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Abstract

According to the European Union (EU) Directive 2005/36, the medical specialty of oral and maxillofacial surgery (OMFS) exists with
two possible formats: dual degree OMFS called Dental, Oral and Maxillofacial Surgery (DOMFS) - basic medical and basic dental training
and single medical degree Maxillofacial Surgery (MFS). Within the EU and across all of Europe, differences in the nature and quality of
OMFS training coexist. By implementing the highest possible standards of training, patient care can be improved. To establish quality met-
rics for an ideal OMFS training programme, the European OMFS Trainee Forum of the Union Européenne des Médecins Spécialistes
(UEMS) conducted a Delphi consensus protocol from November 2023 to January 2024. Facilitated by the OMFS Section of UEMS, 57
trainees from 32 countries participated. The process involved the definition of three quality levels using the red, amber, and green
(RAG) rating system. Following the Delphi process, 46 domains were identified, including features within training programmes/rotations,
teaching and education programmes, training placements, recording of training progression and activity, and external assessment of training
programmes. The results were aligned with the UEMS OMFS European Training Requirement (ETR). With the introduction of a RAG rat-
ing, trainees and trainers can review their training programmes with the aim of improving them by moving domains from Red to Green.
Raising the standard of training will benefit our patients. This initiative could mark a significant step towards the harmonisation of OMFS
training, improving quality and ensuring consistent, high-level care throughout Europe.
� 2024 The Author(s). Published by Elsevier Ltd on behalf of The British Association of Oral and Maxillofacial Surgeons. This is an open
access article under the CC BY-NC-ND license (http://creativecommons.org/licenses/by-nc-nd/4.0/).
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Introduction

In 2021 the “Union Européenne des Médecins Spécialistes”
(UEMS) approved an Oral and Maxillofacial Surgery
(OMFS) European Training Requirement (ETR), a pan-
European syllabus and curriculum for training in the medical
specialties of OMFS. In this paper, we outline quality mark-
ers for OMFS specialty training with the aim of improving
standards across Europe. UEMS members include all mem-
bers of the European Union, the European Economic Area,
plus Switzerland and the UK.

Changing surgical training, even with changes which
would improve training, is challenging.1,2 Improving surgi-
cal training always involves change.3,4 Defining standards
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within surgical training is complex.5,6 OMFS is a specialty
with a long history and it encompasses a wide range of treat-
ments and procedures. Across Europe training remains
heterogeneous (https://omfsuems.eu/omfs_training/) and
the specialty specific training period ranges from four to
seven years.7 Dual degree DOMFS is the most common in
UEMS nations with 21 including this form of OMFS. Eight
nations have single medical degree MFS, and 3 UEMS
nations do not yet have a medical OMFS specialty. Outside
UEMS, nations vary in where they are in their path towards
medical OMFS. The European OMFS Trainee Forum
welcomes trainees from all European nations. We hope the
standards we define in this paper will help all trainees and
trainers who practice in our field.7
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The significant differences between UEMS nations pre-
sent challenges for harmonisation. This diversity can gener-
ate barriers, particularly during training making cross-
country exchange difficult. Diversity also creates examples
of best practice from which all can learn. Both the need for
excellent training and the challenge of overcoming differ-
ences between countries created the opportunities for this
Dephi Review.

Trainees from the Psychiatry Section of the UEMS, the
European Federation of Psychiatry Trainees, have created
an online resource called ‘Test your own training’ where trai-
nees can register and, by completing the questionnaire, gen-
erate a report of how their training compares to the UEMS
Psychiatry European Training Requirement (https://efpt.
eu/tyot/). We hope that this paper will help the creation of
a similar resource for OMFS.

Methods

During the inaugural meeting of the European OMFS Trai-
nee Forum in March 2023 in Brussels, trainees representing
UEMS member nations and beyond gathered and shared
Fig. 1. Nations whose trainees were involved in the
experiences. The training programmes shared on the OMFS
Section website were discussed (https://omfsuems.eu/
omfs_training/) and best practice was identified from the col-
lected reference documents. The Delphi consensus study
template, defining and measuring surgical training,5 was
used to ensure that all key domains were addressed. The Del-
phi consensus was conducted online using twice monthly
Zoom meetings from November 2023 to March 2024. As
well as defining the domains to be assessed, trainees were
asked to give examples of ‘best practice’ or ‘gold standards’
from their nation and their experience. A red, amber, and
green (RAG) rating system was applied for each table where
green was best, amber intermediate and red least desirable.
Furthermore, feedback was obtained from the OMFS
Section and Board of the UEMS and the European Associa-
tion for Cranio Maxillo Facial Surgery (EACMFS), and
incorporated accordingly.

Results

A total of 57 trainees from 32 nations took part in the survey
(Fig. 1). The domains to which RAG ratings were developed
development of the RAG criteria for OMFS.

https://efpt.eu/tyot/
https://efpt.eu/tyot/
https://omfsuems.eu/omfs_training/
https://omfsuems.eu/omfs_training/


Table 1
National domains defining OMFS training.
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total 46: 8 for OMFS in general plus 2 for dual-degree OMFS
nations (Table 1); 11 specifically for the training programme/
rotation and 6 for the teaching/education programmes
(Table 2); 9 for training placements and 4 for records of train-
ing progression/activity (Table 3); and finally, 6 for the exter-
nal assessment of the training programmes (Table 4).
Discussion

To our knowledge, this is the first European attempt to define
standards for OMFS specialty training. The domains will be
discussed in more detail than in the tables and brief examples
of best practice from the perspective of the trainees listed
(Table 5).

What good should look like in the national domains of
OMFS training

Number of training posts – Workforce planning
Workforce planning in medicine and surgery is challenging
but essential. In Europe there is a range of specialist provision
from 0.28/100,000 in Ireland to 3/100,000 in Switzerland.8

Training positions should be supported by appropriate spe-
cialty provision. The duration of OMFS training makes plan-
ning a long-term rather than a medium-term consideration.
There is an ageing workforce and to retain older surgeons it
is vital to consider the impact of pension regulations.9 Further
to this, less than full-time (LTFT) training is increasingly pop-
ular, meaning that in future a larger number of specialists is
likely to be required to deliver the same capacity.10 This
approach is essential not only to ensure appropriate patient
care, but also to prevent the burden of care for large numbers
of patients falling on too few specialists.

Curriculum including syllabus (knowledge)
A detailed written curriculum defines the knowledge base
(syllabus) and skills/behaviour of an OMFS specialist. Pro-
viding access to the UEMS OMFS ETR, which covers key
areas including the UEMS concise Royal College of Physi-
cians and Surgeons of Canada (CANMED) definitions of a
physician, should be part of the induction of all trainees.

Surgical experience – Indicative numbers
Indicative numbers are not maximum or minimum experi-
ences, but rather a target that most trainees should reach dur-
ing training. Where these are defined they help to raise the
level of experience across the country.11



Table 2
Training programme/rotation.
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Certification checklist
When the endpoint of training is clearly defined, checklists
can provide a target for trainees and trainers (JCST Certifica-
tion Guidelines and Checklists).
Cost of training
In some nations all elements of training, including mandated
courses, are included in the training programme.7 Where this

https://www.jcst.org/quality-assurance/certification-guidelines-and-checklists/
https://www.jcst.org/quality-assurance/certification-guidelines-and-checklists/


Table 3
Training placement.

B. Puladi / British Journal of Oral and Maxillofacial Surgery 62 (2024) 769–779 773
is not the case, the burden of the cost of training falls upon
the trainee.12,13

Active support for women in surgery
OMFS trainees have highlighted the fact that female trainees
do not always find the nature of training posts conducive.14

There is evidence that female surgeons perform better than
male surgeons15,16 so all efforts should be made to make
training rotations attractive, supportive, and effective for
female trainees. The option of LTFT training is important
to retain female trainees in the workforce,17 particularly as
the gender balance within OMFS improves.18

Special requirements in OMFS dual degree nations

The special challenges in OMFS dual degree nations should
also be considered.
Incorporation of second degree into specialty training
This was one of the key recommendations in the largest
review of OMFS training in Europe (2008 GMC (PMETB)
Report on Training in OMFS). In Germany and Slovenia,
where this is the case, there are extremely competitive
recruitment rounds. This gives geographical certainty during
training and it is one of the most important developments
sought by the specialty when it is not available.19,20
Routes into training from both dentistry and medicine
For countries with dual degree, training should be possible
from dentistry or medicine as the first degree. The attainment
of both degrees should be coordinated to avoid unnecessary
repetition of content, perhaps by the development of
curriculum-mapped, accelerated programmes, which may
prevent unnecessary prolongation of training.

https://www.baoms.org.uk/_userfiles/pages/files/Professionals/Education%2520and%2520Training/2008%2520PMETB%2520Report%2520into%2520Training%2520OMFS.pdf
https://www.baoms.org.uk/_userfiles/pages/files/Professionals/Education%2520and%2520Training/2008%2520PMETB%2520Report%2520into%2520Training%2520OMFS.pdf


Table 5
Examples from European OMFS training.

Country Example

Albania** Training is conducted in a specialised facility to ensure focused and comprehensive training. Trainees actively participate in all surgical
procedures, which enhance hands-on experience. The curriculum is well structured with a smooth transition from oral to maxillofacial
surgery.

Austria Extensive exposure to all pillars of OMFS through comprehensive surgical rotations. Opportunity to begin residency with a single degree
(medical) and progress to a dual degree during training. Rotations include a variety of subspecialties, providing broad medical exposure.

Azerbaijan** Recognised specialty with structured residency programme. Regular certification and continuing education courses keep skills current and
validated. Qualified to work in both public and private sectors on certification.

Belgium Comprehensive training in OMFS, including access to new technologies. Progression from observation to independent surgery enhances
skill development. A double degree in OMFS is obtained at the end of the training.

Croatia Detailed and comprehensive residency programme covering all relevant surgical branches. Close mentorship with experienced surgeons
provides guided learning. Training emphasises hands-on experience and patient care.

Czech Republic Dual tracks for medical and dental graduates accommodate diverse educational backgrounds. Mandatory rotations in various specialties
broaden medical knowledge and skills. Extensive internship and course requirements ensure thorough preparation for certification.

Denmark* Exposure to hands-on surgical experience in multiple hospitals enhances diversity of experience. Rotations in various medical specialties,
including opportunities for international experience, combined with the requirement for ‘prior experience’ before entering training ensure
trainees are well prepared.

Estonia* Compliance with the European Working Time Directive ensures reasonable working hours. Opportunities for paid overtime. Access to
mentorship and extensive professional literature facilitates continuous learning.

Finland Dual qualification in 5-year programme aligns with other surgical specialties. Structured rotations in general and advanced surgery.
Evaluation through core entrustable professional activities ensures progressive skill development.

France High-quality medical education under national supervision. Opportunities for rotations in specialised departments throughout France.
Access to updated European standards and professional development resources.

Germany Accessible training opportunities for qualified candidates. Transferable components between medical and dental training shorten the path
to dual qualification (medical training mandatory before starting higher surgical training). Structured educational pathways to OMFS
specialty.

Greece Extensive exposure to a wide range of specialties, including oncology. Excellent collaboration and mentorship throughout training.
Opportunities for international fellowships due to full recognition of the specialty abroad.

Hungary Highly practical training complements the theoretical knowledge acquired in medical school. Encourages the development of
improvisational skills, which are critical for problem-solving in real-world scenarios. The programme is designed to overcome challenges
such as budgetary constraints and to enhance resourcefulness in clinical practice.

Ireland Newly revitalised programme with opportunities for training in both Ireland and the UK. Alignment with the UK Intercollegiate Surgical
Curriculum Programme (ISCP) system adds credibility to the programme. Recent approval for the full training programme to be delivered
in Ireland.

Table 4
External assessment of training programme.
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Italy Structured programme with a mix of didactics, diaries and mandatory rotations. Opportunity for trainees to gain international experience.
Rigorous annual evaluations maintain high standards of training quality.

Kosovo** Extensive training experience in a tertiary care centre. Rapid transition to independent practice during residency. Extensive exposure to
diverse pathologies enriches clinical skills.

Latvia Integration of practical hospital work with regular theoretical seminars. Supportive training environment with attention to gender equity.
Enhanced learning experience by working with diverse surgical teams.

Lithuania Trainees have the opportunity to work closely with dentists on complex clinical cases, fostering extensive interdisciplinary collaboration.
Opportunities abound for international internships and clinical rotations in specialised centres throughout the country, enhancing exposure
to diverse practices and techniques. Extensive clinical work and practical skill development are combined with theoretical seminars to
provide a well-rounded educational experience.

Luxembourg Flexibility for students to transfer to partner universities in France, Belgium or Germany for specialised training. OMFS specialists in
Luxembourg bring diverse experience and practice from their training abroad. The recent expansion of medical education, including the
introduction of a Bachelor of Medicine, signals the potential future development of specialised training programmes in the country.

Moldova** Training to become an oral and maxillofacial surgeon includes medical school, followed by a 5-year residency, then specialisation in
OMFS. OMFS residents often work closely with other specialists to ensure a comprehensive approach to patient care. During residency,
residents complete a variety of rotations including dentoalveolar surgery, implantology, otolaryngology, ophthalmology, neurosurgery,
and many others.

The Netherlands Comprehensive curriculum covering the full scope of the specialty. Objective assessment of skills and knowledge through Entrusted
Professional Activities. Specialised training opportunities for those interested in oncological head and neck surgery.

Norway** Trainees start operating from day one, providing immediate hands-on surgical experience. Exposure to a large volume of trauma cases
provides valuable practical skills and knowledge. There is a strong emphasis on training and instruction in 3D planning for orthognathic
surgery, with advanced technological methods incorporated into the curriculum.

Poland Structured programmes for both medical and dental students. Mandatory rotations in various specialties provide a broad clinical
perspective. Emphasis on comprehensive training covering both theoretical and practical aspects of OMFS.

Portugal Introduction of a new detailed evaluation system to objectively assess surgical, scientific and other objectives. Mandatory rotations in
different national OMFS departments and in border specialties enhance diverse clinical exposure. The residency programme emphasises
comprehensive training, including a national examination for accessibility.

Romania Emphasises a “learning by doing” approach within well-structured programmes that ensure that practical skills are developed alongside
theoretical knowledge. Provides a friendly work environment that enhances the learning experience and professional growth. Covers a
wide range of surgical topics, integrating theory and practice for a comprehensive education in the field.

Slovenia A high-quality programme that meets European standards and provides thorough training. The unique training centre allows trainees to
learn from experts in all areas of OMFS, providing a focused learning environment. The programme covers a wide range of topics from
oral surgery to congenital deformities, ensuring well-rounded expertise.

Spain A comprehensive 5-year programme that includes a competitive entrance examination. Early hands-on surgical involvement and
collaboration with other specialties. Training covers the entire specialty, from oral surgery to facial aesthetics, in tertiary public hospitals.

Sweden* Free access to higher education and residency training for all EU/EEA citizens, with financial benefits. Opportunity for dual qualification
without incurring significant student debt. The system supports a broad approach to OMFS specialty training, including all EU/EEA
citizens.

Switzerland** Training in state-of-the-art facilities with access to advanced medical technology and research. A multilingual environment with excellent
networking opportunities enhances learning and career prospects.

Turkey** Free tuition and salary for trainees who enter the programme through a national examination. Training includes various fields related to
OMFS, such as emergency medicine and plastic surgery. Trainees have the right to work as specialists at universities for two years after
completing their training, increasing job security and experience.

Ukraine** Trainees benefit from extensive hands-on experience with a high volume of patients, enhancing their clinical skills. Legal establishment of
“maxillofacial surgery” as a distinct specialty in 2021 is encouraging growth and formalisation of the field. Significant opportunities for
trainees to participate in surgery and clinical manipulations in university and clinical hospitals, including emergency care of war victims
and experience in military medicine, provide a unique and invaluable perspective on trauma and emergency care.

United
Kingdom**

A well-structured curriculum with clear competencies ensures thorough training. Long-established trainee support networks provide
guidance and support. The wide range of practice covers both the public and private sectors, offering diverse career opportunities.

* EU nation without medical OMFS
** Non-EU nation
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What good should look like in OMFS training programmes

Induction
Making a good start to specialty training is important, but
inevitably training time is restricted and pre-specialty train-
ing is variable. Induction to specialty training can be
generic21 or specialty-specific. Clearly-defined objectives,
and introducing trainees to the ‘nuts and bolts’ of training,
including how to build their portfolio and maintain their log-
book, and how to reach the requirements to complete the
training, are all immensely valuable. For OMFS a national
induction programme could be time efficient and could help
to introduce new specialty trainees to their ‘peer group’, gen-
erating a sense of camaraderie and the opportunity to share
knowledge and experience.

OMFS curriculum – Experience and training opportunities
provided
Training programmes must be designed to deliver the whole
curriculum. This may involve trainees spending time in
training units that have opportunities not present in the
‘base’ rotation, for example, cleft and craniofacial experi-
ence, and it should not be present as an afterthought. Where
a rotation does not have certain subspecialties there should
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be the opportunity to have ‘taster’ sessions early in training to
allow trainees who might be interested to acquire the neces-
sary evidence to support an application for fellowships later
on.

Training rotation including private practice
Even when the standard of training is excellent, trainees gain
a richer experience when they have the opportunity to work
with a variety of surgeons in different environments.4,5 Expe-
rience in private practice may be required to offer the aes-
thetic element of the OMFS curriculum, giving the trainee
the full range of professional experience.

Training opportunities appropriate for phase of training
At the start of specialty training, trainees should be able to
acquire the knowledge and skills on which they can build.
This often means focusing on core entrustable professional
competencies (EPAs) rather than just the number of
interventions.

Research, critical appraisal, and audit
Surgical training must include evaluation of evidence and
exposure to research. Promoting scholarship is fundamental
to developing patient outcomes and training. The minimum
requirement is well defined by CANMED in the domain of
‘Scholar’.22 The abridged CANMED core competencies as
a specialist are part of the OMFS ETR (CANMED Compe-
tencies – Abridged for UEMS). Routes into research should
be flexible, with a range of entry/return points to training.23

Management and leadership
Competencies in these domains, which are expected of all
specialists, are also defined in the UEMS abridged
CANMED competencies.

Faculty training
Training surgeons is a skill. A minimum standard for train-
ers24 (clinical supervisors) should include regular teaching
on the process of training, and an awareness of the curricu-
lum and targets defined by a checklist that incorporates the
different modules in the EPAs. Trainers who have individual
responsibility for one or more trainees (assigned educational
supervisors25) will need additional skills and knowledge as
well as availability. Those running training programmes
need management and strategic knowledge as well as ability,
and learning these skills is essential.26,27

Training placement

Notice of placement
A good training programme should ensure that the trainee is
given sufficient notice of any changes in a rotation or time-
table to allow for family arrangements and time off, and to
maintain their quality of life. At least eight weeks is the
standard defined in the British Medical Association’s Good
Rostering Guide (https://www.bma.org.uk/media/1979/
bma-nhse-good-rostering-guidance-may2018.pdf). Exceptions
are noted and should be addressed.28
Weekly timetable
Having a defined and transparent weekly schedule that
includes operative sessions, outpatient sessions including
specialist clinics, and time for personal development/study/
projects, creates a clear and open approach to training. A
good timetable is one of the key quality indicators of all sur-
gical training placements.11

Appropriate placement and supervision
Having operative surgery sessions at which the trainee only
assists is not appropriate. In the early and middle phases of
training, supervision should be one-on-one with the supervi-
sor scrubbed. The monitoring of this is easiest with a national
logbook used by all trainees and trainers. The eLogbook gen-
erates reports for trainees, their supervisors, and their
trainers.11

Working week, on-call, and out-of – hours experience – European
Working Time Directive (EWTD)
There has been a tradition in surgery of the need for exces-
sive hours to give trainees sufficient experience. This is no
longer appropriate.4,29 Long working weeks are often filled
with ‘work’ rather than training opportunities.3,30 The
EWTD31 has been applied in many European nations to
the benefit of training, trainees, patients, and families of
trainees.

Educational supervisor/coach/mentor
Each placement should have a lead educational supervisor
with whom the trainee can raise issues about training. The
trainee should also have a lead educational supervisor. In
some training rotations this lead supervisor provides mentor-
ship and support for the whole of the trainee’s time. In others
the supervisor changes as the trainee moves placements.32

Teaching and education programme

The delivery of a formal education programme is challenging
in smaller training rotations/programmes. National education
programmes33 have been developed during COVID-19, and
European programmes are available. The ideal combination
is some local training, including journal clubs augmented
by formal lectures and webinars on a regional, national, or
European basis. These should be planned to cover the whole
curriculum during the training programme and before any
summative assessment. The trainee’s working timetable
should incorporate time reserved for these scientific
activities.

Training programmes should contain all forms of post-
graduate teaching. Publications have supported trainee-led,
didactic, online, and national programmes.33,34 To be effec-
tive the teaching time should be protected to avoid distrac-

https://omfsuems.eu/_userfiles/pages/files/appendix_6_canmed_competencies_abridged_for_uems.pdf
https://omfsuems.eu/_userfiles/pages/files/appendix_6_canmed_competencies_abridged_for_uems.pdf
https://www.bma.org.uk/media/1979/bma-nhse-good-rostering-guidance-may2018.pdf
https://www.bma.org.uk/media/1979/bma-nhse-good-rostering-guidance-may2018.pdf
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tions4 and the syllabus should cover all the domains of the
programme of study (https://www.jcst.org/-/media/files/jcst/
quality-assurance/quality-indicators/omfsqisv10.pdf) to the
level required by the summative assessment. Teaching by
trainees helps prepare them for their trainer role when they
become specialists.26,35

Record of training progression and activity

Logbook and indicative numbers
Evidence for the value of a surgical logbook for trainees and
trainers in surgery is consistent and overwhelming.11,36,37

For OMFS trainees there is the eLogbook from the Royal
College of Surgeons of Edinburgh and a downloadable
Access� logbook (https://omfsuems.eu/_userfiles/pages/
files/omfs_logbook/uems_omfs_surgical_experience_regis-
ter.accdb).

Indicative numbers of procedures, when detailed and
specific, define a minimum level of experience expected in
training. They are indicative in that they are not mandatory
but rather expected. Some surgeons acquire competencies
faster than others. A low number with evidence of compe-
tency at level 4 is appropriate for completion of training.

Portfolio
A written (online) portfolio with evidence across all the
domains of training allows for regular review of a trainee’s
progress. In the penultimate year this should include a gap
analysis against any requirements for completion of training.

Multi-source feedback
Multi-source feedback is a useful educational tool for high-
lighting training needs and can incorporate feedback from
the multidisciplinary team. When this feedback is anony-
mous, it should be consolidated by a trainer who is trained
to deliver feedback and is able to develop personal develop-
ment plans (PDP) with the trainee.38,39 Trainees should not
receive feedback for the first time in high-stakes meetings
or annually, but on a regular basis.

External assessment of training programmes

External assessment of training programmes maintains stan-
dards. UEMS provides external appraisal of programmes in
Europe. In the UK this is provided by the Royal Colleges
of Surgeons.
Formal feedback questionnaires
Questionnaires can be a relatively blunt tool but are often the
best route for trainees and trainers to raise concerns about
training. When they are combined with an external appraisal
of a programme they are almost always a force for good. The
questionnaire may be run by the medical regulator (https://
www.gmc-uk.org/education/how-we-quality-assure-med-
ical-education-and-training/evidence-data-and-intelli-
gence/national-training-surveys) or by an external training
body (https://www.jcst.org/quality-assurance/trainer-survey/,
https://www.jcst.org/quality-assurance/trainee-survey/).

Summative assessment
Many forms of externally run summative assessments are
used across OMFS in Europe. They include written assess-
ments, clinical examinations, observed structured clinical
examinations (OSCEs), and interviews (https://www.jcie.
org.uk/content/content.aspx?ID=16, https://www.jcie.org.uk/
content/content.aspx?ID=9). External examinations are the
gold standard for assessing knowledge and understanding.
The possibility of using modern forms of examination should
be considered and encouraged where appropriate.

Examples from European OMFS training

Finally, examples of trainees’ subjective impressions, high-
lighting the positive aspects for training in each nation, are
summarised in Table 5. These have come from 32 nations
(Fig. 1).

Conclusion

Defining and sharing standards of training raises the quality
of care. We hope that by creating a RAG rating for OMFS
training we can improve training in Europe for the benefit
of our patients. We hope that these standards will be iterative.
We invite comment and interaction so that these standards
can continually evolve and improve.
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