Education in and the Practice of Dental Public Health in Bulgaria,
Finland, and the United Kingdom

Kenneth A Eaton!, Eeva Widstrom?2, Lydia Katrova3

1 Ph.D., M.Sc., B.D.S., M.GD.S. R.C.S.(Eng), FFE.GD.P(UK), FEPH., FH.E.A., D.H.C. Visiting Professor, University
College London Eastman Dental Institute, London, Visiting Professor King’s College London Dental Institute, London,
and Honorary Professor, University of Kent, Canterbury, United Kingdom. 2 Ph.D., M.Soc.Sci., D.D.S., D.Perio.
Professor of Dental Public Health, Institute of Clinical Dentistry, Faculty of Medicine, University of Tromsa, Norway,
and the National Institute for Health and Welfare, Helsinki, Finland. 3 Ph.D., D.D.M., M.P.H. Associate Professor;
Department of Dental Public Health, Faculty of Medicine, Medical University, Sofia, Bulgaria.

Abstract

The aim of this review paper is to describe and compare specialist education in and practice of dental public health
(DPH) in Bulgaria, Finland, and the United Kingdom (UK). These countries are the only three member states of the
European Union in which the specialty is officially recognised. In each country, DPH is included in the undergraduate
curriculum. Postgraduate specialist education is provided at universities and lasts for three years in Bulgaria and Finland
and four years in UK. The training programmes in DPH are a mixture of academic and practical training. The academ-
ic studies cover oral health needs and demands assessment, use of information technology, commissioning and evaluat-
ing oral health services, promoting oral health and research, together with other related areas. The practice of DPH
includes: leadership and management of health organisations, teaching, training, research, advising and evaluating. This
paper discusses the rationale for a specialty of DPH at a time of changing oral health need and give examples of prob-
lems that have arisen when such advice has not been sought or has been ignored.
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providing clinical care, whereas other than during
epidemiological surveys, specialists in DPH rarely
provide clinical care for patients. At a number of
dental schools in other EU member states, profes-
sors of DPH are staff members of dental schools
(Faculties of Dental Medicine) and there is teach-
ing and research in the specialty.

There are many similarities between Finland
and the UK in that, although they are organised dif-
ferently, each country has a well-developed public
health oral health service and equally large private
sector. This generalisation does not apply to
Bulgaria where, prior to 1990, virtually all oral
health services were provided in the public sector
but now are virtually all provided in the private sec-
tor. Bulgaria’s population is currently 7.23 million

Introduction
At present, the European Union (EU) recognises
only two dental specialties. They are oral surgery
and orthodontics. However, some EU member
states have no official lists for any dental special-
ties and others, as they are free to do, recognise and
list specialists in many specialties [1] (Table 1).
These wide variations appear to be due to different
traditions and the systems for the provision of oral
health care [1]. They are clearly not evidence-
based. Although most countries within the EU
recognise the importance of public health, have for-
mal university education in this specialty, and
maintain lists of public health specialists, only
Bulgaria, Finland, and the United Kingdom (UK)

have formal training programmes for dental public
health (DPH) and maintain lists of specialists in
DPH. In Germany, DPH is included in the special-
ty of community dentistry, rather than as a separate
specialty in its own right. It should be noted that the
practice of community dentistry involves actively

and its geographical area is just under half that of
the UK. Although the geographical area of Finland
is broadly similar to that of the UK, its population
of just over five million is a twelfth of that of the
UK. The population of Bulgaria has fallen over the
last 15 years, mainly due to emigration. A number
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of Bulgarian dentists have migrated to the UK,
where about 25% of dentists qualified in other
countries [2]. Although per capita income in
Bulgaria was the lowest in the European Union
($11,180in 2007) [3], internationally it is described
as a middle-income country. In comparison, both
Finland and the UK, with per capita incomes of
$34,350 (Finland) and $33,800 (UK), were pros-
perous [3] and their citizens had an average life
expectancy in 2006 of 78 years [4]. In the same
year, life expectancy in Bulgaria was 73 years [4].
All three countries have an aging but generally den-
tate population [5,6] and the greatest need for oral
health care is in groups such as those who are
socio-economically or educationally deprived.
Over the last 30 years, in Finland and the UK there
has been a significant decline in the prevalence of
caries in children. The most recent national data
indicate a mean national DMFT for 12-year-olds in
the UK of 0.8 and 62% with no obvious caries [7]
and of 1.2 with 42 % having no obvious caries in
Finland [8]. This pattern appears not to have been
replicated in Bulgaria. However, as there have been
no national oral health studies in Bulgaria for many
years, the evidence to support this contention
comes from local studies, the most recent of which
[9] indicated a mean DMFT of 3.0 for 12-year-olds
in Plovdiv.

In Bulgaria in 2007, oral health care was pro-
vided by 7,987 active dentists, with an estimated
3000 dental nurses (chair-side assistants) and 1200
dental technicians [10]. There were no dental
hygienists or clinical dental technicians. In Finland
in 2007, oral health care was provided by 4,500
active dentists, 1575 dental hygienists, 331 clinical
dental technicians (denturists), 507 non-clinical
dental technicians and 6158 dental nurses (chair-
side assistants) [10]. In the UK in 2008, oral health
care was provided by some 31,000 active dentists
out of 35,500 who are registered, 6000 dental
hygienists, 1120 dental therapists, 92 clinical den-
tal technicians and 10 orthodontic therapists, sup-
ported by 38,500 dental nurses (chair-side assis-
tants) and 6907 dental technicians [2].

In Bulgaria, it has been estimated that 70% of
the population attended a dentist in 2007 [11].
There is a national health insurance fund (NHIF)
which covers very basic oral health care for adults
— one check-up (examination) and two items of
treatment, either two fillings, or one filling and one
extraction, or two extractions per year. For children
and adolescents up to the age of 18 years, the range
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of treatment is slightly greater and in addition to the
very basic treatment offered to adults, two other
treatments can be covered, including a root canal
treatment. In Finland in 2005, 62% of total expen-
diture on oral health care was in the private sector;
the other 38% was in the public sector [10],
although the public sector treated more patients
than the private sector. In both countries, the vast
majority of children who seek treatment are treated
within the public service; very few receive private
treatment. In the UK in 2006, 45% of adults and
64% of children received oral health care from
within the National Health Service (NHS) and 15%
of adults from non-NHS (private sources) [12].
Much of the private care involved more expensive
treatments such as implants and in 2006, in
England, where 85% of UK dentists work, the aver-
age general dentist earned 58% of total income
from private practice and 42% from the NHS [12].

In Bulgaria, by the end of 2008 there were 36
registered specialists in public dental health and
social medicine. Most of them are former heads of
public dental clinics. There is a group of some 12
specialists who teach at dental schools, five of
whom have graduated from a recently introduced
Social Medicine and Organization of Dental Public
Health programme. The others trained in previous
years and are holders of postgraduate degrees in
social medicine and public health. In Finland in
2007, there were 204 specialists in DPH, 158 of
whom were clinical directors and 46 university
teachers and advisers. In the UK in 2008, there
were 122 registered specialists in DPH [2]. As
explained in a later section of this paper, which
describes the practice of DPH in the UK, many
other dentists also provide advice on this topic.
They include over 100 clinical directors and assis-
tant clinical directors who work in a non-clinical
role as managers and directors in the Salaried
Dental Service (previously known as the
Community Dental Service).

Aim
Against this background, the aim of this paper is to
describe undergraduate and the postgraduate (spe-
cialist) education in DPH and the practice of DPH
in Bulgaria, Finland, and the UK.

Education

1. Undergraduate education
In all the three countries, a number of hours are
dedicated to dental public health in the undergrad-
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uate curriculum. Usual topics covered are: the epi-
demiology of dental and oral diseases and the
social, cultural and environmental factors that con-
tribute to health or disease. Ethics and law are
included, as well as the national oral health care
provision and reimbursement systems.
1.1. Bulgaria

In Bulgaria, there has recently been an expansion in
the number of undergraduate curriculum hours ded-
icated to dental public health. Currently, 45 hours
in the second year are on social medicine and ethics

and a further 45 hours in the third year are devoted
to dental public health.

1.2. Finland
In Finland, the undergraduate curriculum is decided
by the universities under supervision of the Ministry
of Education. The responsibilities of the public sector
and community-based preventive measures are espe-
cially emphasised in the curriculum.

1.3. United Kingdom
In the UK, the General Dental Council is the com-
petent authority that registers dentists and other

Table 1. Dental specialties officially recognised by the member states of European Union and with
a specialist list at 1st January 2009

Member State Ortho | Oral surg| Perio |Child dent | DPH Prostho Endo Others
Austria No list No list No list | No list No list No list No list No list
Belgium Yes Yes Yes No list No list No list No list No list
Bulgaria Yes Yes Yes Yes Yes* No list Yes Yes

Cyprus Yes Yes No list | No list No list No list No list No list
Czech Rep. Yes Yes No list | No list No list No list No list No list
Denmark Yes Yes No list | No list No list No list No list No list
Estonia Yes Yes No list | No list No list No list No list No list
Finland Yes Yes No list | No list Yes No list No list Yes

France Yes No list No list | No list No list No list No list No list
Germany Yes Yes Yes** No list Yeg*** No list No list No list
Greece Yes Yes No list | No list No list No list No list No list
Hungary Yes Yes Yes Yes No list No list No list No list
Ireland Yes Yes No list | No list No list No list No list No list
Italy No list No list No list | No list No list No list No list No list
Latvia Yes Yes No list Yes No list Yes No list No list
Lithuania Yes Yes Yes Yes No list Yes Yes No list
Luxembourg No list No list No list | No list No list No list No list No list
Malta No list No list No list | No list No list No list No list No list
Netherlands Yes Yes No list | No list No list No list No list No list
Poland Yes Yes Yes Yes No list Yes Yes No list
Portugal Yes Yes No list | No list No list No list No list No list
Romania Yes Yes No list | No list No list No list No list No list
Slovakia Yes Yes No list | No list No list No list No list No list
Slovenia Yes Yes Yes Yes No list Yes Yes No list
Spain No list No list No list | No list No list No list No list No list
Sweden Yes Yes Yes Yes No list Yes Yes Yes

United Kingdom| Yes Yes Yes Yes Yes Yes Yes Yes

* In Bulgaria the specialty is called Social Medicine and Dental Health Organisation.

** Recognised in one Lande (region) only.
*** In Germany there is a specialty of Community Dentistry that includes Public Health.

Key:

Ortho = orthodontics

Oral surg = oral surgery
Perio = periodontology
Child dent = children's dentistry

DPH = dental public health
Prostho = prosthodontics
Endo = endodontics
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dental workers. It provides all dental schools in the
UK with guidelines for the content of the under-
graduate curriculum [13]. These guidelines state
that on completion of undergraduate studies all
dentists should also be familiar with the importance
of community-based preventive measures and the
principles of recording oral conditions and evaluat-
ing data [13].

2. Postgraduate education

2.1. Bulgaria
In Bulgaria, the move from a system in which there
was almost exclusively public provision of oral
health care to one in which it is now almost exclu-
sively private has caused major disruption to both
training in and the practice of dental public health.
By 1999, the post of Chief Dental Officer at the
Ministry of Health ceased to exist and specialists in
dental public health who had been acting as advis-
ers started to work in clinical private practice.
There were no new postgraduate trainees. The
advent of the National Health Insurance Fund
(NHIF) has meant that there is now a need for advi-
sors with training in dental public health and a new
three-year programme in Social Medicine and the
Organisation of Public Dental Health has com-
menced. It includes theoretical and practical com-
ponents and ends with a written and oral examina-
tion. Trainees work within public and dental public
health organisations such as the NHIF at national or
regional level, and as teachers at universities.

The theoretical content of the training pro-
gramme, which lasts for three years, covers the fol-
lowing main topics:

* Assessment of public health needs and

resources.

* Health services management.

* Health economics.

* International health.

* Health legislation.

* Informatics systems and data management.

e Health promotion and preventive pro-

grammes.

2.2. United Kingdom
In the UK a number of full- or part-time courses in
DPH are available and lead to various certificates,
diplomas and postgraduate degrees. These do not in
themselves lead to recognition as a specialist in
DPH. Master’s and doctorate programmes are
offered by many universities.

Specialist training in DPH is for a minimum of
four years. Prior to starting any specialist training,
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it is necessary to complete at least two years of
approved general training following registration as
a dentist. For young dentists, at least one of these
years is invariably vocational training in an
approved general dental practice. Until 2007,
everyone who wished to enter specialist training
was then required to pass an examination set by one
of the four (England, Ireland, Edinburgh and
Glasgow) Royal Surgical Colleges and obtain a
diploma. This is no longer a formal requirement.
However, it is extremely difficult to be accepted on
to a specialist training programme without this
diploma.

The four-year programme in DPH is a mixture
of academic and practical training. The academic
training takes place in a university department and
leads to a Master’s degree in DPH. The practical
training takes place both in university departments
and while working as an assistant to a consultant in
DPH in the community. Apart from the Master’s
degree, there are annual external assessments of
progress. Dentists with a doctorate (Ph.D.) in DPH
can gain exemption from some of the training and
may be able to complete their training in the com-
munity in less than four years. The final assessment
is an oral examination during which the trainee’s
portfolio of work over the four years plus log book
are discussed. It leads to the award of a fellowship
of one of the four Royal Surgical Colleges and a
certificate of completion of specialist training,
which enables the trainee to be registered as a spe-
cialist in DPH. Thus, those who have completed
training in the specialty of DPH gain three qualifi-
cations, which are: the diploma of membership of
one of the Royal Surgical Colleges as they enter
training, a Master’s degree in DPH during the four-
year training programme, and a fellowship at the
end of training.

During training, a salary is paid to the trainee
by the NHS. Pay increases each year and those with
a Ph.D. may be paid slightly more.

The four-year training programme covers:

* Oral health needs and demands assessment.

* Use of information technology.

* Commissioning and evaluating oral health

services.

* Promoting oral health.

* Research and development.

* Teaching and training.

* Effective communication.

* Managing changes, people, resources, time

and support.
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2.3. Finland

The training programme in Finland has many
similarities to that in the UK. Entrants must be reg-
istered as dentists and have completed at least two
years as a full-time dental practitioner. There is
competitive entry to training, but no entrance
examination or requirement for a postgraduate
diploma. Each of the three dental schools (Helsinki,
Turku, and Oulu) in Finland offers a three-year
full-time training programme in dental public
health, half of which is theoretical (academic) and
half practical. During training, a salary is paid by
the Finnish Public Dental Service.

The objectives of the curriculum are to ensure
that skills are achieved in the following areas of
public health:

e Trends of health, illness and social environ-
ment at national and global level and the
effect of these trends on a person’s own envi-
ronment.

e Producing, processing, critically analysing,
and applying scientific and professional
information by using modern methods.

e Basic principles of planning, implementa-
tion, and evaluation.

e Management, leadership, and health eco-
nomics.

The academic studies consist of general sub-
jects such as philosophy, ethics, scientific methods,
communication studies, language studies, nutrition,
diagnostics, and clinical dentistry. Other topics are
tailored to the student’s background and interests
and relate to the political, legislative and adminis-
trative organisation of Finland, planning manage-
ment and economy of public health, implementing
and evaluating public health programmes, social
and behavioural and business sciences.

The practical work aims at familiarising the
trainees, in-depth, with the organisation and meth-
ods of health service delivery in Finland. It takes
place in supervised practice at the most important
health care organisations such as health centres, the
Ministry of Social Affairs and Health, social insur-
ance offices, and university hospitals.

At the end of the three years, trainees take a
national examination, which leads to the award of a
Master’s degree and licensing as specialists in
DPH. It is expected that candidates for the exami-
nation will be totally familiar with the contents of a
number of relevant dental journals published in the
previous three years and various other scientific lit-
erature.
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The practice of dental public health
In all three countries, the practice of DPH covers
five broad areas, which are:
* Advising at local, regional, and national lev-
els.
* Conducting surveys, research, and develop-
ment.
* Commissioning, managing, and evaluating
services.
* Promoting oral health.
* Teaching and training.

1. Bulgaria

In Bulgaria, as previously described, dental
public health specialists teach at universities and
work as employees of the NHIF at both regional
and national level. They may also work within the
regional information departments of the Ministry of
Health. Their salaries are low and they are not
allowed to work concurrently in the private sector;
only teaching staff are allowed to do so. Usually,
the Faculties of Dental Medicine organise intramu-
ral practices and let their teaching staff rent these
facilities to provide private oral health care.

As employees of the NHIF, at national or
regional level, the specialists in DPH have admin-
istrative rather than consultative positions. Usually,
they monitor the monthly reports of clinical work
performed by dentists working under contract with
the Fund. The DPH specialists check the reports
and enter the data into a database. In the near
future, dentists who contract with the NHIF will
submit their reports electronically via the Internet.
A small number of specialists advise decision mak-
ers. Paradoxically, it is not necessarily DPH spe-
cialists who provide such advice on oral health
care, because the positions of adviser to ministers
and very senior administrators are political appoint-
ments. There is a network of Departments that
works under the direction of the Ministry of Health
at regional level, where both dentists and dental
practices are registered. Here, as previously
described, DPH specialists manage and gather data.
They have also to visit dental practices to monitor
and give advice on the production of monthly
reports by general dentists.

The teachers in DPH usually work in full-time
positions at dental schools (Faculties of Dental
Medicine), where they teach the principles of com-
munity dentistry and professionalism to dental stu-
dents, conduct research, and supervise or train post-
graduates for Master’s or doctorate degrees.
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2. Finland
In Finland, the Public Dental Service (PDS) con-
sists of about 250 health centres owned by a local
municipality or by several municipalities in a fed-
eration. Practically all chief dentists responsible for
the leadership and management of the oral health
care in large- and medium-sized health centres
have undertaken specialist education in dental pub-
lic health, a Ph.D., or sometimes other specialist
dental education. Monitoring and evaluating treat-
ment outcomes and oral health promotion have
always been important areas in the local chief den-
tists’ work [14].

All three dental schools in Finland have pro-
fessors and other qualified staff in dental public
health, who provide teaching and training and coor-
dinate research into dental public health topics.
There are also a number of health institutes that
employ researchers. Research is also performed by
the staff of some PDS clinics.

In addition, there are a few administrative
positions at the ministries of Health and Welfare
and Education, at governmental and municipal
agencies, and in some companies that are held by
specialists in DPH.

3. United Kingdom

In the UK, the following groups give advice in
DPH:

e NHS Dental Consultants in DPH

e Academic staff at universities

e Chief Dental Officers and other dental staff
working for the Governments of England, Northern
Ireland, Scotland and Wales. Each of these four
home countries has its own Department (Ministry)
of Health.

e Adpvisers in Dental Practice

e Some dentists in the Defence Dental Services
(military) and Community Dental Services (public
salaried dental service)

e Dentists who advise dental companies that
own several practices.

All NHS Consultants in DPH are registered on
the specialist list for DPH, as are most, but not all,
academic staff at universities. However, at present
only two of the four national Chief Dental Officers
are specialists in DPH, and virtually none of the
Advisers in Dental Practice and few of those who
advise dental companies are specialists.

Historically, surveys, research and develop-
ment have been coordinated by university depart-
ments. Many still are. However, Consultants in
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DPH provide advice at a local level, where small
surveys and needs assessments are performed,
independently from university departments. Since
1968, there have been ten-yearly national surveys
of adult dental health [5] and since 1973 of child
dental health [7]. These surveys have been funded
by the Government and coordinated by university
departments of DPH working with trained and cal-
ibrated dentists from the Community Dental
Services.

Since 2006, oral health care has been commis-
sioned at a local level by Primary Care Trusts
(PCTs) in England and Health Boards (HBs) in
Wales. There are150 PCTs and HBs in total. One of
the roles of specialists and consultants in DPH is to
advise the PCTs and HBs on how to assess the oral
health needs of the population and what services to
commission from local dentists to meet these
needs. There is also a need to evaluate the effec-
tiveness and outcomes of the services and their
quality. This evaluation is performed by the spe-
cialists and consultants in DPH and Advisers in
Dental Practice (ADP). The ADP are senior gener-
al dentists who are employed on a part-time basis
by PCTs and HBs to visit dental offices (practices)
and advise on quality issues. Some have certificates
in oral health care leadership and management but
few, if any, are specialists in DPH.

Promoting oral health is performed at both
national and local levels, generally in response to
initiatives launched by the Department (Ministry)
of Health of the four home countries. Often it is a
part of wider health initiatives such as the cessation
of smoking. A recent example followed the publi-
cation of guidelines for oral health, Delivering
Better Oral Health, by the Department of Health
for England [15].

Virtually all specialists in DPH are both teach-
ers and trainers. Some have full-time appointments
in universities. Most of those who do not hold such
full-time appointments are honorary members of
university departments and give lectures and super-
vise postgraduate students. Those who are
employed by PCTs and HBs often supervise
trainees in DPH, who work for them as assistants,
and are required to provide external assessment of
trainees who do not work for them.

Discussion
As mentioned in the introduction to this paper, only
three countries within the European Union recog-
nise the specialty of dental public health. It is far
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from clear why this is the case. In Finland and the
UK, there are a number of employment opportuni-
ties for those who are recognised as specialists in
DPH. Two important factors may be that both
countries have a well-developed public sector for
the delivery of oral health care and considerable
Government involvement in planning all aspects of
health care, including oral health care. In Bulgaria,
after the privatisation of oral health care the spe-
cialty was in danger of ceasing to exist. However,
it became apparent that there was a need for gener-
al dentists to acquire new skills and knowledge to
manage their own private practices (offices) and to
cooperate with public institutions to implement
health promotion. It was also recognised that suit-
ably trained DPH specialists are still needed to
advise the National Health Insurance Fund and as a
result the specialty continues to exist.

In common with most other developed coun-
tries, the current trends in oral health in Finland [6]
and the UK [5,7] are for a growth in the number of
children and young adults with little or no oral dis-
ease and in the number of those over 65 years of
age who have retained the majority of their teeth
but require increasingly complex oral health care to
maintain them [1]. These trends challenge both
those involved in the provision of oral health care
and society in general. Such changes involve all
members of the dental professions, dental educa-
tors, administrators, politicians and the general
population, all of whom need an understanding of
the epidemiological and social changes, and objec-
tive advice on how to meet these changes. In
Bulgaria, high caries prevalence among children
and youngsters is an additional challenge. A lack of
political will and a poorer economy make it more
difficult for it to be met.

As this paper has demonstrated, in Bulgaria,
Finland, and the UK, specialists in DPH are trained
to understand the epidemiological, demographic,
clinical, social, political and financial aspects of the
provision of health and oral health care and to give
advice and leadership in the these areas. There are
a number of examples of how oral health trends and
changes in both Finland and the UK have been
managed (or mismanaged). In both countries, a
number of dental schools were closed between
1984 and 1995, in response to predictions that the
prevalence of dental caries in children would con-
tinue to fall. However, in spite of advice from spe-
cialists in DPH, the trend for more people to retain
teeth into old age was not taken into consideration.

36

As a result the total number of teeth in the entire
population (in the “national mouth”) grew and
more older patients now have more natural teeth,
which require oral health care. In both countries the
dental professions (through their national dental
associations) feared that there would be insufficient
work and the Governments were keen to save
money in the short-term. By the early part of the
present decade, it became apparent that there was a
shortage of dentists and in both Finland and the UK
more dentists are now being trained. In Bulgaria,
the change from a totally public oral health care
service to a totally private one took place with little
apparent thought on the effects it would have, espe-
cially on the economically poorer members of soci-
ety. It appears that the concept of public health, let
alone dental public health, did not sit well with this
rapid privatisation.

In Finland, historically, the PDS has catered
for children (under 18 years), younger adults (born
in 1956 and after) and some special needs groups.
However, in 2002, a political decision was made to
open the PDS to the entire population (all age
groups). This sudden change has lead to a demand-
ing period of restructuring in the PDS [16] as
adults’ demand for oral care increased considerably
at a time when the effects of closing two of the
country’s dental schools were causing a shortage of
dentists in the country. Fortunately, an expansion in
the numbers of dental hygienists had taken place
before the changes took place. This enabled
increased delegation of tasks from dentists to den-
tal hygienists and employment of more hygienists
in the PDS. These dental hygienists screen children
for dental caries and provide a range of care for
both adults and children, including preventive
advice and treatment and removal of calculus,
enabling dentists to concentrate on the more
demanding cases. Implementing this change was a
demanding task for the local leaders.

In England and Wales, a reform of the system
for the funding of general dentistry within the NHS
was introduced in April 2006 [17]. The reform has
meant that for the first time oral health care is com-
missioned at a local, rather than national level.
Commissioning is carried out by the 150 PCTs and
HBs who should be advised by specialists and con-
sultants in dental public health. However, at the
time of the reform, the PCTs and HBs were them-
selves merged from over 300 to the current 150.

As aresult, in many PCTs and HBs, the admin-
istrators who were responsible for commissioning
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oral health care had no understanding of how oral
health care is provided, or in some cases of com-
missioning [12]. Furthermore, many PCTs did not
appoint specialists or consultants in DPH to advise
them and as a result were unaware of the oral health
needs of the populations for which they were
responsible.

These examples highlight the need for objec-
tive advice on dental public health and leadership
when planning changes to and commissioning oral
health care.

It is interesting to note the similarities in spe-
cialist training in DPH in Bulgaria, Finland, and the
UK. In some respects, this is unsurprising. It is also
interesting to note that, unlike during education in
clinical dentistry, it is unnecessary to include some,
if any, clinical training during DPH specialist edu-
cation. As a result much of the practical (as
opposed to academic) education in DPH tales place
away from dental schools (Faculties of Dental
Medicine).

Irrespective of where it takes place, it is essen-
tial that knowledge, skills, and attitudes are fully
assessed during and at the end of specialist training.
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In order to ensure consistent quality of education
across Europe, such assessment should be by exter-
nal examiners as well as by those from within the
institute(s) where education took place. To address
this need, a number of specialist departments with-
in European dental schools (Faculties of Dental
Medicine) in collaboration with European specialty
associations, including those for periodontology
and children’s dentistry, have established a com-
mon curriculum for their specialties and provide
external examiners for Master’s programmes at a
number of universities in several countries [1]. This
concept should be considered for the specialty of
dental public health.
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