and commissioning of OS services

To consider the implications of any recommendations made by the OS
review group and their feasibility
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APPENDIX B
General Dental Council Specialty Definitions: Definition of Oral Surgery
Oral Surgery
Deals with the treatment and ongoing management of irregularities and

pathology of the jaw and mouth that require surgical intervention. This
includes the specialty previously called Surgical Dentistry.
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APPENDIX C

Recommended procedures suitable to be carried out by a DwSI in Minor
Oral Surgery™"

1. Routine extraction of single and multi-rooted erupted teeth.

2. Removal of buried roots and fractured or residual root fragments
3. Removal of simple impacted/ectopic/supernumerary teeth

4. Exposure of teeth.

5. Minor soft tissue surgery:

5.1 Removal of simple fibro-epithelial polyps.

5.2 Removal of simple mucocoele.

5.3 Removal of uncomplicated denture induced mucosal hyperplasia.

6. Management of minor dental trauma including the re-implantation of
avulsed teeth.

7. Surgical endodontics on single rooted anterior teeth

8. Management of cranio-facial pain.
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APPENDIX D

Review group membership

Nairn Wilson, Chairman, Dean and Head of Dental Institute King’s College,
London

Keith Altman, Consultant Oral & Maxillofacial Surgeon, Brighton and Sussex
University Hospitals NHS Trust

Barry Cockcroft, Chief Dental Officer England

Paul Cook, Postgraduate Dental Dean Yorkshire

Chris Franklin, Chair Committee of Postgraduate Deans and Directors
(COPDEND)

Michael Hahn, Specialist in Oral Surgery

Richard Hayward, Specialist in Oral Surgery

Rachel Noble, Project Manager

James Parker, Specialist in Oral Surgery

Jerry Read, Department of Health

Bernard Speculand, Consultant Oral & Maxillofacial Surgeon, University
Hospital, Birmingham

Margie Taylor, Chief Dental Officer Scotland

Derrick Willmot, Dean of the Faculty of Dental Surgery of the Royal College of
Surgeons England

Organisations present at evidence days

Association of British Academic Oral and Maxillofacial Surgeons (ABAOM)
British Association of Oral and Maxillofacial Surgeons (BAOMS)
British Association of Oral Surgeons (BAOS)

British Dental Association (BDA)

Conference of Postgraduate Dental Deans (COPDEND)

General Dental Council (GDC)

National OS Advisor, Royal College of Surgeons of England

Specialist Advisory Committee for Oral and Maxillofacial Surgery (SAC
OMFS)

Specialty Advisory Committee for Oral Surgery (SAC OS)

Trainee Representatives, SAC OMFS

Trainee Representatives, SAC OS

Workforce Review Team (WRT)
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APPENDIX E

Summary of written evidence from evidence day attendees

Submissions of written evidence to OS review evidence day?

Question Is the provision of | Is there a need What are the What are the cost
education for a implications for implications of the
sufficiently Consultant-led | OMFS if OS is development and
available to meet service in OS? developed? commissioning of OS?
the needs of the
service?

Organisation
ABAOMS No Yes Numerous benefits Long term significant
practical and economic
benefits
BAOMS No consistent Need for a Could compromise High set up and training
standard specialist the ability to provide | costs, and potential
delivered 24/7 care, reduce the | duplication of services
service, which capacity to train in
should be OS, reduce cost
delivered by an effectiveness
integrated team
and led by
OMFS
Consultants
BAOS No Yes Numerous benefits: Potentially large savings
would free OMFS resulting from providing
Consultants to focus | care in PCT setting, and this
on more specialist could be invested in
procedures; majority | increasing trainee numbers,
of caseload in OMFS | post CCST development
departments does not | programmes, development
require such of specialist OS services
extensive training
BDA No Yes Given the high The majority of hospital
demand for OS units within the UK are

service, OMFS alone
cannot manage this
caseload

currently undertaking
regular extra clinical
sessions and waiting lists to
manage the volume of work
at a great extra cost.
Commissioners should
consider the economics of
provision of OS in
secondary versus primary
care.

> The NHS Workforce Review Team (WRT) submitted their published document Workforce Review:
Oral Surgery, therefore specific questions were not addressed in their submission
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COPDEND No consistent Dependent on Dependent on how Could add value to services
standard, and quite | how OMFS OS and OMFS are
limited in some services develop | commissioned in
areas future
DSC Of a high standard | Yes Release OMF Would reduce costs in
but insufficient surgeons to undergraduate training,
capacity concentrate on more | allow more cost effective
complex cases. No use of OMFS, reduce costs
evidence that it of OMFS training
would diminish
status or workload of
OMFS
Lay No consistent No Possible impact on Costs are likely to be
standard, with a career development significant, and would
need for require a full costing
revalidation exercise to ensure value for
money
National Limited Yes Likely that OMFS
Clinical opportunities for will be subsumed
Advisor, OS, practical into Head and Neck
Royal College of | experience, lack of services, and may
Surgeons of quality assurance result in a reduction
England in Consultant and
trainee numbers
SAC OMFS Severe shortfall in | No If OS flourishes in Costs inherent in
the provision of PC, this would establishing PC services, but
training remove a significant | would be cheaper in the long
number of term than providing the
inappropriate same service in SC
referrals to SC
OMFS
SAC OS No Yes Reduction in OMFS | Cost savings in the long

waiting times, with
the ability to focus on
more complex
caseload

term with move from SC to
PC provision
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