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Abstract

Introduction and evaluation of a Peer Observation bTeaching Scheme

to develop the teaching practice of chair-side clinal dentistry tutors

Glasgow Dental School (GDS) offers a varied leggyenvironment for well-
motivated, high-achieving students. These studeidag with institutional,
professional and public stakeholders, demand higttitg, efficient, effective and
modern teaching practices.

A new undergraduate curriculum was introduce@@E; a more authentic
learning experience was to be delivered with a naway from traditional
teaching based solely within the dental hospitatréach teaching facilities were
introduced and a cohort of NHS clinical tutors giracademic staff. Both new
and old staff were required to develop their teaglskills.

Some tutors expressed distress at the lack dihilay of training to enhance
teaching skills, and implementation of a Peer Qlad@m of Teaching Scheme
(POT) was considered as a way to address this.issue

POT focuses on providing opportunities for stafimprove their teaching skills.
It can be conducted successfully with inexperierteadhing staff and limited
resources. It can help identify and eliminate geaching practice while enabling
participants to develop their skills, self-identityd group identity as teachers.

POT, in this study, is a reciprocal process wWbgne peer observes another
teaching and provides supportive and constructedlback. Its underlying
rationale is to encourage professional developnneteaching and learning
through critical reflection, by both the observaddhe observed.

In this thesis, | outline the implementation loé POT scheme across clinical

sites at GDS. The study involved multiple stakebddand therefore required



approval, accommodation and support across sixrgpbigally diverse Scottish
health board areas.

The process and outcomes from the evaluationeoPOT scheme are presented.
The current body of published research offerslitilrelation to POT for the
development of teaching chair-side clinical dentish distinct area where
students carry out multiple invasive proceduregpatients during each teaching
session. Appraisal of the scheme and its impactoeaducted using evaluation
methodology underpinned by constructivist epistemggl Ethical approval was
sought and granted.

Results describe motivations to teach and evaluaf the POT process in
relation to its authenticity, acceptability and gireality. Analysis of who is truly
considered a ‘peer’ as well as aspects of trustesty and respect are presented
along with the perceived issues for colleaguesistyaritical feedback. Impact of
the POT scheme is explored in terms of teachiriggatéon, increased self-
awareness, and lessons learned about personahigachctice. There is a strong
focus on the role of POT for quality enhancememrty issues highlighted by the
findings include; the notable differences betweearigipants from a range of
academic backgrounds; study limitations; and féasiliernatives for the
development of teaching staff.

The POT scheme was successfully implemented rsalgised. It was an
authentic method for encouraging reflection andettgament of teaching practice.
Recommendations for further progress are outlibdse include whether POT
should be mandatory; how to facilitate wider graligcussion; systems for
implementation of shared good practice; and in@ngasccess to teaching

qualifications. Further research is required tectly measte the impact of
POT on student learning and look at how the schiessempacted on

development of the wider community of practice.
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CHAPTER ONE: INTRODUCTION AND BACKGROUND

1.1Introduction

My introduction to the concept of peer observatibteaching (POT) was
while studying for a Postgraduate Diploma in AcadeRractice. Study for
the Diploma and indeed for this PhD has been diltfias | have also had to
function as a full time Senior Clinical Universifgacher and Honorary
NHS Consultant. The subject of this study has, Mewnealso led to an
increase in my teaching and educational reseaiith akd an enhancement

of teaching quality within the area of clinical ¢téang | am responsible for.

In my role as Teaching Lead for Paediatric Dentiatrd its associated
Outreach Centres, | initially wanted to use PO@eawelop the teaching
skills of the tutors delivering chair-side clinidgabching in years 3-5 of the
Paediatric Dentistry component of the Clinical D&iny course. This was
partly in response to feedback | had received fraiors regarding a lack of
training and development in chair-side teachingisskuring what had been
a period of great change with multiple new clinigbrs coming into post.
The Dental School was delivering a new curriculurd #or Paediatric
Dentistry this now included the running of four atch facilities in
socially deprived areas of the city (these faeitare based in health
centres situated in some of the poorest areasriopewhere levels of child

poverty and dental disease are at their highest).
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To initiate this project, | organised a ContinulPigpfessional Development
(CPD) event on the topic of Peer Observation ofchery (POT) in
conjunction with the University's Learning and Tieiag Centre. This event
was for all clinical tutors teaching chair-side &agric Dentistry. Staff
were motivated following the educational event, aadnitial questions
focused on planning and logistics that would féaié a POT scheme in our
clinics. My thoughts were open and flexible as teatvopinion participants
would have of this experience and if POT wouldib&f purpose in this
unique clinical dentistry context. These thougbtsexploration quickly
moved from scholarly activity into the possibility educational research
and hence this PhD study was born. Early focusvitty a pilot scheme for
the paediatric dentistry tutors. Following analysigindings from the pilot,
the scheme expanded across all clinical restordis@plines. Results from
the pilot scheme are included in the full schemedyans as round one for

the paediatric dentistry tutors.

Implementation of the POT scheme alone would nduge measurement
of its effectiveness or of its impact on the prefesal development of
teaching skills; and yet academically it was impottto ascertain the
impact of any new scheme. It was important to ewtéeany potential
benefits of the POT scheme as it did have implcetion time, resources
and finance. Long-term, the scheme would requséfjcation for
continuation or abandonment, so for these reasotertaking a robust
evaluation would be of value. Baseline trainingalgsis from the pilot

scheme/first round of paediatrics tutors and indgraof the full scheme had

15



the early effect of bringing together the commuwityutors, but at this
point no consideration had been given to the vgrinmpact the scheme

would have on tutors from differing backgrounds.

Despite the numerous POT schemes reported witghrehieducation, there
are few reports of its use in the teaching of ckale clinical dentistry; this
area remains distinct from medicine and nursingfy @ental students
carrying out multiple invasive procedures duringjiaical session (Stewart
et al 2010, Smith et al 2010). Predominantly, ttiers in our outreach
clinics are NHS employees with limited access fapsut for scholarly
activity or teaching development. Barriers to depetental activity for this
group include clinical responsibilities, presswedental related CPD,
financial constraints, time constraints and theatmature of their
practicing location, which is remote from the Unsigy or Dental School.
These tutors have never been subject to acadeobafon and are not
experienced teachers. Some of the experiencedaesaichthe dental school
have also had limited access to support for tegcHimding themselves
well established in post before the Universityodinced compulsory
programmes in Learning and Teaching for new acaclstaif. Potentially,
POT could be a feasible way to compensate forkadamore formal
teaching development programmes by providing feekl=upport,
scholarly discussion and encouragement of reflacitie POT process
overall could also maximise quality enhancemerdiofcal teaching as
well as contributing to standardization of teach&goss an institution

(Whitlock and Rumpus 2004).



Why instigate and evaluate a Peer Observation atfAiag (POT) Scheme?
Previous authors have observed that enhancemeéritiastare best
implemented, not at the institutional or cross-depantal level, but within

a peer context, one that acknowledges the diseipliaulture, in this case
chair-side clinical dentistry, as the defining eri& for evaluating practice
(Quinlan and Alerlind 2000)l hoped that in setting up the Dental School POT
scheme, that as argued by Gosling (2005) a greatese of teaching
professionalism would emerge. A POT scheme woudtblentutors to share

their practice within the chair-side clinical teagpcommunity

1.2The Landscape of Clinical Chair-Side Teachinga t
Glasgow University Dental School

1.2.1 Bachelor of Dental Surgery

The Bachelor of Dental Surgery Degree is a fiverymalergraduate
programme. Teaching is intensive, with all yeargiga packed daily
timetable and compacted holidays in comparisondmstream university
courses. The General Dental Council (GDC) is tigelegory body for the
profession driving the curriculum from a nationatgpective. “Preparing
for Practice” is the current iteration of the GDClgriculum guidance
(Preparing for Practice 2015. At the UniversityGlasgow Dental School
parallel themes run vertically throughout the degreogramme. The
themes are Biological and Medical Sciences, Climbentistry, and Patient
Management and Health Promotion. This study hdsase in the Clinical
Dentistry Section of the curriculum. As well astmstion in clinical
dentistry, teaching in this section includes comivaition skills and the

17



development of professionalism. In recent timesas@bw Dental School
has had between 80 and 100 students per yeafiginie has now been
reduced by the Scottish Government and the class sire gradually

reducing to around 70-80 students per year.

1.2.2 In-House Clinics

In-house clinics are those that take place withenDental Hospital and
School building. Tutors on these clinics have aie background but the
general trend is towards academic staff with aascs from occasional
visiting General Dental Practitioners (GDPs) anad@emic training grade
staff. Academic training grade staff follow an aesauic clinical training
pathway; they train and sit exams to become clirsipacialists in their
chosen field whilst also holding an academic rdoriteaching and
research in the same field. Governing the clinrestlae policies and

protocols of an NHS teaching hospital. Studentaatchave personally

allocated nurses for their treatment sessionsdther share nursing support

from a general and ever-changing pool of dentadesiand dental nurse
trainees. Team working and rapport with the reshefdental team can be
challenging in this environment that is greatly ox@d from that of a
general practice setting (high street dentist). dln@ve challenges mean
that teaching in this environment lacks real wardhenticity for students
who are mostly destined for a career as a GDP.rEktsictive yet

nurturing environment is however suited to studemtieir more formative

18



years getting to grips with clinical practice aod the introduction of

complex treatment procedures.

1.2.3 Outreach Clinics

As previously mentioned, Glasgow University Der8ahool launched a
new curriculum involving a vastly increased voluai@utreach teaching.
Outreach teaching takes place in facilities rutheyNHS Public Dental
Service (PDS). These locations are remote fronDérgal Hospital and
School building where the majority of the undergraig curriculum is
taught. Outreach teaching exposes students tovarmement more akin to
real life clinical practice in a primary care segfiwith routine patients in
contrast to the more complex patients often seé¢neirental school.
Outreach clinics take place in areas of high smtoemic deprivation or
remote and rural areas. They serve high-risk pdipuals or populations in
locations poorly catered for by the General DeStlvices. Moving dental
student clinical teaching away from the Dental Sthacation and into
Outreach Centres, (most teaching takes place italdeurgeries situated
within local health centres) also meant an assedishift in the clinical
teaching workforce. Employing NHS primary care iclians (NHS tutors),
who have career pathways and practice skills tteatrere like regular
practicing GDPs, was also seen as a measure to@nhathenticity and
prepare students for life as a Vocational Trainée) (VT is a first year
post-qualification position providing a protectatlanentored placement

within the General Dental Services.
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1.2.3.1 Paediatric Outreach Clinics

Paediatric Dentistry Outreach Centres are locatekd Castlemilk,
Springburn, Pollok and Bridgeton areas of Glasgbwe dental surgeries
are all located within functioning Health Centrbattfacilitate good
communication with patients’ General Medical Ptawiers, Health
Visitors, other allied healthcare professionals social work services.
Unlike the adult outreach centres, the studentswiark in Paediatric
Outreach in BDS3 (year 3 of the Bachelor of DeBiailgery Programme)
and continue all the way through to graduatiornatdnd of BDS5.
Students attend for one session (either mornirajternoon) every two
weeks. In the BDS3 clinics the staff: student r&ia very healthy 1:2 or

1:3. For BDS4 the ratio is 1:3 and for BDS5 1:4g&ble 1.1).

1.2.3.2 Adult Outreach Clinics

All centres are remote from the Dental Hospital antike the Paediatric
Centres; they are further away from Glasgow Citpt@e These centres are
for the sole use of BDS5 who attend in weeklongkdcevery second week
throughout the year (see table 1.1 for demograpfoecmation on these
clinics). Again, unlike the Paediatric clinics teesentres are not all under
the auspices of NHS Greater Glasgow and ClyHe.centres located

within the Royal Alexandra Hospital (Paisley) ahd ¥/ale of Leven
Hospital (Alexandria) both belong to NHS Greateasgiow and Clyde but
centres in Carronshore and Langlees are the regdp®f NHS Forth

Valley. The Coatbridge Centre belongs to NHS Laslairle, while



Kilmarnock is the responsibility of NHS AyrshirecaArran. Centres in
Campbeltown (NHS Highland) and Dumfries (NHS Bosjare the
remote and rural centres where students attendsitiential placements,
staying in accommodation funded by NHS EducatiorSimotland (NES).
NES are a special health board within Scotland; grevide funding for
outreach teaching as well as paying travel andraooadation costs

incurred by the BDS5 students.

It should be clear now that from a logistical viewp the implementation
of a POT scheme and undertaking this evaluatioydtad to be approved,
accommodated and supported by six health board &eathe Clinical

Director for each health board) and by NES, theigpaealth board.
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Clinic Student| Type NHS Staff: Student:
Location Year Health Student Nurse
Board Ratio Ratio
Castlemilk BDS3 | Paediatriq GG&C 1:2 1:1
Springburn BDS3 | Paediatric GG&C 1:3 1:1.5
Pollok BDS3 | Paediatricf, GG&C 1:2 11
Bridgeton BDS4 | Paediatriq GG&C 1:3 1:1
Bridgeton BDS5 | Paediatriq GG&C 1:4 1:1
RAH BDS5 | Adult GG&C 1:4 1:2
Vale of BDS5 | Adult GG&C 1:4 1:2
Leven
Langlees BDS5| Adult Forth 1.4 1:2
Valley
Carronshore | BDS5| Adult Forth 1:4 1:2
Valley
Coatbridge BDS5 | Adult Lanarkshirel:4 1:2
Kilmarnock | BDS5 | Adult Ayrshire | 1:4 1:2
and Arran
Campbeltown BDS5 | Adult Highland 1:4 1:2
Dumfries BDS5 | Adult Borders 1:6 1:2
(some
children
and
special
needs
seen)
Glasgow BDS2- | Adult and | GG&C Varies 1:5| 1:4 and
Dental 5 Paediatric and above| above
Hospital and depending
School on clinic

Table 1.1- Demographic Informatfor Teaching Clinics
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1.2.4 The Community of Practice- Teaching Staff

The participants in the POT scheme associatedthighstudy are either
employed by the University of Glasgow, or by the $ibbards to teach and
supervise undergraduate dental students in a alioi@ir-side setting. The
health boards are funded by NES for this purpoke.tuitors deliver
chairside teaching in relation to adult or childtogative/general dentistry.
Students are taught within the scope, and to #redsirds, of what is
expected of a GDP at the point of graduation. Qnpietion of the BDS
course students are considered ‘safe beginnetsticlinical dentistry

environment.

Most of the NHS tutors are also involved in faeliihg small group
tutorials before or after the clinical session armahy contribute to marking
both formative and summative examinations for theents. The majority
of NHS tutors have a background in either the GarmrSalaried Dental
Services. Most applied for a position working wiitie students without
prior experience of teaching but with impressivaichl backgrounds.
Anecdotally, many of the tutors looked to diverdiiym their current role
in order to bring more variety to their workingds, and for some their
motivation to teach involved a desire to remairrenirin clinical evidence
based practice. Some tutors were recruited to teaahmeciprocal
arrangement where they gained support to studg fdaster’s Degree by
Research. Other tutors who were already workingenPublic Dental

Service were simply informed that a teaching eléme&s to be added to
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their current duties. The teachers working in ttielteoutreach centres were
initially inducted into a teaching role by attenglia week long ‘START
learning and teaching in dentistry’ course provibgdNES,this is a ‘train
the trainers’ course aimed at dental practitiomdre are, or who anticipate
being, involved in teaching. This course is desigioe GDP’s involved in
the previously mentioned VT scheme. As VT traimaentor newly
gualified dentists through the first year of theoist qualification career the
START course is not an ideal fit for those teachingergraduate students
and indeed not all outreach clinical tutors hadrated the course at the
time of implementation of the POT scherfiae tutors working in the
paediatric dental service were provided with allaoduction (short
seminar on small group teaching with no particalanical chair-side
context) and an opportunity to shadow academi@aglies before starting
as tutors. A small number of these tutors werepeddently working on a
self-funded or grant-funded postgraduate teachingramme as a way of

developing their teaching skills.

In contrast, the participating tutors employed gy University were either
career teachers or researchers; many had yearaabfihg experience. Most
had or were working on the completion of a Postga&el Certificate in
Academic Practice (PGCAP), or were academics watrg of teaching

experience.
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Operational organisation of the clinical outreaehtees is complicated. As
previously described, the thirteen clinic sitesgyeead over six different
Scottish health board areas and there is involvefrem NES who supply
most of the funding (see table 1). In the Dentdddst, University Teachers
and Lecturers are paid by the University; visitteBBPs are funded in
various ways but largely through the NHS AdditioGaist of Teaching
(ACT) budget. ACT is an income stream determinedhieyScottish
Government and administered by NES. It is provieall Scottish health
boards with medical and dental schools and is dedrio cover costs
incurred by those health boards as a consequertbeinfesponsibility to
facilitate teaching, assuming that such costs aee and above those that

would normally be incurred in the provision of anatal service.

The University has a Service Level Agreement (SwAh the individual
NHS boards regarding the Adult Outreach Centres;ghsures that, for
instance, should a tutor require leave for sicknies$NHS has agreed to
provide cover for that person ensuring minimal istgan teaching and
patient care. Unfortunately, an SLA does not e@xiftaediatric Outreach
clinics where a system of ‘grace and favour’ exi$tss is clearly a less
satisfactory arrangement and can be detrimenttluttent teaching at times

when there is increased pressure on the system.

In the outreach clinics, students are supportetth&y own nurse or from a

nurse they share with one other student. Patieoti¢fnput is much higher



in the outreach clinics because of this and becagagment and materials
tend to be closer to hand in the individual surgetiier than held in
centralised areas within large open plan teachings as they are in the
Dental School. The improved staff to student ratgo lessens the
bottlenecks created when students have to wa# fator to check their
work before proceeding with the next item of car@atient discharge. The
location of the clinic (Dental Hospital or outreamdntre) also influences
the type of cases seen. Most of the child patieses by students within the
Dental School building have anxiety issues or negoomplex forms of
treatment; the patients come from a cohort refelosetheir GDP for
specialist care. Those attending the outreachcslitend to be more
representative of the general population and hprmade a more authentic
experience for the students who can concentrateooming competent in
the delivery of basic clinical care without addednplication. Student
feedback for the outreach clinics is consistenighthey appreciate the
ability to work more efficiently and recognise thathenticity of the
experience. However, some students have recogthiaetutors on these
clinics vary considerably in regard to their teaghmethods. The following

quote from the National Student Survey (NSS) ilaigts this point:

“Outreach clinics were, by far, the best aspecdhefcourse. | think

that from this experience, | feel that | have beeaconfident and

able clinical operator. | have to thank my outrefudbrs very much
for this- they are all extremely, extremely good.wduld, however
say that | would have preferred one outreach clialcer than two,

during the course of the year, as teaching metbadgliffer greatly.
Thanks for everything!”

(BDS5 student feedback NSS)

26



It should now be clear that the individuals tutgrthe students in chair-side
clinical dentistry across Glasgow Dental Schooldiverse in their
background and teaching skills. The main concatiatmg this POT
Scheme was how to develop the teaching skills ofiowerse cohort of
teaching staff. This cohort has variable accessatbtional means of
professional development for teaching, such aslmert on formal face-
to-face taught courses or funding for online leagniThey are undeniably

unique and provide teaching in an environment umiguclinical dentistry.

The initial aims of POT Scheme introduction were émcouragement of
sharing good practice amongst tutors; fosteringyemsations about
teaching amongst tutors; increasing the confidefd¢HS tutors; and
raising the profile of scholarship and scholarltiaty across the Dental

School.

1.2.5 Introduction to an Average Clinic

It is helpful to explain what takes place in anéeage clinic’ for Dental
undergraduate students. Where feasible, studentxgected to have
studied the details for any procedures or treatenérgy will be providing
for patients during the course of a clinic. Theg expected to arrive early
to study their patient’s notes, including any ragaphs or special
investigation results. For in-house clinics thelstuts set-up their own
clinical area, collecting all the equipment and enals they require for
their patient. In outreach they are not generatjyeeted to set-up the

surgery but need to discuss with nursing staff ilna¢quired and ensure
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that everything is in place. The student then aggines their tutor for
discussion regarding the patient and the treatpr@mosed. The tutors
satisfy themselves that the student is fully pregaAfter introducing or
reacquainting themselves with the patient the studsks the tutor to see
the patient. The tutor will clarify there have beenchanges to the patient’s
medical history or to the intended treatment plan that the patient is
happy to proceed. After each stage of the proceduegutor is recalled to
check the work before the student is permittedrtzged to the next stage.
Again, at the end of the visit, the tutor is reedlto allow sign off and
discharge of the patient. Occasionally a tutor talle over the procedure to
demonstrate, correct or complete procedures ima@lyifashion. This can
be a difficult time as the tutor needs to maintam patient’s trust but also
consider the student’s learning needs. The studeaxpected to keep
contemporaneous records that are verified and ecsighed by the tutor.
Once the patient has left, the tutor provides faellfor the student, this
principally takes the form of a conversation augtedrby grading and
written comments. During the time of this PhD sttltly underpinning
mechanism for recording feedback and grades hdsesl/rom the
traditional paper based 1-9 scale used by the Wsitydo use of the
LIFTUPP system where grading is on a scale of hebracorded on an
electronic tablet device. LIFTUPP is assessmertivané developed by
educators at the University of Liverpool. Studesgesssment information is
uploaded to the system that triangulates all datave a comprehensive
profile of student performance, professional corape¢ and regulatory

body compliance.
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1.3 Introduction of the Peer Observation of Teachi ng

Scheme

1.3.1 The Logistical Background

Early scoping discussions were held with the Hdatle@Dental School
and personnel from the Learning and Teaching Cehtréntroduce the
scheme a meeting was called with the Head of thedD&chool and
Clinical Directors from each of the six regionabhh boards concerned.
Agreement was sought for staff availability (prel gnost POT meetings),
staff time (cover arrangements for the clinics #taff were leaving behind
to observe others), and staff travel (in cases @ R&T was conducted in a
different location from that in which the staff meer usually worked). In
return the staff would gain the previously predicbenefits associated with
participating in a POT scheme and spearhead thertymity to see how a
scheme like this would translate within the worfctknical dentistry

teaching.

| developed guidance on the POT process for ppdiicig tutors (appendix
) using current University of Glasgow POT guidaijagpendix II).
Guidance was not intended to be prescriptive kiberao provide a
framework to structure thoughts about the obsesaatparticipants were
making when watching their colleague. A time-loggandix Ill) was

offered in the hope that this might aid in the reloag of relevant
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information during the observation, and for uséhi& post observation

discussion.

By way of additional staff preparation, an eduaasicevent was provided
for those taking part in the pilot POT scheme. Hvient was delivered

with the help of staff at the University's Learniagd Teaching Centre. The
results of the pilot study were discussed at Nafianmd International
conferences and published as a paper in 2014 (dppf V,VI) but also
shared and discussed at several education evenhis tiie Dental School

in preparation for roll out of the full POT scheme.

Following the initial rounds of the scheme a CPRifieate was introduced
in order that tutors could evidence their involvetnguring Professional
Development Planning sessions or for the AcaderoitsGltant Appraisal

process (Appendix VII).

1.3.2 The Mission Statement

In this study POT is a reciprocal process whereat®y/ meer observes the
teaching of another with the intention of providswpportive, constructive
feedback. The POT process does not require reepoocbetween the
same individuals; however, paired participants riesthtogether in this
case. The underpinning rationale of the schemz entourage professional

development in teaching and learning through @ilitieflection, both while
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observing and being observed (Gosling 2002). Thadof the scheme is
to assist staff in improvement of their teachingiskit is essential that this
scheme be explicitly staff-led with little need f