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ABSTRACT 

A detemination of the learning needs of health care professionals is 

critical to the implementation of effective and efficient continuing education 

activities. This descriptive study explored the leaming needs of practicing 

dental hygienists from a content and delivery perspective. A survey was 

used to collect data from 1000 dental hygienists practicing in Alberta and 

Ontario, with a 55% response rate. 

Results indicate that content leaming needs center around topics that 

deal with clinical dental hygiene and the latest research findings. 

Respondents identified their most important reason for pursuing continuing 

education opportunities as a desire to remain competent. 

Four delivery methods were defined and explored in the survey and 

the motivators and barriers for pursuing each were identified and discussed. 

Respondents indicated that they most prefer to learn through direct contact 

with colleagues and other professionals but they actually learn most 

frequently from printed materials. 
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CHAPTER I 

INTRODUCTiON 

At no other time in history has the worid in which health professionals 

fundion been subject to so many reshaping forces. The knowledge explosion, 

increasing global cornpetition, deregulation of health care services. legislative 

change, technological advances and many sociocultural forces are re-shaping the 

environment in which health professionals fundion. Educating healthcare 

practitioners becornes aiti-1 wtien change is so rapid and pervasive. Fortunately, 

practicing health professionals have access to a number of feaming opportunities 

through continuing education programs. 

Growth and change are also evident in the field of education. General health 

education as well as continuing education for health professionals is being 

transfomed by a technical and scientific knowledge base that is changing rapidly 

and constantly, by the way in which professionals and consumers understand and 

access services and by professional relationships that are being eroded and 

replaced with more cornpetitive relations (Marsick and Smedley, 1989; Cuny and 

Wergin, 1993). 

Assuring the continuing cornpetence of health care professionals, including 

dental hygienists, is a chalienging and complicated task in this changing 

environment. 

Several methods have been used by professional credentialing agencies and 

licensing bodies to determine continuing cornpetence including examinations, 



continuing education, seif-asessments, peer review, portfolios, case review and 

professional development progms (Knapp and Greenberg, 1996). Each of these 

methods of evaluation have their own strengths and weaknesses (Trautman and 

Watson, 1995). Of ail these methods, continuing education is considered to be "an 

absolute necessity for the maintenance of cornpetence in the profession" (Allen, 

D L ,  Caffesse, R.G., Bornerand, M., Frame, J.W., and Heyboer, A., 1994, p. 51 1 ) 

and is used as a 'rnarkef of competenœ by the majority of professional 

associations (Knapp and Greenberg, 1996). 

Undencoring the need for competent practice and its link to continuing 

education are the ethical principles of beneficence and non maleficence. The 

public needs to be proteded from ham and quality Gare needs to be promoted. 

The Code of Ethics of the Canadian Dental Hygienists' Association charges dental 

hygienists with the 'maintenance and improvement of dental hygiene practice" 

(Canadian Dental Hygienists' Association, 1997). 

The dental hygiene profession in Canada is in a state of change. 

Professional association initiatives, driven by research, technology and public 

health issues, are directing change while new legislation is also impacting the 

profession. There is a need to provide dental hygienists with information that will 

influence their practice and their attitudes. Providers of continuing professional 

education cannot hope to survive in today's environment by developing strategies 

that simply cope with changes. Instead, they must leam to anticipate change which 

demands that they understand the needs of the health professionals as leamers. 



Although the need for frequent updating of knowledge is recognized as a 

necessity to cope with rapid change and maintain cornpetence, some continuing 

education activities do not meet the expectations and needs of the professionals 

(Maudsley, 1993; Miller, 1987, Nowien, 1988). To detemine relevance of content 

with respect to dental hygiene practice and appropriateness of delivery, an 

exploration of the leaming needs of dental hygienists is warranted. 

Purpose of the Study 

The purpose of this study is to determine the perceived learning needs and 

preferences of practicing dental hygienists ftom a content and delivery perspective. 

lnsight into these learning needs will assist with decision making when planning 

future continuing education programs and activities. 

Research Questions 

To meet its intended purpose, the study sought answers to the following 

more specific research questions: 

1. What content areas do dental hygienists identify a need for in their 

continuing education activities? 

2. What iearning methods are preferred by dental hygienists engaged in 

continuing education pursuits? 

3. What motivates dental hygienists to pursue continuing education 

opportunities? 



4. What do dental hygienists identify as bam'ers to pursuing wntinuing 

education activities? 

5. To what extent does age, year of graduation, fomal education completed, 

community of residence or practice, and employment profile influence the 

leaming needs of dental hygienists? 

Assurnptions 

Underlying this research are the following assurnptions: 

1. Dental hygienists in Alberta and Ontario perceive their ethical responsibility 

for participating in continuing education activities. 

2. Dental hygienists in Alberta and Ontario are able ta make objective analyses 

of their personal leaming needs and preferences. 

3. Those surveyed will answer questions honestly and as accurately as 

possible. 

Delimitations 

This research study is restncted to an investigation of the perceived leaming 

needs of dental hygienists who are active members of the Alberta Dental 

Hygienists' Association and the Ontario College of Dental Hygiene. Tests or 

performance measurements were not undertaken to determine actual areas of 

deficiency in knowledge or practice. 



The study was deiimited to a randorn sample of active dental hygienists in 

Alberta and Ontario. The results obtained in examining a random sample rnay not 

be applicable to al1 Canadian dental hygienists. 

Limitations 

The design of this research imposes some limitations on the study: 

1. The instruments designed for use in this research were prepared by the 

researcher. The inherent limitations of these tools and of the imagination of 

the researcher are acknowledged. 

2. The results of the questionnaire were inRuencd by the respondents' abilities 

to evaluate their leaming needs. Areas of need may have been overlooked 

because respondents were unaware that the quality of their practice needed 

improvement. 

3. The questionnaire was ten pages in length and was distributed in mid June. 

The period of distribution as well as the length of the questionnaire may 

have influenced the rate of retum. 

4. There could be a response bias. The design of the study did not allow 

contact with non-respondents. Given the response rate, there may be 

differences between respondents and non-respondents with respect to their 

leaming needs. 



Definition of Tenns 

For the purposes of this study, the following ternis have been defined: 

1 Continuing Education for health professionals can be defined as those 

processes that are intended to improve health care through leaming, and 

rnay be perfomed individually or in conjunction with offerings of wntinuing 

education providers. The leaming which results may maintain or enhance 

professional competence and performance, or increase the effectiveness 

and eficiency of health-care organizations (Suter, E., Green, J.S., Lawrence, 

K, and Walthall, D.B., 1981). 

2. Competence is the ability of a practitioner to apply, in a manner consistent 

with the standards of the profession, the knowledge, judgrnent, attitudes, 

skills and values required to per fon safely in the domain of possible 

encounters defining the practitioners' scope of practice (Brunke, 1996; 

Swendon & Boss, 1995; Trautman & Watson, 1995). 

3. Continuing competence is the ability of the practitioner to demonstrate, at 

any particular time, competence to practice. 

4. The profèssionalmle of the dental hygienist includes five primary areas 

of responsibility: clinical therapy, health promotion, education, 

administration, and research (C.D. H.A., 1995). 

5. Dental hygiene care: the responsible and ethical provision of dental 

hygiene therapy for the purpose of achieving definite outcornes that improve 

a client or community's quality of Iife (C.D.H.A., 1995). 



6. Active mentber= a licensed dental hygienist who is engaged in the pradice 

of dental hygiene either full or part time (AD.H.A, 1998. C.D.H.O., 1996). 

7. Lermer n d s  assessrnent systematic set of procedures undertaken for 

the pufpuse of setting priorities and making decisions with respect to the 

educaüonal needs of participants (Coldeway 8 Delisa, 1983; Witkin 8 

Altschuld. 1995). 

Significance of the Study 

During the past decade, msiderable research has been conducted on how 

health professionals leam and make change to their pradice. Continuing education 

(CE) should be 'based on research and theory from the behavioral and social 

sciences, the leaming needs of the students and the performance of professionals" 

(Fox, Davis, 8 Wentz, 1994, p.18). There is a need for extensive research in 

mntinuing education to enable continuing education providers to promote and 

provide leaming opportunities that are needed and effective. The preferred 

learning methods of practicing dental hygienists have not been documented. 

lnsight into how dental hygienists leam is the key to the effectiveness of 

professional leaming opportunities. The Canadian Dental Hygiene Association as 

well as organized dental hygiene at the provincial levels would benefit from 

information on the  learning needs of dental hygienists when planning continuing 

edumtion activities and conferences, and when organizing print materials for their 

professional joumals. 



The quality of dental hygiene care is impacted by the knowledge held by 

dental hygiene practitioners. Information on content leaming needs of practicing 

dental hygienists would be of pafücular interest ta curriculum planners at Canadian 

dental hygiene programs and to those employed in the field of continuing education 

for dental hygienists in Canada and beyond. 

lncreased consumer awareness has implications for dental hygiene practiœ 

(Ray, 1992). As more technological and scientific information becomes available 

to the public, dental hygiene clients will increasingly request information and access 

to the technologies from practicing dental hygienists. The public, including 

consumen of dental hygiene services and those who deliver those services, 

employers (dentists, regional health authorities, hospitals), private dental insurance 

companies and professional dental hygiene organizations, would benefit if 

individual dental hygienists were current in their knowledge and practice. 

Organization of the Thesis 

Chapter I of this thesis has presented the purpose of the study and the five 

research questions whidi were investigated. In addition, assumptions, limitations, 

delimitations, definition of terms and the significance of the study are outlined. 

Chapter II focuses on the relevant literature in the areas of wntinuing 

professional education, how professionals leam, and needs assessment. 



Chapter III provides a description of the research methodology including a 

discussion of the instrument, population and procedures for data collection and 

analysis. 

Chapter IV presents the findings of the research study, mi le  Chapter V 

consists of the summary, diswssion, and recomrnendations of the study. 



CHAPTER 91 

REViEW OF RELATED LITERATURE 

This chapter presents a review of the literature related to continuing 

professional education. Discussion m'Il focus on four areas: the role of continuing 

educaüon in the health professions; the effediveness of continuing education in the 

health professions; how professionals leam including models of continuing 

education delivery; and the importance of needs assessment in planning effective 

cantinuing education programs. 

The Role of Continuing Education in the Health Professions 

Continuing professional education is considered essential because of the 

'constant increase in knowledge, changes in disease trends, new materials and 

equipment, new delivery systems, and a desire [by health care professionals] to 

provide the highest quality care" (Allen et al., 1994, p. 51 1). The ultimate goal of 

mntinuing education in the health professions is improved patient health. In 1977, 

the World Health Assembly reminded the world of this goal with its adoption of a 

resolution which stated: 

the main social target of govemments and WHO in the coming 
decades should be the attainment by al1 citizens of the world by the 
year 2000 of a level of health that will permit them to lead a socially 
and economically productive life (Engel, Vysohhd, Vodoratski, 1 990). 

To achieve the goal of improving the health of human kind, health 

professionals look to continuing education to fulfill their ongoing needs and 



expectations. Continuing professional education is expected to: transmit new 

knowledge and teach new skills and technologies (Curry and Wergin, 1993); 

improve a pmfessional's ability to engage in wke action (Cervero, 1988); promote 

an understanding of the desirability and nature of change (Engel, Vysohlid, 8 

Vodoratski, 1990); modify behavior which may include 'unleaming' of the familiar 

or practiœd (Bader, 1987; Escovitz and Davis, 1990); and boost the confidence of 

and provide reassurance to practitioners (Keighley and Murray, 1996). 

Scientific theocy supporthg each of the health professions is progressing so 

rapidly that continuing professional education is challenged to keep pace. As 

McGuire states (in Cuny and Wergin, 1993): 

It is reliably predided that our scientific and technical knowledge 
base, now doubling about every five to eight years, will soon beg in to 
double every year in some fields. The rate of expansion in the 
quantity of facts, concepts and principles required for wmpetent 
pradice will differ among professions, depending upon the nature of 
the theories that underlie each (p.8). 

As the essential link between research and practice, continuing professional 

edumtion must exchange an inaeasingly vast amount of information on a continua! 

basis. 

The new information that is facing health care professionals can complicate 

and may compromise their ability to make sound decisions in practice or it can force 

premature decisions prior to adequate reflection (Cuny and Wergin, 1993). 

Cervero (1 992) strongly believes that 'the primary goal of continuing education 

should be to improve professionals' ability to engage in wise action" (p. 98). 

Cervero argues for knowledge that is acquired from practice and criticizes the 

il 



passive leaming techniques that are employed in continuing education because 

they do not consider the 'complexities, uncertainties and conflicting valuesn that 

characterire professional prectice. 

Schbn (1990) ernphasired the importance of rafledion as well as experience. 

In his discussion on knowing-in-action and reflection-in-action, Schdn proposed 

that it is through the reflective process that professionals extend their zone of 

mastery. Other fiterature indicates that critical thinking or higher level reasoning 

must be addressed in continuing professional education as these skills are not 

completely developed during undergraduate education (Schank. 1 990; Whiteside. 

1 997; Brutvan, 1 998). 

New knowledge and technologies influence the environments in which 

professionals practice. As the familiar and cornfortable changes, health care 

professionals need to leam techniques to cope with change itself and because they 

are offen expected to actively participate in implementing change. health care 

professionals need a tnie understanding of the desirability and nature of the change 

they are implementing (Engel, Vysohlid, and Vodoratski, 1990; Fox, 1 996). 

Another major goal of continuing professional education is to help 

practitioners provide optimal health Gare by modifying their behavior to reflect the 

advances in knowledge, skills and practice (Kantrowitz. 1 991 ). 1 nterpersonal skill S. 

attitudes and values are integral components of competent practice and must 

receive attention in continuing professional education. 

Finally, a hidden expectation of continuing education in the health 



professions is to transmit new knowledge and skills in such a way that the 

confidence of the heakh care praçtiüoner is not eroded (Keighley and Murray, 

1996). An overioad of information m n  undermine confidence and cornpetence. The 

personal development and satisfaction of health professionals as leamers is very 

important because it contributes to their sense of self-worth (Fox, Davis, and 

Wentz, 1 994; Nagelsrnith, 1995). 

The Effectiveness of Continuing Education in the Health Professions 

The quality of wntinuing education in medicine and other health professions 

has been examined and questioned because of its relationship to competent 

practice and because it consumes billions of dollars annually (Cervero, 1988). 

Many of the recent criticisms relate to the educational process utilized in this 

'expensive educational smorgasbord" (Escovitz and Davis, 1990) but there has 

been conœm with the divenity in and la& of standards for continuing professional 

education activities for several years. 

As one step in deterrnining the essential attributes of quality continuing 

education programs, the Association of Arnerican Medical Colleges conducted a 

significant survey of practitioners, providers of continuing education courses and 

individuals responsible for accreditation. From this study, a conceptual model for 

quality continuing professional education was developed. The focal point of this 

conceptual model was the health professional or adult leamer. (Green et al, 1984) 

To adequately measure the effectiveness of continuing professional 



education, there was a need to develop standards against which quality couid be 

measured. In 1983, House wnducted a survey of govemment agencies, 

professional associations, licensing agencies, business and industry, wlleges, 

universities , and health related organizations to detemine attitudes towards 

standards of pracüœ in continuing education. Of those respondents to the survey, 

a large majority (84%) felt that standards would enhance the quality of continuing 

professional education. Other survey results led House to wnclude that standards 

should 'emphasize leamer performance and the educational process as opposed 

to organizational inputs and resource requirements' (p. 15). 

Despite a growing understanding of the essential elements in quality 

continuing professional education, the Iiterature shows that effectiveness in 

continuing education has much room for improvement. Green (as cited in 

Abrahamson, 1985) identified four specific criticisms of continuing professional 

education that arise Viroughout the literature: (a) continuing education activities are 

rarely designed to bring about changes in competence or performance; (b) 

evaluation design does not lead to definitive judgments about the impact of the 

educational endeavors; (c) principles of rigorous scientific inquiry and controlled 

experimentation are impracticai for continuing professional education; and (d) the 

rneasurement of health professionals' competence and performance as well as 

health care outcornes has not been developed. 

Acueditation of continuing professional education programs has been 

considered, in spite of the wide diversity in continuing education providers. Rochte 



(1 992) recognized this wide divenity when he developed an accreditation model 

that was dependent upon the involvement of professional licensing bodies, 

institutional acaediting bodies, professional associations and govemment 

regulatory agencies. 

In 1992 Harden and Laidlaw proposed a set of criteria to produce effective 

continuing education prograrns and applied the acronym CRlSlS to stand for: 

convenience, relevance, individualization, self-assessment, interest, speculation 

and systematic. These criteria were first described in 1982 at the Association for 

Medical Education in EuropelAssociation for the Study of Medical Education 

meeting end were considered by many to contribute to the effectiveness of 

continuing medical education. 

In recent years, criticism of the edumtional process utilized for continuing 

medical education has fouised on the Yack of evidence linking educational input 

to clinical behavioral change; on the limited emphasis given by CME [Continuing 

Medical Education] programs to define participant needs clearly; on the teacher- 

dominated transfer of facts rather than active learner participation; and on the 

episodic rather than continuing nature of the processa (Escovitz and Davis, 1990, 

p. 545). 

Chambers (1992), in his article on the continuing education industry as it 

applied to dentistry, proposed that institution-based continuing dental education 

was of limited success because 1 is based on an inappropriate model of knowledge 

building and certification. He proposed a shift in perspective to balance education 



and certification with decision making and network building to ensure better quality 

in continuing education. 

In the model that Chambers advanced, wntinuing dental education would 

be 'consumer driven rather than provider driven, an equal partner with 

undergraduate education and research' and rather than 'selling prepackaged 

bundles of information and playing the expert to the profession. continuing 

education would be wstomized, fast and practitioner driven' (p.677). 

Despite al1 the mticisrn of the design, structure and evaluation of continuing 

education programs in the health professions, there is evidence to support its 

effectiveness. When Stein (1 981 ) examined eight research reports to detemine 

the effectiveness of wntinuing medical education, his conclusion was that when 

sound education principles fonn the basis for planning and organizing leaming 

activities, continuing medical education can result in changes in the performance 

for physicians. 

In a study designed to detemine the effectiveness of a single educational 

intervention for dental hygienists. ambiguous findings resulted. A group of dental 

hygienists were evaluated to measure the immediate and long-terni (six months 

postcourse) effects of a continuing education course on their knowledge, attitudes 

and clinical skills with respect to swling and root planing. Pre- and post-course 

evaluations and observations and participant seifqeports were used to evaluate the 

effectiveness of the course in relation to its knowledge and skill objectives. Results 

of the study indicate that, superficially, the wurse appeared to be successful, as 



reported by the significant increase in knawledge of the participants. There was no 

long-terni improvement in behavior, however, as it was found that six months 

following the course, 'there was no change in instrument [curette] preferenœ and 

a substantial proportion of the students preferred an inappropriate instrument" 

(Young , Speidel and Willie, 1982). 

A Canadian study (Davis, Putnam and Gass, 1983) investigated the 

effectiveness of the most cornmon fonn of continuing medical education activity, the 

short course. Through a review of the literature, the authors categorized the types 

of outwmes expected from short course interventions and organized over 200 

articles according to the type of evaluation that was done. This organization 

identifid four types of evaluation: (a) Type I involved perception of the program by 

the participants; (b) Type II involved changes in knowledge, skills or attitudes by 

participants; (c) Type III involved measuring performance changes following 

continuing education pmgrams; and (d) Type N evaluated patient outcornes. Their 

findings indicated that when Type I or II evaluation results were wnsidered, short 

courses were found to be most effective. When change in performance was 

examined (Type III) or related to health care outcornas (Type IV), no direct link 

could be made to the impact of a short course. 

Haynes, Davis, McKibbon and Tugwell(19&4), in their study to establish the 

efficacy of continuing medical education, reported that only 7% of the 245 articles 

that were surveyed assessed the impact of continuing medical education on patient 

outcomes. From their findings, they wncluded that "this small figure no doubt 



d e c t s  the diaiit methodolagical and logistical barriers to such research" (p. 63). 

In 1987, Bader reviewed the dental literature over a 25 year period to 

determine the effecüveness of continuing education in dentistry and stated that 

there was an absence of conclusive evidenœ conceming its effectiveness. This 

was of parüwlar interest becawe of the profile of the dental practitioner that Bader 

thought Wll be dominated by a large cadre of middle-aged professionals whose 

training refleds older knowfedge and technology, a different distribution of disease 

and h e m  a diffmnt treatment emphasis" (p.43). Based on this profile, Bader felt 

that most of this group would have a need for extensive retraining and knowledge 

acquisition in the fom of continuing education and so the inconclusive evidence 

conceming its effectiveness was alarming. 

Nona, Kenny and Johnson (1988) also examined the literature that evaluated 

the effectiveness of wntinuing education programs for health professionals 

including the dental profession. Studies prior to 1970 were eliminated as were 

studies which atternpted to evaluate only participant satisfaction. This resulted in 

the examination of 142 research articles and studies which were categorized 

according to the methodology used, the types of educational outcornes 

investigated. and overall findings. They concluded that continuing professional 

education can be effective. In their discussion, two important points were made: 

relevance is crucial to the effectiveness of a program and studies that fail to show 

any change in attitude or behavior may 'reflet3 as much upon where the course fits 

into a professional's process of change as it does upon the effectiveness of the 



prograrnm (p. 1 1 6). 

A two year study to assess the effects of continuing medical education 

(CME) programs on physician pradice behaviour was wnducted by the Amencan 

College of Cardiology (Miergin, Mazmanian, Miller, Papp, & Williams, 1988). Using 

telephone interviews before and afler CME conferences and control groups drawn 

from program cancellations, the results indicated that there were nurnerous 

influences on practice that interacted with the CME content to produce change. 

The study also indicated that change attributable to a CM€ program was often 

delayed. 

Mdaughlin and Donaldson (1 991) reviewed articles describing continuing 

medical education programs between 1984 and 1988. A total of 135 articles were 

reviewed over the five year pend of the study. It was found that 17% of the articles 

were targeted toward changing attitude, 59% were targeted toward changes in 

cognition, and 62% of the articles exarnined programs interested in addressing 

patient outcomes andlor physician performance. The authors felt this distribution 

demonstrated a trend towards evaluations of secondader outwmes Le. 

evaluations that went beyond the primary participants in the programs. 

An increase in the number and ngor of continuing medical education studies 

promoted a review of the fiterature between 1975 and 1991, in order to assess the 

impact of educational interventions on physician performance and health Gare 

outcomes (Davis, Thomson, Oman, & Haynes, 1992). One of the conclusions of 

this extensive review was that continuing medical education is more effective when 



'it incorporates practice-based enabling and reinforcing strategies and that 

adequate assessrnent af physicians' ne& leads to inaeased potentia! for change" 

(pl 116). 

How Professionals Learn 

For the health professional, the path of lifelong leaming starts with 

enrollment in a professional sciiool, and continues throughout professional practice 

and beyond. The longest stretch on this road to enlightenment and competent 

practice ocairs after graduation. This is also the most wmplex phase of 

professional education (Davis & Fox, 1994). 

As a health care professional progresses from the level of undergraduate 

education to graduate and or continuing education, the control for professional 

leaming moves from the institution to the individual. For a student who is 

proceeding through undergraduate education, the cuniculum content is decided by 

research discoveries and educators, in hamony with the profession. Upon 

graduation, the onus of responsibility for knowledge acquisition and application 

shifts to the individual (Green et al, 1984). 

In the last two deades, much has been written on how adults leam. In his 

theory of androgogy, Knowles (in Merriam, 1996) proposed four principles of adult 

leaming: (a) adults must be pemitted to be self-directing in their leaming; (b) the 

role of experience must be valued; (c) topics should be relevant to leaming; and (d) 

leaming should be problem centered. 



The implications of Knowles' theory for continuing professional education 

is that it nurhrres lifdong leamers, that leaming is more authentic when the context 

for leaming is considered and that it should develop or enhance in professionals 

critical thinking skills (Bennett in Rosof & Felch, 1992). AI1 of these features are 

critical to competent practice and quality patient care. 

In 1986, Belsheim described three rnodels for continuing professional 

education. The education model focused on content, knowledge, and skills; the 

change model gave emphasis to the total environment in which the professional 

was operating and the problem-based model fowsed on problerns of practice and 

their analysis. Belsheim strongly concluded that problems of practice should be 

taken into consideration when wntinuing education programs are being planned. 

Traditionally, continuing professional education has followed the educational 

model where a professional receives knowledge, and learns skills, from experts, 

uswlly in a fomal setting (Cervero, 1992). The problem with this method is that it 

ignores the interaction that occurs through everyday practice experiences. A 

different rnodel is gaining credibility whereby the health care professional is 

adively interpreting expriena based on his or her present and past 
experience, personality, genc!er, cultural perspectives and 
environment. Leaming is viewed as a cyclical process [where] 
professional knowledge is. ..fluid, constantly ch ang i ng and 
reforming (Baskett, 1 993, p. 16). 

Research has supported the theories and models involving how 

professionals, as adults, leam and has provided insight into the methods used. 

In an often quoted study, Milgrom (1978), examined the continuing education 



pracüœs of Washington state denüsts and related them to the quality of restorative 

dental care. He found that dentists prefer an active (e.g. study clubs) rather than 

a passive approach to continuing education and yet the greater majority of them 

parücipated in passive (e-g. lecture courses) ducational experiences. In his study, 

that involved questionnaires and peer assessment, Milgrom found that those 

dentists who rated university courses, study dubs and talking shop with colleagues 

as more useful methods of continuing education provided a higher quality of 

restorative treatment. Those dentists who rated supply Company representatives, 

trade joumals and books as the most useful continuing dental education sources, 

had lower measures of technical performance and poorer patient oral health. 

Technical performance and patient oral health were established through clinical 

examination by trained examiners. 

Scanlon and Blagg (1 985), studied three major allied health occupations and 

also found that those sampled tended to be active leamers, and that their efforts to 

pursue cantinuing education were often seif-directed. 

A study of the leaming methods used and preferred by practicing physicians 

in Nova Scotia, New Brunswick and Prince Edward Island determined that the 

Maritime physicians prefer independent leaming methods, particularly reading 

(Cuny 8 Putnarn, 1 981 ). This study also found that informal discussion appeared 

to be used and prefened primarily to update skills rather than to update knowledge. 

Physicians indicated that formal consultations were the most effective method of 

changing their management behavior. Several years later, because of the 



ovemhelming pfeference for reading and very little research evidenœ of the effect 

of reading materials on competency and performance. a group of physicians 

conducted a randomized trial of a mailed continuing education program on 

hypertension (Evans, Haynes, Birketf Gilbert, Taylor, Sackett, Johnston & Hewson, 

1986). The study found that the continuing medical education program that had 

been mailed, had no influence on the pradices of physicians and spewlated that. 

although information was transrnitted, it was swn  forgotten because it was not 

incorporateci into practice. 

A decade later, Tamblyn and Battista (1993), sought to determine whicb 

educational interventions were most effective in changing clinical practice. They 

oonciuded that three factors were important in maxirnizing leaming gain: perceived 

relevance, the opportunity to practice, and the provision of corrective feedback. 

Building on this new undentanding of how professionals leam and change 

and as part of a maintenance of cornpetence program (MOCOMP), Clark, Campbell 

and Bondou (1 993) surveyed medical specialists to detemine the continuing 

education methods that they used and preferred. Twenty-seven methods of 

continuing education inciuding formal educational activities, video and audiotapes, 

scholarly adivities and reading were provided in the survey. Browsing of joumals 

was found to be the most frequently used activity, followed by hospital rounds, 

teaching, and in-depth reading. The survey showed that self-directed continuing 

edumtion including indepth reading, literature searches, browsing of journals, and 

scbolarly activities such as teaching were the most preferred methods. 



A world wide survey of the participatory continuing education practices of 

dentists found that the majority of cwntries sunreyed (N=26) offer participatory 

education courses although it foms only a small proportion of overall continuing 

education and little evaluation seems to take place to measure the subsequent 

value ta the practitioners attending the wunes (Allen et al., 1994). 

In 1994. Chambers and Eng surveyed dentists wtm had been in pradice from 

one to twehre years to detemine where they leamed to perfonn specific procedures 

from a list that included undergraduate education, formal wntinuing education 

courses, joumals, colleagues or self taught. It was found that just over half of the 

fifty-six procedures about which the dentists were questioned were improved upon 

or leamed initially in a 'self-teaching' mode. 

A study that examined the information seeking patterns of dental hygienists 

in Northem British Columbia (Covington, 1996) found that dental hygienists are 

utilizing traditional information sources such as discussions with colleagues and 

reading journal articles and that the least utilized information sources are the 

indices to the literature and electronic information sources. Respondents to this 

survey identified geographic isolation, la& of electronic information sources and 

cost as the top three barriers to information access. 

Needs Assessment 

Educational needs assessrnent is increasingly regarded as an essential 

component of program planning, design and evaluation in adult and continuing 



professional education (Wtkin & Altschuld, 1995; Ward, 1988). When Stein 

(1 981) exarnined eigM msearch reports to determine the Mediveness of continuing 

medical education, he identified that a major problern in determining course 

ef'fediveness was linked to the fact that th8 descriptions af the continuing education 

adivity were not M e n  in ternis of the four major elements of the leaming process: 

(1) needs identification; (2) clear goals and objectives; (3) relevant leaming 

methods with an emphasis on participation; and (4) evaluation. 

Coldeway and Oelisa (1983) underscoreci the critical nature of a needs 

assessrnent when they identifieci the determination of praditioneis leaming needs 

as the foundation for quality continuing medical education. In their discussion of the 

factors that should be considered when prioritizing educational activities, they 

suggested that leaming needs assessments should be designed in such a way that 

when the data were analyzed it was possible to determine whether the problem was 

educational, system reiated or attitudinal. They suggested that attitudinal and 

systems problems were rarely solvable by education and should be addressed 

through other methods. 

In Frye's (1 990) comparative analysis of the impact of mandatory continuing 

education in the professions of law and medicine, she observed that 

failure to identify learning needs of the practitioner frequently is cited 
as a reason for ineffective or unsuccessful programs in continuing 
medical and legal education alike. Accurate assessment of leaming 
needs is perhaps the most difficult and least understood aspect of 
continuing education because it is an assessment of the type as well 
as the extent of the deficiencies in leamer performance and 
cornpetence (p.23). 



To detemine the learning needs of denüsts in South Carolina, the Statewide 

Needs Assessrnent Program (SNAP) was developed in 1981 (Ross, Smith, Smith 

& Waldrep). This program had three basic components: a questionnaire, a 

computer program and a report of results. The questionnaire allowed respondents 

to rate their perceived needs on a five-point Likert scale with possible responses 

ranging from 'aitical need 10 'no neeb. if the respondents indicated a need, they 

were then required to indicate the level of instruction desired on a three point s a l e  

as basic, intermediate or advanced. This design allowed for assessment of type 

and extent of need. The computer program used in the study produced reports 

which were distributed to individuals, cornmittees and agencies in South Carofina 

that were planning to implement dental continuing education courses. 

Another study. aimed at general dental practitioners, conducted a needs 

assessment using Harden and Laidlads CRlSlS mode1 (1992) for effective 

continuing educaüon (Davis, Harden, Laidlaw, Pitts, Paterson, Watts 8 Saunders, 

1 992). In their paper, Davis et al. describe the development of a mailed distance 

learning programme that was only successful because the learning needs of the 

general dental practitioners had been established first. The resource book 

designed for the programme met the needs of all Viree groups of practitioners 

identified in the needs assessment: those who knew about techniques and had 

already adopted hem; those who knew about the techniques but had not integrated 

them into pradiœ; and those wtio were not interested in trying the new techniques. 

Educational strategies were devised to meet the educational needs of the three 



groups of general dentists identified in the needs assessment and were 

incorporated into the resource book 

With educafiucafional needs assessrnent being regarded as a critical component 

for Medive program planning, it is necessary to consider whose needs are being 

assessed. the provider or the leamer. In a study of family physicians, a 

questionnaire as well as focus groups were used to detemine the leaming needs 

of family physicians (Mann and Chaytor, 1992). Based upon a 50% response rate, 

this study reported that, of all the resources used to meet their leaming needs, 

professional joumals and consulting colleagues were most frequently used by 

physicians to update information. Cornputers were identified by respondents as 

important to information access but older, rural physicians reported low skill levels 

for using cornputers. One af the conclusions of this study was that for self-directed 

leamers, fona l  activities may be just one part of an overall leaming plan. 

One mticism of needs assessment is their cost (VVitkin and Altschuld, 1995). 

An Australian study set out to establish the feasibility, acceptability and value of a 

needs assessment in planning and wnducting a seminar about skin cancer for 

general practitioners (Ward and Macfarlane, 1993). In this well planned and 

innovative study, a survey was designed around the educational objectives 

developed for the course in order to assess the educational needs of registrants. 

When registrants were mailed their receipts of registration, they were asked to 

m p l e t e  the survey and retum it before the course presentation. The key findings 

of the needs assessment were discussed with the speakers of the serninar. This 



uncornmon use of a needs assessment to refine a continuing education program 

that was already planned pemiitted for greater relevance in course information. 

The high response rate (ûû0r6) indicated that the medical practitioners accepted the 

needs assessrnent tao1 especially men it was used to enhance a leaming 

exparience in which they had already indicated an interest in. 

Summary 

Continuing education in the health professions has been strongly linked to 

cornpetent practice. With the signifiant changes to the scientific and tedinical 

knowledge base ocaimng at a rapid paœ, the understanding of human health and 

disease requires significant attention. Health care professionals need to maintain 

a current knowledge level if the health of the public is to be improved and 

continuing education activities provide the opportunity for doing so. 

The way in which continuing professional education is delivered has 

received much criticism in the Iiterature with respect to its efficacy. Early studies 

criticized the design and lack of scientific rigor applied to research in this area. 

More recently, continuing education in the health professions has been criticized 

for its lack of adherence to proven educational principles. 

When health care professionals are studied to detemine how they leam 

most effectively, they appear to resemble other adult leamers. They are found to 

engage in feaming that is self directed, with formal continuing education programs 

acting as only one source of information. Health care professionals value personal 



expience and relevanœ when leaming. Leaming that is problem centered also 

sppean to be more effective for health care professionals. 

When a needs assessment is conducted prior to a continuing education 

intervention, the research indicates that this is the most effective way by which 

factors such as knowiedge, skills, cornpetence and habitua1 ways of doing things 

can be ident'rfied. By revealing Vue and speaFic dekiencies for leaming, programs 

can be planned that are more relevant, thai value experience, that are practice and 

problem centered and that should result in more efficient learning. 

The information gained through the Iiterature search supports the 

methodology utilized for this research. 



CiîAPTER HI 

DESIGN AND METHODOLOGY 

This study was designed to investigate the learning needs of a group of 

Canadian dental hygienists from a content and delivery perspective. This chapter 

contains the research design and rnethodology utilized for this quantitative study 

and is divided into four sections. lncluded are a description of the research 

instrument; a discussion of the population; content validity of the survey; a 

description of data collection; an explanation of data analysis; and ethical 

considerations for the research. 

Research Instrument 

The survey (Appendix A) that was utilized for this research was developed 

following a review of the literature and after consultation with a panel of experts 

from the dental hygiene profession. The survey contained three sections. 

The first section, learning methods, explored the respondent's preferences 

for specific learning methods. Following a review of the Iiterature, four groups or 

categories of learning methods were identified: print rnaterials, direct contact with 

professionalslcolleagues, formal educational activities and non print materials. 

Each group represented an approach to reaching continuing education participants 

(McLaughlin and Donaldson, 1991). Each method was defined in the questionnaire 

by using a list of the possible sources of learning using that specific method. For 

example, fonnal educational activities included study clubs, professional 



conventions, professional acüvities, university/community mllege sponsored on-site 

courses, on-line courses and distance leaming courses. Within this category 

different leaming techniques would be possible. 

The survey was chosen for data colledion because it is an impersonal probe 

that should minirnize bias (Leedy, 1993). A four point rating scale was utilized in 

the first section of the suwey. The rating scale is one of the most widely used 

measuring instruments and is effective when questions seek to elicit attitudinal 

information. A middle of the scale rating was not used to force respondents to 

choose either a positive or negative view (Ary, Jacobs and Razavich, 1990). Each 

point on the rating sa le  had clearly defined parameters with an allowance for a 

non-response. 

The second section of the survey involved content needs and was designed 

around the baseline abilities defined in the C.D.H.A. document, Dental Hygiene: 

Definiion and Scope (1995). There are fifteen structure criteria defined in the 

Dental Hygiene: Definition and Scope (1 995) document (Appendix F). These 

stmcture criteria were used to organize the content section of the survey into fifteen 

groups. Every standard within each group was considered for a continuing 

education offering or course title. The list of titles found within a specific group 

conespondended to the five areas of dental hygiene practice responsibilities 

(clinical therapy, health promotion, education, administration and research). 

Respondents were asked to identify all, some, or none of the course titles they 

preferred to have available. 



A panel of experts, consisting of five dental hygiene educators were 

consulted to verify that the individual wntinuing education offerings corresponded 

to the baseline dental hygiene abilities outlined in the Dental Hygiene: Definition 

and Scope (1995) document. The instructions given to the panel of experts are 

presented in Appendix 8 and indude a request to comment on the process involved 

in aniving at the possible topics and the end product or individual continuing 

education offerings. 

In the third section, dernographic data were collecteci to help provide general 

factual information about the respondents. Questions were asked concerning year 

of graduation, formai education completed, cuvent employment setting, size of 

community of residence and practice, province of pradice and age. Because dental 

hygiene is predominantly a fernale profession, a gender question was not asked. 

All of this information was necessary to provide insight into the areas of greatest 

need and to refIect the literature that states that age and years from graduation are 

two of the biggest predicton of professional competence (Caulford, Lamb, Kaigas, 

Hanna and Norman, 1994). 

Content Validity 

The content validity of the survey was established in WO ways. First, a panel 

of experts validated the content through their understanding of the roles and 

responsibilities of dental hygienists. A letter was sent to five dental hygiene 

educators explainhg the organization of, and rationale for, the continuing education 



Merings proposed for indusion in the survey. All five experts responded in writing 

and four were further inteMewed to clarify their input 

Secondly, the survey was field tested on a convenience sample of six 

pradicing dental hygienists to detemine or improve a) length of time required for 

completion and b) clarity of instructions and questions and c) appropriateness of 

format. The dental hygienists that were contaded for the pilot were from British 

Columbia (2), Alberta (2) and Ontario (2). The letter that accompanied the pilot 

survey and the fom used for retum input are included as Appendix C. Data 

collected from the pilot study surveys were not utilized in the actual study. Input 

from the pilot participants resulted in word changes to enhance clarity. 

Representativeness of Sample 

A random sample of one thousand Canadian dental hygienists were 

surveyed for this research. One western Canadian province, Alberta, and one 

eastem Canadian province, Ontario, were selected for this study. Five hundred 

dental hygienists licensed and actively pradicing within the Province of Alberta and 

members of the Alberta Dental Hygienists' Association (population = 1307) and five 

hundred dental hygienists licensed and actively practicing within the Province of 

Ontario (population = 5762) sewed as the sarnple for this study. This sample may 

be representative of the larger population of all Canadian dental hygienists with 

respect to age, years of dental hygiene practice, current employment setting, and 

formal education cornpleted. 



Data Collection 

Once the swvey was developed, the Alberta Dental Hygienists' Association 

and the Ontario College of Dental Hygienists assisted by providing the names and 

addresses of active registered rnernbers of those associations. From these 

membership lists, a random sample of 500 Alberta dental hygienists and 500 

Ontario dental hygienists were seleded and mailed the survey. A third party made 

the seledion for the mailout due to the researchefs long history in dental hygiene 

education and familiarity with many memben of the professional association. 

The covering letter (Appendix D) that accornpanied the survey, explainad the 

purpose of the study, the voluntary and anonymous role of the respondents and the 

assurance that the information would remain confidential. 

The questionnaire was mailed to the potential participants on June 15, 1998 

and respondents were given one month to amplete the survey (July 15, 1998). A 

follow-upl thank you letter was sent two weeks &ter the initial mailing (Appendix E). 

Data Analysis 

Both quantitative and qualitative data were obtained from the survey. A 

Likert scale using four intervals was provided for respondents to rate each forced 

choice within a question. Respondents were also allowed to provide written input 

for each question. Data from the retumed questionnaires were entered into the 

Excel program and then the Statistical Package for the Social Sciences (SPSS) was 

used for statistica! analysis. Demographic data were organized according to 



descriptive statistics such as range and frequency distribution. Data relating to the 

respondents preferences in continuing education pradices and leaming style 

choices were examined through the calculation of means and frequency 

distributions. Frequency counts were used ta summarize suwey data. A 

significanœ level of .O5 was used for al1 tests of significance. Data relating to the 

respondent's levels of expressed need for continuing education or training in 

relation to baseline abilities were examined through the calculation of means and 

frequency distributions. 

The qualitative component of the survey consisted of comments on the 

questionnaires which were transcribed utilizing a cornputer word processing 

program and analyzed to detemine themes. 

Ethical Considerations 

Ethical approval for this study was obtained from the University of Alberta's 

Fawlty of Education Ethics Cornmittee. All participants received a covering letter 

outlining the basic information regarding the study including a statement that 

participation in the study would be kept anonymous and confidential. Participation 

in the study was voluntary and respondents were advised of this. Anonymity was 

ensured by reporting grouped data, and the names of people were not used in any 

report, discussion or publication. Al1 wmpleted questionnaires will be destroyed 

in accordance with University of Alberta policy. 



Methodology Summuy 

A research instrument exploring the leaming needs of dental hygienists was 

developed following a review of the Iiterature, consultation with a panel of experts 

and a pilot test of the questionnaire. 

A total of 1000 individuals were contaded for the study. This included 500 

dental hygienists from western Canada residing in the Province of Alberta and 500 

dental hygienists fmm eastem Canada residing in the Province of Ontario. 

Respondents were described according to six demographic factors: year of 

graduation, f m a l  education completed, curent ernployment, size of community of 

residence and practice, province and aga 

Analysis of the data was through the calculation of means and standard 

deviations for learning delivery needs, and frequency distributions for leaming 

content needs. Qualitative data were analyzed to detemine themes. 



CHAPTER IV 

PRESENTATION AND ANALYSIS OF DATA 

This chapter presents the findings of the survey which explorad the learning 

needs of dental hygienists in Alberta and Ontario from a content and delivery 

perspective. It is organized into eight sections. The first section presents the 

demographic data and background charaderistics of the respondents to the survey. 

The second section examines the respondents' identifid leaming needs for specific 

content. The third section of this chapter presents information on the delivery 

needs of dental hygienists when they are leaming. The next four sections discuss 

the motivators and barrien when using the four delivery methods identified in the 

survey: print materials, direct contact with colleagues and other professionals, 

formal educational activities, and non-print materials. The eighth section reports 

wmparisons between subgroups of respondents and perceived learning needs. 

Demographics & Background Characteristics 

The survey population consisted of active, licensed dental hygienists in the 

provinces of Alberta and Ontario randomly selected from the registrars' mailing lists. 

Of the 1000 surveys that were distributed, 500 were sent to Alberta dental 

hygienists and 500 were sent to Ontario dental hygienists with a total of 563 

respondents. There were 298 responses from Alberta. In Alberta, six surveys were 

returned undelivered and seven surveys were received too late for data entry, 



indicating a usable return rate of 59% for 291 surveys. There were 262 responses 

from Ontario dental hygienists. In Ontario, five surveys were retumed as 

undelivered and twelve were received too late for data entry, indicating a usable 

rate of 51 % for 250 surveys. Following chi-squared analysis this difference in retum 

rate by province was not msidered significant Three respondents did not indicate 

their province of practice. 

Discussions Dave Odynak, a researcher with the Population Research 

laboratory at the University of Alberta, indicated that the retum rate for mailed 

surveys is generally between 10% to 40% (personal communication, September 8, 

1998). Thus, the study's overall retum rate of 55% reflects an acceptable retum 

rate level. 

ear of Graduation 

Figure 1 depicts the year that the respondents graduated from their dental 

hygiene program. Figures 2 and 3 indicate the year of graduation as a dental 

hygienist for Alberta and Ontario respondents. Respondents indicated a range 

between new graduates (within the fast three years) and those over 28 years away 

from graduation. In both provinces, the largest group of respondents graduated 

from four to eleven years ago while the smallest group were those dental hygienists 

who graduated prior to 1970. Three quarters of the respondents are within 

nineteen years of graduation. Three respondents did not indicate the province but 

are included in the total. 



Figure 1 : DisWbutlon of Total Respondents 
(n=544) by Year of Graâuation 

Figure 2: Distribution of Alberta (n-291) 
Respondents by Year of Graduation 

Figure 3: Distribution of Ontario (n=250) 
Respondents by Year of Graduation 



There were four educational categories identified in the survey: those 

dental hygienists with diplomas/cerüficates, those wih bachelor degrees, those with 

rnasters degrees and 'other'. Table 1 indicates that the majority of respondents in 

both provinces hold diplomas/certificates with 9.3Oh of Alberta respondents having 

completed bachelor degrees and 8.4% of Ontario respondents also holding 

bachelor degrees. Three respondents (1 .O%) from Alberta held masters degrees. 

A total of 4.2% of respondents did not answer this survey question. 

Table 1 : Educational Background 

formal education Alberta Ontario Total* 
completed n=291 n=250 n=544 

Diploma/certificate 244 83.8 205 82.0 450 82.7 
Bachelor degree 27 9.3 21 8.4 48 8.8 
Master degree 3 1.0 - - 3 0.6 
Other I O  3.4 10 4. O 20 3.7 
no answer 7 2.4 14 5.6 23 4.2 

Total 291 100.0 250 100.0 544 100.0 
Three respondents did not indicate the province, but are included in the total. 

Answers fiom the 'other' category, which involved 3.4% of Alberta respondents and 

4.0% of Ontario respondents. indicated that this segment held credentials as dental 

therapists (5), dental assistants (3). nurses (2). expanded duty dental hygienists (6). 

and teachers (4) or they were currently pursuing bachelor degrees (7) and had 



partially completed required courses toward a specific credential. 

r 
The majority of respondents from both provinces indicated that they practiced 

four or more days per week or full time. The rernaining respondents indicated part 

time (less than four days per week) employment Table 2 provides percentage 

figures for each province concerning full and part time employrnent. 

- - 

Table 2: Current Employment Status 
- -- -- 

Employment statu~ Al berta Ontario Total* 
(n=291) (n=250) (n=544) 

Full time (24 daysMeek) 171 58.8 135 54.0 307 56.9 
Part time (s4 dayslweek) 1 12 38.5 111 44.4 223 41 .O 
no answer 8 2.7 O 1.6 14 2.6 

Total 291 100.0 250 100.0 544 100.0 
7hree respondents did not indicate the province, but are included in the total. 

The majofity of respondents in both provinces indicated employment in 

private dental practice, as displayed on Figure 4. Dental hygienists ernployed in 

public/cornmunity health represented the next largest category while practice in 

hospitals or employment in research were identified by the smallest number of 

respondents. The 'other' category was answered by dental hygienists involved in 

atypical c h i c  practice settings (e.g. rnilitary dental clinic, group home, occlusal 

management clinics, correctional institution); advanced management positions (e-g. 



president of dental employment agency, practice management coordinator, 

contractor nursing homes); or those who wished to disdose that they were currently 

unemployed (e.g. disability leave, matemity leave). Alberta and Ontario 

respondents exhibited similar profiles conceming their employment settings 

(Figures 5 and 6). 

1 Figure 4: Distribution of Respondents by 

I Employment Setting 

Legend for Figure 4: 
PDP Private Dental Practice (Including general and specialty practice) 
PCH PublidCommunity Health 
PSI Post Secondary Institution 
H Hospital 
A Administration 
R Research 



Figure 6: Distribution of Respondents by Employrnent 
Setting: Ontario 



of Residence and P-ce 

The largest group of respondents in both Provinces live and practice in an 

urban community with a population that is greater than 100,000 people while the 

smallest groups practice in rural communities (less than 5000 people) and live in 

small urban communities with between 5000 and 10,000 residents. Table 3 

identifies the distribution of respondents according to community size. A greater 

number of respondents in both Alberta and Ontario live in rural comrnunities than 

practice there. 

Table 3: Distribution According To Community Size 
- 

Size of comrnunity Alberta Ontario Total (n=544)* 
(n=291) (n=250) 

Practice in: 
Rural (~5000) 22 7.6 11 4.4 33 6.1 
Urban 1 (~5000 26 8.9 16 6.4 43 7.9 

4 0,000) 59 20.3 76 30.4 135 24.8 
Uhan 2 (>10,000 179 61.5 1 46 58.4 325 59.7 

4 00,000) 5 1.7 1 0.4 8 1.5 
Urban 3 (~100,000) 
No answer 

Live in: 
Rural (c5000) 42 14.4 35 14.4 77 14.2 
Urban 1 (~5000 18 6.2 16 6.4 35 6.4 

<10,000) 51 17.5 72 28.8 123 22.6 
Urban 2 (> 1 0,000 172 59.1 123 49.2 295 54.7 

4 oo,Ooo) 8 2.7 4 1.6 14 2.6 
Urban 3 (>100,000) 
No answer 

'Three respondents did not indicate Province but are included in total. 



The age of respondents ranged from less than 25 yean to over 50 years of 

age. The largest group of respondents in both provinces were 31 to 40 years of 

age. Figures 7 and 8 detail age distribution by province. Two respondents did not 

indimte their age. 

Figure 7: Age of Respondenb - Alberta 

Figure 8: Age of Respondents - Ontario 



In sumrnary, the respondents were most likely to have a diplomalcertificate 

in dental hygiene; to have graduated between 1987 and 1994; to be employed full 

time in private dental practice in a large urban centre and be between 31 and 40 

years of age. 

Content Needs 

To address the research question investigating the leaming needs of dental 

hygienists from a content perspedive, the suwey listed professional development 

offerings (ie. course titles) which were designed around the standards defined in 

Dental Hygiene: Definifion and Scope (C. D.H.A. 1 995). Table 4 lists the fifteen 

structure criteria that organite the 197 standards into distinct groups. Appendix F 

defines each of the structure criteria and details the standard expected for each 

criteria. 

Descriptive statistics (frequency wunts) are used to describe the need for 

specific content within each structure criteria. To identiw an overall frequency of 

content need within the fifteen groups of standards, the frequencies with Wich 

respondents chose a specific title within the group were divided by the number of 

content choices available under that heading. Table 5 displays the fifteen structure 

criteria and through percentage calculations indicates the need for content within 

each group of standards. 



Appro>a'mately haff of the respondents expressed a need for content related 

to ten of the ffieen groups of standards. A need for content related to the 

remaining five groups of standards was indicated by approximately one third of the 

respondents. Respondents in both provinces indicated the highest need for 

knowledge specific to Criteria J: Client/Cinician safety and the lowest need for 

information from Category M: Evaluation - Ongoing. 

Table 4: Structure Criteria Used to Group the Dental Hygiene 
Standards and the Number of Content Choices Found in the Survey 

# of Content 
Structure Criteria Headings Used to Group Standards Choices Found 

in the Survey 

A. Dental hygiene responsibilities 7 
B. Participative decision making 7 
C. Support and Resource Requirernents 7 
D. Maintaining professional cornpetence 6 
E. Information management 8 
F. Practicing professionally 7 
G. lndividualizing services 5 
H. Assessrnent 7 
1. Planning - Client participation 6 
J. lmplementation - ClientIClinician Safety 5 
K. lmplementation - Equiprnent and Resource 4 

selection 
L. lrnpiementation - Provision of Care 7 
M. Evaluation - Ongoing 6 
N. Evaluation - Revision 4 
O. Evaluation - Outcornes 5 

Total 90 



Table 5: Percentage of Respondents lndicating a Need for Content Within 
the Fîfteen Groups of Standards 

Topic Alberta Ontario Total' 

% Rank % Rank O !  Rank 

A Dental Hygiene 
Responsibilities 

B. Participative Decision making 52.4 7 46.9 7 49.7 

C. Support and Resource 51.5 8 45.9 9 48.8 
Requirements 

O. Maintaining professional 57.0 3 55.7 3 56.4 
m m  petence 

E. Information Management 50.9 9 47.5 5 49.2 

F. Practicing Professional ly 50.8 10 47.3 6 49.0 

G. lndividualizing Services 39.7 13 37.4 13 38.7 

H. Assessment 44.3 12 41.7 11 43.1 

I. Planning-Client Participation 59.4 2 54.0 4 56.8 

J. Irnplernentation- 61.2 1 61 -6 1 61 -3 
ClientlClinician Safety 

K Irnplementation-Equipment 54.6 5 46.2 8 50.7 
and Resource Selection 

L. Implementation-Provision of 45.7 1 39.9 12 43.0 
Care 

M. Evaluation-Ongoing 32.1 15 27.1 15 29.8 

O. Evaluation-Outcornes 53.2 6 45.8 I O  49.7 
Three respondents did not indicate province but are included in total. 



Descriptive statistics (frequency counts) are used to present the need for 

specific professional development offerings or course titles. Two thirds of al1 

respondents chose the fifteen titles identified in Table 6 as needed content topics. 

Table 7 lists the least needed content topics that were identified by respondents. 

In Alberta, respondents indicated a higher level of need for specific content 

that dealt with: (a) research on the latest products; (b) the latest in prevention: 

products and techniques; (c) techniques to stay wrrent; (d) the impact of alternative 

medicine on dental hygiene care; and (e) the latest in dental treatment options: 

materials and techniques. These are ail topics which fows on what the curent 

researh is saying and deal with knowledge and skill enhancement. Lower levels 

of need are adated w i i  content dealing with the undertaking or understanding 

of research methodology. 

In Ontario, respondents indicated a higher level of need for specific content 

that dealt with: (a) techniques to stay wrrent; (b) research on the latest produds; 

(c) the impact of alternative medicine on dental hygiene care; (d) the latest in 

prevention: products and techniques; and (e) advanced periodontal therapies. 

These are all topics that deal with leading-edge knowledge and the accompanying 

skitls. Lower levels of need in Ontario mirrored Alberta's tow need areas for content 

dealing with the understanding or undertaking of research. 



- - - - -- - -- 

Table 6: Percentage of Respondents Indicating a 
High Need for Specific Content 

Alberta Ontario Total* 
(n=291) (n=250) (n=S44) 

Research on the latest pmducts 

Techniques to stay current 

The impact of alternative medicine on 
dental hygiene care 

The Iatest in prevention: products and 
techniques 

The latest in dental treatment options 
materials and techniques 

Advanced penodontal therapies 

Optimal use of dental hygiene skills 

How to irnprove client satisfaction with 
dental hygiene care 

infection control controversies 

Treating high risk clients 

Dental hygiene career alternatives 

The evolving role of the dental hygienist 

Alternative pain control methods 

Motivational techniques 

Infectious disease and dental hygiene 
practice 

c.Three respondents did not indicate the province but are included in the total. 



- - -- 

Table 7: Percentage of Respondents lndicating a 
Low Need for Specific Content 

Course Title Al berta Ontario Total' 
(n=291) (n=250) (n=544) 

- -- 

How to condud surveys 57 f9.6 48 19.2 105 19.3 
Statistical analysis explained 64 22.0 43 17.2 107 19.6 
Identifying research limitations 72 24.7 50 20.0 122 22.4 
Standards for clinical research 66 22.7 56 22.4 122 22.4 
Defining the probhn through 71 24.4 57 22.8 129 23.7 

cd-discovery 
Three respondents did not indicate the Province but are included in the total. 

The survey stnidure allowed for respondent input at the end of each category 

or group of professional development offerings. Very few respondents (1 -8%) 

added information in the 'othef choice in each question related to content and no 

discemable themes were evident within the written items. 

In summary, respondents indentified Category J, Implementation: 

Client/C/inician Safefy as the most needed content category. Category M, 

Evaluation: Ongoing was identified by respondents as the least needed content 

category. 

Respondents indicated their greatest leaming needs for specific educational 

offerings that deal with the results of curent research on products, techniques, 

materials and alternative medicine. Respondents indicated their lowest leaming 

needs in content areas that deal with research design, implementation and 

interpretation. 



Delivery Needs 

To address the research question dealing with the leaming methods 

preferred by dental hygienists engaged in continuing education pursuits, the survey 

asked general questions with respect to leamer preferences for the delivery of 

continuing education activities. These data are presented using frequency 

distributions and percentages. To address the research questions dealing with 

motivators and barriers to pursuing continuing education activities, respondents 

were also asked to indicate frequency of use and the barriers and motivators for 

each s p d c  delivery method using a four point rating scale. Means and standard 

deviations were calculated for each specific leaming method. 

leamina Methods Currentlv Used and Preferrea 

The majority of respondents (96%) indicated that they currently used print 

materials (Le. professional journals, professional newsletters, text books, 

magazines, consumer reports, promotional literature) the most frequently when 

engaged in continuing education activities, and that non-print materials 

(audiotapes, videotapes, Internet, computer assisted instruction, CD ROM) were 

used the least often. Table 8 details the leaming methods currently used by the 

dental hygienist respondents. Print materials, direct contact with colleagues and 

other professionals, and fonal  education activities al1 rated highly as the most 

frequently used learning methods. 



Table 8: Learning Methods Currently Used (n=544) 

Method Al berta Ontario Total 
(n=291) (n=250) (n=544) 

f % f % f % 

print materials 279 95.9 240 96.0 522 96.0 
direct contact with professionals, 248 85.2 206 82-4 456 83.8 

colleagues 
formal education activities 276 94.8 192 76.8 470 86.4 
non-print materials 63 21.6 57 22.8 121 22.2 
other 5 1.7 5 2.0 I O  1.8 

'Three respondents did not indicate Province but are included in the total. 

The 'othef category responses were so low that no discemable theme(s) 

could be found. The majority of responses made here wuld be classified under 

one of the listed method categories. 

When asked how they prefer to leam, respondents indicated a preference 

for contact with other professionals (Le. staff meetings, cornmittee work, E-mail, 

patient referrals, formal and informai conversations). Table 9 indicates the mean 

response and its standard deviation based on the four point response scale (1 = 

least prefer, 4 = most prefer) for each leaming method category. 



-- 

Table 9: Preference Ratings For IdentiRed Learning Methods 

Leaming Alberta Ontario Total 
Method (n=291) (n=250) (n=544)* 

Mean S.D. Mean S.D. Mean S.D. 
-- 

print materials 3.09 .72 3.27 .70 3.18 .72 
direct contact 3.39 .71 3.52 .65 3.45 -68 
forrnal educational 3.48 .71 3.33 -78 3.41 -75 
non-print materials 2.23 -95 2.26 -95 2.25 -95 

Three respondents did not indiate a province but are included in the total. 

Respondents were asked to rate their reasons for pursuing continuing 

education opportunities from a forced choice list A four point scale allowed the 

opportunity for respondents to rate their reasons from low to high importance. 

Higher importance is indicated through a higher numbered mean. Table 10 

displays the results of this survey question. 

Table 10: Importance Ratings of Reasons For Pursuing 
Education Opporhinities 

Reason for pursuing Alberta Ontario Total 

Mean Rank Mean Rank Total 
Mean 

Desire to remain competent 
Self improvement 
Need to increase understanding 
Value for leaming 
Self esteern 
Continuing education points 
Gain advanced credentials 
Social contact 
Economic need 



Respondents from Ontario indicated that a desire to remain competent, self 

improvement and a need to increase understanding were the most important 

reasons for pursuing continuing education opportunities. Respondents from Alberta 

indicated the same three reasons were of top importance. 60th Ontario and Alberta 

respondents ranked economic need as the least important reason for pursuing 

continuing education opportunities. Less than .02% of respondents docurnented 

a reason other Vian the forced choices available on the survey and no discernable 

theme(s) was evident from these data. 

Each method for learning that was defined in the questionnaire, was 

investigated to detemine the frequency with which respondents engaged in a 

particular method and those factors which motivated or represented obstacles for 

using that learning method. 

Print Materials 

Print materials were defined in the survey by listing examples of professional 

journais, professional newsletters, text books, magazines, consumer reports and 

health promotion literature. Respondents were asked to indicate their frequency 

of use on a four point scale: 1 = daily, 2 = weekly, 3 = monthly and 4 = yearly. 

Means and frequency distributions were calculated for each print material. 

Respondents were also asked to rate their motivations for and obstacles in using 



print matenals on a four point scale. Possible responses ranged from 'low 

motivatof to 'high motivatof and 'small obstacle" to 'big obstaclen with lower 

numbers representing the low/srnall end of the scale and higher numbers 

representing the highhig end of the scale. 

Table 11 shows the rankings of pnnt materials by frequency of use. Lower 

means indicateâ more frequent use of a material. Alberta and Ontario respondents 

use professional journals most frequently and textbooks least frequently. 

Newspapers were identified as a print material utilized by respondents who 

provided written input. 

- 

Table 11: Ranking of Frequency of Use of Print Materials 

Print Material Al berta n=291 Ontario n=250 Total' 
n=544 

Mean Rank Mean Rank Mean 
- 

professional joumals 2.98 1 2.87 1 2.93 
professional newsletters 2.98 1 2.94 2 2.96 
magazines 3.04 3 2.95 2 2.99 
promotional materials 3.10 4 3.02 4 3.07 
consumer reports 3.36 5 S.27 5 3.31 
textbooks 3.59 6 3.44 6 3.52 

- 

l h r e e  respondents did not indicate Province but are included in the total. 

Motivators for Use of Pnnt Materials 

The survey requested respondents to rate six motivational factors for using print 

materials. Alberta respondents indicated that accessibility was the greatest 

motivator m i le  Ontario respondents identified interest as their greatest motivator. 



All respondents rated the motivational fadors highly. A total of 23 respondents, ten 

fiom Alberta and 1 3 from Ontario, indicated other motivational factors than the ones 

Iisted in the survey. Quality of information was a theme that emerged from these 

entries. Table 12 reports the means and standard deviations for each motivational 

factor. 

Table 12: Rating of Motivators For Using Print Materials 

Motivating 
factors 

Ontario Total 

Mean S.D. Mean S.D. Mean S.D. 

accessibility 3.58 -58 3.52 -66 3.55 .62 
convenience 3.57 6 4  3.52 -63 3.55 .64 
interest 3.42 -57 3.53 -61 3.47 -64 
quality 3.29 .72 3.52 .69 3.30 .71 
time 3.25 .77 3.26 .78 3.26 .77 
cost 2.64 1-00 2.70 1.00 2.67 1.1 

Barriers to Use of Print Materials 

The survey asked respondents to rate six obstacles faced when using print 

material. Table 1 3  details the obstacles and identifies the mean and standard 

deviation for eadi. Alberta respondents identified time as the biggest obstacle for 

using print materials, followed by accessibility and convenience. Ontario 

respondents identified time as the biggest obstacle for using print materials, with 

complexity of information and quality of information ranking next as substantial 

obstacles. One theme emerged in the written responses under 'othef for this 

survey question. Relevance or lack thereof was identified as an obstacle to the use 

57 



of print materials. 

-- - -- - - -- 

Table 13: Rating of Obstacles When Using Print Materials 

Obstacle Al berta Ontario Total 

Mean S.D. Mean S.D. Mean S.D. 

time 
complexities of 
information 

quality 
accessibility 
convenience 
costly 
other 

The survey asked respondents to identify publications that they routinely 

read. These respanses were tallied and averaged in order to arrive at a mean 

number of joumals. Table 14 indicates the number of joumals routinely read and 

presents a range frorn zero (O) to ten (10) publications. On average, respondents 

routinely read three publications. 



Table 14: Number of Publications Routinely Read 

Nurnber of Publications Al berta Ontario Total 

Analysis of the written responses identified a variety of professional joumals 

and other publications were routinely read by respondents. Alberta respondents 

indicated the CDHA Journal (Probe), the ADHA Newsletter (Probe) and Colgate's 

Oral Report most frequently read. Ontario residents indicate the CDHA Journal 

(Probe), ODHA Newsletter (Milestones), and PhD Services were the most frequently 

read publications. 

Direct Contact with Colleagues and Other Professionals 

The survey allowed a range of activities for respondents to consider when 

defining direct contact with other professionals and wlleagues including staff 

meetings, cornmittee work, E-mail, patient referrals, and forrnal and infornial 



conversations. Respondents were asked to indicate their frequency of use on a 

four point sale between 1 (low frequency) and 4 (high frequency). Table 15 

describes the frequency that respondents reported involvement through direct 

contact with ailleagues and other professionals by indicating means for the 

frequencies. 

Alberta and Ontario respondents ranked their frequency of use similarly, with 

informal discussions, staff meetings, and patient referrals being the most frequently 

used fonn of contact with other professimals and colleagues. Thirty four 

respondents indicated other activities where they exchanged information with other 

professionals, including study clubs, professional association meetings and 

continuing education workshops. All of these activities are explored in the formal 

educational activity section of the survey. By mentioning these activities in this 

section, respondents are acknowledging the collaborative leaming that occurs when 

people gather together in more formal settings. 

Table 15: Ranking of Frequency of Use of Direct Contact Opportunities 

Opportunities: Alberta n=291 Ontario n=250 Total n=544* 

Mean Rank Mean Rank Mean 

informal discussions 3.10 1 3.1 1 1 3.1 1 
staff meetings 2.60 2 2.72 2 2.65 
Other: Formal educational 2.90 2.33 2.64 
activities 
patient referrals 2.13 3 2.28 3 2.20 
cornmittee work 1 .71 4 1.90 4 1.79 
E-mail 1 -41 5 1.37 5 1.39 

m r e e  respondents did not indicate Province but are included in the total. 



O otivators and Barners When Purs fect Contact Opgortur~tiep O O 

The survey allowed respondents to rate four motivators for punuing direct 

contact with colleagues and other professionals using a four point scale from low 

(1) to high (4). The same four choices were listed as obstacles, and respondents 

were expected to rate each one on a four point scale with 1 representing a small 

obstacle and 4 representing a large obstacle. Tables 16 and 17 report the 

motivators and obstacles when pursuing direct contact leaming opportunities by 

indicating means and standard deviations. 

Alberta and Ontario respondents rated the motivators for using direct contact 

sirnilariy. The most motivating reason for pursuing opportunities that provide direct 

contact with other professionals is the stimulation that such contact provides. As 

one respondent said: 'difTerent points of view encourage discussion, it is fun to visit 

and exchange information". On the other hand, the biggest obstacle to 

expriencing direct contact was identifid by both Alberta and Ontario respondents 

as accessibility. The frustration with getting together with colleagues is evident in 

the comment: "everyone is so busy, it is hard to schedule regional gatheringsn. 

Very few respondents (1 2) documented other factors that motivated their direct 

contact with other professionals and no themes were evident. Similarly, only eight 

individuals docurnented factors that acted as obstacles to their pursuit of direct 

contact and no theme(s) were evident in these responses. 



-- - - - -- 

Table 16: Rating of Motivatom for Using Direct Contact With 
Other Professionals and Colleagues 

Motivator: Alberta Ontano Total 

Mean S.D. Mean S.D. Mean S.D. 

stimulation 3.47 .69 3.44 .75 3.46 -72 
accessibility 3.21 .94 3.28 .87 3.24 .91 
reliability of information 3.02 -79 3.18 .84 3.09 -81 

exchanged 
time saved 2.94 -98 2.98 1.02 2.96 -99 

Table 17: Rating of Obstacles To Using Direct Contact With 
Other Professionals and Colleagues 

O bstacf es: Alberta Ontario Total 
-- 

Mean S.D. Mean S-D. Mean S.D. 

accessibility 2.27 1.05 2.35 1.06 2.30 1.05 
time spent 2.18 1.03 2.33 1.07 2.25 1.05 
reliability of information 2.10 -86 2.09 .97 2.09 .91 

exchanged 
stimulation 1.78 -86 1.89 1.00 1.83 -92 

d 

Fonnal Educational Activities 

The survey defined formal educational activities to include study clubs. 

professional conventions, professional activities, university/cornmunity college 

sponsored on-site courses, on-line courses and distance learning courses. 

Condensed, the designation of formal would apply to those educational activities 

that require advance registration and involve a fee. Eighty-six percent of 

respondents currently engage in formal educational activities. 

Respondents were asked to rate the frequency with which they attended 



f m a l  educational adivities on a four point xale (1 = daily, 2 = weekly, 3 = monthly 

and 4 = yearly). Table 18 indicates the frequency of use of educational activities. 

Because of the scale used in the survey, the lower the mean, the higher the 

frequency of use. It is not surpnsing that professional conventions are the least 

frequently used fonnal educational activity as conventions are usually only offered 

on a yearly basis. Study clubs are the most frequently utilized fom of formal 

educational activity identified by Alberta and Ontario respondents. Respondents 

did not identm other activities in their documentation associated with this section. 

Table 18: Frequency of Use of Formal Leaming Methods 

Activity: Al berta Ontario Totaf 

Mean Rank Mean Rank Mean 

Study clubs 3-16 7 3.43 1 3.29 
Distance learning courses 3.39 2 3.67 2 3.52 
(cornputer or wrrespondence) 
Professional serninars/activities 3.61 3 3.64 3 3.63 
UniversityICollege sponsored 3.77 4 3.82 4 3.79 

courses 
Cornmunity sponsored courses 3.83 5 3.86 5 3.85 
Professional conventions 3.96 6 3.95 6 3.96 

Motivators for Usina Formal Educational Activities 

The survey asked respondents to rate five motivators for pursuing fonal  

educational activities on a four point scale with (1) equating to low motivation and 

(4) indicating a high rnotivator. Table 19 identifies means and standard deviations 

for each motivator by Province. The strongest motivators for both Alberta and 



Ontario respondents are accessi'bility, smïalkabbn, and time away from work. ff ine 

percent (49) of respondents identified another motivator in this section. Review of 

this data indicated that quality of presentations and reliability of information were 

strong motivators for this group. 

Table 19: Rating of Motivators For Using Formal Educational Activities 

Motivators: Alberta (291 ) Ontario (250) Total (544)' 

Mean S.D. Mean S.D. Mean S.D. 

accessibility 3.13 1.04 3.f7 .99 3.15 1.07 
socialization 2.81 1.02 2.70 1.09 2.75 1.05 
time away from work 2.40 9 2.48 1.27 2.45 1.23 
accommodation 2.39 1.14 2.36 1-19 2.39 1.17 
cost 2.32 1.14 2.41 1 . 9  2.36 1.16 
other 3.75 -70 3.42 1.07 3.61 .88 

Obstacles to Using Formal Educational Activities 

Respondents were asked to rate obstacles which kept them from registering 

for formal educational activities using a four point scale with (1) being a small 

obstacle and (4) representing a big obstacle. Table 20 identifies means and 

standard deviations for al1 five obstacles. Forty-eight respondents (8.8%) identified 

and rated other obstacles whidi Iimited their participation. Themes emerging from 

this data indicate that tirne away h m  family, subjbct matter, and quality of oflerings 

were substantial barriers when accessing forma1 educational activities. 

In Alberta, respondents indicated that aocess~;biIity and cost were the biggest 

obstacles to their participation in formal educational activities. From the written 



input by Alberta respondents, another theme emerged. Polifics was identified as 

a barrier to accessing formal educational activities. Examination of the written 

wmments in association with this theme indicated that a recent cancellation of a 

scheduled wune was viewed by several Alberta respondents as an action 

connedeci to a political agenda. In Ontario, respondents indicated that time away 

h m  work and cost were their biggest obstacles when accessing formal educational 

activities. 

Table 20: Rating of Obstacles When Using Fonnal 
Educational Activities 

Obstacles Alberta (291) Ontario (250) Total (544)' 

Mean S.D. Mean S.D. Mean S.D. 

time away from worù 2.93 1.07 3.26 .98 3.08 1.04 
accessibility 3.09 .87 3.02 1.04 3.06 1.00 
wst  3.07 -96 3.07 1.09 3.04 1.02 
accommodation 2.59 1.12 3.50 .85 2.67 1-11 
socialkation 1.60 .74 3.14 .81 1.67 -82 
other 3.41 1-06 3.03 .92 3.40 1.03 

m r e e  respondents did not indicate a Province but are included in total. 

preference for Taaching Strateaies 

Different strategies are used by educators involved in delivering formal 

educational activities. Respondents were asked to rate their preferences for 

specific teaching strategies on a four point scale where (1 ) was 'least prefer" and 

(4) was 'most prefef. There was no opportunity for respondents to add their own 

comments for this question on the survey. 



Alberta respondents indicated a preferenœ to leam through lecture 

presentations, workshops and interactive discussions. These same respondents 

found panel discussions to be the least preferred teaching strategy. 

Ontario respondents indicated their preference to leam through workshops 

and lectures and interactive discussions prirnarily while self paced study was 

ranked as the least preferred way to leam for this group. 

Table 21 reports the teaching strategies preferred by respondents when they 

are engaged in fomal educational activities by identifying the mean and standard 

deviation for each strategy. 

Table 21: Preference For Specific Teaching Strategies When Engaged in 
Fonnal Educational Activities 

Learning strategy Alberta n=291 Ontario n=250 Total n=544' 

Mean S.D. Mean S.D. Mean S.D. 
- -- 

lecture 3.15 -82 3.14 .81 3.15 -81 
workshop 3.08 -81 3.21 -85 3.14 -83 
interactive discussion 2.90 -85 3.03 .92 2.96 -89 
group activity 2.73 .91 2.90 -94 2.81 .93 
self paced study 2.49 .97 2.39 1.07 2.45 1.02 
panel discussion 2.42 -93 2.42 -94 2.42 .93 
individualized study 2.47 1.01 2.37 1.08 2.42 1.05 

Three respondents did not indicate a Province but are included in the total. 

Non-print Materials 

The smallest number of respondents (22%) indicated that they were wrrently 

using non-print materials such as audiotapes, videotapes, internet, computer 

assisted instruction and CD ROM. When respondents were asked to indicate the 



frequency of use of the various materials in this category, two thirds of the 

respondents indicated that they did not use any of these, so the means that are 

reported reflect the opinions of the small number of respondents who do use non- 

pn'nt materials. The four point scale utilized for this question was: 1 = daily use, 2 

= weekly, 3 = monthly and 4 = yearly. Higher means would translate to less 

frequent use. Table 22 reports frequency of use of each non-print material by 

indicating means and rank. Also reported in this table are the percentage of 

respondents who do not use each nonpflnt material. Overall, respondents use the 

intemet most frequently. In Alberta, respondents use audiotapes least frequently. 
* 

In Ontario, respondents indicated most frequent use of the intemet with videotapes 

used least frequently. 

Table 22: Ranking of Frequency of Use of Non-Print Materials 
- - - - -- 

Non-print Alberta Ontario Total 
materia's 

Mean Rank % Do Mean Rank % do Mean Rank % do 
not not not 
use use use  

videotapes 3.80 3 59.5 3.82 4 54.8 3.81 4 57.4 
audiotapes 3.83 4 75.9 3.78 3 71.6 3.80 3 73.9 
corn puter 3.48 2 86.3 3.58 2 85.2 3.52 2 85.7 
assisted 
leaming 

intemet 3.01 1 75.3 320 'l 78.0 3.09 1 76.5 

Motivators and Obstacles When Usina Non-@nt Materials 

Respondents were asked to rate each of the motivators and obstacles 

provided for using non-print materials on a four point scale *th (1 ) representing low 



motivation or a small obstacle and (4) representing high motivation or a big 

obstacle. Tables 23 and 24 report the data using means and standard deviations 

for each nonpint material. 

In Alberta, respondents indicated that Vieir highest motivators for using non- 

print materials were convenience and access to information. Alberta respondents 

identified knowledge as to what is available and access Co information as their 

greatest obstacles. Ontario respondents identified the same motivators and 

obstacles that Alberta respondents did. Convenience and access to information 

were strong motivators while knowledge as fo what is available and access to 

information were the biggest obstacles. 

-- 

Table 23: Rating of Motivators For Using Non-Print Materials 

Filotivators: 
-. 

Ontario Total 
- - 

Mean S.D. Mean S.D. Mean S.D. 
- 

convenience 3.18 -97 3.13 1.02 3.16 .99 
access to information 3.05 1.05 3.02 1.09 3.04 1.07 
availability of materials 2.98 1 2.90 1.08 2.94 1.11 
reliability of information 2.85 .99 2.98 -99 2.91 .99 
knowledge as to what's 2.88 1.14 2.93 1.13 2.90 1.13 

avaiIable 
cost 2.53 1.12 2.52 1.19 2.52 1.15 



Table 24: Rating of Obstacles When Using Non-Print Materials 

Obstacles: Al berta Ontario Total 

Mean S.D. Mean S.D. Mean S.D. 

knowledge as to what's 3.38 -87 3.24 -90 3.32 -88 
available 

access to information 3.12 1 .  3.70 1.00 3.11 1.03 
availability of materials 3-09 .98 2-97 1.00 3.03 -99 
convenience 2.68 1 . 1  2.74 1.08 2.70 1-12 
cost 2.47 1.14 2.64 7 2.54 1.15 
refiability of information 2.17 1-00 2.25 1-04 2.21 1-01 

Cornparison of Subgroups 

To address the research question investigating the possi bi l ity that perceived 

need patterns might Vary significantly between subgroups of respondents, analyses 

were performed using personal data items to fom cornparison groups. Alberta and 

Ontario respondent data were investigated separately. 

Reasons for pursuing continuing education opportunities were cornpared to 

age, year of graduation, formal education completed, size of cornmunity of 

residence and curent employment No significant differences were found when the 

personal data were cornpared to each forced choice provided in the questionnaire 

induding: need to increase understanding; desire to rernain competent; continuing 

education points; to gain advanced credentials; self improvement; self esteem; 

social contact; economic need; and value for leaming. 

Delivery methods currently utilized by respondents and those that they 

preferred were compared with subgroups differentiated by age, year of graduation, 

69 



formal eduçation completed, commun@ of residenœ and current employment. Chi 

squared analysis revealed no signifiant difierences for any single subgroup with 

respect to the delivery methods used by respondents. 

Preference for leaming methods between the subgroups of respondents by 

Province did identify a differenœ following Chi-squared analysis. In Alberta, it was 

found that older respondents (those 41 yean of aga and older) preferred to leam 

by direct contact with colleagues and other professionals more than the younger 

respondents (those 30 years of age and younger). Those respondents with 

degrees preferred to leam through contact with colleagues and other professionals 

more than diploma dental hygienists. 

A significant difference in preference for leaming through formal educational 

activities was found with older respondents and respondents with educational 

credentials beyond the diploma in dental hygiene. Those respondents with degrees 

preferred to leam by formal education methods when compared to diploma dental 

hygienists. Older respondents (>41 years) preferred to learn through forma1 

education rnethods when compared with younger respondents (c30 years of age). 

Alberta respondents living in larger urban communities (>1W,000 people) preferred 

to leam by non-print materials when wmpared with respondents from rural 

communities. 

For Ontario respondents, it was found that those respondents who lived in 

rural settings (~5000 people) preferred contact with colleagues and other 



professionals over respondents who lived in larger urban centers (~100,000 

people). A significant difference for leaming through fonnal education activities was 

faundl with older respondents and respondents with higher educational credentials. 

Those respondents with degrees preferred to leam by fonal  education activities 

when compared to diploma dental hygienists. Also, respondents 41 years of age 

and older preferred to leam by formal methods when compared with younger dental 

hygienists (those 30 years of age and younger). 

Content need was examined and compared to subgroups differentiated by 

age, year of graduation. f m a l  education completed, and wrrent employment. Age 

and year of graduation were found to influence the needed content choices of 

respondents in Alberta and Ontario for several of the topics cited. These topics 

Guidelines for employrnent contracts, 
Strategies for developing research activities, 
Skill workshops to enhance effkiency, 
Building effective recall systems, 
The business side of dental hygiene, 
Leaming to listen to what the client needs, 
Managing dental phobias and fears, 
Making good choices in a changing marketplace, and 
How to tell if your clients are getting healthier. 

Appendix G identifies those content needs that were influenced by age. Alberta 

and Ontario data are reported separately. Appendix H identifies those content 

needs that were influenced by year of graduation and reports Alberta and Ontario 

data separately. 



Chapter Summary 

This chapter has presented the findings of the study. Survey demographics 

indicate that 291 Alberta dental hygienists and 250 Ontario dental hygienists 

responded to the survey. In profile, the majority of the respondents graduated 

between 1987 and 1994 and are between 31 and 40 years of age. The 

respondents were most likely to hold a diplorna in dental hygiene and to be 

employed full time in private dental practice in an urban community. 

Overall, respondents identified Category J - lmplementatîon: Client/Clnician 

SaHy the mos? frequently for content need. Specific content needs were identified 

by respondents for individual professional deveiopment offerings that dealt with the 

latest research on products, materials and techniques. The impact of alternative 

medicine on dental hygiene care was also identified by 80% of the respondents as 

a needed content area. 

In examining the data on leamer needs related to the delivery of continuing 

education adivities, it was found that the majority of dental hygienists prefer to learn 

through direct contact with colleagues and other professionals. 

Print materials, wrrently used by 96% of the respondents, were used 

because they were accessible and convenient. Time was identified as the biggest 

obstacle to using print materials by the respondents. 

Direct contact with colleagues and other professionals, a learning method 

used by 83.8% of the respondents, is utifized because of the stimulation it 



generates. The greatest obstacle for conferring with others was identified as 

accessibility. 

Forrnal educational activities, currently utilized by 86.4% of the respondents, 

were pursued because of the quality and reliability of the information. Accessibility, 

cost and time away from work were identified as barriers to accessing formal 

educational opportunities. 

Nonprint materials were utilized by the smallest percentage of respondents, 

22.2%. Those respondents who did use non-print materials were motivated to do 

so by their convenience and the access to information. The greatest barrier to 

using non-print materials was knowledge as to what is available. 

Tables 25 and 26 summarize the barriers and motivators for each delivery 

rnethod explored in the survey. Accessibility to the various delivery methods acts 

as both a motivator and a barrier for use. 

A significant difference was found to exist between subgroups of 

respondents and preferences for leaming methods. Content needs were influenced 

by age and year of graduation. 



- - -- 

Table 25: Summary of The Motivators For Using Each Delivery Method 

Method: Motivators: 

Print materials accessibility 
interest 

Direct contact with professionals. colleagues stimulation 
accessibility 

Fonnal educational activities 

Non-print materials 

accessibility 
social ization 

wnvenience 
access to information 

Table 26: Summary of Greatest Obstacles to Using 
Each Delivery Method 

Method: Obstacle: 

Print materials time 

Direct contact with professionals, accessibility 
co lleagues time spent 

Forma1 educational activities cos t 
accessibility 

Non-print materials knowledge as to what is available 
access to information 



CHAPTER V 

SUMMARY, DISCUSSION AND RECOMMENDATIONS 

Dental hygienists, as health Gare professionals, are committed to updating 

and enhancing their knowledge and skill base in order to remain competent 

throughout their professional lives. Wth a technological and scientific knowledge 

base that is changing rapidly and constantly, dental hygienists are challenged to 

remain curent Information on how dental hygienists leam and what they need to 

leam about is critical for planning continuing education interventions that are 

effective, efficient and appropriate. 

The purpose of this study was to detemine the perceived leaming needs 

and preferences of practicing dental hygienists from a content and delivery 

perspective. lnsight into these leaming needs will assist with planning continuing 

education programs and activities. Documentation of these learning needs will also 

act as a baseline of cornparison as continuing education opportunities for dental 

hygienists evolve in the next century. 

A survey, based on the 197 baseline abilities identified in the Dental 

Hygiene: Definition and Scope (C.D.H.A, 1995) document and a review of the 

literature, was used to wllect data in four main areas: (a) dental hygienists' 

identified leaming needs for specific content in continuing education; (b) preferred 

learning methods of dental hygienists when engaging in continuing education 

pursuits; (c) the motivators for dental hygienists pursing continuing education 



opportunities; and (d) the barriers dental hygienists experienœ when engaging in 

continuing education activities. 

A total of 1 ûûû individuals were contacted for this study. This included 500 

dental hygienists from a western Canadian province, Alberta, and 500 dental 

hygienists from an eastem Canadian province, Ontario. Respondents were 

described according to six demographic factors: year of graduation, fonnal 

education completed, wrrent amployment. size of community of residence and 

practice, province of practice, and age. 

Analysis of data was through means and standard deviations for iearning 

delivery preferences and frequency distributions for leaming content needs. 

This chapter summarizes the findings of the study and is organized to reflect 

the four main areas of investigation. Following a summary and discussion of the 

highlights of the research findings, recommendaticns are made to the dental 

hygiene community, continuing education planners and curriculum planners in 

dental hygiene undergraduate education. Finally, rewmmendations are made for 

future research. 

Summary of Findings 

The survey population consisted of a random sarnple of active, licensed 

dental hygienists in the provinces of Alberta and Ontario. There was an overall fifty- 

five percent completed survey response rate. This response rate and the 

thoroughness wïth mich the surveys were completed suggest that the survey was 



successful in collecting valid and reliable information. 

The average respondent to the survey was between thirty one and forty 

years of age and graduated from four to eleven years ago with a diploma in dental 

hygiene. The majority of respondents are employed four or more days per week in 

a general dental practice in a large urban community (> 100,000 people). 

According to the Alberta Dental Hygienists' Association (1998) and the 

College of Dental Hygienists of Ontario (1998). respondents appear to be 

representaüve of the study population with respect to educational background, age, 

number of years from graduation, and frequency of employment. 

Content Leamina Needs 

Of al1 the categories of professional development offerings identified by 

respondents as needed content categories, Category J, Client/ Clinician Safety was 

identified the most frequently. 

Of the ninety professional development offerings found in the survey, two 

thirds of the respondents identified fifteen as needed content. The predominant 

topics dealt with clinical dental hygiene practice and the clinical role of the dental 

hygienist. Current infonnation on products, techniques, materials, dental hygiene 

therapies and strategies, and dental treatments were identified as the most 

frequently needed. Three topics identified a need for information related to 

patientlclient safety: 

infection control wntroversies, 



treating high risk clients, 

infedious diseases and dental hygiene practice. 

Three topics chosen by respondents Med the dental hygiene administrative role 

and included a need for information on: 

optimal use of dental hygiene skills, 

dental hygiene career alternatives, 

the evolving role of the dental hygienist. 

One topic, the impact of alternative medicine on dental hygiene care, reflects a 

change with curent health care delivery and is related to the health promotion role 

of the dental hygienist. 

Five professional development offerings were identified as topics of lesser 

need by the low frequency with which respondents chose them. These topics 

include: 

how to conduct a survey, 

statistical analysis explained, 

identifying research limitations, 

standards for clinical research, 

defining the problem through wdiscovery. 

All of these professional development offerings were derived from the researcher 

role of the dental hygienist and deal with research design, implementation and 

interpretation. 

While the needed professional development offerings identified by Alberta 



and Ontario respondents varied in individual frequenues, the fifteen offerings most 

frequently chosen were the same in each province as were the least frequently 

chosen offerings. When chi squared analysis was done to determine if there was 

a significant difference between Alberta and Ontario respondent content needs, a 

relatively small number of offerings were identified as exhibiting a significant 

difference. It was not within the s a p e  of this study to investigate these differences. 

Pelivery barnina Needs 

When engaging in continuing educational pursuits, the dental hygiene 

respondents indicated that they rnost prefer to leam through direct contact with 

colleagues and other professionals and they least prefemd to learn using non-print 

materials. This differs slightly from the learning methods actually used by the 

respondents where print materials are the most frequently used leaming method, 

followed by formal educational activities and direct contact with professionals and 

colleagues. Non-print materials are the least frequently utiked learning method 

identified by the respondents. 

When asked to consider their reasons for pursuing educational 

opportunities, Alberta and Ontario respondents identified the most important 

reasons are a desire to remain cornpetent, self improvernent, and the need to 

increase understanding. Gaining advanced credentials, social contact and 

economic need were identified by respondents from both provinces as the least 

important reasons for pursuing continuing education opportunities. 

Ninety-six percent of the respondents identified print materials as a learning 



method currently utilized. Of all the pfht materials currently used, professional 

joumals and newsletten are used most frequently whife textbooks are used the 

least frequently. The average number of joumals that the dental hygiene 

respondents read is Uiree and these were identified as those professional 

publications that are mailed to dental hygienists as a benefit of membership within 

their professional association. Respondents in both provinces felt that the greatest 

motivator for utilizing print materials was convenience and that the greatest 

obstacle to their use was identified as time. 

Direct contact with colleagues and other professionals is a leaming method 

currently utilized by 83.8% of the respondents. Of al1 the possibilities for direct 

contact, informal discussions and staff meetings were identified as most frequently 

utilized and E-mail was the least frequently utilized f o m  of direct contact with 

colleagues and other professionals. In both provinces, motivation for using direct 

contact was attributed to the stimulation it provided. The greatest obstacle for 

conferring and collaborating with others was identified as accessibility. 

Formal education activities were utilized by 86.4% of the survey 

respondents. Study clubs and distance learning courses were identified as those 

activities most frequently engaged in Mile professional conventions were identified 

as the least frequently accessed continuing education activity because they are 

usualiy offered only once per calendar year. Accessibility and socialization were 

identified by respondents in both provinces as the strongest motivators for pursing 

this method when learning. Respondents found that time away from work and 



family, accessibility, and cost were the greatest obstacles for using formal 

educational activities. 

Non print materials were utilized by the smallest percentage of respondents 

in both provinces and they were also identified as the least preferred leaming 

method. Those respondents who did use non print materials for leaming most 

frequently accessed the intemet and least frequently utilized audiotapes. 

Respondents were motivated to use non-print materials because of their 

convenience and the wealth of information that could be accessed. Knowledge of 

what is available and access to information are identified by both Ontario and 

Alberta respondents as the biggest obstacles to accessing non print materials. 

Com~arison of Subarow 

The delivery methods currently utilized by respondents and respondents' 

reasons for pursuing continuing education opportunities were not influenced by 

their age, year of graduation, fomal education completed, size of community of 

residence and practice environment. 

For Alberta respondents, age, fomal education compieted, and residence 

in larger urban communities influenced their preferences for learning methods. For 

Ontario respondents, residence in rural settings, age, and fomal education 

completed influenced their preferences for leaming methods. 

Content needs were infiuenced by age and year of graduation for both 

Alberta and Ontario respondents. 



Discussion of Findings 

Dental hygienists in this study have indicated that they have distinct 

preferenœs in m a t  they need to leam and how they wish to learn, and this will be 

discussed in relation to existing research on the topic. 

Content I eaming Needa 

Respondents had an opportunity to choose from ninety different continuing 

education tities or offenngs when identifying their content needs. By survey design, 

no attempt was made to detemine the extent of the content need and for this 

reason the content needs could not be ranked from high to low need. This limits the 

amount of insight to be gained from this research (Ross et al., 1981). Also, 

respondents indicated that the content needs identified by the survey may be 

ternporary. As one respondent said: "there is always a learning need in al1 areas 

even if I recently attended a course because it may change next weekn. 

With awareness of these limitations, it can still be reliably stated that over 

two thirds of the respondents identified content learning needs for topics that deal 

with patient centered clinical dental hygiene practice and the process of care. As 

the rnajority of respondents are employed in private dental practices, this focus on 

the clinical aspect of dental hygiene care is understandable. The need for the most 

wrrent information on products, techniques, materials, therapies and treatments is 

also understandable from a group of health care professionals who pursue 

continuing education activities because they want to remain competent, feel a need 

to improve thernselves, and wish to increase their understanding of the science that 



foms the basis of their practice. This is also consistent with the findings of the 

Statewide Needs Assessrnent Program (Ross et al., 19û1) where dentists identified 

a need for content that emphasîzed the most recent developments within the 

subspecialties in dentistry. Clinical topics predominated. 

L e s  than 25% of the respondents identified the professional development 

offerings that dealt with research design, implementation and interpretation, 

suggesting a low need. Without some fom of assessment of the content of 

professional joumals, formal wntinuing education courses. on-line information, or 

curriculum content in dental hygiene programs, it is impossible to Say if this 

response indicates a tnie la& of need as refieded by the comment: "my continuing 

edumtionai adivities over the past few years have encompassed a lot of the areas 

that I didn't check uff so I didnJt consider these areas as leaming needsn or if 75% 

of the respondents just did not perceive a need for information on these specific 

offerings. The low need for these topic areas may reflect upon the employrnent 

situation of the dental hygienist as less than one percent of the respondents to the 

survey indicated employment in the area of research. 

The data does suggest that dental hygienists in Ontario and Alberta are 

interested in research beyond a summary of the 'latest' that some of the offered 

topics promoted. Forty-six point three percent of the respondents expressed a need 

for information on research opportunities for the dental hygienist. This is important 

for, as Malvitz (1 995) suggested: 

if dental hygiene is to survive as a profession and to improve the 
public's oral health ... every dental hygienist must possess genuine 



regard for the centrality of research (p.51). 

Dental hygiene respondents, through their identification of the methods they 

currentiy use for leaming and those rnethods by which they prefer to learn, suggest 

that they are seifdirected leamers who assume major responsibility for their 

leaming adMies. Formal ducational adivities represent only one source for their 

leaming experiences. The identification of non-print materials as the least 

ftequently utilized leaming method is consistent with the literature that has reported 

that health care providers, including dental hygienists, lag behind other 

professionals in their use of cornputen (Mann & Chaytor, 1992; Gravois in 

Covington, 1996; Covington, 1996). 

Examination of the reasons the respondents offered for pursuing continuing 

education opportunities suggests an ethical wmrnitment to Iife-long learning by 

dental hygienists. 

Of the pfïnt materials that the respondents utilize, professional journals and 

newsletten were identiied as the most frequent source of information. This finding 

is consistent with the research that has found physicians and other health care 

professionals prefer scientific and professional journals to meet their leaming 

needs (Curry & Putman, 1981 ; Mann 8 Chaytor, 1992; Covington, 1996). 

Direct contact colleagues and other professionals was indicated as the 

most preferred leaming method and the strong preference for it is linked to the 

intelledual stimulation it provides. This finding is consistent with research 



involving allied health occupations, dentists, physicians and dental hygienists 

(Scanlon & Blagg, 1985, Milgrom, 1978; Curry 8 Putman, 1981 ; Covington, 1996) 

that has identified informal discussions to be used and preferred when updating 

knowledge and skills. Many earnest and articulate comments enriched the 

quantitative data on this topic and ranged from 'the fellowship and camaraderie is 

second to none and always leads to new informationn to 'it is so much fun to leam 

from your peers, it boosts rny self confidence too!'. These findings are supported 

by other research that has found that female independent leamers do not enjoy or 

benefit from isolation and that sharing continuing education experiences builds 

whesion and confidence (Kirkup and Von Pnimmer, 1990; Temkin, 1986). 

Fomial education activities, the most popular of which is the short course, 

are greatly preferred as a learning method by respondents but the barriers to 

participating in continuing education adivities are substantial for the predominately 

female dental hygiene responden!~ and include time away from work and family, 

cost, and accessibility. Other research has identified similar barriers to accessing 

forma1 education activities (Covington, 1996). Providers of continuing education 

activities would be hse to wnsider these bamiers when planning courses for dental 

hygienists. 

Non-print materials are utilized by the smallest percentage of respondents 

and are the least preferred learning method. What is alarrning about this finding 

is that many of the lay public access information, even scientific information, via the 

internet, and may have information before the dental hygienist does, especially if 



she w he is reliant upon pnnt materials. lt is conceivable that a dental hygienist in 

practice may not have sufficient time to reflect upon information before being 

challenged about it. 

Age and year of graduation significantly influence the content leaming needs 

of dental hygienists in nine topic areas. Recent graduates, who are predominately 

younger ( les than 30 years of aga). differ from older graduates in years of clinical 

experienœ. Also, recent graduates have learning needs more closely associated 

the wmarlum taught at their graduating institution so this difference in content 

needs is understandable. This finding is also consistent with other research related 

to wmpetent practice (Caulford et al, 1994). 

Delivery methods preferred by respondents were influenced by age, forrnal 

education wmpleted and the size of the wmmunity of residence. Older dental 

hygienists and those with higher educational credentials preferred to leam through 

forrnal educational adivities. This preference for traditional, formal method may be 

closely related to the non-threatening, nonparticipatory "lecture" where a great deal 

of information is disseminated in a short period of time. 

The preferenœ by urban residents in Alberta to using non-pn'nt materials and 

rural respondents from Ontario to prefer learning through direct contact with 

colleagues and other professionals, may reflect the problems of leaming and 

accessing information related to isolation (Covington, 1996). 



Recommendations 

The findings of this research have implications for dental hygiene 

practitioners, providers of wntinuing education opportunities including dental 

hygiene professional associations and educational institutions, and dental hygiene 

programs. The following rewmmendations, based upon the findings of this study, 

are offered: 

1. The C.D.H.A. should consider increasing the amount of scientific 

content within its national journal or creating a new journal dedicated 

to research with expedited peer review so that more timely scientific 

information is published. 

Dental hygienists primarily use and prefer print materials when 

learning. The predominant source of these print materials are journals 

and newsletters supplied by the national and provincial dental hygiene 

associations. These professional associations have a responsibility to 

support and challenge dental hygienists who leam in this manner by 

ensuring quality of their publications. 

2. Professional associations need to recognize other methods of learning 

when they contemplate competency evaluation, quality assurance 

andfor professional development programs. 

Practicing dental hygienists do not learn solely from continuing 

education courses. Continuing education courses represent only one 

method for learning with pnnt materials, direct contact with 
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professionals and colleagues and non-print materials representing 

other leaming methods. 

3. PTOfessional associations must continue to support and more actively 

promote study clubs. Provincial and national associations need to 

develop computerized networking which could include E-mail 

discussion groups. When program plannars design continuing 

education activities, this need for interaction must be considered and 

encouraged and sufficient time allowed for colleagues to exchange 

information. 

Dental hygienists prefer to leam through direct contact with colleagues 

and other professionals. 

4. Dental hygiene programs across Canada must teach information 

access through cornputers so that graduates have increased skills in 

this area. Professional associations need to recognize computer 

upgrading as a necessary continuing education activity essential to 

competent practice. The Canadian Dental Hygiene Association should 

develop an on-line journal to promote computer use. Educational 

institutions and libraries need to offer 'informatic' courses for dental 

hygienists VUMI low instructor to student ratios where the principles of 

adult learning are upheld. Time must be pemitted for and recognition 

given to dental hygienists to incorporate cornputeriration into their life- 



long leaming skills. 

Dental hygienists have indicated that they neither utilize nor do they 

prefer to leam from non-print methods. In our cuvent electronic 

information age, dental hygienists must be encuuraged to take 

advantage of modem technology. 

5. Planning of continuing education counes by educational institutions 

and professional associations must consider the barriers and 

motivaton, dental hygienists experiance when leaming. The timing of 

counes, for example, must respect the dificulties dental hygienists 

face in being away from work and family commitments. 

6. Needs assessrnents should be conducted on a regular basis to 

determine appropriate content, relevance, and process for courses. 

These needs assessments should obtain information from several 

sources such as potential participants, researchers, employers and 

patients. Evaluation of continuing education experiences for dental 

hygienists must go beyond the 'happiness ratings'. The impact upon 

practice and patient health must be investigated. 

More scientific rigor is needed in the planning, irnplementing, and 

evaluating of formal continuing education experiences for dental 

hygienists if they are going to be linked to competent practice and 

qua1 ity assurance. 

7. Continuhg education providers should conduct needs assessments at 
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the time of regisfration for formal education courses in order to refine 

the content of the courses they sponsor. 

The content of material presented during formal education courses is 

important to registrants. A needs assessrnent at the time of registration 

for a course that registrants have already indicated an interest in, WOU Id 

allow for greater relevance in course information. 

8. Whenever possible, the providers of dental hygiene continuing 

education leaming opportunities must present and discuss the design 

of the research (the methodology) so that dental hygienists can corne 

to recognize the possibilities for perfonning research and they develop 

skills in interpreting research findings based upon a more complete 

undentanding of the research process. 

Continuing education is the link between current knowledge and 

researchhew knowledge. More attention should be paid to the 

scientific process that results in any discovery or change. 

9. Courses should be offered that focus on the Ieaming process so that 

dental hygienists becorne more aware of how they leam and the 

delivery method that best suits them. Professional associations must 

reward dental hygienists for self directed planning of their leaming or 

provide support senrices that counsel dental hygienists who are 

unclear of their leaming needs. 

It is the dental hygienists professional responsibility to remain current 
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with knowledge but some dental hygienists may not be aware of how 

they best assimilate information. 

10. It is the responsibility of cunSculurn plannenr in dental hygiene 

program to ensure that courses incorporate the development of  

critical thinking skills and specifically address the critical appraisal of 

research. Continuing education providers also need to pay attention 

to critical thinking skill development when designing educational 

activities. 

Dental hygienists are self-directed learners and, as such, need skills in 

the critical appraisal of research. 

1 1. Providem of continuing education opportunities for dental hygienists, 

such as educational institutions and professional associations, should 

offer content related to research on the latest products, techniques to 

stay current, the impact of alternative medicine on dental hygiene care 

and the latest in prevention: products and techniques. Dental hygiene 

program in Canada should consider content that explores the impact 

of  alternative rnedicine on dental hygiene care. 

12. Continuing education providers should regulaily offer content that 

considers the standards for practice found within the Dental Hygiene: 

Definition and Scope (C.D.HA., 1995) document. 

13. The demographic profile of regisbants such as year of graduation, age, 



and fornial education completed should be considered when planning 

forma! educational activities. 

Age, fomal education completed and mmmunity of residence influence 

preferenœ for specific learning methods. Age and year of graduation 

influence content needs. 

14. Continuing education providers should invite al1 members of the dental 

team and members of other professions to continuing education 

courses for dental hygienists. 

Dental hygienists prefer to Ieam Virough direct contacts with colleagues 

and other professionals. Sharing continuing education experiences 

builds cohesion. 

Suggestions for Future Research 

1. Other Provinces in Canada could conduct a needs assessrnent of dental 

hygienists within their boundaries to determine their learning needs. By 

design, a new study should investigate non respondents as well as 

respondents to determine if there is a significant difference in their learning 

needs. 

2. It is suggested that further research be undertaken to determine the effects 

of dental hygienists learning through print materials. 

3. It is suggested that research be undertaken to determine the effectiveness 

of formal continuing education courses for dental hygienists by examining 



patient outcornes. 

4. It is suggested that a needs assessrnent be undertaken to determine the 

specific leaming needs of dental hygienists with respect to their use of the 

cornputer. 

5. It is recommended that the content needs of dental hygienists be further 

investigated to gain insight into the reason for age related differences. 

6. It is recommended that the Canadian Dental Hygienists' Association 

undertake research to determine the demographic profile of dental 

hygienists in Canada every five years. 
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Appendix A 

Survey 



This survey has been designed to determine your continuing professional education 
needs as a dental hygicnist. The survey has three sections. The first section a s h  
questions concerning bow you Iike to learn, the second sectiori askr questions 
conceraing what you would Iike to learn about and the final section asks for 
demographic information. 

When Iearning, cach one of us seeks information from different sources. The questions 
in îhis nsk you to explore your preferences for specific learning methods when 
cngaged in continuing cducation activities. Each question has specific instructions. 
Some of the questions require you to rate your preferences on a continuous scale. 

EXAMPLE: 
Circle the n u m k  on the scak wtiich k t  describes ~QUC prefercnce for using a leaming method: 

Ko 
Learnir~g method: k t  prefer - Most prefer n c k -  

learn from animnied carroons, bur i i  isn 't p u r  mosr preferred merhod. you nould 

1.0 Please indicate the learning method(s) you currently use with a check (4: 

pnnt m a t c m  (i.c. professional journaIs, professional nmvslcticrs. test books, 
magazines, consumer repons, promotional literature) 

direct contact with orofcssionals. c o l l e a u  (Le. staff meetings. comrnitfee work. Emaii 
patient rcfcrrals, fomal and informai convcrsarions,) 

formal cducatjonaI activit 
. * .  

ia (i.e. studl. clubs, profcssional conwntions, 
professional activities, universip lcommunii?. college sponsorcd on-site courses. on-lin~ 
courses, distance learning courscs) 

rion pnnt marcrials (Le. audiotapes, videotapci. I ~ : C . T X .  C O I I I ~ U [ C ~  xsisted 
insuuction, CD ROM) 



2.0 Circk the number on the scale which desct-iba your preference for using an identilied 
learning methad: 

Learning merhod: . k a s r  prefer - Most prefir No prefieence 
p ~ t  materiais 1 2 3 4 5 
contact with ohcr proftssionals 1 2 3 4 5 
formal c d u c a t i ~  activitics t 2 3 4 5 
non prbt rnarmals 1 2 3 4 
other 

5 
1 2 3 4 

(specifi-1 

3.0 The following series of questions rtfer to your use of PRIhT MATEMALS. 

3.1 GrcIe the number under the column which k t  describer the frequency you use print 
materiais: 

Frequency ofuse: 
professional journais 
professional newsleetcrs 
turtbooks 
magazines 
connunerrcports 
promotionai materials 
other 
(sp=if?I 

daiiy 
1 
1 
1 
1 
1 
1 
1 

weekly monrhly 
2 3 
2 3 
2 3 
2 3 
2 3 
2 3 
2 3 

yearly Don 't use 
4 5 
4 5 
4 5 
4 5 
4 5 
4 5 
4 

3.2 Check to indicate the location(s) of use for print rnaterials: home LI office O 

3.3 Please identify the publications that you routinely read: 

3.4 Rate your motivation for using print materials with a circle on the following continuum: 

Monvational facror: motivaror c-t High Mohvator Nor a factor 
M S t  1 2 3 4 5 
convenience 1 2 3 4 5 
tirne 1 2 3 4 5 
interes t f 2 3 4 5 
accessibiIity 1 2 3 4 5 
qual ie  1 2 3 4 5 
othcr 1 2 3 4 
(speci-) 



Rate the obstacles you face when using print materials by circling a nurnber on the 
scale: 

Obsracies: Small obsrade H Big obstacle Nor an obsraclc 
-tly 1 2 3 4 5 
convcniaicc 1 2 3 4 5 
complcxity of informafioa 1 2 3 4 5 
acccssibiIity 1 2 3 4 5 
time 1 2 3 4 5 
q d i t y  1 2 3 4 5 
otha 1 2 3 4 

4.0 The foUowing questions refer to the DIRECI' CONTACT YOU HAVE WITH 
COLLEAGUES AND OTHER PROFESSIONALS: 

Indicate the frequuicy with which you cagage in direct contact with colleagues and 
other professionds by arclimg a number on  the scale bdow: 

Frequency.. Lowfiequency * Highfrequency Do not use 
staffmedings 1 2 3 4 5 
committœwork 1 2 3 4 5 
informai discussions 1 2 3 4 5 
anad 1 2 3 4 5 
patient refends 1 2 3 4 5 
otha 1 2 3 4 
(specify) 

Rate those factors which motivate your use of direct contact with colleagues by circling 
a number on the scale: 

Mohvator: Low rnon'va~or .-r High monvaror h'or a facror 
time saved 1 2 3 4 5 
accessibility 1 2 3 4 5 
reliability of information cxchanged 1 2 3 4 5 
stimulation 1 2 3 4 5 
otha 1 2 3 4 

( s p a c i s )  

Rate those factors which represent obstacles for using direct contact: 

Obstacle: Small obsracle cr Big obsracle Nor a facror 
tirne spent 1 2 3 4 5 
accessibility 1 2 3 4 5 
rcliability of information cxchangd 1 2 3 3 5 
stimulation 1 2 % 1 5 
othcr 1 2 
(specih.) 



5.0 The following questions refer to FORMAL EDUCATIONAL ACïIVITIES: 

5.1 Circle the number in the cotumn which corresponds to the amount you engage in forma1 
educatioaal activities: 

Frequency owe:  daily 
sûxdy Clubs 1 
professionai conventions 1 
profcssional seminan, activities 1 
university/Collegc sponsorcd courses 1 
wmmuaity sponsorai courses 1 
distancc ieaming cx>urscs 1 
(coinputer or currsponduicc) 

o&ha i 
(spc.icifL) 

weekiy monrhly yearly Don 'r use 
4 5 
4 5 
4 5 
4 5 
4 5 
4 5 

5 2  Rate what motivatts you to participate in forma1 cducationat activities by cirding the 
numbcr on the s a k :  

Motivutor: Low moîivutor w High monvator Nor a/acror 
CQSt 1 2 3 4 5 
accessibility 1 2 3 4 5 
timc away fkom work 1 2 3 4 5 
accommodation 1 2 3 4 5 
sociaiization 1 2 3 4 5 
otha I 2 - 4 
(*fi) 

5 3  Rate the obstacles which keep you from registering for formal tducational activities by 
circling the number on the scale: 

Obstacle: SmalZ obstacle - Brg obsracle Not a factor 
CCSt 1 2 3 4 5 
accessibility 1 2 3 4 5 
timc away fkom work 1 - 7 3 4 5 
accommodation I - 7 3 4 5 
socialization 1 2 3 4 5 
othcr 1 - 7 3 4 
(specify) 

5.4 Rate the learning strategies you prefer when engaging in formal educational activities 
by circling the number on the continuous scale: 

Straregies 
Iccturc 
interactive discussion 
works hop 
group activib 
panel discussion 
self paced study 
individualized study 

Most prefer 
3 4 
3 4 
3 4 - , 3 

3 4 - 4 - 4 

No pre ference 
5 
5 
5 
5 
5 
5 
5 



6.0 The following questions refer to your use ofNON PRINT MATERIALS: 

6.1 Circle the nurnber in the column which corresponds to the frequency with which you use 
non print materials: 

Frequency of use: doily weekly monthly yerrrly Don 'r use 
audio tapes 1 2 3 4 5 
vide0 tapcs 1 2 3 4 5 
coaiputa assisttd learning 1 2 3 4 5 
intunct 1 2 3 4 5 
otha 1 2 3 4 
(specifl) 

6.2 Rate what motivates you to use non print mattriais by Urding the number on the scale: 

Motivutor: Low motivamr cs 

cOst i 2 
bvailability of mataiaIs 1 2 
h 1 c d g e  as to what's avaiiable I 2 
W [ ~ V ~ M C C  1 2 
rcliability of infortnation 1 2 
access to information 1 2 
othcr 1 2 
(wify) 

High motivafor Nor afactor 
3 4 5 
3 4 5 
3 4 5 
3 4 5 
3 4 5 
3 4 5 
3 4 

63 Rate the obstacles you face when using non print materials by circling the number on 
the s a l e  below: 

Obstacle: Small obsracle - Big obstacle Nor a facror 
cost 1 2 3 4 5 
availability of materiais 1 2 3 4 5 
knowledgc a s  to what is availablc 1 2 3 4 5 
mnveniencc I 2 3 4 5 
rdiability of information 1 2 3 4 5 
access 10 information i 2 3 4 5 
othcr 1 2 3 4 
(specifL) 



7.0 lndicate why you pursue continuing cducation opportunities on the following scale: 

Reason for pursuing: Lo w imporrance 
n d  to incrtase undastanduig 1 2 
dcsirc to m a i n  comgetent 1 2 
continuhg ducaticm poÏnts L 2 
gain advancd cndentiak L 2 
self improvanent 1 2 
scIf estctm 1 2 
socid mntact 1 2 
economic d 1 2 
value for IcamUrg 1 2 
other 1 2 
(spccW) 

* High imporronce 
3 4 
3 4 
3 4 
3 4 
3 4 
3 4 
3 4 
3 4 
3 4 
3 4 

This section u designcd amund the baseline abaities defined in the C.D.H.A. document 
DentaZHygienc Definition andScope. It  is r e c o g n h i  chat cornpetence is a continuous 
process and your learning needs may change throughout your professionat career. In 
this section, you a re  asked to self assess your persona1 learning needs in d a t i o n  to 
specific topic categories. Each topic category is followed by a nurnber of potential 
professional deveiopment offerings. You are asked to identify all, some o r  none of the 
course titles you would prefer to have available. 

EXAMPLE: 
0.0 Numtion Check (4 if this is a l e h g  n d :  

Diet counseling for the dentai hygiuie clicnt 3' 
Propef numuon and oral health 
Networking with dietitians for btn# client health d 

Ifyou need fo learn more abour rheprocess ofdiet counseling bufyou h o w  enough about or  
atrended a course on proper nurrition wirhin the pasryear. only rhe above boxes would be 
ch ecked. 

Check (4 if this is a learning need: 
8.0 Dental hygiene responsibilities: 

The evolving role of the dental hygienist O 
The ethics of dental hygicne ptactice O 
Guideiines for ernplo)ment contracts O 



Check (J )  if this is a Iearning need: 

Denta1 hygiene responsibilities continued: 
H d t h  c m  policies O 
H d t h  promotion policies O 
Rcscatch opportwiities for the dental hygienist O 
Optimal use of dental hygiaie skiils Cl 

0 t h ~  (spccify) 

9.0 Participative decision making 
Guidchcs for client referrals O 
A d v d  pcriodontal thtrapics O 
E f f i v e  cd&& tcchnïqucs/strategit~ cl 
Nchvorking to improve paiicnt carc O 
Strategies for dcveloping rtstarch activitits O 
Ncgdiating change O 
E C i v e  twn participation O 

10.0 Support and wource requirements 
Currcnt inftction control pmtocols a 
CPR and fint aid ccrtificatioa O 
Environmaitaü~~~tlpational hazards 3 
The impact of a i ~ a t i v e  medicine on dental hygienc carc Cl 
Using the consultative process to dcvclop policies Cl 
Rtscarch projccls that use client information D 
The tthics of duital hygicnc practice O 
otha (spi@) 

11.0 Maintainhg professional cornpetence 
Mentonhip and how it u n  help you LI 
Skiii worEûhops to enhancc o u r  efficient). Li 
Techniques to stay currcnt 3 
The direction of dental hygiene education Ï n  Canada LI 
Rtsearch on the latest products O 
Guidelines for building a siu* group Cl 
otkr (va9 

12.0 Information management 
Daitai hygiuie practice and the law 
Dental hygiuie diagnostic tools 
Cornputers and dental hygiene practice 
The wodd uide web and its impact upon dental hygicnc practtcc 
Designing heaith promotion programs for dental hygiene cltcnti 
Building effzctivt rccail sysums 
Protbction of clicnt privas 
How to inttrpret rcscarch fmdings 
Othcr (spcci f y )  -.. 



Check (4 if this is a learning need: 

13.0 Practicing professionalIy 
Dcntal hygicnc carccr aItcrnativcs f3 
ï he  business side of dental hygieae p r a d a  O 
Lcarning to listen to what the dimt nccds 0 
The cthics of shortai& 0 
Standards for dental hygîcoc practice O 
Asking personal medical questions O 
A qnopsis of airrait rtsearch in dental hygiaic O 
Othcr (spacis.) 

15.0 Assessrnent 
Trcating high rkk clients O 
Managïng dental phobias and fears O 
Idcnti fying detcrminants of health O 
Dentai hygiene diagnosis: the ski& and the îmls O 
Idtnti fying rescarch limitations 3 
Defrning the probfcm through codisc~vay CI 
Stcuring informcd CO-t O 
Other (speci fy) 

16.0 Planning-Client Participation 
Thc latest in dental treatrnent options: materials and techniques 13 
The latcst in prcvcntion: prducts and techniques 3 
How to plan systems around hcaith issues O 
Marketing strategics Cl 
Teaching suatcgies that work 0 
Motivational tahniqucs O 
Other (specify) 

17.0 Irnplementation -Client/Ciinician Safety 
Occupational hazards and dental hygiuic practice Cl 
Infcctious discases and dental hygiwic practicc O 
World \vide diseasc trends O 
Hazardous wastcs and denta1 hygicnc practicc O 
Infection control controversies 3 
Othcr (speci@) 



Check (4 if this is a learning need: 

3.0 impLementation-Equipmuit and Rtsource Selection 
Current tochnological options for h r a l  hygime practicc 0 
Altemative pain contrai methods a 
Electronic commwcation choiccs O 
M a h g  g d  choices in a changing markttplact a 
Othcr (spccify) 

19.0 Impiementadon-Provision of O r e  
Pain and anviety management for the dcntd hygÎuie clicnt cl 
Cumnt heaith promotion strattgies O 
Cunait ducatïoaal tcchnigucslsîrattgies U 
Standards for clinid rtstarch O 
What the rcsesrch says about surent dinicd techniques O 
Matching yoia kachhg to client learning Q 
Devcloping bospital and nuning home in-services Cl 
-(sptcisr) 

20.0 Evaluation-Ongoing 
The use of  indicts Q 
Scif'evaIuation and its impact upon dentai hygienc practice O 
How to condud s w c y s  O 
Program evaluation-den and how to do it O 
Using climt statistics to irnprove health O 
Client accountability 0 
0 t h ~  (spcciS.1 

21.0 Evaluation-Revision 
Sû-atcgies for irnproving operational proces& C) 

S tatis tical anaiysis explaincd 3 
When and how to change a strate= 3 
Risk management 3 
Othe (specie) 

22.0 Evaluation-Outcornes 
How to tell if your clients arc genklg healthier Q 
How to improvc client satisfaction with dental hygiene carc O 
Evatuating the impact of oral health initiatives Cf 
Analyring and appljing rtswch f~ndings to dcntal hygicne c m  O 
M c h d s  for cvaluating client knowledgc O 
Other (spccie) 



SECTION III: DEMOGRAPHf C WFORMATION 

This section contains questions about your educational background and your dental 
hygicnt practicc expericnce. PIease check .II that apply. 

26.0 S U t  of the communiq in which you- 

practicc: 
0 R d  {<5000 peoplc) 
0 Urban 1 (>5000-10,000 p p k )  
Cl Urban 2 {>10.000-<100,000 people) 
O Urban 3 (~100,000 people) 

live: 
O RlmlI (<5ooO people) 
Cl Uhan 1 (~5000-10,000 people) 
Ci Urban 2 (>lO,ûûû-c1ûû,000) 
O Urban 3 (> 100,000) 

27.0 Province in which you currcntly practicc: O Alberta O Ontario 

28.0 Agc: 0 45 years O 25 - 30 ytars 0 3 1-40 y w s  0 4 1 - 50 years 0 >SO y w s  



Appendix B 

Letter to Panel of Experts 



To: Pane1 of Experts Date: June 1, 1998 

From: Marg Wilson 

Re: Content validation of s w e y  research 

Thank you so much for agreeing to be part of a panel of dental hygieniN willing to veriQ the 
content of a survey that will contribute to research on the continuing education needs of dental 
hygienkts. 

As you biow, 1 have been a graduate student in h e  Master of Education program at the University 
of Alberta for the past tfiree years and 1 am currentiy completing rny thesis which is entitled, a 

My research includes a s w e y  which has three sections. In the first section, dental hygienists wiii 
be asked to rate their preferences for dBerent leaming methods. How they Wre to leam and why 
they pursue conànuing education activities will be explored. In the second section, dental 
hygiaiists wiil be asked to identify those topics they would iike to hear more about The topic 
areas widiin this section corne from the document, D e n t a l e .  efimhon and Scwe (1 99 . D  " 82 
and are based on the begirining cornpetencies for practicing dental hygienists. In the thUd section 
of the survey, demographic information wiiI be sou&. 

Your assistance is king sought to validate the content in the second section of the survey. When 
1 originaIly designed this research, to gain insight into the content needs of practicing dental 
hygienists, 1 took out ads in the C.D.HA. Probe. the AD-HA Probe and the B.C.D.HA 
Newsletter. In the ads 1 asked dentai hygiaiistr to smd me bieir problems of practice. My îhbking 
was that problerns of practice could provide insight into the continuhg education needs of dentai 
hygienists and 1 could use tfie information as a frarnework for the second section of my survey. 
1 did not receive any written responses to the ads so 1 am looking to validate the content using an 
ahemative method. 

Another research technique for validation of content involves consultation with a panel of experts. 
For this technique to be accepted by the research community, 1 need you to undentand hou I 
arrived nt the content and comment on the process and end product. To facilitate your 
understanding 1 have enclosed: 

1. Information on the considerations 1 made to arrive at the survey questions 
2. Structure Critena and Standards from Dental E&giaie: Delkition and Scope document 
3. The proposed continuing education oEerings for the survey 

tirne iine for this request is tight Ifyou could provide me with feedback before Friday, Ime  
5, 1998 by phone (492-4453 wk or 436-7320 hm) or preferably in writing, 1 wodd be moa 
grateful. 

Thank you- 



How the survey questions were created: 

1. Continuhg education topics are o h  very trendy and soon become 'stale dated'. What was 
hot m i 995 is not necesady an imie in 1998. Change is o c c ~ g  rapidy for our profession 
but contait for continuhg professional edudon (CE) courses must be linked to competency 
in practice and the future direction of aie profession 

2. h 1995 the Canadian Dentai Wgiene Association distributai the m e n e :  D e f m  - 
md SC= bookiet This validated document (Keenan, 1995) identifid 15 criteria (key 
variables) and the standards expected of the practicing dental hygienist These criteria were 
used as the template for the major headings or questions within the survey. 

3. Under each heading in the survey, a nurnber of possible continuhg educaîion topic choices 
are Listed. These topic choices were arrived at by grouping the standards discussed under 
each criterion 

EXAMPLE: 
5. Information management (this corresponds ta Criterion #5 which charges the dental 

hygienist to ensure or promote thaî the practice environment provides systerns to manage 
information). 
The choices liste. include: 

Dental hygiene prrctice and the law (considers standard 5.1 aad 5.1.6) 
Dental hygiene diagnosis (wnsiders standards 5-1.1 -* 5.1.5) 
Cornputers and dental hygiene practice (considers standard 5.1 + 5.2) 
Designing health promotion progrrms for dental hygiene clients 

(casiders 5.1) 
The wortd wide web and its impact upon dental hygiene practice 

(considers 5.1 + 5.2) 
How to interpret research findings - what is vatid and what isn't 

(considers 5.2) 

4. The Iist of choices under each topic is not exhaustive. What I was trying to produce were 
choices that considerd each of the 5 roles that have been defhed for the dental hygienist: 
c h i c d  therapist, h d t h  promoter, educator, adrninistrator, and researcher. 

5 .  At the end of eaEh question or topic, î h e  is ai opportirnity for the respondent to ident* their 
personal choice. This allows for qualitative data to be gathered and it will be examined to 
determine if any themes occur. 

6. When you are reviewing the survey questions, please let me know what you thùik of the 
process 1 used to corne up with the possible topia and ifyou agree or disagree with the topics 
themseives. 

Thank you 



Appendix C 

Cover Letter for Pilot Survey 



To: Hot S w e y  Volunteers 

Re: Content validation of s u n q  

'Ihank you so much for sgreeing to participate with a pilot shidy designed to ver* the content 
of a s w e y  that will contribute to researcb on the continuhg educaîion needs of dental 
hygienists. 

As you h w ,  1 have been a graduate student in the Master of Mucation program at the 
University of Alberta for the past thne years and 1 am currently complethg my thesis which is 
entitIed, ne Needs of Den-: Cantent and Delivery. . - 

M y  research includw a survey which has three sections. In the fjrst section, dental hygienists 
are asked to rate their preferences for different leaming me&&. How they like to leam and 
why they pursue wntinuing education activities is also expIored In the second section, dental 
hygienists are asked to i d e n e  those topics for which they have a leaming need. In the third 
section of the suwey, demographic idonnation is sou& 

Your assistance with validation of the content of this survey is very important. This process 
d require approximateiy 45 Mnutes of your tirne and asks that you: 
1. Complete the survcy and time yourself 
2. Return ta the survey and answer the following questions 
0Re;Larniir 

eIs there enough space pmnded to answer the questions asked? Ifnot, where wouid 
you change the layout to make the document more user friendEy? 
eIs the font size big enough for comfortabIe reading? 

+Re: F o m  
eAre the directions clear? Ifnot, please indicate the sumey question(s) number diat haî 
you confusd 
4 3 0  die examples provided give you a clear undersiandhg of how the questions should 
be answered? Enot, please indicate the example that is unclear. 

e A r e  diere any statements that you f id  fonhising? If so, please indicate *ch ones. 
*Are there any phrases mat you are uncertain of the meaning? If so, p h s e  indic* 
which ones. 

A sheet has been provided for your input Please FAX dùs sheet back to me at (403) 492 
8552 by noon on Wednesday, June 10,1998 or phone me at (403) 492 4453 and verbally share 
your thoughts. 

I recognize &at my time Luie for this request is very tight but I fd pressured to mail this 
out in June before people go into 'surnmer mode'. THANK YOU SO MUCH! 



PILOT SüRVEY 
CONTENT VALIDATION 

l 1. LENGTH OF TIME TO COMPLETE: 

2. LAYOUT: 
IS THERE ENOUGH SPACE? O YES U NO 

IF NO, PLEASE ELABORATE: 

1 1 s  THE FONT SIZE ADEQUATE? O YES O NO 
COMMENTS: 

3. FORMAT: 
ARE THE DIRECrIONS CLEAR? D YES O NO 

IF NO, PLEASE INDICATE THE QUESTION NUMBER A h 9  
CONCERN: 

DO THE EXAMPLES CLARWY OR CONFüSE THE DIRECTIONS? 

4- CONTENT: 
ARE THERE ANY CONFUSING STATEMENTS? O YES O NO 

IF YES, PLEASE INDICATE THE QUIESTION NUhIBER AND WHY 
YOU FOUND IT CONFUSING: 

ARE THERE ANY PHRASES THAT HAVE UNCLEAR MEANING? OYES ON0 
IF YES, P L E U E  INDICATE THE QUESTION NUMBER AND WHY 
YOU FOUND IT CONRTSING: 

S. GENERAL COMMENTS? 
ANY AND ALL OF YOUR REFLECTIONS ARE APPRECIATED: 



Appendix D 

Cover Letter for Survey 



Marq Wilson, Dental Hy~ienist 
4304 123 Street 

Edmonton, Alberta T6J 128 

Dear Cuff eague: 

1 am employed at the University of Alberta in the Facuity of M e d i ~ e  and Oral Health Sciences in 
the Dental Hygiae Prouam as an asokate dinical pmfmor. For the past t h e  pan I have alsa been a 
gradwte student in the Master of Addt Education pmgranr a b  at tfie University of  Amena I am 
currently completing my thesis wfüdi is entitled: nie Learning Needs of Oentai Hygienists: Content and 
Déiivary. 

My research indudes the endosed sunrey wtiich is bwig mailed to registered dental hygienists in 
AIbena and Ontario. Your name was seiected randody from a kt of aU the dental hygienists those 
Provinces. Your participation in this study is voluntary. AI1 rerponses wilI remin completely anonymow 
and only grouped data wiïi be reported 

Your response to this sunrey is extremely important, Your opinions and those of your colleagues 
v,ill be useu' as the foundatioir for planning effectiv~ ccintinuing professional education programs for 
dental hygienists in Canada. Please take the time to coqlete the sumey and return it by July 10. 1998 
in the envdape pron'ded. 

I sincerely appreciate your couperation in supporting this study. If you have any questions about 
the survey or the study itself, please do not hesitate to mntact me by calliflg : (403) 492 4453 during the 
day or (403) 436 7320 in the evenings. My Ernail address is mpwilson@gpu.snr.uaIberta.ca and rny FAX 
number is (403) 492 8552. 

Please accept a 'thank you' in advance for your participation. I look forward to receiuing your 
sumy. 

Margaret Wilson. O@. 0 2 2.. M.Ed. (Candidate) 



Appendix E 

Follow-up Letter to Survey 



Marg Wilson, Dental Hygienist 
4304 123 Street 

Edmonton, Alberta T6J 128 

It LS refiably predicted tlrat our scientific and tec/rnicnl X-nowledge base, 
now doubling about eve'yflve to eigitt years, will soon bcgin CO double 
meiy year in sonrejiefdr The rate of apansion in the quant* of facts, 
concepts andphciples required for compefent practice will dtjj5er aniong 
profëssions, depending upon the nature of the theuries rhnt undedie each 

From: Trurdr and Fo'orccs Rtstiaping PmftssionaI Pradce (1993) in 
Educating Professionals by L. ûirry. F. Wcrgin & k s s ï a f a .  

Two weeks ago you were mailed a survey entitled: The Leamine Needs of Dental 
Hveienists: Content and Deliverv. Your response to this survey is very important Your 
individual perspective, combined with input from your colieagues in Albena and Ontario, 
will impact the planning of continuing professional education prograrns for dental 
hygienists in Canada. The development of relevant and effective learning opponunities for 
dental hygienists should keep ou; profession strong into the 2 1st century. 

If you have not already done so, please give the survey your attention. It is veq  
important that the results of this study refiect everyone's input. Ai1 responses will rernain 
completely anonymous and only orouped data will be reponed 

If you have already sent in your survey, thank you Your participation is tmly 
appreciated. 

Sincerely, 

Margaret Wilson, Dip D HA, B Ed., M.Ed. (Candidate) 



Appendix F 

Structure Criteria and Standards from 
Dental Hygiene: Definition and Scope 



Structure Criferia and Standards 

Criterion 1 : Dental Hygiene Responsibilities 
The dental hygicnist cnsurcs or promotes that the practice environment' 
providcs a dcscription of thc dental hygienist's responsibiiities. The 
dcscription outlincs: 

Responsibilities Standards 

Clinical Therapy i . 1 human resources and client2 care policies. 

Health Promotion 1 . 1  human resources and client servicehealth 
promotion policies. 

Educa tion 1.1 hurnan resources and educational policies. 

Administration 1.1 hurnan resources and management and 
healthcare policies. 

Research 1 - 1 human resources and research policies. 

' "Practicc environrnctnC encompasses the physical. social and cultural factors wichin institutions. 
sertings. cornmunirtes. The practice environment is influenced by: Icgislation; regulatory and 
professional bodies: the public: cmployrnent philosophies and practices; rescarch and technology, 

' "Client" refers to an individual. family, group. cornmunity or organization accessing the profes- 
sional services of a dental hygienist. "Ciient" may also indude the client's advocatc (c.g. the 
parent of a young chtld). 

In the ADHA "Framework for Theory Devetopment" (Vol. 67, May-Junc, 1993, Journal of 
Denral Hygiene) the following discussion clarifies the concept of client as used in this document: 

'The concept of client refers to potential or actual recipients of dental hygiene care, and 
includes persons. families. groups. and communities of al1 ages. genders. socio-cultural. and 
economic states." 

The term client has been selecred as a paradigrn concept because che tcrm 

is broad. not limited to an individual. inciudes famiIies. groups. and communities; 

impiies wèllness tricher than illness: 

connotes pievention and health promotion rather than only treatment; 

irnplies an x r i v e  nrher than passive relationship with the provider; and 

- i s  co~ip!ih!i '  :L ith ïurrcnt trrndj thrtr indicate consumen seek out cost-effective 
hcalrhcxc c \ ~ c r ~ i s c .  



Criterion 2: barticiPafive Decision Making 
The dental hygienist ensures o r  promotcs that the practice environment 
providcs opportunities for the dcnial h-gienist-to partiupate in decision- 
müking by: 

Responsibilities Standards 

Clinical Therapy 2.1 

2.2 

Health Promotion 2- 1 

2-2 

2-3 

Educa tion 

Administration 

Resea rch 

using ri consultative process in developing policies 
affecting the members of the oral health team and 
the care they provide; and 

using a consultative process to make decisions 
regarding facilities. equipment, supplies and 
procedures, 

using a consultative process in developing policies 
affecting the members of the health promotion 
team and the programs they provide; 

using a consultative process to make decisions reg- 
arding clients, processes, and resources (facilities. 
equiprnent, supplies and procedures); and 

using a consuitative process to develop policies 
to support healthy Iifestyles/environmencs/ 
communities. 

using a consuhative process in developing policies 
and curriculum which guide teachersilearners and 
teachingliearning activities; 

using a consultative process to make decisions 
regarding facilities, equipment, supplies and 
procedures; and 

using a consultative process to promote Iifelong 
learning for teachers and leamers- 

using a consultative process in developing polices 
relating to program management; 

using a consuItative process to make decisions 
regarding facilities, equipment, supplies and 
procedures; and 

using a consultative process to rnake staffing 
decisions accordinp to needs. available positions 
and funding; staff according to needs, available 
positions and funding. 

using a consultative process in developing policies 
relaring to research activities- 



.- criterion 3: Support and Resource ~equirernen ts 
The dentai hygienist ensures or promot? that the practice enïironmcnt 
provides resources, including human resources, which support the dental 
hygienist to: 

Responsibilities 

Ctinical Therapy 

Standards 

Nealth Promotion 3.1 

Administration 3.1 

3.2 

maintain and apply current knowledgc and skiil;; 

irnplement current universal infection control 
protocols; 

adhere to protocols which ensure physical srrkry 
and enable response in emergency situation: 

provide cornprehensive dental hygiene care; 

ensure privacylconfidentiality; 

maintain records; 

access, assess and use technology/equipmen~; and 

discuss, plan and coordinate client care. 

maintain and apply current knowledge and skiils; 

promote healthy lifestyle choices; 

act as a role model; 

provide oral health information; 

ensure privacylconfidentiality; 

access. assess and use technology/equiprnent: and 

discuss. plan and coordinate healih promotion 
programs and activities. 

rnaintain and apply current knowIedge and skills: 

act as a role mode1 for leamers; 

ensure pnvacylconfidentiality; 

access, assess and use technology/equiprnent; 

discuss, pian and coordinate edticational programs 
and activities; and 

promote lifelong learning. 

maintain and appIy current knowledge and skills: 

impIement current policies and protocols related 
to the position; 

ensure pnvacylconfidentiality; 

access, assess and use technology/equipment; and 

discuss, plan and coordinate activities. 



Research 3.1 maintain and apply current knowlcdge and skilis; 

3.2 implerncnt currctit p r i l k i c ~  .:ri&! protocols related 
CO the research aclt\-iLy: 

3.3 ensure pnvacy/con t'idcrir~:dicy: 

3.4 access. assess and use tcciinology/equipment; and 

3.5 discuss. plan and coordirtcits rescarch activities. 

Criferion 4: Main taining Professional Cornpetence 
The dental hygienist ensuies or promotes that the practice environment assists 
the dental hygienislt in maintainhg professional cornpetence in: 

Responsibilities Standards 

Clinical merapy 4.1 fostering the dental hygienist's participation in 

Health Promotion continuing education; 

4.2 providing opponunities to consult with 
colleanues: 

Y. - 

Administration 
4.3 providing current knowledge of dental hygiene 

Research and other relevant content areas such as clinical 
dentisuy; and 

4,4 encouraging practice consistent with the national 
practice standards. 

~i i ter ion - .  5: In7ormatÏon Management 
- The de& hygi&-eniures orpromotes that the practice environment 
provides çystems-tomanage information which allow the denta1 hygienist to: 

- .- 

Responsibilities Standards 

Clinical Therapy 5.1 provide effective, ongoing care through records 
which inchde: 

5- 1.1 pertinent and current client demographic 
and psychographic information; 

5.1.2 pertinent and current medicalldental 
history; 

5-1.3 findings from intra and extra oral 
examinations and their interpretations; 

5.1 -4 diagnostic tests such as radiographs and 
interprecations of resiilrs; 

5.1-5 the ciient's treatment record (overall 
treatment plan. treatmenr and counselling 
provided and t rament  progress): and 

5.1.6 ensuring confidentiality of al1 records and 
appropriate relcnsr of informarion. 



Health Promotion 5.1 develop. impiement. evaluate and revise prognms 
and activities which meet the needs and dcrnands 
of the client. 

Administration 

Research 

4 

5.1 develop, implement, evaluate and revisc pro, - ~ t n ~ s  
which meet the needs and demands of clic cliçiir. 

5.1 maintain pertinent and current inforrnritiori rclrit- 
ing to policies and protocok; 

5.2 ensure tracking and reporting mechanisms; aiid 

5.3 revise existing polices andor  develop new ones. 

5.1 conduct reviews of the literature; 

5.2 gather. record and analyze data appropriately; and 

5.3 meet criteria for ethical research. 



Process Criteria and Standards 

. 
Criterion 6: Practising ~rofessionally 
The dental hygienist practises professionaIly by: 

Responsibilities Standards 

Clinical Therapy 6.1 

Health Promotion 

€ducation 6.2 

Administration 
6.3 

Resea rch 
6.4 

6.5 

adhenng to provincial or tenitoriat dental hygiene 
licensing and other pertinent regulations/codes: 

supporting the professional associations through 
personal mernbership; 

adhering to CDHA Pracrice Standards; 

adhering to the CDHA Code of Erhics: 

accessing and utilizing current research based 
knowledge through analyzing and interpreting 
the literature and other resources; 

pursuing continuing education; 

managing career development; and 

consulting with experts as required. 

Criterion %:l6 . . div!dua lizing Services 
. - . - 

The dental hy@e&t iodividual&er services based o n  dient needs and the 
practice environment;by: - .  ' 

- -  .>. .. - .  . 

Responsibilities Standards 

Clinical Therapy 7.1 

Health Promotion 

Educa lion 7.2 

Administration 
7.3 

Research 
7.4 

andyzing the job requirements in t e m  of the five 
key areas of respnsibility; 

selecting and impIementing activities reflecting 
these requirements; 

reviewing and revising these activities at intervals; 

seeking information required for understanding 
of social, cultural, personal and environmental 
factors; 

adhering to codes that define and protect human 
rights and freedoms; 

comrnunicating and cooperating with human 
resources such as: dental healthcare professionals, 
other professionds, government agencies. 
external agencies, and clients; and 

sharing expertise with colleagues and seeking 
their input as required. 



- Criferion 8: Assessmenf 
The dental hygienist perforrns an assessrnent by: 

Responsibilities Standards 

Clinical Therapy S. I 

Health Promotion 8.1 

8 -2 

8.3 

8.4 

Education 

Administration 

Research 

coflccting required baseline pcrsonal and ctinical 
information using interview. cihservation. palpa- 
tion. instrumentation. and record rcview 
techniques; 

reviewing and updating previously collected 
information; 

assessing the history and condition of the client 
to detennine whether special precautions are 
necessary ; 

assessing the current medical status of al1 clients 
to determine those who are at high risk for 
ernergency situations and oral disease; 

assessing and monitoring a cIient's anxieties. feus 
and emotions; and 

critically analyzing the avaitable data to determine 
the client's present and future need for oral 
healthcare- 

idenrifying. verifyinz and responding to the health 
promotion needs of the client; 

coitecting baseline information to substantiate and 
direct program or activity development; 

reviewing and updating previously collecteci 
information; and 

anaiyzing information againsr established deter- 
minants of health and health outcome measures to 
detennine programlactivity priorities. 

colIecting. analyzing and interpreting required 
information; 

reviewing and updating previously collecred 
information; 

defining probiem. cause and effect through 
CO-discovery with the client; 

collecting and analyzing required information; and 

interpreting. managing and updating information 
as required. 

The dental hygienist iden!i/ies a research 
question by: 

8.1 identifying rcsourczs that mny be helpt'ul in 
selscting a research topic; 



8.3 identifying and utilizing guidelines for effective 
research problem/question formularion; and 

8.4 stating the hypothesis of the rescxch question or 
idenrifyinç thc nature of qualitaiive research. 

Criterion 9: Planning-Clien t ParficiPa tion 
The dental hygienist ensures the client is an active participant in developing 
a plan by: 

Responsibilities Standards 

Hea /th Promotion 9.1 

9 2 

identifying with the client's h i f ier  personal oral 
heal th prioriries; 

obtaining or reconfirming the client's consent; 

discussing oral hygiene treatment priorities and - 
procedures with the client including their integra- 
tion with the overat1 treatment plan; 

reaching mu tual agreement regarding desired 
oral health outcornes (goals) with client interests 
having highest pnonty; and 

developing a plan acceptable to the client: 

9.5. I identifying specific short-and long-term 
oral health goals toward which the plan of care 
is directed; 

9.5.2 identifying how these oral heaIth goals witl 
be measured; 

9.5.3 identifying appropriate dental hygiene 
interventions for the dental hygiene treatment plan; 

9.5.4 discussing the dental hygiene treaunent 
pIan including costs with the client and appropri- 
ate rnembers of the health team; 

9.5.5 determining what dental hygiene care 
wiII be provideci dunng each dental hygiene 
appointment; 

9.5.6 ensunng that appointrnents for denta1 
hygiene care are scheduled ai intervals and for 
suitable duration; and 

9.5.7 including education (see Education 9.4.5 
to 9.4.8). 

determining priorities with the client; 

dcveloping short-and Ions-rerm prognm goals 
and objectives with the client; 

reachins mutuai agreement resprding desired out- 
cornes with client interests having highest priority: 

consulring with other heaIth professionals to 
ensure an integrated plan; 



-. 
advocate programming consistent wiGtaie)  

- ,  

priorities: 

developing progrrims within the limitations c d  
existing re3ources; and 

developing a prognrn acceptable to the clierit: 

9.7.1 using a systems approach for prognin 
planning; 

9.7.2 devsloping target marketing strategies for . 
health promotion initiatives; 

9.7.3 identifying specific shon-and long-tem 
oral health goals (consistent with the mutuaIly 
agreed-upon outcornes) toward which the pian 
of care is directed; 

9.7.4 documenting process and outcome 
measures to ensure that records are available: 

9.7.5 designing a plan which considers factors 
such as client Iiteracy and age level and builds 
on strengths; 

9.7.6 ensuring chat developrnent proceeds in a 
culturally/multicultudIy appropriate manner, and 

9.7.7 including education (see Education 9.4.5 
to 9.4.8). 

selecting teaching strategies approprîate for the 
client's needs and interests; 

considering available resources and the suitabiliry 
of the leaming environment incIuding such 
variables as group size and time; 

reaching mutual agreement regarding desired 
outcornes with client interests having highest 
priority; and 

developing a plan acceptable to the client: 

9.4.1 identifying specific short-and long- 
term goals; 

9.4.2 establishing priorities and the components 
of the plan; 

9.4.3 determining a sequence for activities; 

9-4-4 determining how goal achievement will 
be measured; 

9.4.5 identifying desired goals for oral health 
education; 

9.4.6 identifying how these goaIs will be 
measured; 

9.4.7 choosing educational processes, motiva- 
tiona1 techniques and educationai materials 
suitable for the client (that is. identifying how 
the goals will be met); and 

9.4.8 determinin: suitable timing for oral heatth 
education. 



Administration obtaining input from appropriate client 
reprcsenratives; 

identifying and discussirig priot-iiic~. 

reaching mutual ageemenr r-tig:ir-Jitig I:'.:I.C:I 
outcome with client inrcrests haring Iiiglicsi 
priority; and 

developing a plan accepcabls to the clicrit: 

9.4.1 identifying spxific shon-ad It b!i;-r~-rrn 

goals: 

9.4.2 establishing pnonties and the coniponcncs 
of the plan; 

9.4.3 determining a sequence for activiries; and 

9.4.4 determining how goal achievement will 
be measured, 

obtaining inforrned consent from subjects 
involved in ctinical uids following discussion 
of risks, benefits. rights and choices; and 

developing a research project acceptabLe to 
the client: 

9.2-1 designing the research study: and 

9.2.2 identifying needs and resources. 

Criterion 10: Implementation-Client/CIinician Sa fety 
The dental hygierüst ensures client, CO-worker and persona1 safety by: 

Responsibilities Standards 

Clinical Therapy IO. 1 practising current universal infection con- 
trol procedures including: 

10.1.1 using barrier techniques such as dispo- 
sable gloves, face rnasks and acceptable clothing; 

10.1-2 protecting the clinician's and client's eyes 
with safety glasses; 

10.1.3 using an acceptable method to wash 
and dry hands before gIoving and after removing 
gloves; 

10.1.4 ensuring chat scientificaIly recognized 
sterilization and disinfection techniques are 
practised and monirored; 

10.1 -5 using disposable supplies only once; 

IO. 1.6 avoiding cross-contamination by strictly . 

adhenng CO aseptic technique; 

10.1.7 ensunng equipment and resources are 
functiona! and rneet al1 safety standards through 
regular inspection/festing; and 

10.1.8 maintainhg up-to-date iinniuniïation 
records. 



10.2 ensuring the provision of care in emergency 
situations by: 

10.2.1 knowing the practice site's emergency 
protocols; ' 

f 0.2-2 knowing the location of emergency 
supplies and oxygen; and 

10.2.3 maintaining current certification in* 
cardiopulmonaiy resuscitation and basic first aid. 

10.3 ensuring safe management of hazardous wastes. 

dental hygienist ensures the-dient is an active participant-in developing a 
plan by: 

Responsibilities Standards 

Heaith Promotion 10.1 knowing and cornmunicating and applying 

Educa tion as appropriate current universa1 infection 
control prûcedures and other techniques to 

Administration ensure safety; 

Research 10.2 ensuring the practice setting m e t s  a11 legal 
requirements for workplace health and safeiy; 

10.3 ensuring the provision of care in emergency 
situations by: 

10.3.1 knowing the practice site's emergency 
protocols; 

10.3-2 knowing the location of emergency 
supplies and oxygen; and 

10.3.3 maintaining current certification in 
cardiopulmonary resusci tation and basic firs t 
aid; and 

10.4 prornoting and ensuring safe management of 
hazardous wastes. 

. .--- . -. - - - 

Criterion 1 1 : /mplemenia . tion-~~ù&mefit . . ... - 
Resource Selection - - -.. . .  - .  . . 
. . .  .- . 

The dental hygienirt &ctr suitable equipment and resoiirces&: 
. - 

Responsibilities Standards 

Clinical Therapy 1 1.1 knowing the currenr technologica1 options; and 

Health Promotion 1 1.2 selecting the best options for the situation. 

Educa tion 

Administration 

Research 



Criterion 
The dental hygienist provides dental hygiene services by: . 

Responsibilities Standards 

Cfinical Therapy 12-1 reviewing and validating the dental hygiene 
treatment plan; 

12.2 performing dental hygiene procedures, avoiding 
unnecessary procedures; and 

12.3 managing ciient pain andor anxiety by: 

12.3.1 discussing options for control of pain and 
anxiety with the client; 

12.3.2 reassunng the cIient as appropriate; 

12.3.3 selecting and providing clinical techniques 
for conuol of pain and anxiety3; and 

12.4 recommending seif-care procedures. 

Health Promotion 12.1 

Educa tion 

Administra ?ion 

implementing and monitoring strategies to 
promote heaith and self-care; 

providing dental hygiene expertise within a 
multi-disciplinary team; 

implementing the plan developed making 
revisions as necessary; and 

using current health promotion techniques. 

implementing current educational suategies 
based on estabiished principles; 

ensuring client access to information and/or 
resources; 

irnplementing the plan developed making 
revisions as necessary; and 

using current educational techniques. 

impfernenting the job description; and 

advocating for changes in the job description to 
more effectively meet needs in target areas. 

conducting research according to accepted 
research protocols. 

In the case of local anaesthetic. "provides" rneans eirher adrninistntion by thc Jcnral 
hygienist or a rcquest chat the dentist adrninistrr the anaesthetic depending upon provincial 
or territorial regulations. 



- - .  . .. . 

criterion 13: ~va lua  tion 
Thc dental hygienist incorporates ongoing cvaluation by: 

Responsibilities Standards 

Clinical Therapy 13.1 discussing processes and outcornes of care with 
rile iIisnt(s), colleages and others respcctin: 
contidcntiality; 

13.2 discussing the client's perceptions of changes in 
oral heal t h; 

13-3 using indices, instrumentation and observation to 
assess the presence of disease and changes in oral 
heahh status and plaque control; and 

13 -4 using continuous self-evaluation to ensure 
adherence to practice standards. 

Health Promotion 13- 1 discussing processes and outcornes with the 
client(s), colleagues and others; 

13.2 supporting and promoting coalitions 
between special population groups and 
health professionals; and 

13.3 using continuous self-evaluation to ensure 
adherence to practice standards. 

Educa tion 

Administration 

Research 

13.1 discussin; processes and outcomes with the 
client(s), colieagues and others; 

13.2 discussing or surveying to evaluate the client's 
perceptions of changes; 

13.3 using indices, instruments and observations to 
assess changes and cunent results; and 

13.4 using continuous self-evaluation to ensure 
adherence to practice standards. 

13.1 discussing processes and outcomes with the 
cIient(s), colleagues and others; 

13.2 discussing or surveying to evaluate the dient's 
perceptions of changes; 

13.3 using indices, insuuments and observations to 
assess changes and current resuIts; and 

13.4 using continuous self-evaluation to ensure 
adherence to practice standards. 

13.1 iiionitoring results in relation to expected 
OU [cornes: 

13.2 comparing results with other published studies: 

1 3 -3 consu !ring with colleagues/subject.s; and 

13.4 using continuous self-evaluation to ensure 
adherence to praccice standards. 



,- - 
criterion 1 4: Eva lua tion 
The dental hygicnist irt;ikcs revisions based upon evaluation findings byp: 

Responsibilities Standards 

Chical Therapy 14. I discussing proposed revised treatrnent plans with 
orher healchcrire professionals; and 

14.2 discussing proposed revised treatment plans 
andor  referrais with the client, 

Health Promotion 

Educa tion 

Administration 

Research 

14. I using current data collection techniques. 
discussion, questioning and observation; 

14.2 rnodifying initiatives and evaluating programs 
based on outcome measures. changing needs 
and new information; and 

14.3 assessing the client satisfaction with the 
progradactivi ty. 

14.1 identifying funher research requirements 
or questions. 



Outcome Criteria and Standards 

Responsibilities Standards 

Clinical merapy 15.1 evaluating the client's oral health status according 
to the dental hygiene treatmcnt plan which has 
been developed as part of a comprehensive 
treatmtnt plan; 

15.2 comparïng the resuits of the client's self-care 
efforts with the specified short-and long-term 
goals, using indices or other assessrnent 
rnethods; 

15.6 

15.7 

15.8 

Health Promotion 15.1 

Education 

evaluating services provided according to the 
specified dental hygiene treatment plan and dental 
hygiene practice standards; 

assessing the client's satisfaction with the oral 
hygiene care received, using discussion. 
questioning and observation; 

assessing the client's satisfaction with herhis oral 
health status, using discussion, questioning and 
observation; 

reviewing records to determine effectiveness of 
care over time: 

asscssing how improved oral health contributes to 
the client's health status; and 

detemining the needs of furthtr care. 

evduating the effectiveness of health promotion 
processes and activities according to specifted 
short-and long-term goals; 

assessing client response using discussion. 
questioning, observation and other information; 

assessing the client's satisfaction with the services 
received using data collection instruments and 
processes; 

evaluating the impact of oral heaIth irtitiatives 
against program indicators, specific targets or 
baseline data; and 

determining the need for program additions, 
revisions and deletions. 

:valuating the client's knowledge wrrh spccifieo 
:ducational goals. using data coiIection. discus- 
;ion, questioning and observation; 



15.2 comparing the client's knowledge with the 
specified educational goals. using data collcctiori 
instmments and processes; 

15.3 assessing the client's satisfaction with the 
knowledge acquired and results achieved using 
discussion, questioning and observation; and 

15.4 determinhg the need for additional knowledgr: 
and alternative educational strategies. 

Administration 15.1 evaluating processes and outcornes according 
to established policies, procedures and plans: 

15.2 assessing stakeholden* satisfaction using 
discussion, questioning and observation; 

15.3 reviewing operational processes to determine 
effectiveness and efficiency in terms of 
estabIished goaIs, targets and tirnelines; and 

15.4 deterinining strategic ancüor operational 
planning requirements. 

Resea rch 15.1 seeking critiques from appropriate sources: 

15.2 reponing or publishing results; and 

L5.3 anaiyzing and appIying research findings to 
the dental hygiene process of care. 



Appendix G 

Content Needs (Alberta and Ontario) Influenced by Age 



SECTION II: CONTENT NEEDS (ALBERTA) 

Ideiiliîicaliun of IDolenliiil Professiuiiul Uevelupinetit Oîferiiigs by Age 

30 or younger 3 1 - 40 4 1 or older 

L I U -  

f Y0 f % f % s s u ~ c  Prob. 

Dentul Iiygieiie responsibilities: 
Tlic cvolving rolc of the dcntul Iiygicnisi 

'flic ciliics US dciiiiil Iiygiciic prilcticc 

Guidelines for employment contracts 

Health care policies 
Hcalili promotion policies 

Research opportunities for the dentcil hygienist 

Optimal use of dental hygiene skills 

Par (ici pntive deçision making: 
Guidelines for client referrals 

Advnnced periodontal therapies 

Effeciive educational techniques/str~tegies 

Networking to improve patient cale 

S traiegies for developing research activities 

Negdating change 
A Effcciive team participation 
P 
O 

44.0 54 43.9 35 41.7 0.13 ,938 

82.1 88 71.5 67 79.8 3.67 ,160 
57.1 73 59.3 58 69.0 2.98 ,225 

57.1 75 61.0 44 52.4 1.51 ,470 

22.6 45 36.6 21 25.0 5.70 ,058 

46.4 60 48.8 43 51.2 0.38 ,826 
47.6 57 46.3 48 57.1 2.57 ,277 

(coi1 t iiiued) 





30 or yoiiiigcr 3 1 - 40 4 1 or older 
(ii=84) (n= 1 23) (n=84) 

1' 5% 1' % f % square Piob. 
- - . - - - - . - 

ï ï i c  world widç web and its iiiipiici upoii dental 
Iiygiciic p'vcticc 

l>csig!iilig iic;ilili pioiiioiioii pro-griuiis for deiirül 
I I ~ ~ I C ~ I L :  cJic11rs 

Uiii ldiiig en'cciivc ~.~cii lI  sysiciiis 

I>i.otcctioii of clieiii piivacy 

1-low i o  ii~ierprcl rescarcli findiiigs 

I'i*iicli~iir): ~)i*ol'cssioiiaIly: 

I lc i i iül  hygiene cüreer dicrnaiives 

The business side of denial hygiene practiçe 

Learning to lisien to what the client needs 

The ethics of shortcuts 
Siüiid;uds for dental hygiene practice 

Askiiig personal medical questions 

A synopsis of cuaent research in dental hygiene 

Iridividualizing services: 

Social, culiural aiid cnviroiimcni;il factors 
iiifluencing dent4 hygiene practice 

Iluiiian rights iii health care 

Multicultural health issues 



30 os younger 3 1 - 40 4 1 or older 
(ii=84) (n= 123) (n=84) clli- 
1' % f % f' % squuic l'sob. 

Skills iii bciiig an çl'lkctivc clicnl udvocuic 

Social science reseÿrcti üiid its implication for dçiiirl 
Iiygiene practice 

Asscssnien t :  

Treiiiing high risk clients 

Miiiiiiging dental pliobias and feus 

Idciitil'ying deteriniii~iriis of heültli 

Deiiial hygicnc diagiiosis: the skills and the tools 

Ideniifying researcli limitütions 

Deîining the problem through CO-discovcry 

Securing informed consent 

Planning-Client participation: 
The laiest in dental treatment options: materials and 

techniques 

The latest in prcveiition: products aiid tecliniques 

How to plan systems around health issues 

Müikcting slratcgiçs 

Teaching straiegies that work 
Motivational techniques 

Impleiiientatioii-ClientICIinician Safety: 
"A Occupationai il~azuds and dental hygiene practice 
A 
W 



30 or younger 3 1 - 40 4 1 or older 
(ii=84) (n= 123) (n=84) clii- 

f % f % f % square Prob, 

Infectious diseases and dental hygiene practice 

World wide disease trends 

Hazaiddous wastes and dental hygiene practice 

itil'ec tiori control contraversies 

Implemeiitation-Eq uipiiient and Resource 
Selection: 
Currciit iechnologicül options for dental hygiene 

pcüclicc 

Alici~iilitive pain conirol iiicthods 

Electronic coimiunicatiori choices 

Milking good choices iii a changing tnwketplace 

Iiiil>Jcnieiilation-Provisioii of Care: 

Piiiii iind anxiety manageineiit for the dental hygiene 
cliciit 

Ciii i c i i i  Iic;ilih ~~soiiioiioii siiakgics 

Ciii.i.ciii etluc~itionül ~ccliiiiquesl strimq$es 

Si;iiiil;ii t ls l'or cliiiiciil i . c ~ ~ ; i i . ~ l i  

W I i;ii 11 ic i ~ ç ~ ~ ü i . d i  SiiyS iiboul curreiii clinicül 
iccliiiiques 

Miii~liiiig your ieaçliiiig io çlieiit lew~iiiig 

Dcvclopiiig Iiospitül üiid riursing Iionie in-serviccs 
a 
P 
P 

39 46.4 59 49.0 39 46.4 0.07 ,967 

29 34.5 49 39.8 41 48.8 3,64 ,162 
(contiriued) 



Tlic use of indices 20 23.8 37 30.1 24 28.6 1.03 ,599 

Selîcvaluation and its impact upon denid hygiene 42 50.0 54 43.9 38 45.2 0.78 ,678 
piactice 

How to conduci surveys 1 1  13.1 30 24.4 16 19.0 4.20 ,123 
Progixrn evnluutioii - wlien and how to do it  19 22.6 36 29.3 26 31.0 1.7 1 ,425 

Striiicgies for iiiiproviiig operational processes 34 40.5 47 38.2 32 38.1 0.13 ,935 
Statistical analysis explained 14 16.7 31 25.5 19 22.6 2.22 ,330 
Wheii and how io change a strategy 23 27.4 45 36.6 30 35.7 2.16 ,340 
Risk iniiliagenient 28 33.3 43 350 35 4L7 1.44 ,486 

~ ~ \ ~ i i ~ i l i i ~ i O ~ i - O i l ~ ~ ~ l l i ~ ~ :  

Mow 10 tell if your clients are getting heiilitiier 62 73.8 64 52,O 51 60.7 10.18 ,006** 

1-low to iriiprove cliciit satisfaction with dental 
tiygiciic cürc 

70 83.3 89 72.4 62 73,8 3.77 ,152 

Evülua~ing the impact of ord healtli initiatives 36 42.9 43 35.0 35 41.7 1.62 ,445 

Aiialyzing and applying research fiiidings to detiiül 3 1 36.9 53 43.1 35 41.7 0.82 ,662 
Iiygiene care 

-A 

A bleiliods for cvaluiitiiig clieiit knowledge 41 48.8 57 46.3 45 53.6 1.05 ,592 
0i 



SECTION II: CONTENT NEEDS (ONTARIO) 

Identification of Yulential IDrofessiuiiril Devclupiiieiit Offerirgs by Age 

30 or younger 3 1 - 40 41 or older 
(11=8O) (n=95) (n=75) Chi- 

f % f % f % square Prob. 

Dental Iiygiene respuiisibilities: 

The evolving role of the dental hygienist 

The ethics of dental hygiene practice 

Guidelines for employment contracts 

Healtb care policies 
Health promotion policies 

Reseuch opportuiiities for ilie dental Iiygicnist 

Optimal use of denid hygiene skills 

Participative decision niaking: 

Guidelines for client referrals 

Advanced periodontai therapies 

Efîcctive educational tecliniqueslstrategies 

Nctworking to irnprove patient care 

Siriitcgics foi devcloping rcscarcli xtivilics 

Negoiiiitiiig change 



30 or younger 3 1 - 40 4 1 or older 
(ii=80) (n=95) (n=75) cl& 

Support aiid resuurce requireiiienls: 

Curreni iiifection conlrol protocols 

CPR and first aid certification 

The impact of alternative medicine on dental hygieiie 
care 

Usiiig the consultative process to develop policics 

Rcsciuch projccts that use client iiiforination 

ï h e  ethics of dental hygiene practice 

Maliitaiiiing professional cornpetence: 
Meiitorship and how it can help you 

Skill workshops to enhance your efficiency 

Techniques to stay current 

The direction of dental hygiene education in Canada 
Researeh on the latest products 

Guidelines for building a study group 

Iiil'oi*iiiiilioii ~ i i ~ i i ~ i g ~ ~ i i i ~ i r l :  

Dciiid Iiygiciic piticticc iiiid itie Iüw 

Deiiiiil Iiygieiie diagiiostic tools 

A 
Coi~ipiiiers and dental hygiene practicc 

Y 



'l'lic woi.ld widc w ï b  üiid iis iiiipci upoii dciiiul 
Iiy giciic pristicc 

Dcsigiiiiig health promotion pro-gram for dental 
Iiygiene cliciits 

Building effective recall systems 
Proicciioii of cliciii pi*iviicy 

1-low io interpret research findiiigs 

Practiciiig professionally: 
Denial hygiene career al tematives 
The business side of denial hygiene praciice 
Leilriiiiig to listen to what the client needs 
The ethics of shortcuts 

Staiidards for dental liygiene practice 

As king personül iiiedical quesiions 
A synopsis of curent research in dental hygiene 

Iridiviclualiziiig services: 
Sociitl, culturül and eriviroiiitieri~al Pw(oss 

irillue~icing denlai hygiene practice 

Huiiiiin rights in heülih care 

Mullicultural health issues 

30 or yoiiiiger 3 1 - 40 4 1 or older 
(ii=80) (n=95) (n=75) Chi- 

I' % 1' % f % squasc Prob, 

26 32.5 27 28,4 30 40.0 2.54 ,281 

31 38.8 33 34.7 33 44.0 1.5 1 ,470 
(con tinued) 



1' % f % f % squi1i.c Prob. 

Skills i n  beiiig üii cl'kctivc cliciit advocale 27 33.8 31 32.6 31 41.3 1.54 ,462 
Social science research and its implication for dental 26 32.5 28 29.5 23 30.7 0.19 .g 1 1 

Iiy giene practice 
Asscssment: 

Treating high risk clients 
Managing dental phobias and fears 

Identifying determinants of heaith 29 36.3 43 45.3 32 42.7 1.51 ,470 

Dcrital Iiygierie diagriosis: the skills and the ~ools 43 53.8 44 46.3 41 54.7 1.48 ,478 

Idcntil'ying research liiiiiiri tiotis 15 18.8 21 22.1 14 18.7 0.42 ,810 

Defining the problem through CO-discovery 14 17.5 20 21.1 23 30.7 3,98 A37 

Securing informed consent 27 33.8 28 29.5 21 28.0 0.66 ,718 
i 

Planning-Clien t par tieipation: 
The latest in dental treatment options: materials md 60 75.0 60 63.2 55 73.3 3.43 ,180 

techniques 
The latest in prevcntion: products and techniques 60 75.0 68 7 1.6 57 76.0 0.48 ,785 

How to plan systems around health issues 19 2 3 3  26 27,4 21 28,O 0.439 ,803 

Marketing strategies 25 3 1.3 32 33.7 31 41.3 1.86 .394 

Teaching strategies thüt work 40 50.0 52 54.7 46 61.3 2.03 ,362 
Mo tivriioiiül leclini y ues 48 60.0 61 64.2 49 65.3 0.54 ,764 

Impleiiientatioii-CIientlCliniciaii Safety : 
-L 

A 
Occupatioiid haznrds and dentai hygiene practice 51 63.8 50 52.6 51 68,O 4.58 ,101 

CD (coniiriiied) 



30 or youiiger 3 1 - 40 41 or older 
(11=8O) (II=%) ("75) clii- 
1' 70 f 5% f % square Prob. 

Iiil'cciious discüses and dçiiiül Iiygieiic 11riiciic~ 58 

Wosld wide disease trends 

Hüzardous wasies and dental hygiene practice 

li~l 'ccli~~i CONTOI conisoversies 

1 ~~~~)Ici i ie i i tat ion-lC~~uipi i ie i i  t urid L<esuiirce 
Sclccliori: 

Ciiricni iecliiiologicül options for dental Iiygiene 
pixciice 

A liciwi ve pain coiiiroi iiiciliods 

13lcc.i iwic corriiriuiiicatioii c hoiccs 

Miikiiig gowl clioices in a clianging marketplace 

Iiiiplcri~eiitation-Pruvision of Care: 

Piiiii iiiid aiixieiy inniiageiiieiii for the dental liygicne 
clic111 

Cuiiciii Iiealtli proinotion strategies 

Cursciit educatioiid techniques/ slraiegies 

SliiiitIiii'Js roi. diiii~iil i.c~cüi.cli 

Wliiit the seseudi süys about curreiit cli~iical 
icclii~iy ucs 

Maichiiig your ieiiching 10 client learning 

Developiiig hospital and nursing home in-services 
Vi 
O 

36.3 37 38.9 34 45.3 1.40 ,498 

50.0 49 51.6 38 50.7 0.04 .978 
(continued) 
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Appendix H 

Content Needs (Alberta and Ontario) lnfluenced by Year of Graduation 



SECTION II: CON1'1i.NT NEEDS (ALBERTA) 

I tlcit t i t ' ic i i i  ici11 o f  Poteiifiiil I'rofe~si~niil  1)cvelopnient Oîfwings hy Year of Gradiii~tion 
.. - 

1078 or bcl'cii.~ 1979 - 1986 1987 - 1994 1995 - 1998 
(n=70) (n=69) (n=96) (n=56) Chi- 

f % f % f Y0 f % square Prob. 
Ilentül tiygienc rcspunsibilities: 

The evolving role of the dental hygienist 
The eihics of dental hygiene practice 

Giiideliiics for cmploynierit contracts 

I-lcîilili çiirc policies 

Hciilth pioiiioiion policies 
i 

Research opportunities for the denial hygienist 

Optimal use of dental hygiene skills 

Piwticipütive decision making: 

G~iideliiies for client referrals 

Advnnced periodontal therapies 

Effective educational iect~niques/sirategies 

Neiworkiiig to improve patient care 

S~i.ii icgics l'or dcvclopiiig i*csciirch ;iciiviiics 

Negoliiiiiiig chüiigc 



1878 os hcli~rc 1979 - 1986 1987 - 1994 1995 - 1998 
(1i=7O) (n=69) (n=96) (n=56) Chi- 

f % f % f % f % square Prob. 

S I  I i i i i t l  resource 1-equiremenls: 

Curieni i 11 l'cciion control protocols 

CPR and first aid certification 

Enviroiiiiicntal/occup~tionaI hazurds 

Using the consultative process to develop policies 20 28.6 14 20.3 33 34.4 17 30.4 4.08 .252 

Rescarch projects that use client information 22 31.4 22 31.9 33 34.4 20 35.7 0,37 ,947 

The ethics of dental hygiene praciice 29 41.4 23 33.3 40 41.7 23 41.1 1.47 ..688 

Müintüining professional competence: 

Meiiiossliip and how i t  can help you 26 37.1 23 33.3  40 41.7 22 39,3 1,25 ,741 
Skill workshops to enhance your efficiency 42 60,O 28 40.6 71 74.0 49 87,s 36,03 .OOQ** 

Techniques io stay current 57 81.4 53 76.8 83 86.5 51 91.1 5.58 ,134 

The direciion of dental hygiene education in Canada 28 40.0 25 36.2 39 40,6 28 50.0 2.53 ,470 

Reseiircli on the latest products 60 85.7 62 89.9 83 86.5 49 97.5 0.65 ,885 

Guidelines for building a study group 14 20,O 16 23.2 30 31.3 17 30.4 3.50 ,321 

Informi~lion management: 

Dcni;d Iiyyiciic p i . i i ~ l i ~ ~  iiiid rhe luw 
Dciiiiil Iiygicne diiignosiic iools 

Coinpiiiers oiid cleninl Iiygicne pi.iictice 48 68.6 45 65.4 57 59,4 38 67.9 1.89 .595 
.A 

0i (continued) 
.b 



1978 or before 1979 - 1986 1987 - 1994 1995 - 1998 
(n=70) (n=69) (n=96) (11=56) chi- 
f % f 940 f % f % square Prob. 

'I'lic worltl wide web i i i ~ t l  i i s  iiiipiici upon deniiil 
Iiygicnc prciciice 

Desigiiiiig Iiealth proinoiioii pïogiiiiiis for dental 
hygieiie clients 

Building effective recall systems 
Protcciion of clicni priviicy 

Wow to interpet reseitrch findings 

Pract icing professionally : 
Dental I~ygiene career altcrnutives 

'T'he business side of dental hygiene practice 

Learning to listen to whai ille client needs 

The eiliics of shortcuts 

Siandards for dental hygiene practice 

Askirig personal medical questions 

A synopsis of current research in dental hygiene 

lndividualizing services: 

Social, cultural and environmental factors 
influencing dental hygiene practice 

1-l~irnun sights in health carc 

Mul~iculiural heulrh issucs 

22.9 16 23.2 29 30,2 19 33.9 2.91 ,406 

42.9 26 37.7 35 36.5 22 39.3 0.75 ,863 
(continued) 



f % f % f % f % square Prob. 

Skills in being an effective client advocate 

Social science reseilrch iirid i fs  implication for dental 
hygiciic priictice 

/1ssc!isiiit!ii t: 

' ! ' i . ~ i i \ i ~ ~ ~  high risk clicn~s 

Miiiiiigi iig deiitiil pliobiirs ;iiid fears 

Idciiiiry iiig deierrninünts of liealth 

Denid tiygienc diiignosis: the skills and the tools 
Idcnii l'y irig reseürch limitations 

Del'iiiiii;: iIic ~~rohlci i i  through CO-discovery 

Secwii ig iiiforincd coiisciii 

l ' l i ~ t ~ ~ i i ~ ~ g - ( ~ l i e r ~ t  participi~tion: 

'l'tic Iiiicsi iii tlcniiil irciiiiiicnt optioi~s: iiiuteriiils and 
iecliiiiqiics 

The Intesi in prevention: products and techniques 
How to plan systerns around health issues 
Miirkcii~ig st~itcgics 

'l'cuctiiiig sii.uizgics thut work 

Motivntional tcchniq~ics 

1rnplenientation~ClientlClinician Safety: 

.A Occupiiiioiial hazards and denial hygiene practice 
% 

35 62.5 0.03 ,999 
(continued) 





Chi- 
f YO f 70 f 9'0 f % square Prob. 

Evaluatiun-Ongoing: 

The use of indices 

Self evaluation and its impact upon dental hygiene 
practicc 

E-low to coiiduct surveys 

Progriiii~ cvaluation - when and how to do it 

Using clicrit statistics to iinprove healtli 

Clicni ;iccountability 

Evaluation-Revision: 
Strategies for irnproving operational processes 

Statistic;il nnalysis explained 

Wlien :ilid Iiow to change a strütegy 

Ixixk i1i;iii:iyiiciii 

I Iv i i l t i i i  t ion-Outconies: 

1-low io icll i 1' your clients are getting healtliier 

1-low to iiiiprovc clicnt siitisf:iction with dental 
Iiygiciic i:itit 

E V ~ I I ~ I ~ I I I I I ~  Iht! ~ i l l ~ i i ~ l  Of' Ol'ill h ~ d h  111i~iiiliv~s 

Aiiiily~.iiig iiiid upplyirig i.csci~i.ch fiiidiiigs 10 dcntal 
tiygiciic c;iiqc 



SECTION II: CONTENT NEEDS (ONTARIO) 

Identification of Potential Professional Development Offerings by Year of Graduation 

1978 or before 1979 - 1986 1987 - 1994 1995 - 1998 

f % f % f 9% f % square Prob. 

Dental tiygiene responsibilities: 

The evolving rote of the dental hygienist 
The etliics of dental hygienc practice 
Guidcliiies for ernploymcnt cûniisilcis 

Health care policies 
1-lealth proinoiion policics 

Research opportunities for the dental hygienist 

Optimal use of dental hygiene skills 

Pürticipntive decision making: 
Guidelines for client refends 

Advnnccd periodontal therapies 
Effective educational techniqueslstrategies 

Networking to improve patient care 

Strategies for developing research activitics 

Negotint ing change 

Eî'îectivc train participation 
a 
m 
Co 

37.2 18 37.5 7.76 ,051 
73.4 41 8 5 4  9,92 .019* 

553 24 50.0 2.00 ,573 

51.1 21 43.8 5.01 ,171 

26,6 10 20.8 9.90 ,019* 

43,6 14 29.2 3.44 ,329 

55.3 17 35.4 5,38 .146 
(continucd) 



1978 or before 1979 - 1986 1987 1-1 994 1995 - 1998 
(n=5S) (n=53) (n=94) (n=48) chi- 

% square Prob. 
. -- - - - 

Support :ind resource rcy uirements: 
currciii iii fcction conisol protocols 

CPR arid first aid certification 

Eiiviroiiiiiç1iia1/occupaiional hazards 

The impiict of alternative mcdicine on dental hygiene 
C U ( :  

Using [lie consultative process to develop policies 

Researcli projects that use client information 

The et hics 01' dental hygiene practicc 

Maintaining professional cornpetence: 

Mentorship and how it can help you 

Ski11 workshops to enhance your efficiency 

Techniques to stay current 

The direction of dental hygiene education in Canada 

Research on the latesi producrs 

Guideliiics for building n siudy group 

Information management: 

Dental Iiygiene practice and the Iaw 
Dcniul Iiygicnc dhignostic lvols 

Coiiipiiicrs ;\nt1 dcnii\l hypicnc prnciicc 



. pp - -- - -- -- 

1978 or beforc 1979 - 1986 1987 - 1994 1995 - 1998 

f % f % f 5% f % square Prob. 

'h woiltl witic W C ~  iiiid its i111pi\~t i ~ p m  tlentiil 
Iiygiciic ~~ixcticc 

Desigii ing hcaltli proiiioiion progriiiiis lb r  dental 
Iiygiciil: clients 

Building effective recall systems 

I'roicci ioii of clicnt privacy 

How to interpret research findings 

Practicing proîessionally: 
Dcniül tiygiene carecr alternatives 

The hiisiiiess sidc of dental hygiene prncticc 

Lcarniiig to listen to whai the clicnt nceds 

The ethics of shortcuts 

Stnntiiirds for dental hygiene practice 

Askiiig personal medical questions 

A synopsis of current rescûrch in dental hygiene 

Individusllizing services: 

Social, cultural and environmental factors 
influeiicing dental hygiene practice 

H u m m  rights in health ciue 

Multicultural hedth issues 

47.3 18 34.0 27 28,7 12 25.0 7.07 ,070 

45.5 27 50.9 27 28,7 18 37,5 8.43 ,038* 
(cont inued) 



f % f % f % f % square Prob. 

Skills iii t~eing üii effective client advocate 

Sociiil \ ic iwce S C S C ~ U C ~  i111d its implication for dental 
Iiyg iciic praciice 

Assessnicnt: 

Treutiiig high risk clients 

Managing dental phobias and fears 

ldentifying determinunts of health 

Dentiil Iiygicne diiignosis: the skills and the tools 

Identily ing reseucti limitations 

Defining the problem through CO-discovery 

Securing informed consent 

Planning-Clien t participation: 

The Iiitest in dciitül ireaiment options: materials and 
techii iques 

The lniest in prevention: products and techniques 

How io plan systems around health issues 

Mnrkcting striitcgies 

Teaching strategies that work 

Motiviitioiiiil techniques 

1 mplemeritiit ion-ClientlClinician Safety : 

Occupaiioiial hnzards ünd dental hygiene practice 
O 
IU 



0 - i n  m m -  



1978 or before 1979 - 1986 1987 - 1994 1995 - 1998 
(n=55) (n=53) (n=94) (n=48) Chi- 

f % f % f % f % square Pi-ob. 

Evi~lu;i  t h - O n g o i n g :  

The iisc of indices 

Self cvnluation and its impact upon dentnl hygiene 
praciicç 

l-iow to conduct surveys 

Progriim evaluation - when and how to do i t  

Using client stntistics to improve health 
Client accountability 

Evalua tian-Revision: 
Sirütcgics for iiriproving operational processes 

Stiiiisi i c d  omlysis ex plaiiicd 

Wlicii iiiitl how 10 cliiiiig~ ii sirategy 

Risk I ii;iiiugciiiciit 

15viiIuii tion-Outcomcs: 

How io tell i f  your clients are getting healthier 

How to improve clieiit satisfaction with dental 
Iiygiciic cii1.C 

Evalii;iting ~ h c  impact of'oinl heidth initii~tivcs 

Anulyzing and applying rcsearch Fiiidings to dentnl 17 
hygiene care 

Meihods for evaluuting client knowledge 
2 

31 56.4 28 52,8 35 37.2 22 45.8 6.30 ,098 
0) * significant a[ the -05 level, ** significant beyond the .O1 level 




