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Introduction
Levels of employee/membership

engagement have been found to have

significant consequences for both individuals

and organisations; job satisfaction,

autonomy and organisational success have

all been linked to this construct.1,2 The Irish

Dental Association (IDA) seems to be

witnessing a lack of engagement among

many of its members; only 42% of
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Précis
Differences in perceptions of the IDA are evident due to gender, practice
type, loyalty and satisfaction. Members identified factors inhibiting and
facilitating engagement in the Association.

Abstract
Statement of the problem: Many members in the IDA are not actively
involved in the Association. Therefore, despite representation being a key
function of the IDA, members are not equally represented in the Association.
Purpose of the study: This study aimed to examine IDA members’ views, with
a view to identifying changes that might enhance the members’ active
engagement.
Materials and methods: A self-report questionnaire was developed following
an analysis of interviews and a focus group with IDA members. The IDA
distributed the questionnaire to its members by email.
Results: Survey participants (N=240) consisted of 128 male IDA members, 79
female IDA members, and 33 participants who did not report their gender.
Analysis yielded differences in terms of perceptions of the IDA due to gender,
practice type, loyalty and satisfaction. Key inhibitors of engagement
identified include: communication barriers; family commitments; feeling as
though time spent involved is unproductive; and, the perception of an old
boys’ club. Key facilitators of engagement identified include: representation;
continuing professional development (CPD); social interaction; and, support.
Conclusions: While differences in terms of perceptions of the IDA were
observed in the analysis of gender and practice type, the most profound
differences were observed between loyal and less loyal participants, and
between satisfied and dissatisfied participants. Loyal and satisfied
participants were generally more positive about all aspects of the IDA than
less loyal and dissatisfied participants. The IDA should target inhibitors of
engagement as identified by less loyal and dissatisfied members. It may be
useful to firstly address communication barriers in the IDA in an attempt to
increase membership engagement.
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current/lapsed members reported active involvement in the IDA, with

only 19% of members reporting an interest in future involvement.3 In

addition, current engagement patterns are not indicative of

membership; members are not equally represented at committee and

group level in terms of gender, geographical location, professional

status or age.3 Given that the number one reason for the belief that

the IDA could meet future challenges was reported by members as

being proactive and progressive members, and that members have

identified representation as a key reason for joining the Association,3

there is a need to identify the roots of this problem and to change the

current engagement pattern.

In order to create change in an organisation, an understanding of the

collective thought processes informing behaviour needs to be

achieved;4 this suggests that bi-directional communication is required

for organisational change. Bi-directional communication is often

complicated by the existence of subcultures in organisations.5 Various

subcultures exist in the IDA in terms of geographical location, gender

and practice type.3 Furthermore, the dental profession is rapidly

becoming more feminised; in 2008, 33% of registered dentists were

female, versus 60% of those who graduated from dentistry in Ireland

in the same year.6 As profiles within an organisation change, so might

collective thought processes. For instance, different gender norms

have been documented in dentistry – women tend to work fewer

hours than men and are more likely to work in public practice than

private practice.3 In addition, research suggests that male dental

students are more motivated by self-employment and business-related

factors, while female dental students are more motivated by people-

oriented motives.7 Female dentists are also more likely to take career

breaks and plan to retire earlier than their male counterparts.8

However, one cannot generalise across organisational cultures.

If cultural transformation is to improve the efficacy of a service (or, in

the present study, to increase engagement in an organisation), then

participants must be asked what such terms mean to them;4 it cannot

be assumed that such definitions are known or that each participant

would define such terms in the same way. Literature suggests that

change is not easily brought about by top-down demands9 – the

motivations, needs and fears of members at all levels must be

considered.

Thus, the present study aims to investigate the views of both male and

female dentists in terms of engagement in the IDA, with a view to

understanding what needs to change in order to enhance the active

involvement of members. This study will be carried out using a mixed

methods approach. Differences in perceptions of the IDA will be

examined in terms of gender, practice type, loyalty and satisfaction.

Method
Interviews and a focus group were carried out with nine IDA members

and one member of the management team at IDA House. The

purpose of this was to get a general overview of the issues

surrounding engagement in the IDA, from as representative a sample

as possible. From the analysis of the interviews and focus group, a self-

report questionnaire was developed, which incorporated the central

themes that had arisen in order to see whether or not these themes

would be confirmed by the majority of IDA members, and to assess

whether or not there were any key issues surrounding engagement

that had not been previously mentioned by participants.

The survey included a section on demographic information (16 items),

in addition to the following 13 scales:

n information flow (four items, e.g., “I get enough information I

need from the IDA to be a good practitioner”);

n teamwork (six items, e.g., “the people on Board/Council are

concerned about each other”);

n meetings (five items, e.g., “decisions made at meetings [branch,

subcommittee or others] get put into action”);

n morale (eight items, e.g., “the IDA respects its members”);

n organisational culture (25 items – the total score for information

flow, teamwork, meetings and morale);

n involvement (two items: “I have been asked to be involved in IDA

committees or groups”);

n identification with the IDA (eight items, e.g., “I am proud to be a

member of the IDA” – all items on the above-mentioned scales

were answered on a five-point scale from “strongly agree” to

“strongly disagree”);

n work–life balance (five items, e.g., “the demands of work interfere

with my home, family or social life” – all items answered on a four-

point scale from “never” to “almost always”);

n perceptions of the IDA – barriers (15 items: “hierarchy is very

important in the IDA” – all items answered on a five-point scale

from “strongly agree” to “strongly disagree”);

n perceptions of change (15 items, e.g., “involve more women in

the running of the IDA” – all items answered on a three-point

scale from “definite need to change” to “no need to change”);

n perceptions of meetings in the IDA (six items, e.g., “most

meetings are a waste of time” – four items answered on a five-

point scale from “strongly agree” to “strongly disagree” and two-

items answered on a five-point scale from “very effective” to “very

ineffective”);

n overall satisfaction with the IDA (30 items, e.g., “support for new

graduates” – all items answered on a five-point scale from “very

satisfied” to “very dissatisfied”); and,

n training (eight items, e.g., “business training for dentists” – all

items answered on a four-point scale from “yes definitely” to

“don’t know”).

In total, there were 128 items in the survey.

Having obtained consent from the appropriate ethics board (TMREC-

SPsy, Ethics Reference number: 20117), a pilot study was carried out

for the quantitative questionnaire using four participants who were

not used in the actual study. The pilot study confirmed that

participants understood the questions that they were being asked and

identified necessary changes to the survey. Additionally, the pilot

provided an estimation of the time required to complete the

questionnaire.

Researchers created a web link to the survey using the ‘Survey
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Monkey’ online software tool. The IDA emailed the survey link to

1,237 of its members on April 17, 2012. Two reminder emails were

sent out by the IDA (one approximately two weeks later, and the other

approximately four weeks later) to encourage members to complete

the survey if they had not already done so. After six weeks the survey

was closed. At this point, 240 participants had responded out of the

1,237 members that had been emailed – a 19.4% response rate. One

hundred and twenty eight participants were male and 79 participants

were female; 33 did not report their gender.

Survey data was analysed using SPSS software. Having assessed the

demographic information of participants and the reliabilities of each

of the survey scales (which all had a Cronbach’s alpha coefficient

above 0.7 and therefore were deemed reliable), principal component

analysis (PCA), Pearson’s r correlations, a one-way non-repeated

ANOVA, and a series of one-way independent t-tests were carried out

to address the research aims.

Results
Comparison of qualitative and quantitative themes
All items in the IDA survey (apart from demographic items) were

subjected to PCA. The purpose of this analysis was to assess whether

or not the themes that arose in the qualitative data (the interviews and

focus group) would also be identified in the quantitative data (the

survey). PCA revealed seven components/themes that corresponded

with the themes that had emerged from the qualitative data. Thus,

using two different methods, similar results were observed (Table 1).

Examination of differences between participants with regard to
gender, practice type, satisfaction and loyalty
A series of analyses (a two-way ANOVA and independent t-tests) were

carried out to examine differences between groups. Only significant

results will be presented in this paper.

Gender differences

Perceptions of the IDA – barriers

T-test analyses observed gender differences with respect to

perceptions of barriers in the IDA (Table 2). As the mean scores in

Table 2 indicate, many of the differences observed between males and

females lay in the extent of agreement/disagreement, i.e., both males

and females responded to items in the same direction but one group

agreed/disagreed significantly more so than the other group.

Practice type differences

There were three groups of participants with regards to type of

practice – public practice (HSE: 11.7%), private practice (71.3%) and

other public service (2.5%). The study aimed to assess these groups,

as far as possible, in equal measure, so that they could be compared.

Thus, due to the small proportion of participants reporting to be in

other public service, this group was removed from the analysis so as

not to skew results. Private practice participants (109 males and 55

females) and public practice participants (eight males and 20 females)

remained.
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TABLE 1: Comparison of themes emerging from interviews and
focus group with factors from factor analyses of survey.

Themes from qualitative data

Group dynamics

Communication

Perception of meetings

Structure of meetings

Perception of the weight of

one’s contribution in the IDA

Need for the IDA to cater to

membership profile

Inclusion of women

Inclusion of students/young

graduates

Devolving the IDA outside of

Dublin

Representation

Communication

Incentives

Training

Education

Support

Financial advice

Representation

Provision of professional

information

Emphasis of IDA services

CPD

Perception of the weight of

one’s contribution in the IDA

Personal

satisfaction/development

Time commitment

Importance of social aspects

in the IDA

Training

Education

Financial advice

Mentoring

Work–life balance

Family as priority

Time commitment

Hierarchy

Communication

Devolving the IDA outside of

Dublin

Economic factors

Work–life balance

Representation

Public relations

Factors from factor analyses

INVOLVEMENT

1. Integrity of the Board/Council

2. Collegiality and respect

3. Involvement in decision

making

4. Being kept in the picture

5. Efficacy of IDA meetings

CHANGE

1. Consultation with members

2. Decentralising functions to

regions

3. Services based on member

needs

4. Involvement of recent

graduates and women

SATISFACTION

1. Support and services for

members

2. Advocacy and representation

3. Quality of CPD and scientific

information

4. Efficacy of scientific and social

events

5. Practice support

6. Engaging members in

decision making

IDENTITY

1. Loyalty to the IDA

2. Commitment to the IDA

TRAINING

1. Business skills

2. Meeting and communication

skills

WORK–LIFE BALANCE

1. Work–family imbalance

2. Workload

BARRIERS

1. One-way communication

2. Dublin-based inner circle

3. Private practice bias

4. Family issues

5. Public focus and

representative function



Training

A two-way non-repeated ANOVA revealed a significant interaction

between practice type and gender on need for training in the IDA 

(F(1, 188) =9.991; p<0.05). In order to locate the source of this disordinal

interaction, tests of simple effects (TOSE) were conducted.

Analysis revealed that female participants in private practice reported

the greatest need for training, followed by male participants in public

practice, then followed by male participants in private practice and

finally by female participants in public practice. On the whole, those

in private practice reported a greater need for training than did those

in public practice, and male participants reported a greater need for

training than did female participants. This appears to be in line with

themes that arose in the qualitative analysis – that males need the IDA

to counteract isolation in their work. Training may be viewed as both

informative and social by this group (Table 3).
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TABLE 2: Significant gender differences observed with regard to the perception of the IDA – barriers scale.

Male (N) Female (N) Df t-value

2.57 (127) 2.96 (79) 204 -2.53

3.29 (126) 3.65 (78) 202 -2.71

3.34 (123) 3.86 (78) 178.09 -3.87

3.07 (125) 3.37 (78) 201 -2.31

2.80 (125) 3.24 (78) 201 -3.25

3.74 (125) 4.06 (79) 188.52 -2.41

Means

Item*

The IDA is really just a boys’ club

There are too few women involved in the running of the IDA

Having a family makes it harder for me to attend committee meetings and CPD events

The AGM caters more for the interests of private practice dentists

The IDA is biased towards private practice

The IDA should use its budget for media campaigns on the importance of dentistry for overall health

*scoring: 1=strongly disagree, 2=disagree, 3=neither agree nor disagree, 4=agree, 5=strongly agree.

TABLE 3: Summary ANOVA table for significant interaction between practice type and gender with regard to training scale.

SS Df MS F FCV
18.710 1 18.710 2.523 3.920

385205.1 1 385205.1 51935.43 5.152

214.2 1 214.2 28.87 5.152

8.710 1 8.710 1.174 3.920

38.63 1 38.63 5.208 5.152

32986.91 1 32986.91 447.47 5.152

74.104 1 74.104 9.991 3.920

1394.399 188 7.417 - -

Source

Practice type

Public v private male

Public v private female

Gender

Male v female public

Male v female private

Interaction

Error

TABLE 4: Significant differences observed between public practice IDA members and private practice IDA members 
with regard to work–life balance items and items on the perceptions of the IDA – barriers scale.*

Public (N) Private (N) Df t-value
2.64 (28) 2.14 (170) 34.37 -2.74

2.50 (28) 2.11 (171) 197 -2.531

3.96 (27) 3.48 (166) 191 -2.43

1.57 (28) 2.19 (167) 193 3.22

3.82 (28) 3.06 (168) 194 -4.40

3.70 (27) 2.82 (169) 30.50 -3.76

3.89 (28) 3.49 (164) 190 -2.55

Work–life balance item:*

I have more to do than I can handle comfortably

I always seem to be serving someone else’s agenda

Perceptions of the IDA – barriers item:**

Having a family makes it harder for me to attend committee meetings and CPD events

General practice is not represented in the IDA

The AGM caters more for the interests of private practice dentists

The IDA is biased towards private practice

The IDA needs to be involved more in advocacy

Means

*scoring: 1=never, 2=some of the time, 3=a lot of the time, 4=almost always.

**scoring: 1=strongly disagree, 2=disagree, 3=neither agree nor disagree, 4=agree, 5=strongly agree.



Work–life balance

In terms of work–life balance, t-tests revealed that although both

public practice and private practice participants reported having

“more to do than they can handle comfortably” and that they “always

seem to be serving someone else’s agenda”, those in public practice

did so more often than did private practice participants (Table 4).

Perceptions of the IDA – barriers

T-test analyses found significant differences between public practice

participants and private practice participants with respect to the five

barriers listed in Table 4. With the exception of the item “the IDA is

biased towards private practice”, differences here lay in the extent of

agreement/disagreement (i.e., both public practice and private

practice participants responded in the same direction).

Differences with regard to satisfaction and loyalty

Frequency analysis

The majority of participants reported being loyal to the IDA (67.1%,

n=161) as opposed to being less loyal to the IDA (28.3%, n=68).

Similarly, the majority of participants reported being satisfied with the

IDA (56.7%, n=136), as opposed to being dissatisfied with the IDA

(29.2%, n=70).

Totalled scales

T-tests revealed significant differences between satisfied and

dissatisfied participants for each of the totalled scales apart from

training. Examination of the means shows that, apart from the

perceptions of change scale, satisfied participants scored higher than

did dissatisfied participants on all of these scales. Higher scores are

indicative of more positive perceptions of the given scale.

Work–life balance

Significant differences were observed between groups with respect to

“the demands of work interfere with my home, family or social life”,

“my work life has a negative impact on my family or social life”, “I have

a good balance between my job and my family life” and “I always seem

to be serving someone else’s agenda”. Examination of the mean scores

indicates that both groups responded in a similar range – between two

(“some of the time”) and three (“a lot of the time”).

Involvement

T-test analyses reveal significant differences between groups with

respect to both “I have been asked to be involved in IDA committees

or groups”, and “I have a say in the decision making in the IDA”, as

illustrated in Table 5. Looking to the means, satisfied participants had
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TABLE 5: Significant differences observed between satisfied participants and less satisfied participants 
with regard to totalled scales and subscales, work–life balance items and involvement items.

Satisfied (N) Dissatisfied (N) Df t-value
14.88 (133) 11.79 (66) 197 9.85

16.34 (120) 13.46 (61) 162.72 5.44

21.71 (118) 17.11 (54) 170 7.95

29.39 (120) 20.80 (56) 174 11.57

82.38 (105) 63.90 (48) 151 9.91

27.39 (128) 21.04 (68) 194 11.21

30.17 (121) 33.86 (56) 175 -4.536

1.88 (136) 1.37 (70) 157 10.59

2.32 (136) 2.56 (70) 122.38 -2.12

2.07 (135) 2.36 (70) 106.30 -2.34

2.81 (136) 2.54 (70) 204 2.10

2.04 (136) 2.40 (70) 113.91 -2.97

2.83 (133) 1.88 (69) 200 6.73

2.94 (135) 2.38 (68) 201 2.70

Totalled scale/subscale:*

Information flow

Meetings

Teamwork

Morale

Organisational culture

Identification with the IDA

Perceptions of change

Satisfaction with the IDA

Work–life balance item:**

The demands of work interfere with my home, family or social life

My work life has a negative impact on my family or social life

I have a good balance between my job and my family life

I always seem to be serving someone else’s agenda

Involvement item:***

I have a say in the decision making in the IDA

I have been asked to be involved in committees or groups

Means

*higher scores are indicative of a more positive perception/greater agreement on a given scale, e.g., higher scores on morale indicate that

morale is perceived to be higher, higher scores on organisational culture indicate a more positive view of the culture in the IDA, and higher

scores on perceptions of change indicate a greater perceived need for change in the IDA.

** 1=never, 2=some of the time, 3=a lot of the time, 4=almost always.

*** 1=strongly disagree, 2=disagree, 3=neither agree nor disagree, 4=agree, 5=strongly agree.



higher scores than dissatisfied participants on both of these items.

Perceptions of the IDA – barriers

T-test analyses found significant differences between satisfied and

dissatisfied participants with respect to nine barrier items (Table 6).

Examination of the means show that on some of these items the

differences observed lay in the extent of agreement/disagreement – both

satisfied and dissatisfied participants responded in the same direction.

Perceptions of meetings

Significant differences between groups were observed with respect to

all items on the perceptions of meetings scale. Examination of the

mean scores indicates that both satisfied and dissatisfied participants

responded to each of these items in the same direction; differences

observed lie in the extent of agreement/disagreement.

Differences with regard to loyalty

Analyses revealed very similar differences between loyal and less loyal

participants as those observed between satisfied and dissatisfied

participants, with loyal participants generally reporting more positive

perceptions on each of the scales than less loyal participants. Thus,

these results will not be presented here.

Discussion
Research aims and results
This study aimed to identify the factors facilitating and inhibiting

engagement in the IDA. In order to achieve this, researchers examined

differences between IDA members in terms of gender, practice type,

satisfaction and loyalty with regard to various aspects of the

Association. The ultimate objective of the current study was to identify

possible changes the IDA could make in order to enhance

membership engagement.

Factors identified as inhibitors of engagement in the qualitative

analyses include: poor communication between the IDA and its

members; perceptions of an old boys’ club; members feeling too

intimidated to become involved; gender differences; time

commitment; family commitments; and, feeling that time spent

involved is wasted and that meetings are badly run. Factors identified

as facilitators of engagement in the qualitative analyses were: the role

of the IDA in representation; social events in the IDA; support from the

IDA; provision of information about dentistry; educational

opportunities; and, CPD.

Analysis found that loyal and satisfied participants reported more

positively in terms of information flow, meetings, teamwork, morale

and satisfaction, some of the work–life balance items, and the
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TABLE 6: Significant differences observed between satisfied participants and less satisfied participants 
with regard to perceptions of the IDA – barriers items and perceptions of meetings items.

Satisfied (N) Dissatisfied (N) Df t-value
3.22 (134) 3.69 (70) 202 -3.68

2.34 (134) 3.47 (70) 202 -7.95

2.63 (133) 3.54 (69) 200 -6.13

2.83 (133) 3.56 (70) 201 -5.67

3.75 (133) 2.71 (69) 200 9.34

3.46 (134) 3.12 (69) 201 2.82

3.53 (133) 3.23 (69) 200 2.11

3.03 (132) 2.47 (70) 128.64 5.04

1.89 (132) 2.49 (70) 107.09 -3.99

3.95 (122) 3.42 (62) 106.72 4.26

3.84 (122) 3.44 (62) 102.98 3.39

2.12 (131) 2.60 (65) 194 -4.15

3.76 (131) 3.18 (62) 191 5.85

3.74 (131) 3.37 (63) 192 3.43

2.27 (130) 2.78 (64) 192 -4.09

Perceptions of the IDA – barriers item:*

Hierarchy is important in the IDA

The IDA is really just a boys’ club

Most decisions are taken by the ‘Dublin brigade’ in the IDA

Communication in the IDA is all top-down

The IDA is good at listening to the needs of its members

The IDA takes on board work–family issues when scheduling meetings and CPD events

There are too few women involved in the running of the IDA

There is bottom-up communication in the IDA

General practice is not represented in the IDA

Perception of meetings item:**

a) Meeting preparation (this includes circulating the agenda in advance, sticking to 

the agenda, meeting being structured, and minutes being recorded)

b) Chairing the meeting (this includes chair encouraging contributions and questions,

chair keeping meeting on track, controlling conflicts and getting consensus, chair

recording decisions, action plans and deliverable dates for action plans)

c) Meetings are a waste of time

d) At meetings work gets done

e) The work is the priority at meetings

f) Most meetings tend to be more about socialising than about getting the work done

Means

*  scoring: 1=strongly disagree, 2=disagree, 3=neither agree nor disagree, 4=agree, 5=strongly agree.

** scoring for a & b: 1=very ineffective, 2=ineffective, 3=neither effective nor ineffective, 4=effective, 5= very effective.



involvement items, than did less loyal and dissatisfied participants.

Both less loyal and dissatisfied participants reported that they had not

been asked to be involved in the IDA. Few differences were observed

in terms of gender and practice type. However, males and private

practice participants wanted training more so than females and public

practice participants. Female participants reported that the IDA is

biased towards private practice, whereas male participants did not

agree. Similarly, public practice participants reported that the IDA is

biased towards private practice while private practice participants

disagreed. Public practice participants also reported more negatively

in terms of work–life balance than private practice participants.

Perceptions of barriers observed confirmed qualitative data

observations – key barriers identified include communication issues,

hierarchy, having too few women in the IDA, family commitments

and perceptions of biases in the IDA.

Results in light of previous literature
Both less loyal and dissatisfied participants indicated that they had not

been asked to be involved in the IDA. Much of the previous research

on engagement identifies factors such as being involved in decision

making, having a sense of significance, having one’s opinion heard

and being attended to as a unique individual as key antecedents to

engagement.2,10 If members of the IDA are not being asked to get

involved, additional opportunities for these antecedents to occur are

very limited and thus, this is a barrier that needs to be addressed.

Although few gender differences were identified in the current study,

the differences that were observed are consistent with previous

literature. For instance, the current study found that female

participants disagreed significantly less than males with the item “the

IDA is really just a boys’ club”. Given that more males are currently

involved in the IDA than females,3 a perception of an old boys’ club

may be attributed to ‘cross-cultural’ communication differences

between men and women.11

As women are more likely to work in public practice while men are

more likely to work in private practice,3 findings that female

participants and public practice participants agreed that the IDA is

biased towards private practice, while male participants and private

practice participants disagreed, that females and public practice

participants agreed more than males and private practice participants

with the item “the AGM caters more for the interests of private

practice dentists”, and that private practice participants but not public

practice participants felt that general practice is not represented in the

IDA, are indicative of potential biases in the data. Thus, these results

must be interpreted cautiously.

Research that has highlighted representation as a key driver for IDA

recruitment3 is supported by findings that both male and female

participants (females more so) want more women involved in the

running of the IDA, and that both public practice and private practice

participants (public practice more so) want the IDA to be more

involved in advocacy. Furthermore, previous research identified the

improvement of public relations as one of the top two most wanted

improvements in the IDA3 – the current study found that both male

and female participants (females more so) thought the IDA should use

its budget for media campaigns on the importance of dentistry for

overall health.

In terms of work–life balance, it may be the case that gender

differences are less pronounced than the literature suggests.12

Although females agreed more than males that having a family makes

it harder to attend meetings and CPD events, male participants also

agreed with this item, regardless of practice type (although public

practice participants agreed more than private practice participants).

Thus it would seem that family commitments pose a barrier to

involvement for IDA membership in general, rather than for a

particular group (namely females).

Findings from qualitative analysis are supported by the finding that

male participants reported to want training more so than did females.

Interview data suggested that male members value and need the

social aspects of the IDA more than females do. Thus, the fact that

training is also an opportunity to meet and socialise with colleagues

may explain this gender difference. It is interesting that within public

practice (which is dominated by females), males reported a greater

need for training, while in private practice (which is dominated by

males), females reported a greater need for training. Perhaps

communication differences between men and women11 render the

‘minority’ gender in a given practice type feeling somewhat inferior

and thus, wanting more training. Of course, it could also be argued

that once again training is viewed as a means of social interaction and

that the ‘minority’ gender in a given practice type sees it as an

opportunity to meet more same sex colleagues.

Communication as a barrier is another finding from the survey, which

supported the data from the interviews and focus group. Neither loyal

nor less loyal participants agreed that there is bottom-up

communication in the IDA; less loyal and dissatisfied participants

agreed that communication is all top-down and disagreed that the

IDA is good at listening to the needs of its members. In addition,

dissatisfied and less loyal participants agreed that the IDA is just a

boys’ club and that decisions are made by the ‘Dublin brigade’ – it

may be that these participants do not feel as though they are making

a contribution to the IDA, which analysis of the qualitative data found

to be of importance for engagement. Finally, it should be noted that

both satisfied and dissatisfied participants agreed that there are too

few women involved in the running of the IDA. This reflects themes

from the qualitative analysis, which highlighted the need for the IDA

to cater to its membership profile; participants emphasised the need

to better facilitate women and young graduates in the Association.

With regard to meetings, results from the survey are not in line with

the interview and focus group data. Survey participants agreed that

meeting preparation and the chairing of meetings is effective, that

work gets done at meetings and that work is the priority at meetings,

and disagreed that most meetings are a waste of time and that

meetings tend to be more about socialising than about getting the

work done. Although there were differences observed between loyal

and less loyal participants, as well as between satisfied and dissatisfied

participants, these differences lay in the extent of the agreement – all
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groups agreed on the direction of the item (whether in agreement or

disagreement). Qualitative analysis, on the other hand, observed that

meetings are unproductive, are poorly run and take up too much

time. Thus negative perceptions of meetings in the qualitative data

cannot be generalised across IDA members.

Methodological strengths and weaknesses
A key strength of this study is the mixed methods approach used. A

mixed methods approach combines the strengths of both qualitative

and quantitative analyses.13 Another strength of the current study lies

in the strong reliabilities observed on each of the survey scales. This

allows researchers to be confident that scales measured what they

were intended to measure. In addition, a cultural, bottom-up

approach was used. Literature suggests that organisational culture

allows for the engagement of an organisation on a level of meaning4

– it was the members of the Association themselves who determined

the results of the study.

However, the unequal sizes of groups being compared (e.g., there

were many more male participants than female participants) may limit

just how far results can be generalised. In addition, all data collected

in the current study was based on self-report, thus both intentional

and unintentional distortions are possible. Likert type measures (as

used in the survey) may lead to inaccurate spontaneous answers, if the

participant is not sure of their response and feels under pressure to

come up with an answer.14

Suggestions for change
Themes identified in this study suggest that interaction between

members greatly influences culture in the IDA. Communication was

identified as a barrier to engagement throughout this study (in

interviews, the focus group and the survey). It has been suggested

that bi-directional communication is necessary for organisational

change.4

Thus, in an effort to increase membership engagement,

communication could be the most important issue to address in the

IDA. A number of small changes could be made to enhance

communication, for example, emphasising the services available to

IDA members, asking members directly to get involved in the

Association, actively trying to recruit female members and young

graduates, acknowledging the contribution of engaged members,

offering communication training for members, increasing public

relations, and putting formal and structural mechanisms in place for

two-way communication.

Conclusions
Key factors identified as influencing engagement in the IDA include

hierarchy, time constraints, work–life balance, perceptions of an old

boys’ club, communication and training. In addition, a number of

differences were found between loyal and less loyal members and

between satisfied and dissatisfied members. Few differences were

observed between male members and female members or between

public practice members and private practice members. Nevertheless,

all significant differences provide useful information about the culture

of the IDA and how to enhance engagement, as conceived by

members themselves. Communication was identified as the area to

focus on, firstly with regard to adjusting the culture in the IDA so that

engagement can be better facilitated.

Future research should address the methodological weaknesses

described above and examine engagement in other dental

associations or in similar associations so that more comparative

analyses in this area of research could be made.
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Treatment outcome of mineral trioxide aggregate:
repair of root perforations

Mente, J., Hage, N., Pfefferle, T., Koch, M.J., Geletneky, B., Dreyhaupt,

J., et al.

Introduction
The use of biocompatible materials like mineral trioxide aggregate

(MTA) may improve the prognosis of teeth with root perforations.

Methods
The treatment outcome of root perforations repaired between 2000

and 2006 with MTA was investigated. Twenty-six patients received

treatment with MTA in 26 teeth with root perforations. Treatment was

performed by supervised undergraduate students (29%), general

dentists (52%), or dentists who had focused on endodontics (19%).

Perforation repair by all treatment providers was performed using a

dental operating microscope. Calibrated examiners assessed clinical

and radiographic outcome 12 to 65 months after treatment (median

33 months, 81% recall rate). Pre-, intra-, and postoperative

information relating to potential prognostic factors was evaluated.

Results
Of 21 teeth examined, 18 (86%) were classified as healed. None of

the analysed potential prognostic factors had a significant effect on

the outcome.

Conclusions
MTA appears to provide a biocompatible and long-term effective seal

for root perforations in all parts of the root.

Journal of Endodontics 2010; 36 (2): 208-213.

The effects of periodontal curette handle weight and
diameter on arm pain: a four-month randomised
controlled trial

Rempel, D., Lee, D.L., Dawson, K., Loomer, P.

Background
The design of periodontal curette handles may cause or aggravate arm

pain in dental practitioners. The authors conducted a four-month

randomised controlled trial to evaluate the effects of curette handle

diameter and weight on arm pain among dental hygienists and dentists.

Methods
One hundred and ten dental hygienists and dentists who performed

scaling, root planing or dental prophylaxis procedures participated in

this study. The authors assessed right wrist/hand, elbow/forearm and

shoulder pain levels weekly. They randomised participants to receive

either a set of light (14g) periodontal curettes with a large diameter

(11mm) or a set of heavy (34g) periodontal curettes with a narrow

diameter (8mm). The authors compared changes in mean pain scores

across the study period between intervention groups by using general

linear models and controlling for covariates.

Results
The improvement in pain scores across the three body regions was

greater for participants who used the lighter, wider-diameter curettes.

In the final adjusted model, the differences were statistically significant

only for the shoulder region (p=0.02).

Conclusions
The study results show that dental instrument design has an effect on

upper extremity pain in dental practitioners. Using a lighter

instrument with a wider diameter may be an easy and cost-effective

intervention to reduce or prevent upper extremity pain associated

with dental hygiene procedures.

Clinical implications
To prevent or reduce arm pain, practitioners should consider using

lightweight instruments with large diameters when performing

scaling and root planing procedures.

The Journal of the American Dental Association 2012; 143 (10): 1105-

1113.

Investigation of inhalational conscious sedation as a
tool for reducing anxiety in adults undergoing
exodontia

Hierons, R.J., Dorman, M.L., Wilson, K., Averley, P., Girdler, N.

Aim
To determine whether adult patients’ dental anxiety levels decrease

following exodontia carried out under inhalational conscious sedation

with nitrous oxide and oxygen (IHS) and local anaesthetic (LA).

Design
Retrospective analysis of pre- and postoperative modified dental

anxiety score (MDAS) questionnaires completed by patients treated in

a primary care oral surgery service between July 21, 2010, and

December 17, 2010.

Methodology
Some 138 patients who had undergone exodontia were divided into

three groups: moderate to severe anxiety (MDAS scores 11-25)

treated under IHS and LA (n=60), mild anxiety (MDAS scores 5-10)

treated under IHS and LA (n=43), and mixed anxiety (MDAS scores 5-

15) treated under LA only (n=35). The mean pre- and postoperative

MDAS scores were analysed by means of one-tailed, paired t-tests.
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Results
The moderate to severely anxious group treated under IHS and LA

showed a statistically significant decrease of 3.68 between the mean

pre- and postoperative MDAS scores (p=0.000). The IHS mildly

anxious group showed a decrease of 0.07 (p=0.392) and the LA group

showed a decrease of 0.23 (p=0.227). Neither of these results was

statistically significant.

Conclusion
These results support the use of IHS to reduce anxiety of exodontia, in

moderate to severely anxious adults undergoing minor oral surgery

(MOS) procedures under LA in primary care oral surgery.

British Dental Journal 2012; 213 (E9).

Whole mouth antimicrobial effects after oral hygiene:
comparison of three dentifrice formulations

Fine, D.H., Sreenivasan, P.K., McKiernan, M., Tischio-Bereski, D.,

Furgang, D.

Aims
This study compared the antimicrobial effects of three commercial

dentifrice formulations: sodium fluoride/triclosan/copolymer

(TCN/C), stannous fluoride/sodium hexametaphosphate/zinc lactate

(SnF2/SHMP) and sodium fluoride (NaF).

Materials and methods
Thirty-five adults (15 men and 20 women; average age 33 years and

pockets <5mm) completed this double blind, triple-crossover study.

After washout, baseline samples from four sites, plaque, saliva, tongue

and buccal mucosa, were collected and evaluated for six microbial

types: anaerobes, Streptococci, Actinomyces, hydrogen-sulphide (H2S)-

producing bacteria, Fusobacteria and Veillonella. A specific dentifrice

was randomly assigned for twice-daily use for 13 days. On day 14, 12

hours after brushing, samples were collected for microbiological

evaluations. Alternate dentifrices followed this identical protocol.

Results
For all four oral sites and six organisms evaluated in each site, the

TCN/C demonstrated significant reductions (49-83%) as compared

with the other treatments (p<0.01). The SnF2/SHMP group showed

significant reductions of 14-43% for 14 of 24 outcomes as compared

with the NaF group (p<0.01), with no differences in 10 outcomes.

Conclusions
The TCN/C dentifrice formulation consistently demonstrated

significant reductions for a range of microorganisms in diverse oral

sites in comparison with the NaF, or the SnF2/SHMP dentifrice

formulations as seen 12 hours after brushing.

Journal of Clinical Periodontology 2012; 39 (11): 1056-1064.
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