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Abstract
Introduction: The quality assurance of undergraduate dental education in the UK is regulated by the General Dental Council who describe the competencies expected of the newly qualified dentist or “safe beginner”. While the literature has explored the level of undergraduate training in a number of dental specialties within the UK, there is a paucity of information on the UK curriculum for undergraduate paediatric dental teaching.
Aims: This study aimed to assess the undergraduate teaching of paediatric dentistry within dental schools in the UK. Methods: An anonymous questionnaire was distributed to all 16 UK dental schools via e-mail. Results: Twelve questionnaire were completed, giving a response rate of 75%. First exposure to both academic and clinical teaching in paediatric dentistry ranged from years 1-4. While there were broad similarities between units with regards to core components of the curricula, there were notable differences including the teaching of regenerative endodontics (75%) and the use of the titanium trauma splint (58%). Silver diamine fluoride was only used clinically in one unit (8%) and non-vital pulpotomy was taught by 2 units (16% ). There was also considerable heterogeneity in assessment methods between universities. 
	
Conclusion: The undergraduate paediatric dental curriculum is broadly similar between UK dental schools. However, there are discrepancies in assessment methods and the teaching of new advances.
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Introduction
The quality assurance of undergraduate dental education in the UK is regulated by the General Dental council (GDC), which has a statutory obligation to ensure a high standard of dental education and training.[endnoteRef:1] The main concern of the GDC is that an undergraduate dental curriculum meets the required standard to in order to graduate undergraduate dental students whom are eligible to apply for registration. Additionally, higher education within the UK is quality assured by the Quality Assurance Agency for Higher Education, which ensures that students receive the highest possible standard of teaching[endnoteRef:2].  [1:  General Dental Council. Preparing for practice. 2015. 
https://www.gdc-uk.org/docs/default-source/quality-assurance/preparing-for-practice-(revised-2015).pdf?sfvrsn=81d58c49_2 Accessed December 30, 2019. ]  [2:  The Quality Assurance Agency for Higher Education. https://www.qaa.ac.uk Accessed December 30, 2019.] 

The commissioning standard for paediatric dentistry states that level 1 clinicians should have a competence level as defined by the dental foundation training curriculum or its equivalent. Clinicians at this level should be able to assess the oral health needs of paediatric patients, complete routine and urgent treatment and be aware of when to appropriately refer patients for further assessment[endnoteRef:3].  [3:  Office of the Chief Dental Officer England. Commissioning Standard for Dental Specialties – Paediatric Dentistry April 2018. https://www.england.nhs.uk/publication/commissioning-standard-for-dental-specialties-paediatric-dentistry/ Accessed December 30, 2019.] 

The GDC have described the competencies expected of the newly qualified dentist or “safe beginner” in the “Preparing for Practice” document and undergraduate curricula are generally blueprinted to this. However, there may be some individual variation in the methods of teaching and assessment. This document is not prescriptive regarding the teaching of paediatric dentistry at undergraduate level, allowing flexibility for the various higher institutions in the range of procedures they teach. 
A “safe beginner” dentist is expected to work independently, treating children with a range of dental, medical and behavioural needs, possibly under the supervision of a foundation trainer for a period of one year. Various studies have investigated the undergraduate curriculum in the UK. Macluskey and Durham (2012) investigated the teaching of oral surgery in undergraduate units within the UK and found that, although all of the dental schools taught a curriculum designed to meet the competency framework of the GDC, there was considerable variation between schools in terms of content and delivery.[endnoteRef:4] However, a later paper assessing the teaching of periodontology in UK universities concluded that there is consistency between units with regard to teaching this topic.[endnoteRef:5] While the literature has explored the level of undergraduate training in a number of dental specialties within the UK, [endnoteRef:6],[endnoteRef:7] ,[endnoteRef:8],[endnoteRef:9],[endnoteRef:10] there is a paucity of information on the UK curriculum for undergraduate paediatric dentistry teaching. This study aimed to assess the undergraduate teaching and assessment of paediatric dentistry within dental schools in the UK. [4:  Macluskey, M,  Durham J. Oral surgery undergraduate teaching and experience in the United Kingdom: a national survey. Eur J Dent Educ 2009; 13(1): 52-57]  [5:  Heasman PA, Witter J, Preshaw PM. Periodontology in the undergraduate curriculum in UK dental schools. Br Dent J 2015; 219(1): 29-33]  [6:  Macluskey M, Durham J, Bell A, Cowpe J, Crean SJ, Dargue A, Dawson L, Freeman C, Jones J, McDouagh A, McHanwell S, Marley J, Myrddin L, Millsopp L, Oliver R, Renton T, Taylor K, Thomson P. Eur J Dent Educ 2012; 16(1): 205-212]  [7:  Ali K, McCarthy A, Robbins J, Heffernan E, Coomber L. Management of impacted wisdom teeth: teaching of undergraduate students in UK dental schools. Eur J Dent Educ 2014; 18(3): 135041]  [8:  Gordon F, Morgan MZ, Thompson S. A survey of the quality and quantity of Special Care Dentistry teaching, including Gerodontology, in dental schools of the United Kingdom and Ireland. J Disab Oral Health 2009; 10(1): 3-10]  [9:  Lynch CD, Singhrao H, Addy LD, Gilmour ASM. The teaching of fixed partial dentures in undergraduate dental schools in Ireland and the United Kingdom. J Oral Rehab 2010; 37: 908-915]  [10:  Al Raisi H, Dummer PM, Vianna ME. How is Endodontics taught? A survey to evaluate undergraduate endodontic teaching in dental schools within the United Kingdom. International Endodontic Journal 2019; 52: 1077-1085] 

Methods
An electronic questionnaire comprising of 27 questions was developed using the Online Surveys website (previously the Bristol Online Survey tool).  The survey aimed to gain information regarding undergraduate teaching in paediatric dentistry within dental schools in the United Kingdom. The questions covered a range of topics including subjects, methods of teaching and assessment. 
Ethical approval was granted by the University of Manchester research ethics committee prior to launching the online questionnaire.  The survey was piloted in 3 academic units, and feedback was used to inform the final questionnaire’s content and layout. The 3 institutions included in the pilot study were the paediatric departments at the University Dental Hospital of Manchester, the School of Dentistry at the University of Liverpool, and the Leeds Dental Institute.  In December 2018 the survey was launched and the website address emailed to the academic leads of each university’s paediatric dentistry department, including the 3 in the pilot study, offering an undergraduate dental programme (16 units in total). An email reminder asking to complete the questionnaire was sent to all units after 6 weeks, and the survey was closed after 12 weeks. The responses were anonymous. 

Results
Demographics
Out of a possible 16 units which provide undergraduate dental programmes in the UK, 12 questionnaires were completed, giving a response rate of 75%. 
When asked about what courses each university provides, 10 units offered 5 year undergraduate programmes, with 2 offering 4 year graduate entry programmes. Four units also reported that they deliver a 6 year undergraduate entry with foundation year programme. There was a wide range of number of students accepted annually across the units ranging between 20 and 160 per year. 

Undergraduate training in Paediatric Dentistry
Academic teaching in paediatric dentistry was reported to begin as early as first year in 2 of the units, with the majority of responses reporting that this was delayed until second or third year (9/12). One department reported that academic paediatric dentistry was first taught in the 4th year of undergraduate training. 
Clinical teaching including laboratory and phantom head work showed similar responses when compared to the students’ first exposure to academic paediatric teaching. One department reported that their students start their clinical teaching in paediatric dentistry in first year. Another unit reported that they incorporated their paediatric clinical skills within their general restorative in year 2. 
There was a general trend towards the later years of the course when students begin to manage paediatric patients clinically. Students start their paediatric patient contact in third year within 6 of the units. A further 2 of them begin their clinical exposure in fourth year, with the remaining 4 units starting as early as in their second year of undergraduate education. Half  (n=6) of the universities provide their clinical teaching in paediatric dentistry predominantly within a university dental hospital. However, 33% (n=4) of responses indicated that their students gain most of their clinical teaching in an outreach setting. One department said that their students had equal teaching both in the hospital and in outreach, whilst the final response indicated that their students gain paediatric clinical exposure in a primary care setting. 
With regards to outreach teaching, the majority of responses (n=10) indicated that this takes place in a community setting. Only one unit listed general dental practice as a location for outreach teaching, and a further two units reported that their students receive additional learning opportunities on paediatric general anaesthetic exodontia lists.

Assessment methods
Universities reported a wide range of methods used to assess clinical competencies. These included; milestones, competencies, logbooks & mandatory clinical attainments or totals. Three of the responses discussed using data from an online portfolio called ‘Liftupp’ in the assessment of their students. Two of the responses also discussed using paediatric case presentations as one method of assessment. 
All responses reported using multiple choice examinations in the assessment of their student’s knowledge of paediatric dentistry, with all except 1 unit also reporting that they utilise short answer questions. Just over half (58%, n=7) of the universities that completed the survey reported using vivas as an assessment method. Most of the respondents (83%, n-10) reported using objective structured clinical examinations (OSCE) with the remaining 2 using integrated structured clinical examinations (ISCE) to assess their students. Posters or group presentations are used as methods of assessments in half (n=6) of the universities.

Curriculum content
The curriculum content of participating universities covering; types of behavior management techniques, caries prevention techniques, primary and permanent tooth restorative techniques, tooth isolation techniques, primary and permanent tooth pulp management techniques, interceptive orthodontic techniques taught by participating universities, dental trauma management techniques and anaesthetic techniques are presented in figures 1-10. 

Figure 1
Bar chart showing types of behavior management techniques taught by participating universities. 



Figure 2
Bar chart showing types of caries prevention techniques taught by participating universities.


Figure 3
Bar chart showing types of primary tooth restorative techniques taught by participating universities.


Figure 4
Bar chart showing types of tooth isolation techniques taught by participating universities.

Figure 5
Bar chart showing types of permanent tooth restorative techniques taught by participating universities.

Figure 6
Bar chart showing types of primary tooth pulp management techniques taught by participating universities.

Figure 7
Bar chart showing types of permanent tooth pulp management techniques taught by participating universities

Figure 8
Bar chart showing interceptive orthodontic techniques taught by participating universities.

Figure 9
Bar chart showing types of dental trauma management techniques taught by participating universities.

Figure 10
Bar chart showing types of aesthetics techniques taught by participating universities.



Discussion
The results of this survey showed that there are marked similarities in some of the core teaching in undergraduate paediatric dental departments in the UK, but also some key and interesting differences. The identification of these differences in particular may enable individual departments to identify potential gaps in their undergraduate curricula. 
This slightly heterogenous teaching amongst different departments is not unique to paediatric dentistry. Karim and colleagues (2009) noted differences in course content, extent of experience and assessment methods between undergraduate psychiatry curricula in the UK and Ireland.[endnoteRef:11] Similarly, Gehanno et al (2014) found variability in occupational medical undergraduate curricula between medical schools in Europe.[endnoteRef:12] We report that there was a relatively high level of discrepancy amongst universities with regards to the behaviour management techniques taught. It is perhaps unsurprising given its widespread acceptance and recommendation that tell-show-do was universally taught for practice and knowledge.[endnoteRef:13] It is encouraging that methods such as hand-over-mouth technique, and restraint with the papoose board were not taught in a number of units as these techniques are generally considered socially unacceptable and evidence shows dentists feel most uncomfortable about this practice[endnoteRef:14]. Clinical holding was also not taught in a number of units which may be reflective of the complexity of the consent issues involved with this technique and the need for specialised training.[endnoteRef:15]  [11:  Karim K, Edwards R, Dogra N, Anderson I, Davies T, Lindsay J, Ring H, Cavendish S. A survey of the teaching and assessment of undergraduate psychiatry in the medical schools of the United Kingdom and IrelandMed Teach 2009; 31(11): 1024-1029 ]  [12:  Gehanno JF, Bulat P, Martinez-Jarreta B, Pauncu EA, Popescu F, Smits PB, van Dijk FJ, Braeckman L. Undergraduate teaching of occupational medicine in European schools of medicine. Int Arch Occup Environ Health 2014; 87(4): 397-401]  [13:  Behaviour Guidance for the Pediatric Dental Patient. AAPD 2015; 40(6): 18-19]  [14:  Crossley ML, Joshi G. An investigation of paediatric dentists' attitudes towards parental accompaniment and behavioural management techniques in the UK. British dental journal. 2002 May;192(9):517.]  [15:  British Society of Paediatric Dentistry: A policy document on the use of Clinical Holding in the dental care of children. Allen Y, Thillainathan S, Bellis W, Masters S 2016. https://www.bspd.co.uk/Portals/0/BSPD%20clinical%20holding%20guidelines%20final%20with%20flow%20chart%20250416.pdf Accessed December 30, 2019.] 

It is interesting that one unit did not teach systematic desensitization, which would be a potentially useful technique for the newly qualified dentist to utilize in practice[endnoteRef:16]. The fact that two units did not teach cognitive behaviour therapy as a concept may be reflective of its relatively novel popularity within the paediatric dentistry community and it may be that more universities incorporate this technique within their curricula over time, once there is more evidence supporting its efficacy[endnoteRef:17].  [16:  Taylor GD, Campbell C. A clinical guide to needle desensitization for the paediatric patient. Dental update. 2015 May 2;42(4):373-82.]  [17:  Noble F, Marshman Z. The effectiveness of Cognitive Behavioural Therapy in the reduction of dental anxiety in children. Evidence-based dentistry. 2018 Dec;19(4):104.] 

Teaching of sedation techniques appeared to be less consistent. Whilst inhalational sedation and general anaesthesia were commonly taught there was greater variation in the teaching of oral and intravenous sedative techniques. Five units (42%) did not teach these techniques at all. As the utilisation of these techniques is less common potentially this level of teaching is better suited to postgraduate study, however it is a recommended learning outcome for a graduating European dentist[endnoteRef:18]. However graduates of dental schools may find themselves in a position to refer to specialist paediatric care following graduation and a background knowledge of these techniques may assist in ensuring appropriate referral.  Interestingly, just over half of the dental schools surveyed train UGs to treat children under sedation and GA rather than just for knowledge. The current survey did not involve detailed assessment of such training, which could be the focus for future assessment.  [18:  Field JC, Kavadella A, Szep S, Davies JR, DeLap E, Manzanares Cespedes MC. The Graduating European Dentist—Domain III: Patient‐Centred Care. European journal of dental education. 2017 Dec;21:18-24.] 

Dietary analysis and advice, application of fluoride varnish and fissure sealants were universally taught for both knowledge and use, which is in line with national guidance.[endnoteRef:19] The use of fluoride supplements and the use of silver diamine fluoride were less commonly taught. There is no standard guidance regarding these practices so these results could potentially have been anticipated. Although the use of fluoride supplements was universally taught, this was for knowledge only in half of universities. This may be reflective of the documented difficulties with patient compliance in using these supplements.[endnoteRef:20] The use of silver diamine fluoride as a preventative concept is one that may be more challenging despite the proven caries-preventive benefits.[endnoteRef:21] Currently the use silver diamine fluoride would be on an off-licence basis in the UK, although approved for use in North America. It could not be anticipated therefore that this technique would form part of a core undergraduate curriculum. [19:  Delivering Better Oral Health: An evidence-based toolkit for prevention March 2017.
https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/605266/Delivering_better_oral_health.pdf Accessed December 30, 2019. ]  [20:  Flood S, Asplund K, Hoffman B, Nye A, Zuckerman KE. Fluoride Supplementation Adherence and Barriers in a Community Without Water Fluoridation. Acad Pediatr 2017; 17(3): 316-322.]  [21:  Contreras V, Toro MJ, Elias-Boneta AR, Encarnacion-Burgos A. Effectiveness of silver diamine fluoride in caries prevention and arrest: a systematic review of the literature. Gen Dent 2017; 65(3): 22-29] 

When the various methods of primary teeth restoration were investigated, there was universal teaching of direct composite restorations and the placement of preformed metal crowns using the Hall technique, which is in keeping with appropriate management of the primary dentition by newly-qualified dentists. Placement of preformed metal crowns using the conventional technique was still taught in most units, a trend which may change as the evidence for the effectiveness and ease of application of the Hall technique increases.[endnoteRef:22] The placement of glass ionomer cement (GIC) restorations was commonly taught (80%) which may represent their use as a temporary restoration in the primary dentition. It is unsurprising that the use of preformed crowns for the restoration of anterior incisor teeth and indirect restorations for infra-occluding primary molars are not uniformly taught as these techniques are complex and more suited for postgraduate training. Aesthetic crowns for the primary dentition were not taught by the majority of units and in fact, are not taught for clinical use in any unit in the UK. This may be reflective of the relative complexity of the procedure, extent of tooth preparation required and the associated financial implications for the unit[endnoteRef:23].  [22:  Innes NP, Evans DJ, Bonifacio CC et al. The Hall Technique 10 years on: questions and answers. Br Dent J 2017; 222(6): 478-483]  [23:  Clark L, Wells MH, Harris EF, Lou J. Comparison of amount of primary tooth reduction required for anterior and posterior zirconia and stainless steel crowns. Pediatric dentistry. 2016 Feb 15;38(1):42-6.] 

There was universal teaching of cotton wool isolation and rubber dam techniques with the majority of units also teaching the use of dry dam for the isolation of anterior teeth. The only isolation technique not taught by the majority of units is the optragate method. 
As for the primary dentition, the placement of a direct composite restoration was a universally taught technique in the permanent dentition. GIC restorations were also taught by the majority of units. Unsurprisingly, the use of amalgam was not taught by 50% of schools, although 25% of schools reported teaching this technique for clinical use. Since the implementation of the article 10(2) of regulation (EU) 2017/852 on mercury, use of amalgam for the restoration of primary or permanent teeth is not permitted for children under the age of 15 years.[endnoteRef:24]  Preformed metal crowns for permanent molars was also a universally taught technique, with 75% of units teaching this clinically. This technique involves the delivery of local analgesia and tooth reduction and its popularity may lie in the management of hypomineralised molars due to their low failure rate[endnoteRef:25]. The majority of units did not teach a resin infiltration technique for the restoration of the permanent dentition and, as with the use of silver diamine fluoride, only one university taught the technique clinically. This may be reflective of the relatively novel nature of the intervention, or it’s predominant use as an aesthetic treatment in the paediatric patient[endnoteRef:26]. [24:  Restricting the use of dental amalgam in specific patient groups. Implementation advice. SCdep 2018.
http://www.sdcep.org.uk/wp-content/uploads/2018/06/SDCEP-Dental-Amalgam-Implementation-Advice.pdf Accessed December 30, 2019.]  [25:  Elhennawy K, Schwendicke F. Managing molar-incisor hypomineralization: A systematic review. Journal of dentistry. 2016 Dec 1;55:16-24.]  [26:  Mazur M, Westland S, Guerra F, Corridore D, Vichi M, Maruotti A, Nardi GM, Ottolenghi L. Objective and subjective aesthetic performance of icon® treatment for enamel hypomineralization lesions in young adolescents: A retrospective single center study. Journal of dentistry. 2018 Jan 1;68:104-8.] 

The most commonly taught methods for management of the primary pulp were indirect pulp therapy and ferric sulfate pulpotomy, which was to be expected due to the high success rates for both techniques. [endnoteRef:27],[endnoteRef:28] However, although more novel pulpotomy agents such as MTA and Biodentine are taught for knowledge in most universities, only two units reported the clinical teaching of these techniques and two units reported that they do not teach them at all. Pulpectomy of the primary molar is also commonly taught as a concept, but, similarly to the MTA/Biodentine pulpotomy, two units reported they do not teach knowledge of the technique. It was unsurprising that no unit in the UK teaches the formocresol pulpotomy technique, given the potential carcinogenicity of this material and concerns regarding its safety.[endnoteRef:29],[endnoteRef:30] Perhaps the most interesting result from the survey was that two units teach a non-vital pulpotomy technique in primary molars. Maybe this can be explained as a technique to reduce acute pulpal inflammation prior to pulpectomy or extraction rather than as a definite intervention.  [27:  Vij R, Coll JA, Shelton P, Farooq NS. Caries control and other variables associated with success of primary molar vital pulp therapy. Paediatr Dent 2004; 26(3): 214-20]  [28:  Ibrivevic H, Al-Jame Q. Ferric sulfate and formocresol in pulpotomy of primary molars: long term follow-up study. Eur J Paediatr Dent 2003; 4(1): 28-32]  [29:  Rodd HD, Waterhouse PJ, Fuks AB, Fayle SA, Moffat MA. UK national clinical guidelines in paediatric dentistry. Int J Paediatr Dent. 2006;16(Suppl 1):15-23.]  [30:  Myers DR, Pashley DH, Whitford GM, McKinney RV. Tissue changes induced by the absorption of formocresol from pulpotomy sites in dogs. Paediatr Dent 1983; 5(1): 6-8] 

There was far greater homogeneity between units with regard to the teaching of pulp therapy in the permanent dentition, with universal teaching of direct and indirect pulp capping. The Cvek pulpotomy technique was also universally taught, however, three units reported the teaching of this technique for information only rather than clinical use. The stepwise caries removal technique was also taught by the majority of units with only one unit not teaching it. It is surprising that one unit does not teach pulpectomy as a pulp treatment for permanent incisors as this would be a common intervention following both traumatic dental injury and for the extensively carious, non-vital permanent incisor tooth. However it is possible that the students are being taught this by their restorative department. 
The management of traumatically injured teeth was uniformly taught with wire and composite splint being the most commonly utilized splinting technique. Titanium trauma splint was only taught in 58% of units, the reason for which is unclear but potentially the higher cost associated with this technique may influence the integration of this technique into clinical teaching. Four (25%) units reported that they teach a composite only splinting technique, which is not the optimal technique due to its lack of physiological mobility and fracture risk [endnoteRef:31]. It’s notable that regenerative endodontic treatment is taught in the majority of units, with 16% of units also teaching it for clinical use. Aesthetic techniques appear to be taught quite uniformly across units with microabrasion being by far the most commonly taught procedure.  [31:  DiAngelis AJ, Andreasen JO, Ebeleseder KA, Kenny DJ, Trope M, Sigurdsson A, Andersson L, Bourguignon C, Flores MT, Hicks ML, Lenzi AR. International Association of Dental Traumatology guidelines for the management of traumatic dental injuries: 1. Fractures and luxations of permanent teeth. Dental Traumatology. 2012 Feb;28(1):2-12.] 

[bookmark: _Ref40102939]A diverse range of assessments were used across the UK universities which is in accordance with published literature on medical undergraduate curricula. Hill et al noted variation in assessment methods amongst UK undergraduate ophthalmology curricula.[endnoteRef:32] All schools who responded to a European questionnaire also used a combination of different assessment methods of their students.[endnoteRef:33]  [32:  Hill S, Dennick R, Amoaku W. Present and future of the undergraduate ophthalmology curriculum: a survey of UK medical schools. Int J Med Edu 2017; 8: 389-395]  [33:  Alaluusua S, Frankenmolen F, Holm A, Marks L, Papagiannoulis L, Dahllöf G. Undergraduate education in paediatric dentistry. A European perspective. European Journal of Paediatric Dentistry. 2001 Feb;2:97-100.] 

The diversity in teaching practices may be a result of historic usage of certain techniques in certain departments. As with all evaluations of teaching a reasonable question is whether this diversity substantially influences the capability of the resultant graduate. This was not the purpose of this study but given the diversity identified it is reasonable to assume, that there will be some variation in the preparedness for newly graduated dentists when treating paediatric patients according to their university. As a community of paediatric dentists it directly follows whether this is acceptable, as the overall goal is to ensure the best dental health for children. Whilst the core values seem to be shared amongst universities, relatively few questions were answered identically by all respondents. This echoes results of an earlier European study which reported how clinical and academic teaching varied broadly between dental schools.33 Furthermore, this is also consistent with dental schools in Chile with discrepancies in curricula between different units being reported.[endnoteRef:34]  Before suggesting a universal curriculum for all universities, it is clearly necessary to assess whether the somewhat heterogeneous teaching patterns may influence competence and confidence in the newly qualified dentist but most importantly patients’ outcomes. In the future this could lead to collaborative work between units in order to standardise paediatric teaching and curricula, and there are already published European documents which could be of use in this endeavour.[endnoteRef:35]  This study is the first step in identifying that diversity is present but will require further evidence to confirm or refute whether this impacts effectiveness of graduates longitudinally. [34:  Mariño R, Ramos-Gómez F, Manton DJ, Onetto JE, Hugo F, Feldens CA, Bedi R, Uribe S, Zillmann G. The future of pediatric dentistry education and curricula: a Chilean perspective. BMC oral health. 2017 Dec;17(1):20.]  [35:  Marks L, Welbury R, Veerkamp J, Lygidakis N. European Academy of Paeditric Dentistry: a guideline framework for undergraduate education in paediatric dentistry. European Archives of Paediatric Dentistry. 2009;10(2):114-9.] 

 
Conclusion
This survey highlights a common core structure for paediatric dentistry teaching within the UK. However, there are discrepancies in the teaching of some newer techniques and variations in the techniques taught for clinical use rather than for knowledge only. 
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