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CHAPTER ONE- STUDY BACKGROUND 

The ProblemlOpportunity 

There is a notion among some students and faculty in the Dental Hygiene Program at Camosun 
College that there is inadequate consistency among clinical insû-uctors in how they iostruct and 
evaluate. This is seen to have a negative effect on student leamuig. Despite efforts over many 
years by clinical instructors to address this issue, concms continue to resurface. 

In order to obtain a clearer understanding of the nature and parameters of this issue, student, 
faculty and graduate perceptions were ascertained by asking the following: 

1s there an appropnate level of consistency among clinical insûuctors in their 
expectations of student performance and in application of evaluation criteria when 
assessirtg student perfomance? If not, are there specific areas of concem? 
How do students, graduates and faculty think this affects student leaming and successful 
completion of the clinical component of the Dental Hygiene Program? 
1s there a need for the situation to change? 

Background 

The process of dental hygiene care entails assessment, planning, irnplementation and evaluation 
of dental hygiene seMces aimed at meeting specific oral health needç of a client or client group. 
In Dental Hygiene Programs across Canada, students develop clinical skills and l e m  to integrate 
classroom theory while providing dental hygiene seMces to the public, in school clinics. 
Clinical instructors supervise, teach, coach and evaluate students in this environment. Most 
clinical instruction and student performance evaluation (fornative and summative) is canied out 
while students work with human clients who have genuine dental hygiene needs. Chambers and 
Glassman (1997, p. 653) call this type of evaluation "authentic evaluation" as it closely 
resembles real practice. Authentic evaluation involves use of clinical judgement as it would in 
actual dental hygiene practice. Since students are assessed while working with different clients, 
the context of the evaluation is never exactly the same fkom student to student. 

In evaluation of student performance in dental education, the terms "standardization" and 
"calibration" are commonly used. Courts (1 997, p. 947) characterizes standardization and 
calibration as follows, "to standardize is defmed as 'to conform to a standard"' and, "to calibrate 
is to ' check, adjust or determine by cornparison with a standard'". Calibration then, is viewed as 
a process that seeks to achieve consistency and standardization of evaluation criteria and 
evaluation methods among different evaluators. Inter-rater reliability is a related term. 
Chambers and Glassman (1 997, p. 659) define inter-rater reliability as "a measure of the 
consistency that might exist between two examiners looking at the same project, i.e. a laboratory 
practical examination." The term "calibration" is commonly used in the Dental Hygiene 
Program at Carnosun College to describe the process of achieving consistency among instructors 
in clinicat teaching and evaluation. 



In recent e-mail discussions with members of DHEC (Dental Hygiene Educators of Canada) 
about the issue of calibration of chical instmctors, thers was clear indication that these 
educators all encornter sunilar challenges in ûying to maintain a reasonable level of consistency 
(or caiibration) among clinicai instmctors. In dealing with this issue, most efforts seerned to be 
aimed at increasing instructor calibration and standardization of procedures. 

The ProblemiOpportunity 

In the Dental Hygiene Program at Camosun College, calibration or consistency among 
instructors in clinical teaching and evaluation is a comrnon topic of discussion at faculty 
meetings and in e-mail discussions among instruaors. The usual purpose of these discussions is 
to deal with a particular issue of alleged inconsistency that has been brought forward by students 
or faculty, or to share Uiformation for the purposa of achieving or improving consistency and 
standardization in clinical teaching or evaluation. Although the issue of inconsistency is 
generally not considered a severe problem, a considerable amount of time and effort is spent in 
addressing it. Systematic and effective inquiry into this issue has not been undertaken in the 
Dentai Hygiene Program at Camosun College. 

On a 1996 survey of dental hygiene graduates, this issue was expressed as follows in response to 
a question that asked former students to describe any issues relating to the curriculum that 
needed attention and improvement. "The clinical instmctors (need) to be more calibrated with 
one another on what is acceptable and not acceptable" (Camosun College Graduate Survey, 
1 996). Furthemore, in nearly every class of students there are varying nurnbers of students who 
cornplain about instmctor inconsistency, saying for example that one instructor tells them one 
thing while another instructor suggests something different. Sorne students feel disadvantaged 
because in their view the perceived ciifferences create ambiguity and as such are a source of 
confusion and frustration in the Iearning process. 

This type of complaint is not unique to dental hygiene programs. It c m  be assurned that 
participants in any education program with a clinical component using authentic evaluation 
Likely experiences sirnilar challenges. Hence this research may be of interest to other 
educational programs with clinical components as well as any other programs where students 
maintain there is inconsistency among instnictors. During the second surnmer residency of the 
MALT 97-2 class (Master of Arts in Leadership and Training), it was interesthg to witness a 
similar type of complaint during informal discussion by a number of graduate students. 
Frustration was expressed about MALT program expectations for completing the literature 
review for the Major Project Proposal. At the time, some students thought they were hearing 
differing guidelines from different faculty and thought that al1 faculty should "get their act 
together" and Say the same thing so that students would h o w  what was expected of them. The 
realiq was that MALT faculty rnembers were suggesting their o m  versions of how a literature 
review might be done. Intentionally, there was no stipulated -one right way- to cornplete a 
literature review. Noting parallelism between this scen&o among graduate students and the 
"calibration issue" in dental hygiene programs points out that this type of issue may be fairly 
common and not just a clinical issue. There se- to be a perception in both cases that there is 
an obvious solution and that is for instmctors to designate a single protocol that dl students 
should adhere to and that all faculty should express and adhcre to this same single approach so 



that students aren't confused Perhaps the single approach view or the notion of a one nghr way 
of accomplishing a task is a source of this problem dong with -dent expectations and the 
rnanner lh which instructor information is interpreted. 

The goal of this project is to use action research to: 
investigate issues of consistency/ inconsistency among clinical instnictors in the Dental 
Hygiene Program at Camosun College, 
to assist faculty and students in understanding this issue more clearly, and 
to guide the faculty in learning a process for uncovering the root causes of this problem 
and developing long term solutions 

The Organization 

The Dental Hygiene Program at Camosun CoIlege in Victoria, British Columbia has been in 
operation since 1989 as a program within the School of Health and Human Services. The 
Dental Hygiene Program is a two-year diplorna program that involves classroom as well as 
clinical instruction and evaluation. The clinical component of the program is a form of 
competency-based education. Students develop clinical skills by integrating theory, instruction 
and practice during practice sessions that are canied out on mannequins and on peers before 
providing dental hygiene care to clients from the public. Students are constantly supervised in 
both the first and second year of the program by clinicai instructors who provide guidance and 
both formative and summative evaluation. The majority of clinical evaluation is critenon- 
referenced. Since the program is not open-ended, students choose when they want to be graded 
for sufnmative evaluation purposes within certain time limits. Further details about the clinical 
evaluation procedures can be found in Appendix A-4 and A-5. 

The Dental Hygiene Program at Carnosun College is staffed by five Ml tirne faculty, three 
contiming part-time faculty and three to four regdar part-time faculty with a total FTE of 8.3. 
Most faculty members have worked together continuouslya in this program for at least five 
years. 

The student body typically consists of 22 first year and 22 second year students. The students 
tend to be females ranging in age from their menties to forties. Students do not enter this 
program directly from high school for two main reasons: the prerequisites for this program 
include a nurnber of fmt year, university level courses that m u t  be completed before 
applications are accepted, and there is a tliree-to-five year wait Iist for entry into the Dental 
Hygiene Program. About one third of dental hygiene students are qualified as cerh'fied dental 
assistants. 

Significance of the ProbIem 

As stated eadier, the issue of instructor calibration is generally not considered a severe problem, 
although it hm been the subject of much discussion and a source of fnistration among students 



and faculty for a number of years. The issue of instnictor calibration and communication among 
faculty and between faculty and students was identified as source of confict in a 1998 student 
appeal. AIthough inconsistency was not the focus of this student appeal and the summative 
student evaluation by program faculty was upheld, the allegations of inconsistency among 
instructors were disconcerting. 

Calibration of clinical faculty is an area of interest to the Canadian Commission on Dental 
Accreditation, the body that accredits dental programs in Canada During accreditation site 
visits, dental programs are usually asked to explain what measures are taken to achieve 
calibration of facuky in clinical evaluation. The Dental Hygiene Program at Carnosun has 
usually responded by explainhg that faculty have discussions on calibration issues as the need 
arises during regularly scheduled bi-weekly faculty meetings. More recently e-mail is used as a 
medium for group discussion among faculty about calibration issues. 

In addressing the concems about inconsistency arnong instmctors in clinical dental hygiene, the 
solutions generated have mainly focused on efforts to increase consistency among instructors. 
Despite continuhg attempts to deal with the issue in this way, the long-terrn result is that issues 
of inconsistency among clinical instmctors continue to surface and fnistrate both students and 
faculty. This may be a clear indication that an in depth understanding of the problem has not 
been established It may also imply that the methods of problem solving used by the dental 
hygiene faculty are ùisufficient to generate long- t e m  solutions to complex problems. 

Impact if the problem is not solved: 

If the issue of inconsistency among clinical instmctors is not addressed in a more in-depth way, 
the status quo will prevail. In other words, if the root cause(s) are not identified, satisfactory 
long-terni solutions will not be generated, implemented and evaluated, and the same problem 
will continue to surface. The ramifications of continuing with the status quo are: 

tirne, effort, and emotion wiil continue to be spent in dealing with syrnptorns of the issue 
and in fabricating and implementing short tenn solutions 
the clinical evaluation system will continue to be a source of fnistration among faculty 
and students 
stress and fiutration among faculty and students will persist 
faculty and staff may become fragmented over the issue 
instructor calibration in clinical evaluation rnay improve but will not generate the 
resolution to the problem 
other student appeals may cite this issue as a source of contention 



CHAPTER TWO- LITERATURE REVIEW 

Review of Organization Documents 

Evaluation methods for the clinical component of the Dental Hygiene Program are outlined in 
the program's CLinic Manual (see Appendix A). Evaluation is based on defined cornpetencies 
that are criterion referenced The Clinic Manual includes a description of the critenon 
referenced evaluation system and discusses the purposes of formative and summative evaluation. 
Authentic evaluation is also widely used in the clinical program. Authentic evaluation is defined 
as "observation of perfomance or products of performance in contexts that resemble those that 
will be encountered following the educational program" (Chambers & Glassman, 1997, p. 653). 
The nature of authentic evaiuation and its use is not described in the Clinic Manual. Although 
authentic evaluation hw always been used in this program, faculty mernbers were unfamiliar 
with the term itself and its implications for consistency in evaluation. Authentic evaluation is 
discussed M e r  in the Review of the Supporting Literature which follows. 

Review of Supporting Literature 

The literature review is divided into three main sections: 
consistency issues in clinîcal evaluation ; 
learning processes and challenges; and 
systems considerations in problem solving. 

Consistency Issues In CIinicd Evaiuation 

One of the main goals of this study is to determine whether or not students and faculty think 
there is adequate consistency among instnictors in clinical teaching and evaluation. In other 
words, when clinical insrnctors evaluate students for formative (feedback for the purpose of 
leaming) or summative (endpoint assessment to prove competency) purposes, is there an 
adequate level of common standards? 

Although the term "authentic evaluationy' was unfamilia. to most dental hygiene instmctors and 
students prior to this project, the process was well known. Authentic evaluation is widely used 
as an evaluation method particularly in the second year of the dental hygiene clinical course 
when students are being evaiuated at exit level. Student performance is evaluated as dental 
hygiene care is provided to human clients with real dental hygiene needs in the school ch ic .  
Instnictors initially provide coaching and feedback to students (formative evaluation) and 
eventually evaluate student performance to ce*@ competency for graduation (summative 
evaluation). Student cornplaints about instructor inconsistency arise in both formative and 
summative evaluation. 

Other terrns found in the literature that are related to 'consistency among instructors' in clinical 
evaluation are "calibration" and "inter-rater reliability". As stated earlier, the t e m  'calibration" 



is cornmonly used in the Dental Hygiene Program in reference to consistency among evaiuators; 
and the term refers to a process that seeks to achieve consistency and standardization of 
evaluation niteria and evaluation methods arnong different evaluators. Inter-rater reliability is 
defmed by Chambers (1997, p. 659) as, "a measure of the consistency that might exist between 
two examinefi looking at the same project, i.e. a laboratory practical examination". 

Several reasons for inconsistency (me1iability) in clinical evaluation were found in the 
literature. Chambers (1987, p. 724) c l h  that a student grade in clinic work is often the 
composite of severai factors. He writes, "the studmt's hue score is modified by random stiident 
factors, (such as fatigue), random rater effects (such as cornparisons with the previously mted 
student), other random influences and interactions, and the private rater standards of the faculty 
who happen to evaluate that student". In a later article (Chambers and Glassman, 1997, p. 6591, 
some of these reasons are reaffimied. The authors &te, "A single evaluation nomafly has 
rater, patient, test setting and other sources of unreliability". Considering the definition of 
reliability cited above, unreliability can be interpreted to mean inconsistency between two 
examiners exarnining the sarne student in the same context. The first source of unreliability 
cited by Chambers and Glrissmau is that of the rater or the evaluator. This confirms that 
inconsistency may exist because instmctors do evaluate differendy. 

Pippin and Feil (1992) note that many studies have been published in the Journal of Dental 
Education in the last decade on inter-rater and intra-rater reliability. Most have been about 
restorative dentisby, whereas only two have been found relating to subgingivai calculus 
detection, a critical cornpetency for dental hygienists and one of the rnost difficult skill areas for 
students to acquire. In previous studies as well as their own, the authors found that "there was 
low overall faculty agreement" on detection of subgingival calculus. Their study did not involve 
dental hygiene instnictors and therefore should not be directly extrapolated to dental hygiene 
faculty. However, the article does point out that this particdar competency (subgingival 
scdhg) requires significant skills in tactile sensitivity and evaluation is highly subjective 
because the result cm not be visually inspected As such, hi& consistency arnong evaluators in 
this ski11 area is very difficult to achieve. Pippin and Feil suggest that it is possible to improve 
inter-rater agreement through careful calibration; however, they do not propose how that rnay be 
accomplished. Considering the information in this article and what is known about the 
subjective nature of calculus detection, it was interesting that calculus detection was not 
specifically identified as source of instructor inconsistency by any students participating in this 
project and it was identified by only a few graduates. This article c o n h s  that some skiU areas 
of dental hygiene, regardless of the client, are difficult to evaluate objectively and as such 
present challenges to instructor cdibratioa. Another observation is that the authors seem to 
automatically assume that engaging in faculty calibration sessions is the solution of choice. 

An abstract by Wolfe & Chic, (1 997) sheds some light on prevalent patterns of evaluator 
inaccuracies in performance assessrnent in general. In the abstract, the following three main 
rater mors were identified as, (1) accuracy/randomness; (2) han hnes slleniency ; and (3) 
centrality/extremism. These rater dis crepancies may have relevance for explaining why 
inconsistency among instructors might exist. 

Chambers (1987, p. 723) supports the clairn that hashness and leniency are common evaluator 
mors and exemplifies this claim in relation to dental educators. He writes, "The long literature 



on rater calibration in dental education seems to confimi the fact that 'hard' and 'easy' graders 
wiil always be with us. RegardIess of whether announced evaluation policies are criterion or 
n o m  referenced, faculty tend to retain personal standards". Chamber maintains that faculty 
training sessions for the purpose of calibration are of questionable value in t e m  of practical use 
of t h e .  He claims that even though many hours may be spent in calibration exercises, most 
often the improvernent in consistency among evaluators is not statistically significant. However, 
Chambers does not propose that calibration exercises be totally abandoned and he does 
acknowIedge the other side of the issue. He recognizes that antagonism such as student and 
faculty criticism often occurs when evduators are seen as inconsistent with one another. The 
author concedes that a certain level of inter-rater consistency is needed for quality assurance 
reasons. Chambers (1 987, p. 723) writes, " Some measure of calibration is appropriate to make 
the essential characteristics of preparations public, to give new instmctors some confidence, to 
lend credibility to the grading process and to approach the aitical underlying issue of the 
validity of grading decisions". Chambers's assertions illustrate the irnpracticality of calibration 
sessions in achieving inter-rater reliability. The article also tends to Ieave the reader wondering 
what constitutes an appropriate level of calibration for quality assurance in dental hygiene and 
how do instructors know when they reached that level. 

Chambers & Glassman (1997) identifiedparient and test setting as M e r  sources of 
unreliability. Both of these sources of unreliability are pertinent to this project because of the 
wide use of authentic evaluation in the dental hygiene clinical course. In authentic evaluation, 
students are evaluated in differing contexts because they work with real clients who present 
different oral conditions, diEerent care needs and differing levels of difficdty regarding 
implernentation of dental hygiene care. Furthemore, in a single client, certain aspects of a 
client's oral condition, particularly the condition of sofi tissues, can differ fiom one appointment 
to the next. In consideration of the previous d e f ~ t i o n  of "unreliability" (inconsistency between 
two instructors evaluatïng the student in the same context), it is worth noting that in the dental 
hygiene c h i c  at Carnosun College, individual students are rarely evaluated in a single procedure 
by two different instructors. That is, two instructors rarely evaluate students in the same context 
( s m e  procedure, same client, on the sarne day). Students are usually evaluated for a procedure 
by one assigned instmctor during each c h i c  session. Although students may ask another 
instnictor for a second opinion in the same evaluation context, this rarely happens. 

One may assume that the use of authentic evaluation is an important and substantial source of 
unreliability or inconsistency among instmctors and might therefore be used with caution. The 
need for clinical judgment by instructors when applying evaluation criteria in authentic 
assessrnent and the manner in which authentic evaluation precludes control over the context of 
the evaluation session may help to explain why students perceive inconsistency among 
instructors. Chambers & Glassman (1 997) are proponents of authentic evaluation in 
competency-based education, and advise that its use is most appropriate once the student has 
acquired some basic skills and howledge. The authors also point out that when using authentic 
evaluation, there is a greater focus on evaluator judgment than on objectivity. They claim that it 
is not possible to standardize realistic dental situations and M e r  state that "The variation 
inherent in professional practice will always elude capture by a set of d e s "  (p. 654). Despite 
the tendency for use of clinical judgernent on the part of the evaluators, Chambers and Glassman 
suggest that the benefits of authentic evaluation outweigh the disadvantages. They state, (1 997, 
p. 653). 



" What is lost in the rnove fiom tests to authentic evaluation is faculty control 
over the conte-; what is gained is the opportunity for students to demonstrate 
their ability to 'read' the real world and to fashion an appropriate response out of 
previously leamed knowledge, skiils and values. " 

The authors further note that traditional methods of evaluation , including simulations, do not 
have the same capacity as authentic evaluation to allow leamers to accurately self assess 
competence as they approach completion of the program. Chamber and Glassman beiieve that 
professionalism can be more accurately and readily observed through authentic evaluation. The 
authors also recornmend authentic evaluation because it tends to move away fkom normative 
grades and favors the " dichotomous judgement7' (p. 654) of competenthot competent to certiw 
students' abil* to perfom capably as beginner practitioners. 

Linn, Baker & Dunbar (1 99 1, p. 19 ,  note that use of alternative forms of assessment such as 
authentic assessment is a fairly recent movement in rnainstream educational reform. The 
infornation in their article support the notion that variation among instnictors is a concem in 
performance assessment. In discussing criteria for evaluation of assessment methods, they claim 
that to be able to generalize the raults of performance assessments, more data is needed to scope 
the extent of variability due to rater and to the selection of tasks. They M e r  state, (p. 19) 
" Experience with performance assessments in other contexts such as the military [e-g. 
Shavelson, Maybeny & Li & Web, 19901 medical licensure testing [e-g. Swanson, Norcini, & 
Grosso, 19871 suggests that there is Iikely substantial variability due to task". What is cornrnon 
about the "other contexts7' mentioned in this article is the use of authentic evaluation. One could 
therefore assume that the daim about "substantial variability due to task could also apply to 
areas such as dental hygiene, nursing, dentisûy and other health professions where students are 
evaluated with real clients. This analysis lends further support to the notion that when authentic 
evaluation is used, the quest for high inter-rater reliability is affected more by variability in the 
task than by differences in evaluator judgement. 

A study by Jiang et al (1997, abstract) reviewed and integrated existing studies on the reliability 
and generalizability of performance ass essments . In their statement, "As performance-bas ed 
assessments have gained wider use, there are increasing concems about their dependability", the 
authors achowledge that anxiev does exist around inter-rater reliability in performance testing. 
Jiang et al proposed that use of professional judgment in scorhg performance tests shodd not be 
expected as a major source of rneasurement error and that 'Yhe greatest source of variance in 
evaluators is not judgment of the evaluators but 'task and occasion facets' " (1997, abstract). 
Task and occasion facets" can be interpreted in relation to the subject of this study as the 
differing client contexts in which students are evaluated. The abstract by Jiang et al furthet 
supports the idea that evaluator judgement in authentic evaluation should not be seen as a 
liability in reliability of performance assessments . 

A study by Mescher and Kerber (1 982) further supports the previous discussion. The study was 
implemented to inquire into the effect of instnictor variance on final student scores in a clinicd 
cornponent of a dental hygiene program. The authors reported that although instnictor variance 
was responsible for eleven percent of the variation in the students' h a 1  scores, this result 
represented less than one standard deviation. Mescher and Kerber (1982, p. 83) conclude, ''the 



students grades were reliable and that individual ciifferences among instnictors did not duly 
affect student h a 1  scores". Although student performance in the Dental Hygiene Program at 
Carnosun is not graded in the same way as was in this study, the overall findings are consistent 
with those of Jiang et al, cited above and other authors. That is, instructor variance or inter-rater 
reliability is not a significant source of error in assigning grades for student performance. 

Meetz, Bebeau and Thoma (1988) also make reference to the difficulties enrmntered with inter- 
rater reliability in assessing clinical performance of medical and dental students. The following 
statement may give some insight into altemate considerations for resolving clinical evaluation 
issues, '?t may be that knowing the student well is the key to reliable ratings, rather than the 
specificity of the anchors or the items" (1988, p. 290). This statement is based on observations 
that there was a higher coefficient of inter-rater reliability with faculty who worked with medical 
students on a more fiequent basis. 

Given the preceding discussion regarding the difficulty in achieving consistency among 
instructors due to the subjective nature of some of the competency areas and the use of authentic 
evaluation, it appears that calibration of clinical instructors in dental hygiene is a difficult 
endeavor. Most authors on authentic evaluation propose that the advantages of using of 
authentic evaluation outweigh the disadvantages in t e m  of face validity. Previous discussion 
also suggests that many of the sources of variation in clinical evaluation are inherent in the use 
of authentic evaluation and that variance among evaluators and the use of clinical judgernent is a 
less signi ficant contributor to evaluation error than "task and occasion". In consideration of 
these points, it is questionable whether the practice of trying to resolving the issues of 
inconsistency among clinical instructors by mainl'y focusing on calibration of instructors is a 
practical or even attainable goal. Finding solutions that have greater leverage for effectively 
resolwig this issue in the long t e m  requires a Mler understanding of the issue. 

Learning Processes and Challenges 

Some students participating in this study said that they experienced fi-ustration as leamers, and a 
number said they felt disadvantaged by instances where they thought inconsistency among 
instnictors existed. Even though many students statements exempliQing how or why they felt 
they were disadvantaged had nothing to do with instructor inconsistency, it is safe to assume that 
most students expenence stress as leamers while cornpleting the program. Westerman, Grandy, 
Ocanto, and Erskine (1993, p. 225) reported that inconsistency among instructors was a source 
of stress among dental students and made the following referenced statements about stress, "The 
perception of stress, in fact is frequently infiuenced by one's personal system of beliefs and 
attitudes. These self-cognitions mediate the perceived stressors and consequent student 
behavior. Self cognitions associated with control and self-efficacy tend to lower stress and 
distress levels, resulting in improved academic performance." The remarks of Westernan et al, 
about what influences levels of stress suggests an important link between stress, fi-ustration and 
leamer sel f-esteern and performance. 

Chambers and Glassman (1997), as well as Hendricson and Kleffher (1998), write about 
cornpetency-based education, performance evaluation and stages of learning as students progress 
toward competence. Chambers and Glassman (1997, p. 651) state that leamers progress 



through several stages of cornpetence on the way to becomuig a qualified professionals . Thae 
stages, which are on a continuum, are labeled as "novice, beginner, competent, proficient and 
expert". The authors claim that there are unique student leaming needs, attitudes and 
performance capabilities as well as appropriate evaluation methods for each stage. Hendricson 
and KIefier, suggest that an ample body of research exists about development of complex 
motors skills and thinking processes. They describe a model called the "Three P's Model". 
The three P's refer to the three learning phases of " Prepare, Practice, Pefect" (1 998, p. 183). 
Hendricson and Kieffner expand ori the Iearning stages presented in the article by Chambers and 
Glassman (1 997), labeling the stages as candidate, novice, competm t and expert and describe 
the changes in leamer self-concept associated with each stage. A reference copy of the "ïhree 
P's Model" is included in Appendix C (see " Figure 2. Phases and events of the novice-expert 
leaming continuum"). 

The "Three P's" leaming model models can be readily correlated to dental hygiene education at 
Camosun. When applied, potentially relevant information evolves in terms of explaining 
diflerent levels of student self-esteern, knowledge and skill level plus their leaming needs as they 
progress toward completing the dental hygiene program. This 1 e a . g  model also gives insight 
into why some students find the leaming process stressful and why differences among instructors 
may induce student mistration. 

Further analysis of these Leaming stages with dental hygiene students rnay also help in 
understanding some of the student or graduate comments and suggestions that were gathered 
during this study about leamïng, stress, frustration and instnictor inconsistency . While in the 
first year of the program, dental hygiene students would be deemed "candidates" at the 
"mconscious competent" stage of leaming and moving toward the "novice"stage on the 
continuum, according to Hendricson and Kleffher's model (1998, p 1 85). At the tirne of 
completing the project questionnaire, the dental hygiene students were beginning the second year 
of the Program. According to the "Three P's Model", students in this study could be placed 
somewhere in the late "beginner" to "novice" stage of competency, what Hendricson and 
Kleffher (p. 185) cal1 the 'cconscious incompetent" stage. 

Hendricson and Kleffener (1998, p. 184), state that although students go through the learning 
phases or stages at different rates, a cornmon occurrence when the learner moves into the novice 
stage is that they become intensely aware of what they do not h o w  and what they have yet to 
l em.  The authors' description of this phenornenon is the following, 

'%the learner's self- concept shifts dramatically to 'conscious incompetent' ". . . 
'Negative self-tallc cm dominate the novice learner, producing an undue focus on 
perceived deficiencies, which stimulates efforts to hide weaknesses from 
instnictors, thus hindering the leaming process. Shidents at this stage are 
hstrated and defensive, which may manifest itself in pass ive-aggress ive 
behavior (perceived by faculty as apathy or passivity) or overt hostility (perceived 
as a 'bad attitude'). Novice leamers are extremely concrete in their thinking and 
hesitant to deviate from rules and guidelines leamed earlier in the preparation 
phase. They are reluctant to contemplate abstractions or alternative desiring 
instead precise prescriptions fiom instnictors: e.g. 'just tell me what to do' ". 



It is conceivable that notions about instructor inconsistency and the associated stress and 
Fnistration stem fiorn this phenornenon that is characteristic of the "novice" leamer. Hendricson 
and Klefier characterize the novice learner at the "conscious incompetent" stage as 
experiencing a decrease in self-esteem and high preference for concrete, linear information and 
insûuctor direction. The authors advise that is important for instnrctors to see this phenomenon 
for what it is and to be prepared to support the leamer through it. 

In the same article, Hendricson and Kleffber (1 998, p. 185) discuss how, according to Edward 
De Bono, knowledge tends to be "compartrnentalized and vertical" in the novice learner 
whereas, in the expert professional it is c'horizontal or lateral and highly networked featuring 
interrelated chains of fiequently utilized knowledge". See Appendix C for a copy of "Figure 3: 
ConceptuaLization of novice and expert knowledge structure: (1 998, p. 186). The authors 
hypothesize that the compartmentalized structure of the novice leamer is in part a result of a 
common curriculum smcture in education where disciplines are studied in isolation rather than 
in an integrated fashion. They suggest that an ideal dental school curriculum is one that includes 
learning experiences that '%VU facilitate the student's transition from a vertical organization of 
knowledge to a horizontal, networked s tnichue"@. 1 8 6). This suggests that horizontal, lateral 
and networked thinking is a more desirable mental ski11 in a graduate practitioner than mental 
processes that are linear, 'black and white', recipe-Iike and promote a "one right way" 
mentality. It is reasonable to assume that lateral thinking is more compatible with critical 
thinking and problem solving than vertical or linear thinking. Dental hygiene faculty rnembers 
believe that critical thinking, problern solving and integrating of new ideas are important skills 
for contemporary and future dental hygiene practice. The article by Hendricson and Kleffner 
suggests that for many students, the shift fiom compartmentalized knowledge to networked 
knowledge is very challenging, particularly at the "novice stage" of leaming which is the stage 
that most student participants were at during this study. 

Peter Vaill (1996), claims that the type of thinking patterns that many people developed from 
being in traditional classrooms are not conducive to the level of critical thinking and problem 
solving needed to navigate in today's fast paced world that he calls '?he world of permanent 
white water". Vaill ( 1 996, p. 32) states, cLPerma.ent white water not only creates extraordinary 
learning challenges for us all, it also places enonnous stress on the theories and forms of 
learning we practice to meet thae  challenges." In his book entitled, Learning as a way of 
being: survival strategies in a world of permanent white water (1 W6), he uses the terrn 
"institutional learning" to de~ ic t  the traditional and prevailing classroom mode1 of leaming 
found in many leaming institutions. Rhile he acknowledges that institutional learning is 
appropnate for many leaming tasks, he is convinced that in today's world, where change is now 
considered the constant, our leaming needs are very different. Vaill hypothesizes that 
institutional leaming bas promoted a 'one right way' mentality. He states (1996, p. 36)' "One 
clear implication of al1 this model's characteristics is that institutional leaming is ZikeZy to be 
answer onented and indeed, it hm ingrained generations of lemers with an obsession with 
getting the 'right answer'." This staternent may also shed light in explaining h t r a t i o n  that 
students experience while leaming cornplex processes especially in the early "novice" stage of 
learning described by Hendricson and Kleffner. Novice learners, intent on hearing or fmdïng 
that there is one right answer or one way of accomplishing a task, would find differences among 
instmctors difficult to reconcile and adapt to. 



Vaill also suggests that although many adult educators are often frustrated by student requests 
for prescriptive leaming tools like checklists, cwent adult learning environments actually 
perpetuate this kind of thinking by failing to encourage leamers to take greater responsibility for 
creating their own leaming. VaU states, (1996, p. 37) 

"Teachers, trainers, and consultants often decry leamers' desires for a 'cookbook' 
or a 'five-point checklist, but that obsession is understandable when you look at 
the cues that surround leaming settings. There is very little that communicates to 
the leamer, 'You are expected to take coresponsibility for the basic design of this 
leamhg effort '. Instead, most of the cues say, 'you are to make good use of 
what has been placed in this leaming setting for you."' 

Vaill's statements suggest that instructors and students would benefit fiom understandicg and 
keeping in mind how "institutional learning" has shaped their leaming and subsequently the 
teachinglleaming expectations of both faculty and students. 

Systems Considerations in Problem Solving 

The relationship between groups or individuals may be seen as  a significant aspect of any 
problem where humans are involved. In this project, for example, the main groups associated 
with this problem are the students and faculty. 1t stands to reason that exarnining how groups or 
individuals act or react to each other in a system has potential for c la r img and resolving 
problems. 

Barry Oshry (1 996) writes about the relationships of people in orgmizations or systems. He 
believes that rnuch human conflict is the result of the inability of people or groups to see the 
bigger picture or the larger system to which they belong. Oshry asserts that failure to recognize 
both the whole and the parts of the system and patterns within the system resdts in 
misunderstanding, antagonism and undermines the potential for productive partnerships. 
He describes a cornmon behavior pattern he calls 'The Dance of the Blind Reflex or DBR" (p. 
54). DBR refers to a debilitating but habituai, unconscious behavior pattern in which people 
engage when in relationships within any systern such as an organization, educational program, 
family, team, etc. This pattem of behavior includes designating who has the responsibility for 
the success of the systern particularly when the systern is faced with challenges. Oshry (1996, p. 
58) calls one version of "DBR", ''ToplE3ottom" and states, 

"the TopIBottom relationship is one in which one party - Top - has daignated 
responsibility for the system or a piece of the system (organïzation, division, 
department, classroom, meeting, project and so forth) and the other party - 
Bottom - is a member within that system (worker, student faculty member, 
subordhate, meeting attender, team mernber, and so forth)." 

Oshry believes that the ideal relationship for "Tops and Bottoms" is that of a rnutually 
beneficial pmership with shared responsibility . He contends that when difficulties aris e, the 
tendency is to reject that relationship and fall into a behavior pattem called the "The ToplSottom 



Dance of the Blind Reflex" (p. 6 2 ) .  In this version he maintains that, "Top becomes 
increasingly responsible for the system, organization, classroom . . . while the Bottom becomes 
decreasingly responsible" (p. 63). "Tops" unaware of this unconscious habit, pull responsibility 
toward themselves and "Bottoms" dso unaware, push responsibility away. Oshry notes that 
when groups engage in this cbDancey' they impair their capacity for partuership. The result is that 
the "Burdened Tops" (e.g. instructors) feel encurnbered by the responsibility for fixing the 
situation and the "Bottoms" (e.g. the students) hold the ''Tops" responsible for the success of the 
system while feeling like they are disadvantaged victims of the situation. 

According to Oshry, the solution begins with reco-g the "Dance" and then making a 
conscious choice to continue with it or to end it. This choice may seern obvious; however, 
changing behavior pattems is not necessarily simple or easy. Often the perspectives or positions 
people choose whether consciously or unconsciously are ingrained pattems that have beneficial 
psychological side effects. For example, Oshry (p. 66) points out that some "Bottoms" complain 
about their oppression and some "Tops" complain about their burden yet each holds on to the 
oppression or burden. In giving other examplesy he points out that at tirnes some Tops see the 
c'burden" as just part of the job and scme bottoms see the ''burdenn" as what the Tops get paid for. 
The "Top/Bottom Dance of the Blind Reflex" behavior pattern appears to have relevance in 
explaining current s tudent and faculty behavior patterns in addressing and resolving the issue of 
consistency among instructors in the clinical evaluation. 

Peter Senge has also studied behavior pattems in organizations or systems and is a fervent 
advocate of "systems thinking". Similar to Oshry's ideas on the advantages of being aware of 
systems, Senge (1990, p. 94) asserts "Structures of which we are unaware hold us pnson. 
Conversely, leaming to see the structures within which we operate begins a process of fieeing 
ourselves fiom previously unseen forces and dtimately mastering the ability to work and change 
them." The structures (such as a dental hygiene program), in which we operate are systems. 
"Systerns thinking" is recognizing patterns of behavior within those systems in order to gain 
leverage in resolving problems. Senge (1 990, p. 94) describes a number of comrnon behavior 
pattems or structures hown  as " systems archetypes". A systems archetype that may underlie 
the inconsistency issue in this study and may help to explain why a different approach for 
probIem solving is needed is called "shitting the burden". Senge, Kleiner, Roberts, Ross and 
Smith (1 994, p. 137) describe "shifting the burden" as a situation that, 

' hud ly  begins with a problem symptom that prompts someone to intervene and 
'solve it'. The solution (or solutions) are obvious and immediate; they relieve the 
problem syrnptom quickly. But they divert attention away from the real or 
fundamental source of the problems, which become weaker as less attention is 
paid to it. This reinforces the perception that there is no other way out except the 
symptomatic solution." 

Senge (1 990) notes that the symptomatic fix usually seems obvious, is easier, faster and is well 
intentioned whereas the fundamental solutions are more obscure, difficult, slower and often 
more costly to address and resolve. 

An important feature of "shifting the burden" is a tendency to attend to the symptorns of the 
problern. This relieves the problem temporarily and also shifts attention away from the more 



basic or root cause and hence away fkom a fundamental solution. Because the symptom are 
dealt with rather than the underlying cause, the problem resurfaces. Senge suggests that 
"shifang the burdea" is very common in society and in everyday life, citing the pradce of 
bomowing money to pay bills, rather than budgeting, as just one example. 

The key to deaiing with any archetype is lïrst to recognize it and then to analyze the situation to 
determine where leverage can be achieved According to Senge (1990, p 1 1 S), leverage is 
"seeing where actions and changes in stnictures c m  lead to significant, enduring improvements". 
He advises the leverage in dealing with "shifting the burden" is "a combination of strengthening 
the fundamental response and weakening the symptomatic response" (p. 1 10) 

In Chapter One of this report, it was stated that despite continuing attempts to deal with 
cornplaints about inconsistency among instnictors, the long-texm result is that issues of 
inconsistency among clinicd instmctors continue to surface. It was dso stated that an in-depth 
and systematic analysis of this problem has never been undertaken, but instead informal methods 
of problem solving such as discussion and then choosing what seerns to be the most obvious 
solution, has been used. 

Senge's systems archetype, "shifting the burded' may be applied in understanding the problem 
solving method that has been used in the Dental Hygiene Program for dealing with the issue of 
inconsistency among instructors. The recornmendation of deding with a case of "shifting the 
burden" by identiQing the leverage point(s), h a  potential for developing long-term resolution to 
the issue in this study. 



CHAPTER THREE- CONDUCT OF RESEARCH STUDY 

Research Methods 

The research method used in this project is action research or, more specifically, participatory 
action research. Action research is a qualitative research method that has been developed and 
modified by several writers going back as far as 1 940 to Kurt Lewin (Seymour-Rolls and 
Hughes, 1995, URL). Deshler and Ewert (1995, URL) state, "AIthough there are variations, 
participatory action research (PAR) is defined as a process of systematic inqujr, in which those 
who are experiencing a problematic situation in a community or workplace participate 
collaboratively with trained researchers as subjects, in deciding the focus of knowledge 
generation, in collecting and analyzing information, and in taking action to manage, improve, or 
solve their problem situation." Dick (1997, URL) describes action research as, "of a family of 
research methodologies which pursue action and research outcornes at the sanie tùne. It 
therefore has sorne components which resemble consultancy or change agency, and some which 
resemble research." 

Action research was chosen as the research method in this study because it encompasses a 
practical, collaborative and progressive approach to dealing with issues. It is considered by 
Stringer (1996, p. 15) to be a more "user-fnendly" way of canying out research than many other 
methods because it focuses on cooperation and human development rather than completion of a 
task. It is a flexible and adjustable process intended to be responsive to the needs of the 
participant group rather than the needs of the researcher. Action research is practical because it 
enables participants to leam how to inquire into and solve their own problems rather than having 
a researcher do it for them. The researcher becornes a facilitator rather than an expert and as 
such, guides the participants in the process of describing and clarifying the status quo, 
interpreting meanings, analyzing the situation and resolving their own issues. Stringer (p. 23) 
describes the researcher as a "cataiyst" whose role is "not to impose but to stirnulate people to 
change". The goal is to help the group to Ieam how to value and create long-tem effective 
solutions as opposed to using quick fix solutions (Stringer p. 19). The highly participatory nature 
of action research has the capacity to leave a legacy of leaming and skill development in 
working through and resolving issues. 

Action research has high catalytic validity. Palys (1 997, p. 4 10) defines catalytic validity as, 
''the extend to which research empowers people by enhancing 'self understanding' and 
facilitating social transformation. A work with no catalytic validity merely sits on the shelf and 
collects dust once it's complete; one with high catalytic validity enhances people's understanding 
of themselves and the world, providing insights in how both they and the worid might be 
transformed, should they wish to do so". 

Action research is cyclical, meaning that the process does not end when the data is gathered 
analyzed and recommendations are given. It is an ongoing process that includes evaluation of 
solutions and the results of change and then continues on to begin uiother cycle of inquiry based 
on the results of the previous cycle. 



Finaily, action research was used in this project because it embodies a philosophy of 
collaborative leaming that is consistent with the principles of a learning organization. Peter 
S a g e  (1990, p. 13) states that, 

" At the heart of a learning organization is a shift of mind - fkorn seeing ourselves 
as separate fiom the world to connected to the world, fiom seeing problans as 
caused by someone or something 'out th&, to seeing how our own actions 
create the problems we experience. A leaming organization is a place where 
people are continually discovering how they create their reality . And how they 
can change it". 

Action research provides a process for discovering realities and creating change in the Dental 
Hygiene Program at Camosun College. 

Data Gathering Tools 

Questionnaires, workshops and focus groups were used to gather data. 

Questionnaires : 

The purpose of the questionnaire was to gain a preliminary sense of whether participants thought 
there was consistency or inconsistency among instuctors and whether the participants viewed 
inconsistency as a problem. Questio~aires were chosen to gather this data because they provide 
participants the opportunity to express their views individually without interference of the group 
dynamics associated with peer pressure or "group thirik". Another advantage of using 
questionnaires is they f iord participants time to think (within some time limits) before 
responding and the opportunity to add comments to M e r  explain their responses. 
Questionnaires also provide written documentation that is easily stored and referenced. 

Workshops 

Workshops were chos en to provide opportunity for discussion and sharing of information 
between participants groups. These group sessions were intended to d o w  participants a more 
active role in the research process than many other data collection processes allow. This 
participatory involvement is consistent with the principies of action research in that the 
researcher's aim is to facilitate the problem solving process rather than taking responsibility for 
problem solvingfor the participants. 

One focus group session was held with graduates. Since this participant group was off campus 
and spread out in various parts of British Columbia and beyond, the focus group participants 
were chosen according to location and availability. NearIy al1 of the approximately ten graduates 



in the Victoria area were invited to participate in the focus group. It was considered important to 
have some face to face contact with this group since their viewpoints were relevant even though 
they were no longer students at Carnosun College. 

Discussion Fonnat 

The nominal group technique was used to structure the discussion of specific questions during 
workshops and the focus gmup. The advantage of using this technique is that it allows each 
person a chance to collect and record theu own thoughts (uninfluenced by "group think') before 
presenting them to the smaller group. Small groups tend to prornote increased participation by 
group rnernbers and a more equal sharing of views by everyone. In the small groups each 
rnember is able to present an individual response before it is discussed and s ~ ~ ~ i ~ a r i z e d  for the 
larger, entire group. 

Study Conduct 

Project Goal 

As identified in Chapter One of this report, the goal of this project was to use action research to 
investigate issues of consistency/inconsistency among clinical instnictors in the Dental Hygiene 
Program, to assist faculty and students in developing a clearer understanding of the nature and 
parameters of this issue, and to guide the faculty in leaming a process for uncovering the root 
causes of this problem in order to develop long tem solutions. Inqujr into the perspectives of 
students, faculfy md recent graduates was essential in clarifying the nature and scope of the 
issue. To that end, answers to the following questions were obtained in various ways. 

1s there an appropriate Level of consistency among clinical instructors in their 
expectations of student performance and in applicztion of evaluation criteria when 
assessing student perfomiance? If not, are there specific areas of concem? 
How do students, graduates and faculty think this existing level of consistency affects 
student leaming and successful completion of the clinical component of the Dental 
Hygiene Program? 
1s there a need for the situation to change? 

Once a clear picture of the nature and scope of the issue of inconsistency among clinical 
instructor was developed, the issue was analyzed in order to understand why the situation 
existed. Understanding of the issue and identification of the fundamental cause or causes are 
critical components leading to development of effective solutions. 

The Process: 

The action research fiamework applied in this study is consistent with the basic principles of 



"look, think and act" as described by Stringer ( 1 996, p. 1 6). The "look" phase includes the 
gathering of data and developing a description or portrait of the cment situation. In the "look" 
phase of this project, data was gathered through questionnaires as well as through discussion in 
workshops and a focus group. From this data, a portrayal of the situation was compiled into an 
informal summary report entitled and presented to participants as 'ma t ' s  the Picture7*. In 
keeping with the principles action research, the participants were asked to c o n f i r ~  the accuracy 
of this picture. 

The project then moved into the next phase, (the 'Yhink" phase) where, in separate and 
combined workshops, the participants groups were guided in the process of analyzing why the 
present situation existed and whether or not changes were desirable. Identification of desired 
outcomes was initiated. 

The third phase (or the "act" phase) of action research Uicludes planning for change, then 
implementing and evaluating the change. Recornmendations are usually part of the "act" phase 
of action research. The recommendations are intended as a guide to assist the faculty in taking 
actions towards long-term resolution of the main issues associated with uiconsistency between 
clinical instnictors in teaching and evaluation of dental hygiene students. AIso in keeping with 
the principles of action research, the faculty group by vimie of their participation in the process, 
should have an increased knowledge and skill level in the use of action research and problem 
solving. This capability should enable the faculty to continue on with the action research cycle 
to the stage where processes and outcomes are evduated thus fomiing the catalyst for anodier 
cycle of inquiry . 

The Participants 

The study involved the following three participant groups: dental hygiene clinical instructors, 
students cumently in the second year of the Dental Hygiene Program and the most recent dental 
hygiene graduating class. In this report, these three groups will be referred to, respectively, as 
faculty, students and graduates. 

Consent and Confidentiality Issues 

Consent and confidentiality issues were addressed in introductory sessions. In each of the 
introductory sessions, both the purposes of the project and the action research process were 
outlined. Each of the three participants groups was informed that participation in the project was 
voluntary and that attendance at workshops was considered implied consent. At that time, 
confidentiality issues were also discussed In the graduate questionnaires that were mailed, 2 
letter outlining the purpose of the project was included with the questionnaire. Since 
participation in the survey was voluntq,  the cornpletion and retum of the instrument was also 
considered implied consent. Several of the workshop sessions were audio taped to provide back 
up infornation to the researcher. At each session permission to audiotape was verbally 
requested and granted. 



The Procedure 

The main research activities directly involving the participant groups during the project were the 
following: 

1. introducing the project and soliciting participation 
2. having participants complete questionnaires; 
3. faciLitating the preliminary workshops for students and faculty; 
4. leading a focus group with graduates; and 
5. holding cornbined and separate student and faculty workshops 

The f m t  step was to introduce the project to each participant group. The short introductory 
sessions included a bnef ovemiew of the proposed project, a description of action research and a 
discussion period The purpose of these introductory sessions was to provide inforrriation about 
the project, to outline the potential benefits of the project and of the action research method, to 
establish "buy in", and to request participation (consent). This introduction was presented to 
each group in separate sessions lasting about halfan hour each. 

Preliminary information on instructor inconsistency issues was collected through questionnaires 
that were group administered during the first student or faculty workshop and the graduate focus 
group. Questionnaires were mailed to the graduates not participating in the focus group dong 
with a self-addressed and stamped retum envelope. 

A number of sessions or workshops were conducted separately by the researcher for each group. 
The purpose of these workshops was to provide infomation and to involve each group in the 
process of ident iwg and sharing the perceptions within their own peer group. These 
workshops were organized for students within regular class time and for faculty mainly within 
regularly scheduled faculty meeting h e s .  Subsequent combined workshops were planned to 
bring the two groups together for the purpose of sharing infomation, exchanging perceptions 
and ideas, and encouraging open discussion and collaboration. A bnef description of each 
workshop follows: 

First Facul@ Workshop (September 30, 1998) 

The purpose of this workshop was to identiQ, cl&@ and share faculty perceptions regarding 
issues of consistency (calibration) ammg clinical instructors in teaching and evaluation of dental 
hygiene students. The agenda was discussed and terms of confidentiality and consent clarified. 
Faculty members cornpleted individual questionnaires. The following discussion questions were 
then posed to the group: 

What does "calibration" of clinical teaching mean to you? 
What does "calibration" of chical  evaluation mean to you? 

Since the t e m  "cdibratian" is commonly used by this facdty in discussions about consistency 
among instructors in clinical practice, these questions were considered by the researcher to be an 
important s tarhg point. The purpose was to illustrate whether or not there was consensus in 
how faculty members understood the term "calibration". The preliminary questionnaire results 
were also shown to faculty at the end of the workshop as a point of interest regarding 
congruence of responses. 



During this prelirninary workshop, five other questions were presented to faculty for discussion. 
The group chose to answer the following two questions: 

Are faculty consistent enough in the way they coach/give feedback and in how they 
evaluate students in the c h i c ?  
1s consistency among clinicd instructors more important in some aspects of clinical 
teaching than in others? If so, what areas and why? 

Time did not allow for discussion of these questions during this workshop, therefore the group 
agreed to answer the questions on an individual basis and send their responses to the researcher 
by a certain date. The researcher then compiled the responses and provided the facdty with the 
results. 

First Student Workshop (October 9, 1998) 

The frs t  student workshop generally followed the same format as the fmt  faculty workshop in 
terms of purpose, consent and confidentiality issues and completion of individual questionnaires. 
The main clifference was that the focus of this workshop was on identiwg and clarifj6ng 
student perceptions. A number of discussion questions were also posed to the students. The 
following question was chosen for discussion during the workshop: 

Are there specific areas or situations where clinical faculty mernbers need to increase 
their level of calibration (with each other) in chical teaching? If so, what areas and 
why ? 

There was not enough time left in this workshop to address any of the other questions; therefore, 
it was requested that students answer the questions individually and send their responses to the 
researcher. The additional questions were as follows: 

Are there specific areas or situations where clinical faculty members need to increase 
their level of consistency (with each other) in clinical evahation? If so, what areas and 
why? 
Are there situations when it is okay for instmctors to differ in clinical teaching? If s O, 

what would those be and why? 
Are there situations when it is okay for instructors to differ in clinical evaluation? If so 
what would those be and why? Or, are there situations when it's okay for instnictors to 
dzrer in approach or w e  of evaluation criteria? If so, what would those be and why? 

Focus group session (November 2, 1998) 

Four graduates attended a focus group session in eariy November. An overview of the project 
including the role of action research and confidentiality issues was presented before having the 
participants cornplete the questionnaire. The group was then asked to address and discuss the 
following question: 

In what aspects of clinical teaching is it important (or realistic) to have consistency 
among clinicd instmctors? Why? 

In the remairing tirne, the following question was bnefly discussed: 
Are there any leaming advantages to h a h g  difference among instructors in their 
clinical teaching? Ifso what are the advantages? 



Second Student Workshop (November 13, 1998) 

Pnor to the second student workshop, students were given a copy of the student and facdty 
responses coilected to this point. The workshop opened with a review of the action research 
process and what stage we were at. An overview and comparison of responses fkom student and 
faculty questionnaires were presented dong with the researcher's reactions. Discussion of the 
students' reaction to the data ensued The informal document " What's the Picture?" was 
presented for discussion. This document represented the researcher's descriptive s u m r n v  of the 
student and faculty viewpoints on the issue of consistency among clinical instnictors in clinical 
teaching and evaluation of dental hygiene students. Students were asked to comment on the 
accuracy of the summary and to M e r  discuss the "the picture". The section of the document 
outlining the advantages and disadvantages of both consistency and differences among clinical 

instructors was given particular attention. Students were in general agreement with the concepts 
outlined. 

Second Faculty Workshop (November 1 8, 1998) 

In this one-hour session, an overview comparison of responses between students and faculty was 
presented and discussed to solicit the reactions and observations of faculty. The following 
statement, depicted by the researcher as one of the major dilemmas surrounding the issue under 
study, was presented for discussion. 

A need for balance? 
A high consistency among instructors in clinical teaching (Wack and white" approach) 
makes learning easier and less confusing. 

Versus 
There is a need for students to develop skills in integrating new (sometimes conflicting) 
information, critical ttiinking and problem solving by exposing them to different 
approaches and points of view (as exists in the world of dental hygiene practice). 

A list outlining the pros and cons of having consistency versus differences among clinical 
instructors (the same list presented to and validated by the students) was presented to faculty far 
discussion and corroboration. 

Collaborative S tudent-Faculty Works hop (November 25, 1 998) 

The purpose of this workshop was to bring the two main participant groups together to begin 
collaboratively analyzing the situation and to identiQ desired changes. The informai document 
''What's the Picture" was again introduced to give both groups a chance to hear each other's 
reaction to it. The following questions were posed and discussion followed: 

1s this an accurate picture? 
1s this a clear picture? 
Are the cornnon philosophies correct? 

The participants were next asked to address the following questions in smdl (mixed) groups. 
Group responses were subsequently shared with all  workshop participants. 



What is the desired outcome and how important is it? 
Key questions to consider in regards to consistency (calibration) among clinical instructors 
are: 

Do we want to make changes to this picture OR is the present picture fine? 
What is the picture you would like to see? (What kind cf situation, environment, results 
would you like to see us have as a group of people who work together everyday and who 
have common overall goals?) 
What is the desired outcome (endpoint) in regards to consistency among clinical 
instmctors? 
How important are these changes or the desired outcome (i-e. how badly do you want to 
make changes)? 

A list of desires outcornes was generated. The next workshop, tentatively scheduled for the first 
week of classes in January, was discussed to detamine a suitable time for both facul5 and 
students. 

A Change of Plans 

Action research is not intended as a researcher driven, linear process. Stringer states (1996, p. 
171, 

" As experience will show, action research is not a neat, orderly activity that 
allows participants to proceed step by step to the end of a process. People will 
find themselves working backward through the routines, repeating process es, 
revising procedures, rethinking interpretations, leap fiogging steps or stages, and 
sometirnes making radical changes in direction. " 

Important tenets of action research are flexibility and responsiveness to the needs of the 
participants. Stringer (1996, p. 18) further States. "Its intent is not only to 'get the job' done but 
to ensure the well being of everyone involved ". These very concepts were applied when the 
original research plans were seen to be in conflict with the participants' needs. To that end, the 
plan to hold a second collaborative student-faculty workshop was revis ed. 

The second collaborative student-faculty workshop, onginally intended for the fhst week of 
classes in January , did not occur. In December, discussion with faculty members about 
con fk ing  a January date for a second workshop reveded that there were varied levels of 
understanding and agreement about the purpose of this project. A major concem was that there 
were clinical issues that needed prompt resolution that were either not being addressed in project 
workshops or not being addressed in a timely fashion. There seemed to a perception among 
participants, that the project workshops were intended to address d l  clinical issues. Furtha 
discussion clarified, for faculty, that the focus of the project was mainly on issues associated 
with consistency among instructors. The project workshops were not intended to preclude any 
other discussion sessions that instructors supervishg the clinic would normally have with 
students. To address this issue, it was agreed that an open forum for students and clinical 
faculty, for the pwpose of addressing any clinical issues, wou!d be held in the first week of 
classes instead of a "project workshop". The fonun wouid be lead by the instructors responsible 
for clhic. The next project steps were to be determined after this session. 



In January the researcher sent an e-mail message to all faculty descnbing the status of the 
project. The e-mail message indicated recognition of the need to %ack up " the process in order 
to accommodate faculty discussion on any issues of concern about the project. The faculty was 
asked to consider the following questions for discussion at the next regularly scheduled faculty 
meeting. 

What value (if any) do you see for our program in this particular project? 
What is your understanding about the chosen research method? 
Does the action research process make sense to you? Do you need more information? 
What are your feelings about the methods and progress so fat? Does the method fit 
the issue? 
What is your expected or desired outcome of this project? 

The group agreed to participate in another faculty "project" session to be held in Febmary during 
a regular staff meeting t h e .  

Third Faculty Workshop (February 1 0, 1 999) 

The workshop opened with a review of "where we have been" in reference to the action research 
process. The group r e c o n h e d  the document "What's the Picture" as accurate and then agreed 
to continue with the "thk" phase of action research which involves interpreting and explaining 
why things are the way they are. A list of the main issues identified fiom the data gathering 
phase was presented. Faculty chose to examine just one issue, that of gingival assessrnent, and 
to continue working with this one issue until reaching the solution stage. The consensus was that 
exploring inconsistency issues associated with gingival assessment would overlap into many of 
the other issues that were liste& The group was led through a brainstorming session that 
resulted in the generation of a long list of preliminary causes, (reasons why there was a 
perception that there is inconsis tency arnong instnictors when evaluating gingival ass essments 
completed by students). The ideas were then grouped into the following five categories: 
communication, the nature of clinical evaluation, documentation, students' stage in the learning 
process, and differences between instructors. It was acknowledged that some ideas fit into more 
than one category. Next the group discussed the cornponents of a recent case where a student 
cited differences between insbuctors as the cause for getting a low grade in gingival assessment. 
At the end of the workshop it was agreed that the group wodd continue the "think phase" and 
work toward identiQing root causes. The proceedings of the workshop and recommendations 
for the next task were summarized and copies distributed to faculty members. It was 
recommended that the ' 5  whys" technique be used in the next workshop to get down to the root 
causes of this issue. 

In early February, the students were asked as a group whether or not they wanted to be included 
in continuhg the process of resolving the issue of inconsistency arnong instructors, and how they 
rnight be involved The general response was that they did not see themselves ~s having a 
significant further role in workshop sessions. The consensus was that since students had already 
told us what they saw as problems, there was not much more they could do and that it was now 
up to the instructors to address the issues. Students expressed interest in receiving a summary of 
the Febmary 1 0 ~  faculty workshop and in receiving updates on the process. 



In terms of this project report, the conduct of the research study ends here. Recommendations for 
contiming with this process wilI be made as part of the project report. The process of 
identiwg root causes (the 'Yhink" phase of action research) continues, to be followed by 
creation of solutions, implementation and evaluation. The researcher continues to facilitate this 
process as faculty memberhternal consultant to the Dental Hygiene Program. 



CHAPTER FOUR- RESEARCH STUDY RESULTS 

Study Findings 

The following is a descriptive summary of responses f?om faculty, student and graduate 
questionnaires. Sample questionnaires and the questionnaire results in terms of numbers of 
respons es are included in Appendix B. 

Relevance of responses fkom each participant group. 

Faculty comrnents reflect the view of an instnictor group that has consistently worked together 
for five years or more. From observations in working with this group for over five years as well 
as during this project, the researcher would describe the faculty as a cooperative and highly 
conscientious group of instructors. The faculty members have a considerable Ievel of familiarity 
with each other. They are also well acquainted with the clinical program and its evaluation 
system which are both are under constant review and adjustment. 

Student comments reflect the views of a learner group that is currently just past the halfway 
mark in completing the two-year program. Their comrnents can be seen as contemporary and as 
a reflection of their stage of learning and ski11 development in the program. 

Graduate responses reflect the retrospective views of a group that has recently completed two 
full years as students in the dental hygiene program. As such, graduates have a greater overall 
view of experiences in the clinical program compared to the student group. Furthemore, 
graduates are able to identiQ the relevance of their student experiences to the workplace; for 
example, most graduates said that frustrations experienced while a student have Little relevance 
to how they currently practice and continue learning. 

CLinicaI Teaching and Clinical Evaluation 

The distinction made between clinical teachingkoaching and clinical evaluation, for the purpose 
of this study was the following: clinical evaluation was considered to mean surnrnative clinical 
evaluation (evaluation in which grades are assigned toward meeting a competency requirement) 
and formative evaluation (non-graded feedback for the purpose of learning) was considered part 
of the process of clinical teachingkoaching. 

Presentation of the Study Findings 

In the following pages, the findings are presented in table forrn. Table 1 summarizes the 
findings fiom the faculty questionnaire. Table 2 is a synopsis and cornparis on of the findings 
from student and graduate questionnaires. Table 3 compares faculty responses with student and 
graduate responses. Table 4 includes a summary of findings from questions that were not on the 
questionnaires but responded to by the various groups in the workshops or outside of organized 
sessions. Finally, Table 5 summarizes the "desired outcornes" identified collaboratively by al1 



three groups in the combined student-faculty workshop. 

Findings fkom Facdty Questionnaires 

The questionnaire was completed by the seven clinical instnictors who are employed on a 
continuhg basis and one part-thne instructor. The questions and surnmary of findings are 
outlined below in Table 1. 

Table 1: Responses to Facnlty Questionnaire 
Survey Questions 1 

1. Overall, how would you rate the 
level of consistency among clinical 
instnictors in ciinical teaching? 

2. Overall, how would you rate the 
adequacy of calibration 
(consistenq) among clinical 
instructors in clinical teaching? 

Overall, how would you rate the 
level of consis tency among clinical 
instnictors in ch i ca l  evaluation? 

Overall, how would you rate the 
adequacy of calibration 
(consis tency) among clinical 
instnictors in clinical evaluation? 

5.  Overall what effect do you feel 
calibration of clinical instruction has 
on student learning whde they are 
taking the Dental Hygiene program?" 

little difference in responses to either question 
half rated the b e l  of consistency arnong 

instnictors in clinical teaching as "rnode~-ate" and 
further rated that level generally as "adeyuate". 

the other half rated the level of consistency as 
"low " to 'moderate " and indicated that this level 
was "inadequate". 

responses ranged fkom cclow" to 'high" 
half of the faculty rated the level of consistency 

below "moderate" and indicated that this level was 
"inadequate" 

the other half rated the level of consistency as 
"moderate" to "hi&" and generdly rated that level 
as adequate or higher 

alrnost d l  rated the f i s t  two questions about 
consistency in clinical teaching in exactly the same 
way as they answered these questions (3 and 4) 
about evaluation 

this may imply that instructors do not see 
consistency among themselves or adequacy of 
consistency different in clinical teaching than in 
clinical evaluation 

responses ranged from "detracts learning" to 
"greatly enhances learning" 

most (213) faculty felt that calibration of 
clinical instruction enhanced leaming. 

in fürther comments, faculty explained that it 
reduced anxiety and frustration in learning. 



6.  How do you think a IOW level of 
consistency among clinical teaching 
and evaluation afTects students in 
t e m  of number of students?" 

7. What kind of effect do you think a 
low levei of calibration among clinical 
faculty has on the decision making and 
clinical performance skills of students 
once they are graduates? 

of those who thought that consistency enhanced 
leaming, most also considered that differing 
instructor opinions also provided good lessons in 
critical thinking. 

one faculty member said that a high level of 
'kalibration" detracted from leaming, because 
"integrating several viewpoints was more important 
than being able to follow strict guidelines" and 
included the following quotation by Aldous 
Huxley, "consistency is the hobglobin of simple 
rninds" . 

The intent of this question was to fmd out whether 
the effect on students is isolated or affects al1 
students. 

responses ranged fiom "jus t a few very vocal 
students" to " all students" 

the overall response wsts that many or al1 
students were affected when consistency among 
instnictors in clinical teachinn was at a low level. 

responses ranged fiom "a major, negative 
effect" to a "minor effect" 

about one third chose "moderate" and did not 
rate whether that effect was positive or negative 

subsequent comments indicate the effect was 
seen as neutral 

there were no common threads among those 
that responded, "negative effect". 

Cornparison of Student and Graduate Questionnaires 

Twenty out of twen~,  one students completed the student questionnaire and ten out of twenty 
one graduates cornpleted the graduate questionnaire. Table 2, which begins on the following 
page, outlines and compares hdings fiom student and graduate questionnaires. Students and 
graduate questionnaires were generally the same, except graduates were as ked two additional 
questions. 



TabIe 2: Summary and Comparison of Responses fkom Student and Graduate 
Questionnaires 

Snrvey Questions 

Overall, how would you rate 
the level of consistency among 
clïnical instructors in clinical 
teaching? 

Overall, what level of 
consistency among clinical 
instnictors should thae be in 
clinical teaching? Please 
explain why. 

Comparison of responses between 
questions 1 and 2 

Summary of comments under, 
"PIease explain why". 

responses ranged fiom "low to high" 
the majoriq of students rated the level of consistency 

among instructors as moderate or slightly above 
graduates responsa were very similar. 

student responses ranged from Wery high" to 
"moderate" 

over half said that it should be at a high level 
other responses were generally equally divided 

between "very hi&" and "moderate" 
graduate responses were again, very similar 

clearly indicates that a hi& rnajority (70-80%) of 
students and graduates feel the level of consistency arnong 
instructors in clinical teaching is rnoderate and should be 
high 

a smaller group (20-30%) of graduates and student 
were satisfied with the current level, which was rated at 
either moderate or high. 

A nurnber of themes ernerged as follows: 
consistency in clinical teaching should be at a hi& 

level in order to avoid confusion, and decrease arnbiguity 
and fnistration when leaming clinical concepts and skills. 

high consistency (teaching only one specific way of 
doing something) is especially important when students 
are in k s t  year and learning basic skills 

introducing different rnethods , concepts and ideas is 
more appropriate in second year students. 

severd students mentioned the need for a high level of 
instructor consistency in expectations for documenthg the 
assesment phase of client care. 

graduates were more inclined than students to point 
out that there were leaming benefits in having clinical 
instmctors introduce different approaches and methods 
once the basics were mastered 



3. Overall, how wodd you rate 
the level of consktency among 
clinical instmctors in clinical 
evaluation? 

4. What level of consistency 
among clinical instnictors should 
there be in clinical evaluation ? 
Please explain why. 

Cornparison of responses between 
questions 3 and 4 

Comments regarding "Please 
explain why". 

4. Overall, what is the effect on 
your learning in the clinical 
setting when there is a high 
level of consistency among 
clinical instructors in how they 
teacWcoach? 

student responses ranged from "very low" to "high" 
whereas graduates responses ranged between "low" and 
"moderate" 

most students rated the level as "moderate" or "high" 
whereas most graduates answered moderate with a few 
rating it below "moderate" 

student response range: "very hi&" to "low" 
graduate response range: " low" to "moderate" 
most students answered ''hi&'' or "very high" 
graduate responses were very sirnilar. 
proportionally, more students than graduates thought 

that the level should be "very high" possibly indicating 
that students have slighdy higher expectations than 
graduates for consistency among instmctors in evaiuation. 

almost half of the students gave the same rating in 
question 3 (what is the level?) as in question 4 (where 
should it be?), indicating that they were satisfied with the 
existing level (rated at 'l~igh'' to "very high") of 
consistency among instructors in chical evaluation. 

none of the graduates entered the same response in 
both questions 3 and 4 indicating that none thought that 
the level of consistency in clinical evaluation was at the 
level that it sbould be. 

Subsequent comments indicated that the main reasons 
sttidents felt the consistency should be high or very high 
in clinical evaluation was to achieve fairness (a uniform 
standard for passing), to promote clear expectations and to 
increase student awareness of ski11 level. Graduates also 
cited fairness and clear expectations and were more likely 
to mention that a very high consistency may be 
"mattainable" given the hurnan element. 

almost al1 (in both) groups indicated it had either a 
positive" or "very positive effect " on their learning 

students chose "very positive effect" more often than 
graduates did. Only one (a student) said "no effect" 



Comments under " Please explain 
why ': 

6 .  Have you ever felt personally 
disadvantaged in your leaming 
by an incident (or incidents) of 
inconsistency among 
instructors in clinical 
teachingkoaching? 

If yes, can you give an exarnple? 

Students and graduates explained that: 
consistency of informaton reinforced leaming and 

decreased confuçion and frustration, thereby making it 
easier to leam, particularly when leaming something new, 

high consistency cm increase student confidence in 
what they are Iearning 
On the other hand several participants also expressed the 
view that many concepts and methods in dental hygiene 
are not straight forward and simple and therefore 
presenting information in that way could impede critical 
thinking. For exarnple, one student said, 
'Tt is positive to have each instnictor teaching the same 
basics. It wodd be nice and less mistrating for us if 
everything was black and white (Le. this is clearly a rolled 
rnargin not festooned) however I feel that we l e m  better 
by having to think critically, i.e. develop our own 
opinions by taking a l l  the information and putting it 
together". 
A graduate said, "if there is too rnuch consistency the 

challenge is lower and less leamhg takes place" 

student responses ranged Erom "many times" to 
"never" whereas graduate responses were only divided 
between "a few times" and "alrnost nevef' 

overall, hdf of the students indicated that this had 
occurred "a few times". Slightly more than one third said 
"almost never" or "never" and a few said "many times" 

most graduates responded that they had felt 
disadvantaged a "few tirnes" and the rest responded with 
'calmost never ". 

most examples did not cite problerns about receiving 
different information fiom different instructors 

most described differences in instnictor approach and 
personalities in clinical teaching as well as differences in 
how much time instructors spend with different students 

other comments were about d i f f e ~ g  instructor 
opinions on client assessment findings, in whether or not 
a particular aspect of client assessrnent should be 
documented, and in how client assessment hdings should 
be described on client charts 

several students voiced fnrstration with a specific area 
of client assessment area cdled gingival assessment 
(describing the appearance of gum tissue). For example 
one student said, '1 just feel h t ra ted .  for example in 



Graduate question: 6 0 )  Does this 
affect your clinicai practice or 
your learning now that you are a 
graduate dental hygienist? (i-e. 
now that you are practicing, do 
you still feel that you were 
dis advantaged?) 

7. Have you ever felt personally 
disadvantaged in your Iearning 
by an incident (or incidents) of 
inconsistency among 
instnictors in clinical 
evalua f ion? 

If yes can you give an example? 

Graduate question: 7(b) Does 
this affect your clinical practice or 
your learning now that you are a 
graduate dental hygienist? (i. e. 
now that you are practicing, do 
you still feel that you were 
disadvantaged?) 

8. Do you feel that there may be 
learning advantages by having 
differences among clinical 
instructors in how they 
teacWcoach in the clinical 
setting? Please explain your 
answer 

gingival assessrnent - what is rolled, rounded or 
festooned? What is dark pink and what is red?" 

many graduates said that they could not rernernber 
s peci fic incidents but remember feeling h t m t  ed. 

several grad2iata' comments suggested that often 
these incidents were due to miscommunication between 
ins tructors and s tudents. 

most graduates answered no. 

student and graduate responses were similar in that 
most responded with Yew times" and "almost never" 

in both groups only one student said "many times". 
a quarter of the student group answered "never", 

whereas no graduates answered "never". 

overall, there were few comments 
several of the student comments did not pertain to 

clinicd evduation but to how much time instructorç 
spend with each student 

only one comment alluded to diffe-nces arnong 
instmctors in how they might rate student performance. 

eight out of 10 graduates replied "no" 

a large majority (70-80%) in both groups replied 
'les" and the rest answered "maybe" 

students wrote that different approaches by instnictors 
facilitated connection with different leaming styles of 
students 

students also indicated that differences arnong 
instnictors provided them with options for choosing what 
worked for them 



9.  Do you feel that there may be 
leaming advantages by having 
differences arnong clinical 
instructors in how they 
evaluate in the clinical setting? 

If yes, please explain. 

severai students and graduates noted that these 
differences were more beneficid in their second year after 
they had a good grasp of the basics 

Graduates were more emphatic about the value of 
integrating instmctor differences (e.g. methods, opinions) 
into their learning and dso  said that as students, 
instmctor differences helped to formulate a way that 
worked best for them as individual students 

several felt this reflected the way learning happens in 
the worhlace 

graduates responded differently than students; half of 
the graduates answered ccmaybe'y whereas the majority of 
students responded 'ho" 

only a third of students answered "maybe", whereas 
about half the graduates chose "maybe". 

Student and graduate cornments generally supported the 
idea that instructor consistency is rnost important in 
clinical evaluation because evaluation is the determining 
factor for graduation. Fairness and quality control were 
also cited as reasons for higher consistency in clinical 
evaluation. 

Comparison of Facnlty Responses with Student and Gradnate Responses 

Table 3 below, compares the views of facuIty with that of students and graduates on similar 
questions. 

Table 3: Comparison of Facnlty Responses with Student and Graduate Responses 
Questions 

1. Overall, how would you rate the level 
of consistency among clinical 
instructors in clinical teaching? 

2. Overall, what level of consistency 
among clinical instructors should 
there be in clinical teaching? Please 

Comparison Analysh 

response mode for al1 three groups was 
"moderat e" 

students gave the overall highest rating to the 
level of consistency among instructors in clinical 
teaching and faculty gave themselves the overall 
lowest rating; it appears that students feel there is 
a higher consistency among instmctors than do the 
instructors 

generally, most participants thought the level 
of consistency should be higher than what it was 
rated at 



explain why. 

Question 2 was worded as follows for 
faculty: Overall, how would you rate the 
adequacy of calibration (consistency) 
arnong clinical instnictors in clinical 
teaching? 

3. Overall, how would you rate the level 
of consistency among clinical instructors 
in clinical evaluation? 

4. What Ievel of consistency among 
clinïcal instructors should there be in 
clin ical evaluation? 

The question was worded as follows for 
faculty: Overall, how would you rate the 
adequacy of calibration (consistency) 
among clinical insbuctors in clinical 
evahation ? 

5 Overall, what is the effect on your 
learning in the clinical sethng when 
there is a high level of consistency 
among chical  instructors in how 
they teachkoach? 

9. Do you feel that there may be leaming 
advantages by having differences among 
clinical instructors in how they 
teacWcoach in the clinical s etting? 
Please explain your answer 

nearly half the faculty group and about one 
third of the students thought the existing level was 
adequate. 

most studenis chose 'moderate" to 'nigh" and 
most graduates chose "moderate" 

again, faculty generally rated themselves 
slightly lower than students and graduates did. 

whereas nearly half of the students thought 
the level of consistency in clinical evaluation was 
adequate (rated in question 3 as "high" to %ery 
high") and the other half thought it should be 
higher 

most graduates rated the level of consistency 
in evaluation as moderate and thought it should be 
high 

faculty responses were divided between 
"adequate" and "inadequate" 

there does not seem to be great discrepancy 
between the views of the three groups. 

In general, students, graduates and faculty were in 
agreement that consistency has a positive effect/ 
enhances learning. 

Students and graduates answered this question on 
the questionnaire whereas faculty responded to 
this question later by e-mail. 

the participants in al1 three groups answered 
yes and cited simila. reasons. 



S n m m a r y  of Findings fkom Other Qnestions 

In Table 4 presents the hdings fiom responses to questions other than those asked on the 
introductory questionnaires. These questions were discussed during workshops, focus groups or 
answered by e-mail afler workshops. 

Table 4: Summarv of Findi 
Questions 

Question 3: Are there areas or 
situations where clinical facdty 
need to increase their level of 
calibration (with each other) in 
clinical teaching? If so what areas 
and why? 

Graduates pdcipating in the 
focus group were asked this 
question: In what aspects of 
clinical teaching is it important (or 
realistic) to have consistency 
mong clinical instructors? Why ? 

p fkom Other Qnestions 

Students indicated the following: 
evaluation of the assessment phase of client care (the 

specific area of gingival assessment was mentioned more 
often than other areas ) 

higher consistency is more important when leaming 
new skills 

higher consistency is needed in expectations for 
documentation of client care (what to record and what not 
to, charting, chart audits) 

instructors should divide their time more equally 
among students 

clearer and more consistent expectations for the 
treatment planning phase of client care (e.g. what is a 
considered an oral health problem and what is not) 

FacuIty answered: 
Beginners need consistent messages and not too many 
options to confuse thern; the dilemma is weighmg the 
benefit of trying some different options versus being too 
prescriptive which can prevent students fiom developing 
problem solvuig skitls 

there should be more consistency among instructors in 
the following areas: 

type and amount of feedback given on students' daily 
evaluations sheets 
instrumentation principles 
charting/documentation protocols/protocols as outlined 
in the clinic manual 
gingival assessment 

Graduates responded with the following: 
when presenting new skills/protocol 
instruments/instrumentation techniques, charthg 
procedures, areas where objectivity is a realistic 
expectation (e.g. the areas where protocols are ''black 
and white) 
client protocol for treatment planning, organization of 



Question 4: Are there areas or 
situations where clinical faculty 
need to Ulcrease the5 level of 
consistency (with each other) in 
clinical evaluation? If so, what 
areas and why? 

Question 5: Are there situations 
when it is okay for instnictors to 
diffa in chical teaching? If so, 
what would those be and why? 

Question 6: Are there situations 
when it is okay for instnictors to 

charts (what should be included in the chart), the client 
completion process 

there should be more detail in the c h i c  manual on the 
above protocols 
rationale for procedm should be consistent 

S tudents responded that : 
during competency evaluations when in a "pass or f d "  

situation, it is important to have each student evaluated by 
exactly the same standards so 
that everyone has a fair chance 

others said, "clinical evaluation is done on an 
individual basis so 1 think the instnictors should have some 
flexibility in evaluating each student and at the same token 
have an increased level of consistency" 

Faculty said that consistency in clinical evaluation should 
increase in the following areas: 

c h i c  protocoI/guideLines 
competency testing (following criteria on competency 

f o m  ) 
a greater understanding of and adherence to comrnon 

standards is needed when evaluating al1 levels of 
performance but particulariy at exit level performance 
(called level3) in second year students 

client assessrnent procedures 

The ideas expressed in these two quotes are quite 
representative of thoughts expressed by the other eight 
students who responded: "1 think it is OK for instructors to 
differ in clinical teaching. I don't think it is a black and 
white teaching issue i.e. best place to fulcrum for various 
areas of the mouth, which instrument should be used in 
which area." 

"Other than in any initial introduction to a new skill, 1 
think diffaences in teaching methods are fine. They allow 
the student to experiment to fïnd out what works best for 
them. (Once the basic prùiciples are understood, why not 
figure out your bestlmost efficient way to accomplish 
them?)" 

Students said that this depended on the range of 
differentiation of evaluation and how different the 



differ in clinical evaluation? If so, 
what would those be and why? 

Or 
Are there situations when it is 
okay for instructors to differ in 
approach or use of evaluation 
criteria? If so, what would those 
be and why? 

36 

approaches were. If it is too great then each student may 
be tested differently and therefore unfairly compared to 
others. 

Surnmary of Desired Ontcornes 

In the collaborative student-faculty workshop, the participants were asked to collaboratively 
consider whether the status quo (as presented to them in "What's the Picture") was worth 
changing and M e r m o r e ,  what were the outcomes that were desirable. Table 5 below, 
represents a summary of the responses. 

Table 5: Desired Outcornes Identified at Combined Student and Faculty Workshop 

Continue to rectify problems through e-mail and class discussion (sorne problems in first 
year seem to be rectified) 
Aclmowledge/awareness that personality and emotional tone play a "big" role in student 
learning 
Promote an enviromnent where the student feels the teacher is approachable and willing to 
admit they don't know d l  the answers 
Students and instructors have a willingness to communkate 
An oppominity is created for some unstructured chic time that instructors may be present to 
help student with weaknesses 
When there is a discrepancy between instructor and student there is dialogue so insû-uctors 
can understand the student's rationale and vice versa 
Agreement on the endpoint of instrumentation 
Examples of how to fi11 out the problem list, progress notes, reassessment and describing 
gingiva are available in the c h i c  manual 
There is equality in time spent with each student 
There is a mechanism or method to get feedback on skill processes (insûuctors mostly check 
product unless it is a coaching session) 
Instnictors not teaching DHYG 260 are aware of when subjects areas are taught (e.g. 
margination is not taught until the end of November ) 
Problem list and Treaiment plan: There is clarity on expectations for protocols and 
documentation (e-g. details vs. general? Are expected outcomes listed for every problem or if 
they are repeated is it Ok to have listed once?) 
Fluoride: There is cl- or consistency on what techniques and which products to use 



The following is an overall summary of the hdings  from questionnaires, workshop discussions, 
e-mail messages and focus groups. Conclusions & a m  from these findings are cited in the 
following section. 

The majority of individuals in al1 three participant groups agree that consistency among 
instructors is most critical in summative clinicd evaluation and that there was a need for 
improvement in this area 
The majority of participants in al1 three participant groups agree that an increased high level 
of consistency among instructors (instructors al1 giving the same information and directives) 
in clinical teaching creates a positive effect on Ieaming. A single approach simplifies 
learning and instnictor expectations, decreases confusion and lowers fiutration. 
After the concept of "authentic evaluation" was introduced and discussed during workshops, 
participants acknowledged that authentic evaluation was widely used in clinical evaluation of 
dental hygiene students and was relevant to addressing the issue of perceived inconsistency 
among clinical instructors. There was agreement that use of authentic evaluation pres ents 
challenges to calibration or consistency among instructors because it involves ctinical 
judgement and because the context of evaluation differs with the each client with whom the 
evaluation occurs. 
Al1 three groups agreed that differences among instmctors in clinical teaching also had a 
positive effect on learning. Differences among instructors was considered to potentially 
provide students with different viewpoints, different options for accomplishing tasks, the 
opportunity to select and integrate new ideas, and promote critical thinking. 
Al1 groups indicated that differences should not be introduced too soon in the leaming 
process when students are learning new concepts/skills. Introduction of different points of 
view and options for accornplishing different tasks is more appropriate when once students 
have mastered the basics. 
Following are the specific areas where the need for an increased level of consistency was 
identified: 

Evduation of the assessment phase of client care, especially gingival assessment 
(identified by al1 three participant groups) 
Expectations and protocol for documentation in client charts, for exarnple charting 
protocol, chart audits, what to record and what not to record. (indicated by al1 three 
groups) 
Time managemat by instmctors so that equal tirne is spent with each student in clinic 
sessions (identified by students ) 
Clarification of expectations for the treatment planning phase of client care, for example, 
what is considered a problem and what is not ( identified by students) 
Instrumentation princi ples (identi fied by faculty) 
More consis tency arnong instructors with type and amount of feedback given on the 
students daily evaluation sheets (identified by faculty) 
Agreement on endpoint of instrumentation (identified in the combined student/faculty 
workshop as a "desired outcome") 
Fluonde: clarity and consistency on what techniques and which products to use 
(identified in the combined student-facdty workshop as a "desired outcome") 

The following were areas identified as "Desired Outcornes" in the combined student and 



faculty workshop and are listed here separately, as they did not fall under any of the other 
categories previously listed 

Students and instnictors should have a willingness to communicate 
An oppominity should be created for unstructured c h i c  t h e  that instmctors may be 
present to help student with weaknesses 

8. In a brainstorming session with faculty, five categories emerged regarding reasons why 
instructors were seen as inconsistent with one another in the specific area of "gingival 
assessment". This specific area of assessment was chosen because it was seen to exemplify 
many of the other issues identified in this study. The five themes were: 

the nature of clinical evaluation 
differences among insûuctors 
communication 
documentation protocols and expectations 
stage of the student in the leaming process 

Study Conclusions 

The Magnitude of the Problem 

Overdl, the range of variance in responses on questionnaires was small between groups. There 
were more cornmonalties than differences in perceptions arnong students, faculty and graduates 
regarding the issue of consistency among instructors in clinical teaching and evaluation. For 
example, al1 three groups thought there was inconsistency among instructors in clinical teaching 
and evaluation that resulted in confusion and htrat ion.  At the sarne tirne, however, dl three 
groups acknowledged that differences among instmctors provided some learning advantages. 
There was also agreement that students and faculty have cornmon overall goals, that is, for 
students to leam to become excellent dental hygienists skilled in critical thinking, problem 
solving and integrating new infornation. 

Although faculty members from time to time have described calibration as a "hot issue", there 
was very little evidence in this research to indicate that this was a very contentious matter. 
There did not appear to be major or divergent issues or highly ernotiond responses. The 
student-faculty relationship in this program is generally considered congenial and respectful. 
The atmosphere of the workshops, focus group and other discussions was generally calm, 
cooperative and sincere. 

It is concluded that the issue of inconsistency among instmctors is not a grave or highly 
contentio w issue in tenns of program operation and studmt success. However, the Zevel of 
consistency among instructors is a shared concern that should not be ignored but rather 
addressed as part of the continual efforts to improve the Dental Hygiiene Program and its 
responsivmess tu student. Considering that this is a recurring and long-standing issue, a 
dzfferen t and concerted approach is repuired to ach ieve satisfucttry and long-term resolution. 



Perspectives, Roles and ResponsïbiIities of Participant Groups 

Among the three groups of research participants, faculty generally gave themselves the lowest 
ratings when assessing the level of consistency among instructors. Many faculty mernbers were 
surprïsed to find that students and graduates had given facdty a higher rathg on consistency in 
clinical teaching and evaluation then faculty had given themselves. From questionnaire 
responses and group discussions, it Ls clear that famlty see themselves as having the biggest 
responsibility in both creating the perceived p r o b l m  and in resolving thon. It is reasonable to 
assume that the faculty group has the greatest vested interest in understanding and resolving the 
issue under study because they are faced with it year d e r  year whereas, student and graduates 
experience this as  an issue mainly while they are in the program. 

The tendmcy for the faculty to assume the major responsibility for this fisue can be related to 
Oshry 3 (1 996, p. 61) systems Mew of "Burdened Tops" itz T h e  Dance of the Blind Ref7a". 
men the system (students anaYor facul&) ir challenged, such as with the emergence of issus of 
perceived inconsistency, the fuculty tena5 to instinctive& assume the ownership of the problem. 
In consideration of their position of authority ar instructors, there is n tendency for instructors to 
tuke on the bulk of responsibility for fixing the problm. In doing so. thqy deprive the students of 
potential responsibiky, accountability, power andpartnership. 

As stated earlier, student comnients reflect their current experiences and stage of leaming in the 
program. Although students were quite cooperative in the data-gathering phase of the project, 
their interest in continuing to andyze and actively resolve the issue through the process of action 
research was limited. After the data gathering phase of this study, students were asked 
informally if and how they wanted to be involved in continuing the action research project to the 
solution stage. The class indicated that they wanted to be kept infonned but not directly 
involved. The sentiment verbalized by a number of students in a generally non-confrontational 
way was that they had already communïcated their thoughts on the issue and they couldn't see 
what more they could do. In their view, it was now up to the instnictors to devise a solution. 
One likely reason for this student reaction is that current students are highly preoccupied with 
other priorities such as meeting the high workload demands of the program. Another reason 
may be that students do not see themselves as having a part in causing the problem and therefore 
do not see themselves as part of the solution. Hence these cornments may be interpreted as a 
situation where students are disclairning ownership of the problem and are assuming that 
because instmctors create the problem and have the responsibility for running the program, they 
should be held accountable for solving the problem. This studentposition, like the faculty 
position described in the previous paragraphs, has some relation to 0shr-y 's (1 996, p. 61) 
description of 'hppressed bottoms" in the "TopBottoms Dance of the Blind R e m  ". The 
authority and responsibility forF;ing the problem is handed over to the instmctors. In doing so, 
students relinquish power. accountability, responsibility and the potential for partnership. 

Oshiy, ( 1  996) contends that the ideal relationship for groups within a system is a partnership 
with shared responsibility. It is noteworthy that the relationship between students and faculty in 
the Dental Hygiene Prograrn is generally considered quite cooperative. On a conscious level, 
both groups would agree with Oshry's point about a mutually beneficial partnership. In fact 
during the combined workshop, students and faculty did agree that student success is a shared 
responsibility. However, an important consideration in Oshry's theory of the "Dance of the 



Blind Reflex" is that neither side consciouî[y chooses to take away or give away responsibility 
or power. As Oshry (1996, p. 63) says, " these shifts happa  without either awareness or choice 
by either Top or Bottom". 

The solutions are marmess and choice. Once aware of the position to which each side has 
gruvitated and once mare  of how this "Dance" ïimits thepotential for a mutually benefcial 
partnership, the groups can choose to maintain the status quo or to operate in a dzfferent way. 
Having both groups fully recognize that euch has an important role and responsibility for 
creating and solving problems i .  a major part of the long-tem resolution of this issue. 

Since graduate responses refiect the retrospective views of former students who have recently 
completed the program and have become licensed practitioners, their views are important in 
putting these issues into perspective in ternis of relevance. Most graduates said that fiutrations 
experienced while they were students have Iittle relevance to how they currently practice and 
continue learning. Graduates were also more inclined to see the larger view and were more 
likely to understand the challenges of the evaluation system as well as the benefits of not 
portraying the process of dental hygiene care in terms of "black and white". These graduate 
responses should not impb that issues of inconsistency among instructors are irrelevant but 
ruther from a larger view that long-tenn student success is not substantiully impeded by 
variation among instructors teaching and evaluation and may even be enhanced by it. 

The Issue Itself - Inconsistency among Clr'nical Instmctors 

During a brainstomiing session, faculty generated a list of reasons why clinical instructors were 
possibly seen as inconsistent with one another when teaching or evaluating a specific area of the 
client assessrnent phase of dental hygiene care. The List of reasons for perceived inconsistency 
was grouped into the following five categories: 

the nature of clinical evaluation, 
differences among instructors. 
stage of the student in the leaniing process 
communication, 
documentation protocols and expectations 

The literature review in this report supports most of the categories cited above as main reasons 
for the broader issue of inconsistency among clinical evaluators, particularly the fkst three on 
the list above (nature of clinical evaluation, differences among instructors and stage of the 
student in the leamhg process). Communication was not a specific area of focus area in the 
literature review; however, few would question the significance of effective communication in 
conflict resolution. Communication is a definite theme in sorne of the study recomrnendations. 
The last category listed above, "documentation protocols and expectations" generally represents 
issues that are specific to clinical policies of the Dental Hygiene Program at Carnosun College 
although many other dental hygiene programs may use sùnilar protocols. These issues are 
generally addressed w i t b  the discussion of the broader topics in this section of the report. 



The Nature of Clhical Evalnation 

It was found that the rnajority of participants in al1 three groups thought there should be a higher 
level of consistency among insûuctors in clinical teaching or coaching and in clinicai evaluation. 
There was also agreement that it was most critical to have consistency among instructors in 
s r n a t i v e  clinical evaluation. The hdings of the study and the history of how this problem 
has been addressed points to an assumption that the issue of inconsistency among instructors 
should be viewed as a straightfoward problem with a clear solution. The general assumption 
has been that solving the problern was mainly a matter of imtructors working harder at 
calibrating with each other. 

It was revealed in the literature review that there are several reasons why variations rnay exist 
among instructors when evaluaîing the clinical perfomance of students; the main reasons for 
variation in evaluation included rater variation, client variation, and student performance 
variation. Al1 three of these reasons apply in explaining the notion that there are inconsistencies 
among clinical instructors in the Dental Hygiene Program at Camosun College. Each reason is 
M e r  dis cussed below. 

Rater Variation 

Rater or evaluator variation refers to differences arnong instmcton in how they evaluate. Most 
students and faculty saw this as the cnix of the problem. In other words it was assurned that the 
major reason why inconsistencies were seen to exist among instructors was because the 
instructors themselves were t d y  inconsistent The literature supports the notion that evaluator 
variation does, in fact, contribute to inconsistencies in evaluation. The question of how much of 
the inconsistency in evaluation is due to rater variation in this Dental Hygiene Program is 
unclear. What is cIear, however, is that rater variation is not the sole reason and is likely not the 
main reason for variation in evaluation when the relevance of the other reasons are considered. 
Furthemore, Chambers (1987, p.723), who may be considered an authority on issues in dental 
education, claims that extensive efforts in calibration have generally produced lirnited results and 
hence is of questionable value in terms of hours spent and results achieved. He does Say, 
iiowever, that a reasonable level of calibration arnong instructors is needed for reasons of 
fairness and educational quality assurance. Hence th is research concludes that calibration 
should not be total& abandoned but it should be put into properperspective as a method of 
resolving the issue of inconsistency among instmctors. In other words, trying to rerolve the 
issue by focusing solely on calibration is likely a shortsighted approach. 

Client Variation 

As discussed in the literature review, client variation is inherent in the use of authentic 
evaluation. The need for instmctors to use clinical judgement in authentic evaluation and the 
mere fact that conditions and needs of clients Vary make it next to impossible for instructors to 
control the evaluation context. Consequently, inconsistency is evaluation nearly a certain@. 
However, most authors on authentic evaluation maintain that the benefits outweigh the 
challenges. In addition Jiang et al (1997, abstract) contend that 'Wie greatest source of variance 



in evaluators is not judgment of the evaluators but 'task and occasion facets"' . "Task and 
occasion" aspects are consistent with client variation factors and student performance factors. 

c'Unreliability" has been defined as inconsistency between two instructors evaluating the same 
student in the same context (Chambers and Glassman, 1997). At Carnosun, individual students 
in the dental hygiene clinic are rarely evaluated by two different instmctors in the same context 
(e-g. the sarne client on the same appointment day). Therefore, theperceived inconsistency, in 
many cares may be due to drerences in the client's condition (or contat) rather than due to 
dzflerences in how imtmctors evaluate. 

Student Performance Variation 

Variations in performance of students was the third major reason cited in the literature 
explaining why variations are seen to exist among instructors when evaluating the clinical 
perfomiance of students. There are likely many reasons why student perfomance rnay Vary. 
Difference in students' ability seems an obvious reason. Students stage of leamhg and self- 
confidence were discussed in the literature review. Hendricson and Kleffner (1 998) present 
information on different learning stages through which students progress at different rates and 
des cribe the corresponding s tudent s elf-concept during the leaming progression to cornpetence. 
Most of the students participating in this project were at the "novice" stage of leaming when 
they completed the project questionnaire and participated in the workshops. According to 
Hendncson and Klefier (1 998), this is the stage when students become acutely aware of their 
shortcomings in regards to competency, and hence the authors cal1 this awareness "conscious 
incornpetence". At this stage the students tend to feel inadequate, negative, and defensive. 
During this learning phase, students still prefer and expect concrete information and find the 
transition from linear, prescriptive information (black and white concepts) to cornplex, abstract 
or multidirnensional infomation very difficult. It is veryprobable that much leamerfrustration, 
stress and perceptions of instructor inconsistency stem from this phenornenon that is 
characteristic of the 'hovice" leamer. Student cornplaints and fmtrations are symptoms of 
being nt the "conscious incompetent stage". This stage of stadent learning is also a 
challenging time for instructors particularly ifinstmctors do not understand the situation. 
fnstructors may also feel in adequate and become defenssive in response to student behavior 
during the "novice" stage of learnin p. Hendricson and Kleffer advise that it is important for 
instructors to see this phenornerion for what it tk and to be prepamd to support the leamer 
through it. 

The concepts described by Hendncson and Kleaer  (1998) also explain why many students, 
graduates and faculty, in this study acknowledged that there were some Ieaming advantages to 
having differences among instnictors but clearly pointed out that differences should not be 
introduced too early. Consistent with the "Three P's" theory described by Hendricson and 
Kleffener (1998, p. 183), thinking processes in the early stages of learning are concrete and 
discomected The authors believe that leamers at the novice level, " are reluctant to 
contemplate abstractions or alternatives desiring instead precise prescriptions fi-om instnictors: 
e.g. 'just tell me what to do' cc (p. 184). 



From the preceding discussion, it could be concluded that solving the perceived problem of 
instructor calibration hm l a s  to do with the importance of calibration and more to do with 
helping faculty and studmts understand the leaming and evaluation environment in which they 
fùnction. 

Criterion Referenced Evaluation 

The Dental Hygiene Pro- Clinic Manual hg. 0 1) states that a criterion referenced evaluation 
system is used in the clinicd courses and further defines it as "a system that measures your 
perfomance against pre-established written standards or criteria". The problem identified in this 
study was that instructors are not as consistent with each other in clinical teaching and evaluation 
as they should be. According to the stated definition of aiterion-referenced evaluation, 
instnictor evaluation should be consistent with the stated evaluation criteria, rather than with 
other instructors. It seems reasonable to assume that if all insbructors were to evaluate 
consistently with a stated criteria, they wodd be also be consistent with each other. However, 
even well written, standardized evaluation criteria are subject to instructor interpretation (rater 
variation) particularly when clinical judgement is required in authentic evaluation. When 
evaluating students in the context of unique clients, the challenge becomes one of blending 
clinical judgement with standardized evaluation criteria. 

In any case, the major focus regarding consistency should be that instructor evaluaiion is 
consistent with the stated evaluation criteria rather than instructor with instructor. In order to 
improve consistency, the evaluation criteria must be validated and used by al1 ïnstructors. The 
students should also be held responsible for knowing the evaluation criteriu and should be aware 
that the main foms of evaluation consistency ought to be in accordance with the stated criteria 
rather than among Nistrtrctors. Also, given the nature of authentic evaluation, instnrctors should 
make continual ejj?orts farniliun'ze themselves with the evaluation criteria and to have regular 
discussions about possible dzfferences in interpretation. 

As mentioned in the introduction to this section, most of the specific areas of inconsistency listed 
in the study fmdings have been addressed by preceding discussion on the nature of clinical 
evaluation. A specific area that has not been fully addressed in previous discussion is that of 
expectations and protocols for documentation in client charts (e-g. charting, chart audits, 
treatment planning, what to record and what not to record). This was identified by al1 three 
groups as an area of inconsistency. In the Clinic Manual, protocols are outlined for most of 
these procedures. Through observation, this researcher concludes that the following may 
provide reasons for inconsistencies in this area: instructors and students are not familiar with the 
protocol described in the Clinic Manuai, some clients present with conditions in which protocols 
must be adapted ( d g  clinical judgement) rather than applied to the letter, and sometimes 
protocols are revised and not al1 parties afYected are informed of the revision. 

Students have asked that more examples of how to document these specific areas be ptaced in 
the c h i c  manual. First and second year students both use the same clinic manual. A concem the 



facdty has expressed about including specific examples is that students tend to use these 
examples as "recipes" for client care rather that indivîduaiizing dental hygiene care. Taking into 
consideration the learning stages described by Hendncson and Klefier (1 W8), specific 
examples would be more appropriate for the beginner and novice leamer and less appropriate as 
students move toward cornpetence where they are expected to analyze and synthesize client care 
more independently . 

Communication 

During discussions in student workshops the researcher noted that misunderstandings were 
commun regarding interpretatiom of instructor feedback about ' k o n g  ways versus right ways" 
and in applying client specific idonnation to all other client evaluations. During the 
collaborative student-faculty workshop, participants agreed that co113munication among and 
between students and instructors was an important consideration in achieving desired outcornes 
regarding consistency among instmctors. C h r e r  and more consistent communication requires 
that al1 involved take responsibility for continued, mhanced open, honest and respectful 
dialogue/dscussion. This responsibility requires that students and faculty make a greater effort 
to avoid misunderstanding. Students should make it a habit to seek clanfcution on instructor 

feedback and should instructors make it a habit to seek cla@cation of student understanding. 

At the time when participants were completing questionnairesy it became apparent that some 
participants, particdarly students, had not really considered the different purposes of formative 
and summative evaluation. Almost al1 the specific areas in which participants said that 
consistency among instructors needed to be higher, as well as the areas where students voiced 
paaicular fiutration, were situations of formative authentic evaluation. It appears that many 
students still feel threatened by evaluation even if the purpose is formative (for learning 
purposes) and not for developing a grade. There seemed tu be a low uwareness about the types 
and purposes of clinical evaluation evm tho ugh adequate infonnatiun was clearly provided Nt 
the c h i c  manual. More discussion on a regular basis with students about the types and 
purposes of evaluation wouZd be benefcial in lowering sorne of the angst students erperience 
when being evaluated formatively. 

Problem solving in the Dental Hygiene Program 

Problem solving in the Dental Hygiene Program is largely an informal process. A typicd 
problem solving and decision makuig exercise would entail the following steps: someone brings 
a problem to a faculty meeting, discussion ensues, ideas are generated and one or a number are 
chosen as a solution and then implemented. In many cases this has been a quick and appropriate 
way of deahg with issues, particularly simple problems. For more complex problems, a 
framework for problem solving or decision making has seldom been used. Some reasons may 
be the following: 1) that the faculty members are d e n  unaware of the complexity of some 
issues, 2) solutions dealing with the symptoms s eems to alleviate the problem, 3) in depth 
problem solving takes more t h e ,  and 4) a process or framework has not been proposed. A 
systems archetype that Senge (1990, p. 104) calls "shifting the burden" is described in the 
literature review. When issues previously addressed continue to resurface it is a signal that the 



syrnptoms have been addressed rather than root causes. In the case of inconsistency arnong 
instructors, the symptoms that have demanded attention have generaily been student and faculty 
complaints. The faculty has "shifted the burden" mainly to the solution of having faculty 
become more consistent with each other, or increasing instructor caiibration. Senge (1 990, p. 
104) describes the typicdy chosen solution as, "well intentioned, easy fixes which seem 
extremely efficient ." The solution chosen in the case of inconsistency is definitely a well 
intentioned one, but it is certainly not an easy or efficient one. Much information fkorn the 
literature portrays Uistnictor calibration as a difficult, time consuming process. More 
irnportantly it has been depicted by Chambers (1987, p. 723) as a questionable use of extended 
amounts of time. 

At stated in Chapter TWO, the path to deaihg with any archetype is to identiQ it and then to gain 
understanding of the problem by analyzing the situation to determine where leverage can be 
achieved. Senge (1 990, p. 1 1 5), advises the leverage in dealing with "shifting the burden" is "a 
combination of strengthening the fundamental response and weakening the symptomatic 
respons e" . Leverage in the case of this pro blem will be gained by iden tlfiing and dealing with 
the fundamental or root causes. A bonus side gec t  is that this weakens the symptoms or 
diminis hes their ejtjiect. 

Although the process of identzfLng all the root causes to the issue of inconsistmcy arnong 
clinical instructors is not complete, considerable progras hm been made. Many of the potential 
andprobable root causes. at thispoint. have been disacssed in this section. These inchde the 
nature of authentic evaluation, modes of communication. stage of the student in the learning 
process, and other reasons for rater variation such as client variation and studmt pefonnance 
variation. 

Study Recornmendations 

Magnitude of the Problem 

Although it has been conchded that the issue of inconsistency arnong clinicd instnictors is not 
an ovemhelming problem, it is nonetheless, a concem that should be addressed. Considering 
the history of this problem's recurrence, it is clear that is must be addressed in a different way 
than in the past. It requires a new type of solution based on different thinking and therefore it 
should be further analyzed, understood and addressed using a systematic approach. 

Perspectives, Roles and Responsibilities of Participant Groups 

In resolving the issue of inconsistency among uistnictors it is important that participant groups 
recognize and address systems foibles such as those identified by Os& and Senge. As Oshq 
advises, the first step is to increase student and faculty awareness about the tendency for groups 
in a system to take positions that are not conducive to a partnership with shared responsibility 
(such as described in "Dance of the Blind Reflex"). The next step is to make an enlightened 
choice. In making the choice faculty should not only ask what their role is, but also ask what is 
the students' role in creating and solving the problem beyond informing instnictors of the 



problems they encornter in the system. Instructors should keep in mind that when they shoulder 
all the responsibility (consciously or unconsciously); they also shift the balance of power and in 
doing so take away accountability and responsibility fiom the students. Students should not 
only consider what the instructors' role is in creating as well as solving the problem but also 
what is their own role beyond ident iwg problems and giving suggestions for how instructors 
should change. It is noteworthy that thae recommendations may be applied to other program 
issues and should be considered a central part of any issues analysis. 

The Issue Itself - Inconsistency among Clinical Ins trnctors 

Efforts to calibrate clinical insûuctors should be put into proper perspective as a method of 
resolving the issue of inconsistency. Other factors such as client variation and student 
performance variation, particularly the stage of leamïng of the studmt should be taken into 
consideration. Awareness should be increased in regard to the relevance of these other factors in 
contribuhg to perceptions of inconsistency among instructors by including such information in 
written material, auch as manuals, and by having reguTar discussions with students about the 
nature of clinical evaluation. 

Earlier it was stated that students' cornplaints and hstrations are reflections of their stages of 
learning, and are symptomatic of the overall issue of inconsistency arnong Ilistructors. Since 
much of the leamer fhstration, stress and perceptions of instructor inconsistency could stem 
h.om the stage the students are at dong the leaming continuum, clinical instructon should be 
aware of the challenges students face at the different phases of the leanüng process, particularly 
the early stages. Clinical instructors shouid understand and furthemiore, expect this type of 
student reaction and should prepare strategies to support the leamers and themselves through it. 

Criterion Referenced Evaluation 

As stated earlier, the major focus regarding consistency should be that instnictor evaluation is 
consistent with stated evaluation criteria rather than a focus on whether instructors are 
consistent with each other. In order for this strategy to have an effect on general irnprovement 
in instnictor calibration, the evaluation criteria must be carefuily articulated and us ed by al1 
instructors. The students should also be held responsible for knowing the evaluation criteria and 
they should be aware that the main focus of evaluation consistency should be to the stated 
criteria. In considering the nature of authentic evaiuation, instnictors should also make efforts to 
routintely familiarize themselves with the evaluation critena and to have regular discussions 
about possible differences in interpretation. 

The faculty members have already begun a process of curriculum review regarding the clinical 
component of the Dental Hygiene Program. It is therefore recornmended that the faculty 
continue to revise, clarify and establish instmctor agreement on evaluation critena focusingfirst 
on the main core cornpetencies. 



FoLlowing are recommendations for improving consistency in use of documentation protocols 
Encourage greater use of the Clinic Manual by facul@ and students as a reference for 
c h i c  protocols; 
Develop a more fomalized system to ensure that faculty and students are aware of 
agreed upon changes in clinic protocols; 
First and second year clinical instmctors should collaborate and determine the types of 
examples of client care protocols for inclusion in the C h i c  Manual. 

AU of the preceding discussion indicates that addressing the perceived problem of instnictor 
calibration has less to do with the importance of calibration and more to do with helping faculty 
and students understand the learning and evaluation environment in which they hinction. 
Increased awareness and understanding of the complexities in any issue is enhanced by 
communication. Following are recommendations regarding communication strategies. 

Include a description of authentic evaluation in the Clinic Manual. 
In the clinical courses (DHYG 160-262), formally plan to include regular discussion with 
students about the various types clinical evaluation used in the clinical component 
(authentic, formative, summative) . The goal is to increase unders tanding and awareness 
of the characteristics and purposes of evaluation used in the clinic. 
Discuss with students the stages of learning on the leaming continuum 

Problem solving in the Dental Hygiene Program 

In order to develop long term solutions to this particula. clinical issue and any other issues, a 
formalized process such as action research should continue to be used to identim, pnoritize and 
address root causes. Systems thinking should be part of the process whenever possible. 
Solutions should be aimed at root causes rather than symptoms. Consistent with the principles 
of action research, the implementation of solutions should be evaluated. 

And fmally, some advice from Peter Senge, who claims that it is not enough to Say that ' k e  
must look at the big picture and take the long terni view" and it is not enough 30 appreciate his 
basic systerns principles". He notes, " this can lead to solving a problem but it will not change 
the thinking that produced the problem in the first place". New solutions require new ways of 
thinking. 



CHAPTER FIVE- RESEARCH IMPLICATIONS 

Organization lmplementation 

Stringer (1 996, p. 16) describes the basic stages of action research as "look" (gather data and 
describe or define the situation), ''think" (explore, analyze, interpret and explain the situation) 
and "act" (plan, implement and evaluate). In ternis of this project, the research study ended at 
the ''thid?' phase of the action research process. At this point the faculty group has been 
launched into the process of analyzing the situation. The goal is to identify the root causes of the 
perception that there is inconsistency among clinical instnictors and to decide how it should be 
addressed. Substantial progress has been made in this area as rnaj or categories of potential 
causes have been identified and further analyzed. This 'Yhink phase" continues to be led by the 
researcher as an intemal consultant in the action research process. The think phase will be 
followed by the "act phase" which includes the generation of solutions. The findings and 
recomrnendations in this report will be considered in these future deliberations . Implementation 
and evaluation of the solutions will become the responsibility of faculty as a whole. 

One of the basic premises of action research is that the process is as important and sometimes 
more important than the result. Stringer (p.23) expresses this philosophy as follows: "The 
essence of the work is process- the way things are done- rather than the result achieved." One 
important goal of using action research as the rnethodology was to enable participants to leam 
how to inquire into and solve their own problem . Even though this researcher will continue to 
lead the faculty to the stage where strategies for resolving the issue (of inconsistency among 
instnictors) are identified the ultimate goal is to have d l  faculty develop skills in conducting 
systematic problem solving or issues analysis procedures rather than depending on a consultant. 

Experience provided through this research process has changed faculty awareness of the 
complexities of the issue of consistency arnong instnictors in that we have looked beyond what 
was seen as an obvious solution. Faculty insight about systematic problem solving methods has 
also changed as groups were guided through the process of describing and claifying the status 
quo, interpreting meanings, and andyzing the situation. Eventually faculty members and 
students will participate in the implementation of the solutions, as they are identified. 

Another principle of action research is its cyclical nature. This means that the process does not 
end when the research phase is completed. As stated earlier in this report, to achieve its full 
potential action research rnwt be seen as an ongoing process that includes evaluation of solutions 
and the results of change. Another cycle of inquïry should begin based on evaluation results. 

If this research endeavor ends with the submission of the project report, without the completion 
of at least one cycle of action research, the full potential of action research and the full value of 
the change process will not be realized. At minimum, one could Say those involved in the 
project have an increased awareness of the issue that was studied and a greater appreciation of 
problem solving processes. However if this new awareness does not lead to change or action on 
the part of the participants, the entire endeavor will have made a minimal impact and the status 
quo will likely remah. 



Much of the discussion in the conclusions and the recornmendations of this report indicates that 
addressing the perceived problems of instructor calibration entails a greater focus on helping 
faculty and students understand the leamhg and evaluation environment in which they 
participate rather than a focus on calibration. Resolution of this issue requires different thinking 
and a different approach to problern solving than has been used in the past. Awareness and 
co~lzmunication again are key processes in initiahg change. Motivation, leadership and 
cornmitment are equdly important in the change process. 

Future Research 

The most obvious opportunity for future research is to evaluate the success of the solutions that 
are implemented conceming the perception of inconsistency among clinical instructors. Another 
worthwhile topic of study would be to assess faculty views on the value of the action research 
process in addressing leaming/teaching and evaluation issues. 

Systemç thinking has been introduced as an important consideration in issues analysis and 
problem resolution. A study into the feasibility of integrating and implementing systerns 
thinking into the dental hygiene curriculum wodd be useful. 

Student learning stages were also discussed in relation to h t ra t ion  experienced as students 
were challenged in the learning process. A valuable area of investigation would be an 
examination of the dental hygiene clinical curriculum with a focus on determining if concepts 
and skills are introduced at the optimal phase on the leaming continuum . as described in the 
article by Hendricson and Kle&er (1998). 

A final proposed area of research would be an examination of why some students are generdly 
positive and optirnistic about the challenges of learning, whde others feel they are victims of the 
system. Take for example the issue of differences among instructors in clinical 
teaching/evaluation: why do some students see this as leaming opportunity and others s ee it a 
barrier to leaming? 1s it associated with level of rnaturity, leaming style, and self-esteem or 
with other factors? 



CHAPTER SIX - LESSONS LEARNED 

Research Project Lessons Learned 

Action Research 

Ernest S t ~ g e r ' s  book Action Research: A Handbook for Practitioneis was a central reference 
for this research process. It was detemined that the book had been studied well enough to know 
what needed to be done in order to carry out action research. M e n  going back to the reference 
book throughout the project for guidance, it was interesting that many of the potential pitfalls, 
important considerations, or characteristics of action cited by Stringer (1 996) proved to be 
highly accurate. Although the information had been earlier scrutinized in preparation for the 
project, great relief was experienced in rediscovering the following passages. "Action research is 
not a neat, orderly activity that ailows participants to proceed step by step to the end of the 
process. People will fmd thernselves working backward through the routines, repeating 
processes, revising procedures, rethinking interpretations, leapfrogging steps or stages and 
sometimes making radical changes in direction" (Stringer, p. 17). The beauty of action research 
is that it allows for aberrations. Rediscovering this passage felt like receiving permission to 
make a mistake and adjust accordingly. On one hand, a lesson learned was the need for the 
researcher to become more flexible in style of facilitation; on the other hand, flexibility was one 
of the initial reasons for choosing action research as the method of inquiry. 

Another passage that had great relevance when read for the second time while in the midst of the 
project was the following; "your role is not to impose but to stimulate people to change. This is 
done by addressing issues that concem them now." (Stinger, 1 996, p. 22) This staternent helped 
reconcile the decision about changing the original plan of holding a second collaborative 
student-faculty workshop to a having an open forum so that students and faculty could address 
general c h i c  issues, regardless ofwhether or not they were about instmctor consistency. It also 
helped confirm the decision to retrace steps with faculty and address their conceins about the 
project before proceeding with the rest of the study. 

Other advice to anyone contemplating action research as a formal process of inquiry is as 
follows: Although one rnay have timelines or deadlines, it is important to spend the necessary 
time and effort up front to make sure, rather than assume, that participants understand both the 
purpose and the process. It is worthwhile noting that just because somediing has been carefully 
explained doesn't automatically assure it is understood The researcher would advise asking 
participants up fiont what they hope to get out of a project, and then keep checking in with 
participants dong the way. This was not done at the beginning of this study. In retrospect, it is 
presumed that had participants been asked this earlier, there may have been less of a sentiment 
arnong faculty and students that this was "Lynne's project" instead of an important Dental 
Hygiene program issue that was under study. 

The fmal observation is that action research takes more time than may be expected because 
action research is intended to be "people fiiendly". If this basic principle is adhered to, then 
relationships and leaming become as important as the task. Erpect and be prepared to slow 
down, stop, and change plans. 



The Art of Facilitation 

The challenge of the role of group facilitator was a big one. As a result, one continuing goal is 
to become skilled at facilitation. What was leamed was not to get too attached to a process or 
agenda even if many hours have been spent in carefully planning i t  In retrospect it is 
recognized that an important consideration was not given sufficient attention in a key workshop. 
The important consideration was making sure in the beginning that the group truly understood 
and was in support of the purpose of the workshop. Whether or not adequate tirne is spent up 
front in this exercise can greatly affect the success of the workshop. Other lessons learned in the 
process of group facilitation was to listen more carefidly to what participants are saying and to 
check back to assure that the message has been correctly interpreted. It is important that 
participants feel they are heard and acknowledged. 

Facilitakg groups that are task oriented can be very challenging, especially when participants 
are from one's own peer group. Uncertainty still remains in regards to how to work effectively 
in this setting. Skill in balancing the need to get something accomplished, attending to the 
needs of the individual participants and ensuring an appropriate process is used, is definitely part 
of the art of facilitation that can be realized through continued practice. 

The Challenges of the Change Agent 

Throughout this project, and as this researcher informally continues to be the "intemal 
consultant" in regards to resolving the issue of inconsistency among instmctors, one of the most 
difficult aspects was (and still is) trying to be a change agent among one's peers. Although this 
peer group, (the faculty in the Dental Hygiene Program) is a very supportive and cooperative 
group, maintaining self-confidence, poise and being patient was still a great challenge. In 
carxying out this project, many times it felt like a case of the Wind leading the blind" since the 
researcher was leaming many of the processes at the same time as leading them. However, 
exploring new approaches together is the essence of a leaming comunity. What is important is 
achieving the balance between exhibiting a reasonable level of self-confidence at the same tirne 
as acknowledging what one does not lcnow. SkilIs in achieving that balance have irnproved over 
the course of the Master of Arts and Leadership program and as a result of this project. 

Leaming continues in the realization that leadership and leaming is about the willingness to take 
risks. The old saying "fake it until you make it" has some merit, however being authentic must 
also be factored into the equation. One of the more significant leamings was in remernbering to 
look for the leaming opportunities a h  things seem to go wrong. For this researcher, 'things 
going wrong' meant things not going according to the "carefully planned agenda". Being 
authentic about feelings of distress after the combined faculty-student workshop and then asking 
for honest feedback fiom peers was a difficult but rich learning experience. This was the point 
of realization that there was varying levels of ' k y  id7 and understanding about the purpose of 
the project and that flexibility is a key strategy in facilitation 

The researcher's desired outcome for this project is still that, as a faculty group, we leam how to 
investigate and act on issues through a systematic process such as action research to the extent 



that we c m  clearly describe our situation, isolate the root of the problem and make action plans 
accordingly (based on the root causes rather than on the symptoms). This project could be 
viewed as an exercise in problem solving using action research. The issue could be anything, 
however; in this case it was probing the issues of inconsistency among clinical instnictors. As 
the principal researcher, it was important to be continudy re-ded and to continually rernhd 
the participants that the researcher's role was not intended as a solo act of gathering and 
analyzing information in order to tell the organization what the researcher th& ought to be 
done. Rather, the researcher's role was to guide the participants through the process of learning 
how to do it for themselves, eventually leaving a legacy of leaming a .  self-sufficiency. 

Program Lessons Learned 

The following ten competencies are assessed through the completion of the Major Project. The 
Master of Arts and Leadership Program chose the first five competencies and the Iast five were 
chosen by the leamer. 

1 c) Provide leadership 
2 b) Apply systems theones to the solution of leadership and leaming problems 
5 a) IdentiS, locate, and evaluate research findings 
5 b) Utilize research methods to solve problems 
7 b) Communicate with others through writing 

4 e) Help others leam 
7 d) Contribute to team success 
7 c) Comrnunicate orally 
4 c) Create learning opportunities in the workplace 
7 a) Interpret oral communications 

lc) Provide leadership 

Leadership was provided by initiating, organizing and managing the research project with the 
three participant groups. The leadership role taken in this project was that of process facilitator. 
Rather than taking total responsibility for the issues analysis and problem solving for the group, 
participants were included in the process in order that they s hare responsibility and learn the 
process themselves. Through organization and implementation of the data collection phase, 
leadership was provided by leading or facilitahg group discussions to help participants cl&@ 
their perceptions of the issue and then cornmmicate the results to their peers and others. 
Participants were guided to a new awareness of the issues as a prelude to analyzing and resolving 
thern. Leadership was also demonstrated by being flexible enough to change or slow d o m  the 
action research process and taking a step back when it appeared at one point that faculty 
mernbers had issues that needed to be addressed. The researcher has demonstrated cornmitment 
to the project and the process by continuhg to act as intemal consultant until solutions and a 
plan for their impIementation is realized. 



2b) Apply systerns theories to the solotion of leadership and learning problems 

S ystems thinking was applied through the use of action research, which in itself is a systematic 
process of inquiry and problem solving. Oshry's "Dance of the Blind Reflexy' was identified as a 
tendency in the student-faculty relationship in regards to the issue. In addition, Senge's 
archetype, "shifting the burden" was suggested as a prevalent pattem that diminished the 
potential for long-tem resolution of the problem. 

Brainstomiing, use of the "five whys" technique and general group processes were used as 
methods of information gathering, issues analysis and problem solving. Work continues in 
understanding, applying and helping others leam "systems thinking". Progress has been made 
past the novice stage in understanding and application of these principles but there is still work 
needed to reach a level of professional cornfort. 

5a) Identif$ Iocate, and evahate research fhdings. 

In completing the literature review, relevant articles and information were obtained fiom 
professional journal, books, and the Internet. Infornation was evaluated for relevance and used 
as guides in the research methodology and design. Infonnation £iom the literature review was 
also used to inform and support the conclusions and recornmendations in this report. 

5b) Utilize research methods to solve problems 

Action research was chosen as the research method because it entails a collaborative approach 
that leads to ski11 development of the participants. Data was gathered through use of 
questionnaires, workshops and focus groups. The main role assumed by the researcher was that 
of designer, organizer and facilitator. Skills in the art of facilitation were developed, enhanced 
and continue to be an area of personal growth and development. 

7b) Communicate with others through writing 

Communication through w-riting was included in this project through the following measures: in 
production of the project proposal, in providing information to participants about action 
research, in preparation and use of visuals for the workshops, in questionnaires and cover letters, 
in e-mail discussions with students, faculty advisors and sponsors, and in the writing of this final 
report 

7a) Interpret oral communications 

Listening and interpretation were a large part of facilitating the workshops and the focus group. 
During the workshops and focus groups, information was gathered, clarified, shared and 
interpreted for relevance to the project. Participants were encouraged to voice their viewpoints 
opinions, concems and questions. 



Verbal communication was used to introduce the project, to facilitate workshops and focus 
groups, to explain results, to present information, to ask for clarification, and to acknowledge the 
contributions of participants. The quality of the oral communication was appropriate to the 
participant groups. 

7 e) Contribute to team success 

It was very easy to identify with the faculty group since the researcher is a facdty member. The 
student and graduates were very familiar individuah, after having worked with them as their 
instructor. As researcher, tqing to identifjr with both groups at the same tirne was challenging 
and although a senous attempt was made at being as open minded as possible, the tendency was 
to think like an instructor rather than like a dental hygiene student. Being a graduate student 
during this project helped to identifi with the pressures that students face as learners. 

Much thought and effort was put into designing, organizing implementing the workshops and 
focus groups as well as the presentation materids. Tirnelines were attended to as  much as 
possible. When concems were expressed about the project, these concerns were venfied and 
solutions sought. Interpreting group dynamics was a key part of workshop facilitation. Dealing 
effectively with group dynamics was a challenge in itself. Learning continues in this area. 

4 c) Create learning opportunities in the workplace 
4 e) Help others learn 

One of the purposes of using action research as a methodology was to introduce a systematic 
method of issues analysis and problem solving to both faculty and students, but particularly to 
faculty. As this was a more in depth and time consuming method than the one nomally used in 
resolving program problems, having the participants continue to support and value the process 
over a longer period of time was dificult. After recognizing some resistance to the project at the 
end of the Fall semester, it was necessary to "regroup" and ensure that faculty clearly understood 
the intent of the project and how important the process was in changing our thinking about how 
we as a faculty group can or should resolve problems. At the time of wrïting this report, faculty 
members are beginning to expand their views about the issue as we continue to work on 
iden t img root causes. They are gradually and continually recognizing the value of the process. 
At times, recognizing the full value of or trusting the process is challenging, especially for those 
of us who tend to be very task orïented. 
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APPENDIX A: DENTAL HYGIENE PROGRAM CLlNlC MANUAL A 4  

Clinic Manual - General Organizational lnformation 

INTRODUCTION 

Goals of the Clinical Program 

The purpose of the clinical experience in dental hygiene can be expressed generally in 
the following criteria: 

Upon completion of the clinicai dental hygiene program, the student will be able to: 

1. ldentify and gather information necessary for preventive treatment 
assessment and planning. 

2. Assess preventive treatment and educational needs of the client, 
3. ldentify oral problems requiring attention of the supervising dentist and 

bring these to the dentist's attention. 
4. Plan appropriate individualized preventive care. 
5. Provide the planned care at a level of cornpetence specified in the clinic 

manual. 
6. Evaluate the outcornes of dental hygiene a re .  

Dental Hygiene Class "1 Believes" About Dental Health Education 

We believe that ... 

1. The Client Is To Be Involved 

We believe in sharing our knowledge in order to increase the client's dental 
awareness. Varied approaches should be used to meet the client's individual 
needs and wants. The intent is to help the client choose what is best for them 
and participate in self care. VVe need to be flexible with treatment planning and 
revise when necessary. 

2. The Client's Decision Should Be Acce~ted With Res~ect 

We believe that the client is intelligent enough to decide the oral health care they 
want to receive and to be treated as an equal. This also includes not giving up 
too soon (review progress notes, informed consent, etc.) and not being 
judgmental towards the clients especially if they have neglected their oral health 
in the past. 

3. We Want to Educate the Client As We Proceed With the Client's Care 

Every appointment should integrate some relevant aspect of oral health care. 

4. We Want to Role Mode! Professionalisrn, Emotional and Physical HeaIth 

We need to show confidence and be approachable and fn'endly. We believe 
health is an essential aspect of total health and well being - spiritual, physical, 
mental, social and emotional. 



Clinic Manual - General Organizational Information 

5. We Need to Focus Fully on the Client When With Them 

This includes being an "active" Iistener and being focused on the client's non-verbal 
behaviour. Sometimes stress (times constraints, pressures) directly interferes with 
participation in the learning process. We have to prioritize tasks and make the client 
most important while with them. We are to in turn show the client how to prioritize. 

6, We Want to Be Supportive 

This includes being honest and integrous with the client. Also, compromising treatment 
plans when needed to meet the client's needs and wants more closely. We need to: 
pin point specific needs, provide pertinent education, reinforce and evaluate at each 
appointment, then move on to their next need. 

7, We Want to be Resourceful With All As~ects of Client Care 

This involves keeping current in theory and skills through Continuing Education, being 
involved in your association and perceiving dental hygiene as a career. Participation in 
improving knowledge and skills communicates to the client that you want to give them the 
best. The client may feel more appreciated and important. 



Clinic Manuat - General Organizational Information 

Dental Hygiene Process 
Assessrnent 

lmplernentation 
Evaluation 

Relationship of hurnan need theory to the dental hygiene process (Redrawn from Yura, H., and 
Walsh, M. The Nursing Process, 5th ed. Norwalk, CT: Appleton & Lange, 1988, p.98.) 



Clinic Manual - General Organizational Information 

Dental Hygiene Cornpetencies 

Dental Hygiene cornpetencies as used in this manual refer to those things that a 
graduating student should be proficient in at the time of entry to practice. 

Some competencies have been identified by the Canadian Dental Hygienists Association 
and the Canadian Dental Association as those minimally necessary to any program 
granted accreditation status by the Council on Accreditation. They form part of the 
competencies expected of students graduating from Carnosun College. 

Criterion Referenced Evaiuation 

Criteria are descriptive staternents which explain the standards of performance for a 
competency. 

1. Wha t is a Criterion Referenced Evaluation System ? 
It is a system that measures your performance against pre-established written 
standards, or criteria. 

2. Who Establïshed the Critena? 
Criteria are established by the dental hygiene faculty in consultation with other 
faculty, students and appropriate resources. The resulting criteria are based upon 
a minimum performance level necessary to be clinically competent. Critena are 
not engraved in stone, they are periodically reviewed and evaluated as to their 
appropriateness. 

3, How Does the System Work in the Clinic? 
Students wiil receive written and verbal feedback from instructxs based on the 
student performance relative to the criterion statements in the clinic manual. 
These statements should also be used routinely by students to evaluate their own 
performance. A surnmative clinical evaluation will take piace when the student 
and clinical faculty agree that the student is ready. 

4. A Criterion Referenced System Does Plot ... 

Measure your performance against other students ... it measures your 
performance against an established standard. 

Average your scores over the year in order to achieve a final grade. 
Therefore, poor initial performance when you are just learning a technique or 
skill will not influence your final achievernents in that area. 

5. A Criterion Referenced System Will ... 

Give you some control over your learning. If you are uncornfortable about 
your performance on a competency you can choose to get assistance and 
immediate feed back. 

Define clearly the standard at which you are expected to perforrn and the 
standard against which you are being evaluated. 

+ Allow you, within limits, to proceed at your own pace. 



C h i c  ManuaI - General Organizational Information 

Separation of Teaching and Grading in the Clinic and Student Evaluation 

Evaluation 

Evaluation is the process whereby one measures something using some sort of 
measuring tool, and then interprets the results of that measurement against some 
standard (in Our case, the competencies). 

It is a leaming process. 

There are two types of evaluation employed in the Dental Hygiene Program. These are 
formative and summative evaluation. For the purpose of this course, these are defined 
as follows: 

Formative evaluation: is the process of assessment that occurs continuously throughout 
the learning process. This applies to both self and instructor evaluation. 

Sumrnative Evaluation: is the process of assessment that uses indicators from the 
overail performance or at the conclusion of the task. This applies to both self and 
instructor evaluation. 

Formative clinical evaluation: takes place during the leaming clinical phase when 
students are providing dental hygiene care to their client with close instructor guidance 
(written and verbal feedback). 

Summative clinical evaluation: begins when you have had sufficient experience so that 
you feel confident in meeting the critena for the stated competencies, and the dinic 
coordinator or instructor ag&eç that this is s a  You will provide dental hygiene care on 
your demonstration (testing) clients without instructor input. A label is applied in the form 
of a numerical grade ranging from 1-3. This will signify that you have been "tested" on 
your performance. For these clients, every competency involved must be performed at 
an acceptable level. 

This policy is designed so that you will be able to seek as much help as you need during 
the earlier stages of your clinical experience. 

Practice Standards 

Practice standards have been established and are published in the document "Practice 
Standards for Clinical Practice of Dental Hygiene in Canada." These practice standards 
were generated and content validated by practicing Canadian dental hyg ienists. They 
relate to the structure, process and outcornes of dental hygiene care. You may wish to 
begin referring to this document early in your dental hygiene education, to assist in 
applying the standards in practice. 

Dental Hygiene Course Organization 

The course is divided into two aspects: 

a) Didactic 
b) Clinical 



Appendix B: Questionnaires and Questionnaires Results 6-1 

Questionnaires 

Camosun College Dental Hygiene Program 
Faculty Workshop - Perceptions on Issues of Clinical Calibration 

Wednesday, Sept,. 30,1998 

Taking the Temperature (an introductory suwey) 

Please circle youi response and add comments as you feel appropriate 

1. Overall, how would you rate the level of consistency among clinical instructors in clinical 
teaching? 

very low low moderate high very high 

2. Overall, how would you rate the adequacy of calibration (consistency) among clinical 
instructors in clinical teaching? 

very inadequate inadequate adequate very adequate exceptional 

3. Overali, how would you rate the level of consistency among clinical instructors in clinical 
evaluation? 

ver- Iow low moderate high very high 

4. Overall, how would you rate the adequacy of calibration (consistency) among clinical 
instructors in clinical evaluation? 

very inadequate inadequate adequate very adequate exceptional 



5. Overall what effect do feel high calibration of clinical instruction has on students' learning 
while they are taking the Dental Hygiene program? (choose one) 

highly detracts from learning , detracts from learning no effect 

may enhance learning enhances iearning greatly enhances learning 

Please explain: 

6. How do ihey think a low level of consistency among clinicat teaching and evaluation affects 
students in terms of nurnber of students ? 

no students just a few very vocal students many students al1 students 

7. What kind of effect do you think a Iow level of calibration among clinical faculty has on the 
decision making and clinical performance skilts of students once they are graduates? 
Circle two of the following 

major effect moderate effect minor effect 

positive effect no effect negative effect 

Please explain your answer: 



Camosun College Dental Hygiene Program 
Student Workshop 1 - Perceptions on Issues of Clinical Calibration 

Friday, Oct. 9,1998 

Taking the Temperature (an introductory survey) 

Please circle your response and add comments where indicated. Use the additional comrnents 
section and the back of the last sheet if you need more room. 

1. Overall, how would you rate the level of consistency arnong clinical instructors in clinical 
teaching? 

very low low moderate high very high 

2. Overall, what level of consistency among clinical instructors should there be in clinical 
teaching? 

Very high level high level moderate levellow level very low level 

Please expiain why: 

3. Overall, how would you rate the level of consistency arnong clinical instructors in clinical 
evaluation? 

very low low rnoderate high very high 

4. What level of consistency among clinical instructors should there be in clinical evaluation? 

very high level high level moderate levellow level very low level 

Please explain why: 



5. Overall, what is the effect on your learning in the clinical setting when there is a high level of 
consistency among clinical instructors in how they teachkoach ?? 

very negative effect negative effect no effect positive effect very positive effect 

Please explain why: 

6. Have you ever felt personally disadvantaged in your learning by an incident (or incidents) of 
inconsistency among instructors in clinical teachinglcoaching?. 

al1 the time many times a few times almost never never 

If yes, can you give (an) example(s) 

7. Have you ever felt personally disadvantaged in your leaming by an incident (or incidents) of 
inconsistency among instructors in clinical evaiuation?. 

alt the tirne many times a few times almost never never 

If yes, can you give (an) example(s) 



8. Do you feel that there rnay be learning advantages by having differences among clinicai 
instructors in how they teachlcoach in the clinical setting? 

Yes rnaybe no 

Please explain your answer: 

9. Do you feel that there rnay be learning advantages to having differences among clinical 
instmctors in how they evaluate in the clinical setting? 

No rnaybe Yes 

Please explain your answer: 

Thank you very much for your cooperation and your honesty . 

Other Comments: (please use back of this sheet if you need more room) 



Camosun College Dental Hygiene Program 
Graduate Questionnaire - Perceptions on Issues of Clinical Calibration 

Nov 1998 

Please circle your response and add comments where indicated. Use the additional comrnents 
section and the back of the last sheet if you need more roorn. 

1. Overall, how would you rate the level of consistency among clinical instructors in clinical 
teaching? 

very low low moderate hig h very high 

2. Overall, what level of consistency among clinical instructors should there be in clinical 
teaching? 

Very high level high level moderate level low level very low Ievel 

Please explain why: 

3. Overall, how would you rate the level of consistency among clinical instructors in clinical 
evaluation? 

very low low moderate high very high 

4. What level of consistency among clinical instructors should there be in clinical 
evaluation? 

very high Ievel high level moderate levellow level very low level 

Please explain why: 



5. Overall, what was the effect on your learning when there was a high level of 
consistency among clinical instructors in how they teachkoach in the clinicai setting?? 
(eg. they al1 Say exactly the sarne thing) 

very negative effect negative effect no effect positive effect very positive effect 

Please explain why: 

6(a) Did you ever feel personally disadvantaged in your learning by an incident (or 
incidents) of inconsistency among instructors in clinical teachinglcoaching 
white you were a student at Carnosun? 

al1 the time many times a few times almost never never 

If yes, can you give (an) exarnple(s) 

6(b) Does this affect your clinical practice or your leaming now that you are a 
graduate dental hygienist? ( i.e. now that you are practicing, do you still feel that 
you were disadvantaged?) 

Yes maybe no not applicable 

Please explain your answer: 



7(a). Did you ever feel personally disadvantaged in your learning by an incident (or 
incidents) of inconsistency among instructors in clinical evaluation?. 

al1 the time many tirnes a few times almost never never 

If yes, can you give (an) example(s) 

7 (b) Does this affect your clinical practice or your learning now that you are a graduate 
dental hygienist? ( Le. now that you are practicing, do you still feel that you were 
disadvantaged?) 

Yes maybe no not applicable 

Please explain your answer: 

8. Do you feel that there are learning advantages to having differences among clinical 
instructors in how they teachlcoach in the clinical setting? 

Yes maybe no 

Please expiain your answer: 

9. Do you feel that there are learning advantages to having differences among clinical 
instructors in how they evaluate in the clinical setting? 

No maybe Yes 

Please explain your answer: 

Thank you very much for taking the time to respond to this questionnaire. Your views 
are an important part of this action research project. 

May I contact you by telephone to  further clarify or discuss your responses? 
Yes No 

If yes, please give your name, phone number and the best times to contact you. 

Other Comments: (please use back of this sheet if you need more room) 



APPENDIX B: QUESTIONNAIRES RESULTS (DATA) 

Student, Graduate & Faculty Responses to Questionnaires 

Participant numbers: Students=20/21; Graduates=10/21; Faculty=8/10 clinical instructors (2 
part-time clinical faculty did not participate) 

1. Overall, how would you rate the level of consistency among ciinical instructors in clinical 
teaching? 

Students 
very low 

Graduates 
very low 

Faculty 
very low 

low 

l ow 
1 

low 
1 

moderate * high 
14 3 3 

moderate high 
8 1 

a moderate high 

-2- 5 

very high 

very high 

very high 

2. Overall, what level of consistency among clinical instructors should there be in clinical 
teaching? 

Students 
Very high * highlevel * moderate * Iow ievel very fow 

5 II 4- 2 
no ans:l 

Nurnber of students who rated level of consistency the same in questions 1 and 2 
( in other words the level of consistency was where they thought it should be) 
Mod = 2 mod/high =1 high =3 total = 6 students (30%) satisfied with the curent level 

Graduaf es 
V. high level * high level * moderate level low level v. low ievel 

Faculty: The question was worded as follows: 
Overail, how would you rate the adequacy of calibration (consistency) among clinical instructors 
in clinical teaching? 

v. inadequate inadequate * adequate * v. adequate exceptional 
3 -2- 2 1 



B-1 O 
3. Overall, how would you rate the level of consistency among clinical instructors in clinical 

evaluation? 

Students: 
very low low * moderate * high very high 

1 1 -1- 8 -2- 6 1 

Graduates: 
very low low * moderate high 

1 -2- 7 
Faculty 
very low low * moderate high 

1 -3-  -1 - 1 

very high 

very high 

4. What level of consistency among clinical instructors should there be in clinical 
evaluation? 

Students: 
v. high level high level * moderate low level v. low Ievel 

8 10 -1 - 1 

Graduates 

very high level * high level moderate levei 
2 -1 - 6 1 

low level very low levei 

Facutty: The question was worded as follows: 
Overall, how would you rate the adequacy of calibraiion (consistency) among clinical instructors 
in clinical evaluation? 

v. inadequate inadequate * adequate v. adequate exceptional 
3 -1 - 2 1 

no ans:l 

5. Overall, what is the effect on your Iearning in the clinical setting when there is a high level of 
consistency among clinical instructors in how they teachkoach? 

Students 
v. negative effect negative effect no effect positive effect v. positive effect 

1 6 12 
no answer:l 

Graduates 

v. neg. effect negative effect no effect positive effect * very pas. effect 
4 -1- 5 



6. Have you ever felt personally disadvantaged in your leaming by an incident (or incidents) of 
inconsistency arnong instructors in clinical teachingkoaching?. 

Students: 
al1 the time many times a few times alrnost never never 

2 I O  5 3 

Graduates: 
6(a) Did you ever feel personally disadvantaged in your leaming by an incident (or 

incidents) of inconsistency arnong instructors in clinical teachingkoaching 
while you were a student at Carnosun? 

al1 the time many times a few tirnes almost never never 
8 2 

Graduates: 
6(b) Does this affect your dinical practice or your leaming now that you are a 

graduate dental hygienist? ( i.e. now that you are practicing, do you still feel that 
you were disadvantaged?) 

Yes maybe 
7 

no not applicable 

7. Have you ever felt personally disadvantaged in your leaming by an incident (or incidents) of 
inconsistency arnong instructors in clinical evaluation? 

Students: 
ail the time many times a few times almost never never 

1 7 6 5 

Graduates: 
al1 the tirne many times a few times almost never never 

1 6 -1- 2 

G raduates: 
7a) Does this affect your clinical practice or your learning now that you are a graduate 

dental hygienist? ( Le. now that you are practicing, do you still feel that you were 
disadvan tag ed?) 

Yes 
1 

maybe 
1 

not applicable 



8. Do you feel that there may be learning advantages by having differences among clinical 
instructors in how they teachlcoach in the clinical setting? 

Students: 
Yes 

16 

Graduates: 
Yes rnaybe 

maybe 
4 

9. Do you feel that there may be learning advantages by having differences among clinical 
instnictors in how they evaluate in the clinical setting? 

Students: 
no * maybe 
8 -2- 6 

Graduates: 
No * maybe * 

Other Responses From Faculty Questionnaire 

5. Overall what effect do feel calibration of clinical instruction has on student learning while they 
are taking the Dental Hygiene program? (choose one) 

highly detracts from learning detracts from learning no effect 
1 

may enhance learning enhances learning greatly enhances learning 
6 1 

6. How do they think a low level of consistency among clinical teaching and evaluation affects 
students as far as number of students ? 

no students just a few very vocal students many students al1 students 
1 5 -1- 1 

7. What kind of effect do you think a low level of catibration among clinical faculty has on the 
decision making and clinicaf performance skills of students once they are graduates? 
Circle two of the follotving 

major effect moderate effect minor effect 
1 4 2 

positive effect no effect negative effect 
1 

4 
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Source: Hendricson, W. D., Kieffner, J. H. 1998. Cumcular and Instructional 
Implications of Competency-Based Dental Education. .J Dent Educ, 63: 183-196. 




