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CHAPTER I 

INTRODUCTION 

There is a vital interest among dental hygiene edu-

caters regarding clinical evaluation. Does the clinical 

evaluation scheme measure competency or is it a means to 

verify that clinical requirements have been completed? 

Dental hygiene educators would probably assume that a 

competent student is knowledgeable and technically pro

ficierit in his or her skill area, thereby fulfilling 

graduation requirements and passing licensing examinations. 

A clinical competency system may be influenced by the 

student's attitude. Students want to be assured that 

evaluation tools are showing the instructor(s) exactly what 

the student's assets and weaknesses are in a specific task 

or skill. Even the rationale for using a particular 

evaluation system may provoke various attitudes among 

students. The dental hygiene student may have attitudes 

toward the utilization of a Performance- or Competency

Based Clinical Evaluation System. 

Statement of the Problem 

The Dental Hygiene Program at Tarrant County Junior 

College used a Competency- or Performance-Based System 
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for measuring the students' clinical skills. At that time, 

the attitude of the dental hygiene students towards this 

type of evaluation system was unknown. 

Statement of Purpose 

The primary purpose of this investigation was to 

determine the attitude of Tarrant County Junior College 

(TCJC) freshmen and sophomore dental hygiene students who 

utilized a Performance-Based Clinical Evaluation System. 

The secondary purpose was to profile, in tables, the 

freshmen and sophomore dental hygiene students by using 

attitude gain scores. 

Hypotheses 

The hypotheses tested in this investigation were as 

follows: 

1. There is no difference in pretest and posttest 

attitude scores of sophomore dental hygiene students as 

measured by the survey on the Performance-Based Clinical 

Evaluation System. 

2. There is no difference in pretest and posttest 

attitude scores of freshmen dental hygiene students as 

measured by the survey on the Performance-Based Clinical 

Evaluation System. 
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Definition of Terms 

For the purpose of this study, the terms listed below 

were defined as follows: 

Attitude. "To favor or reject particular groups of 

individuals, sets of ideas or social institutions" (Ebel, 

1972, p. 522). 

Attitude Scale. '¼n attitude scale provides verbal 

express i ons of feelings and opinions that individuals are 

willing to make known to others" (Gronlund, 1971, p. 462). 

Dental Hygiene . "The preventive, educational and 

therapeutic methods performed by a licensed professional 

for the control of oral diseases" (Wilkins, 1983, p. 3). 

Freshman. A first year dental hygiene student who 

has been accepted into the Tarrant County Junior College 

(TCJC) dental hygiene program and has comple ted approxi

mately 15 hours of the e stablished d e ntal hygiene 

curriculum. 

Gain Score. "A measure of growth involving the dif-

ference between two scores at two different points in 

time" (Thorndike, p. 285) . 

Performance- Based Clinical Evaluation System. "A 

system of evaluation in which a skill(s) process must be 

demonstrated in order to access the final product. Each 

skill has specific criteria establishe d which is essential 
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to the final product" (Ford & Morgan, 1976, p. 34). This 

study will use competency-based education as a synonym. 

Sophomore. A second year dental hygiene student who 

has been accepted into the Tarrant County Junior C_ollege 

(TCJC) dental hygiene program and has completed approxi

mately 30 hours of the established dental hygiene 

curriculum. 

Assumptions 

The assumption of this investigation was that an 

attitude was present and could be measured among dental 

hygiene students at TCJC concerning the Performance-Based 

Clinical Evaluation System. 

Limitations 

The limitations of this investigation were as follows: 

1. Sophomore dental hygiene students started with 

a previously established clinical evaluation system and 

changed to a Performance-Based Clinical Evaluation System. 

2. 'Freshmen dental hygiene students were familiar 

only with the Performance-Based Clinical Evaluation System. 

3. Research period for measuring pre and post 

attitudes was four months. 

4. Sophomore dental hygiene students used the Per

formance-Based Clinical Evaluation System for four months 

longer than freshmen dental hygiene students. 



5. The reliability of the instrument, Attitudes 

Toward Performance-Based Clinical Evaluation System, was 

unknown. 

Significance of the Study 

The TCJC Dental Hygiene Program has established 

specific criteria in order to analyze the tasks of 

clinical procedures. Success with each criteria served 

to assess a student's performance. It was the judgment 

of the faculty that students can attain quality clinical 

performance, both in variety of tasks and in degree of 

excellence. This investigation was significant because 

it not only drew attention to one specific program's 

method of clinical evaluation, but sought to measure the 

student's attitude toward this type of evaluation. It 

may also serve as a pilot study for other dental hygiene 

programs utilizing a Performance-Based Clinical Evalua

tion System. 

Summary 

5 

In conclusion, this chapter presented the problem of · 

this investigation: the unknown attitude of the TCJC 

dental hygiene student towards a Performance-Based 

Clinical Evaluation System. The hypotheses state that no 

difference in attitude scores exists between pretest and 

posttest for each class. 



CHAPTER II 

REVIEW OF THE LITERATURE 

The United States present educational system invites 

the instructor to . begin each course with a set of expecta-

tions about student learning. In accordance with the 

instructor's expectations, a third of the class will learn 

the content of the course well, a third will learn it less 

well, and another third will "just get by" or fail (Bloom, . 

1968). Instructor ~r school grading policies and 

practices are the methods used to transmit these compli

ances to the studen~. Bloom (1968) stated in his Mastery 

Learning Model that: 

Such a system fixes the academic goals of teachers 
and students. It reduces teachers' aspirations 
and student desire for further learning. Most 
students (perhaps over 90%) can master what is 
taught. Our basic instructional task is to define 
what we mean by mastery of a subject and to dis
cover methods and materials to help the largest 
proportion of our students reach it. (p. 1) 

Competency-Based Education 

Competency-based education was developed from the con

cept that achievement of desired competencies was the major 

goal of the educational endeavor. Webster (1983) defined 

competency as "having requisite or adequate ability or 
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qualities" (p. 268). 
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Spady (1977) defined competencies as 

"indicators of successful performance in life-role 

activities" (p. 10). Alexander, Broski, Brunner, Chidley, 

Finney, Johnson, Karas, and Rothenberg (1977) stat~d that 

"competencies may be defined as identified and assessable 

behaviors reflective of requisite professional knowledge, 

performance skills, therapeutic applications and atti

tudes" (p. 39). 

Successful completion of competencies are, therefore, 

evaluated through stated standards or criteria and whether 

the learner meets these or not. Accordin1 to Glaser 

(1963) "achievement measurement can be defined as the 

assessment of terminal or criterion behavior" (p. 7). 

This leads one to the next question that is "what is 

competency-based education"? Spady (1977) described 

competency-based education as: 

An adaptive and performance-oriented set of 
processes that facilitate, measure, record and 
certify within the context of flexible time 
parameters the demonstration of known, stated 
and agreed upon learning oritcomes that reflect 
successful functioning in life roles. (p. 10) 

May (1979) stated that "competency-based education is 

a system of ~ducation designed to maximize student learn-

ing and acquisition of necessary skills" (p. 166). Spady 

(1977) described six elements that relate to and expound 

the definition of competency-based education. They were 
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outcomes, time, instruction, measurement, certification, 

and program adaptability. The six elements were described 

as follows: (1) Outcomes. Outcomes are often viewed as 

the most fundamental aspect of the definition of 

competency-based education. These are the building blocks 

on which competencies ultimately depend (p. 10). 

(2) Time. The definition of competency-based education 

according to Spady (1977) suggested "flexibility in terms 

of when, how long, and how often opportunities for both 

instruction and evaluation are provided" (p. 11). 

(3) Instruction. Competency-based educat i onal programs 

should use instructional means that are familiar to the 

student, explicitly agreed upon, readily available, and 

intimately tied to the outcome goals (p. 11). (4) Mea-

surement. Competency-based educational programs involve 

the student and teacher in deciding the particular means 

of measuring performance (p. 11). (5) Certification. 

This element is unique to the concept of competency-based 

education because it verifies demonstration of competen

cies for student success, program placement, certification, 

and graduation (p. 12). (6) Program Adaptability. This is 

the final element in the definition of competency-based 

education which concerns the central role of student per

formance (p. 12). Spady (1977) maintained that programs 
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"must remain constantly sensitive to the need to change 

indicators, procedures, or settings in the face of evidence 

that student progress is faltering" (p. 12). 

Although the definitions of competency-based education 

vary, they seem to hold certain elements in common as 

stated by Alexander et al. (1977). They are: 

(1) Competencies are derived from an assessment 
of the knowledge, skills and attitudes needed to 
perform in the professional role. (2) Competen
cies are stated in behavioral terms. That is 
behaviors are observable and measurable. 
(3) Competencies are public. Students as well 
as instructors are informed as to the behaviors 
to be mastered. (4) Achievement of competencies 
is evaluated in a criterion-referenceti manner. 
According to Glaser (1971) "a criterion
referenced test is one that is deliberately con
structed to yield measurements that are directly 
interpretable in terms of specified performance 
standards" (p. 41). That is learners are com
pared to performance standards rather than to 
other learners. ( 5) Instruction is self-paced. 
Time is allowed to vary while performance 
standards are held constant. (6) Learners must 
demonstrate mastery of prerequisite behaviors 
before proceeding to subsequent behaviors. 
(7) Learners are provided instructional alterna
tives appropriate to their learning style and/or 
preference. ( p. 3 9) 

Daloz (1978) described common elements of competency-

based programs. They are: 

(1) The curriculum is based on descriptions of 
intended learning outcomes, not on lists of 
courses or teaching strategies. (2) Competence 
statements are based on and relate logically to 
a clearly defined role model. ( 3) Competence 
statements are criterion-referenced, not norm
referenced. (4) Valid assessment methods based 



on the competence statements, are specified 
in advance. (p. 23). 

May (1979) indicated that competency-based education 

is adaptable to any discipline. She believed it is a 
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vehicle £or equal opportunity for students and inclusive of 

the cognitive, affective and psychomotor aspects of the 

performance (p. 166). 

There are various advantages and disadvantages of 

competency-based education over the more traditional sub

ject matter approach. May (1979) stated that the 

advantages were: 

(1) Progress is dependent on student performance 
rather than on time spent in class. 
(2) Competency-based education enhances more 
careful choices of content sequence and learning 
experiences. (3) Student learning is directly 
related to course objectives rather than to 
instructional materials. (4) It enhances more 
objective evaluations of student performance. 
(5) There is congruity between course objectives 
and evaluation instruments. (6) Data from 
student evaluations provide a base for program
matic changes. (7) Competency-based education 
can promote faculty involvement in program 
development. (p. 167) 

Daloz (1978) stated that proponents of competency-based 

education see it as the only way to restore relevance, 

fairness, and efficiency to education. 

As with any system of education, there are problems 

and difficulties which must be recognized. "Probably the 

major difficulty with implementing competency-based 
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education is the time it takes for initial program develop

ment" (May, 1979, p. 167). Major components of any 

competency-based program need to be reviewed and agreed 

upon by all the faculty members that will be involved. 

May (1979) listed some areas of competency-based education 

that hold disadvantages. They were: 

(1) Potential of overuse of low level tasks and 
objectives. (2) Competency-based education can 
lead to increased data gathering and paperwork. 
(3) Competency-ba2 ed education requires the 
development of careful evaluation instruments 
which may require additional time. (4) Students 
n~ed time to learn to be independent. (5) It 
may be difficult to obtain agreement on competen
cies, performance objectives and evaluation 
instruments. (p. 167) 

Daloz (1978) concluded that opponents of competency-based 

education view it as a mechanistic and manipulative train

ing tool. 

Competency-Based Education in Allied Health 

The competency-based educational movement in allied 

health has illustrated the need for systematic curriculum 

development based on professional function (Alexander 

et al., 1977). According to Alexander et al. (1977), 

observations of any allied health professional revealed a 

concern for professional competence. A clinical practi

tioner will reflect his or her concerns toward the 

standard of care provided and the establishment of quality 
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assurance. The allied health educator has expressed · his or 

her concern towards the education of allied health pro

viders, the certification modes, and continuing education 

requirements. Currently, the competency-based prQgrams 

being developed are not generic, but rather reflect 

discipline-specific concerns. 

"The importan·ce and significance of a heal th prof es

sional' s performance cannot be established without con

sidering the circumstances under which they train and 

work" .(Brown, 1983, p. 2). Different levels of performance 

expectations and technical skill requirements are found 

among the many allied health areas. All of these differ

ences are related to the health care delivery settings 

and/or services that are provided (Brown, 1983, p. 2). It 

is evident that a wide range of technical and professional 

competencies may exist for a single or several disciplines. 

According to LaDuca (1980), 

Recent studies with clinical simulations have 
sho~n that performance varies very markedly from 
one case to another and it may well be that dif
ferent cases draw on different mixtures of 
knowledge, problem solving abilities, skills 
and so on. ( p. 3 5 0) 

The competencies that are required of an allied heal th 

professional are influenced by the category of the ~atients 

they treat. LaDuca (1980) stated that competence implied 

skills and knowledge associated with: 



(1) knowing what evaluations are appropriate for 
a particular patient, (2) knowing how to 
administer the evaluation with that patient, and 
(3) knowing how to interpret the evaluation. It 
becomes essential to account for the range and 
complexity of conditions surrounding each 
patient. (p. 255) 

According to Engel, LaDuca and Risley (1980), 

competency in a health professional is an attri
bute. It is neither tangible nor visible. 
While the absence or presence of competencies 
are sometimes tangible, the nature of it all 
are closer to intelligence or attitude. 
(p. 151) 
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According to . Engel et al. (1978), an individual's response, 

behavior or performance are evi dence of existing competence. 

They stated that an individual's competency does not rest 

totally in his ability to perform a task or skill, there

fore, performance is not simply equal to competency. The 

individual's ability to perform a task or skill at the 

appropriate time is also important. The performance of a 

specified task may be correct under one set of circum

stances and incorrect under another. An individual's 

professional competence suggests his or her ability to 

satisfactorily deal with professional situations 

(Engel et al., 1978). 

The monumental task that faces all allied health edu

cators is the preparation of students for the skills or 

job responsibilities of the profession. 

confirmed that: 

Brown (1983) 



The difficulty in achieving this goal is that 
the allied health professional must function in 
the context of the multitude of variables which 
are present within the institutional setting and 
based upon each patient's need. (p. 3) 
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According to Popham, competency-based criteria clearly pro

duced precise results of what a student can or cannot do. 

The decision based on competency-based criteria whether 

r elated to instruction or evaluation, will almost always 

be better than decisions based on other measuring devices 

(1978, p. 234). 

A. study originating in 1975 by Engel et al. (1978) 

involved an effort to develop a research methodology for 

pursuing competence in occupational therapy, clinical 

dietetics, and medical technology. That methodology, the 

Professional Performance Situation Model (PPSM) proved 

appropriate for occupational therapy. PPSM also proved 

to be an accurate model for di r ect patient contact health 

professions when applied to a clinical dietetics program. 

A final application of the PPSM proved it to be a general 

model for competence definitions in health professions 

when used with a medical technology discipline. "Evidence 

for the feasibility and validity is suf f icient to justify 

confidence in the methodology" (Engel et al., 1978, 

p. 149). 
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In 1975, in an effort towards developing a practical 

mechanism for competency assurance in respiratory therapy, 

the American Association of Respiratory Therapists con

tracted with the Division of Associated Health Profes

sions, Bureau of Health Manpower of the Health Resources 

Administration (Department of Health, Education, and 

Welfare) to determine the definition for the entry-level 

respiratory therapist. After three years of inquiry and 

analysis, the working committee concluded that: 

Ih order to develop comprehensive competency 
assurance programs in respiratory therapy, all 
respiratory practitioners should address the 
potential viability of the single entry-level 
concept. (Scanlan, 19 7 9, p. 2 0 ) 

Competency-Based Education in Dental Hygiene 

According to Gambrel, Kirkhorn, Nieman, and Shuntlch 

(1979), a very · vocal public has voiced a concern for more 

effective and efficient health care delivery. In response, 

licensing boards and educational institutions are recog

nizing the value of training based on competency skill 

performance. 

One aspect of health care delivery is dental hygiene. 

Preclinical and clinical evaluation play essential roles 

in dental hygiene education. Aside from providing 

students and faculty with feedback, preclinical and 

clinical evaluation assure that quality health care is 
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provided to patients (Mast & Patridge, 1978). Mast et al. 

(1978) stated that "clinical evaluation therefore has the 

potential for providing valid measures of competency in 

dental hygiene" (p. 300). Traditionally, clinica~ compe

tence has been evaluated by the "end-product." This 

"end-product" approach to evaluation should be supple

mented with other forms of evaluation such as "how the 

student arrived" at this "end-product." 

A high degree of subjectivity may enter into the 

evaluation system if the student's performance does not 

provide the evaluator with an end-product : In the case 

where the end-product was not produced, the evaluation 

procedures are deemed insufficient. According to Green 

(1976), a "process" evaluation system was more applicable 

in clinical situations where a performance of several 

processes could be objectively evaluated regardless of 

the achievement of an end-product. 

How does a dental hygiene program prepare its cur

riculum and faculty for a competency-based system? 

Mackenzie (1973) outlined three major factors to be taken 

into consideration. They are quality, quantity, and per

formance criteria. Mackenzie (1973) described the facts 

as follows: (1) Quality--This involves both the variety 

and the degree of excellence of the services rendered. 
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(2) Quantity--The question raised here is always how many 

times must a student demonstrate a procedure before he is 

considered competent?, and (3) Performance Criteria. 

Seven points were discussed under selection of the, criteria 

that is vital to the procedure, consistent interpretations 

through callibration, complete coverage of all criteria, 

precision, yet allowing for a margin of error, utility for 

faculty ease and instructional decisions for clear accept

able or unacceptable judgmentso 

The American Dental Hygienists' Association appeared 

to be supportive of the competency-based approach to 

dental hygiene education. This was evidenced through the 

Curriculum Guidelines for Dental Hygiene Education (1977) 

and continuing education learning modules. The Curriculum 

Guidelines (1977) provided dental hygiene programs with 

performance standards based on task analysis and instruc-

tional objectives. Continuing education modules developed 

by the American Dental Hygienists' Association provided a 

mechanism for maintaining competence following graduation 

and certification. 

Several dental hygiene programs today have utilized a 

competency-based system. They are the University of 

Kentucky, University of Missouri-Kansas City, Old Dominion 

University, University of Michigan, and The University of 



Texas Health Science Center at San Antonio. 
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The competency-

based system used by these universities are discussed. 

The University of Kentucky has developed approximately 

150 self-instructional modules for dental auxiliary educa

tion since 1975 (Gambrel et al., 1979). The skills were 

identified, the modules developed in printed form, sequenced 

into series and organized within eight major skill cate-

gories. These modules were field tested in Kentucky and 

seven other states in order to evaluate content and design 

of each module. Faculty and student response to the modules 

proved positive. 

Old Dominion University (ODU) utilized a competency

based education system in their clinica~ skills evaluation. 

Specific behavioral objectives are designed for conducting 

a medical history, extra-oral and intra-oral inspections. 

Green (1976) maintained that "this system [ODU] is based on 

the premise that in all clinical situations, it is essen

tial to assess not only the quality but also the total 

scope of the student's clinical achievement" (p. 65). 

A course in educational principles for dental hygiene 

students was developed and taught using the Personalized 

System of Instruction (PSI) at the University of 

Missouri-Kansas City. When applying the PSI to dental 

education, it proved successful in a preclinical endodontic 
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course. Therefore, this approa·ch to competency-based 

education seemed appropriate for the dental hygiene teacher 

preparation course. Harrington, Mayberry and Tishk (1980) 

found that the PSI approach provided students with.their 

specific learning difficulty while constantly providing 

them with immediate feedback. "The instructors believed 

that, in most cases, they were aware of each student's 

mastery of the course content" (Harrington et al., 1980, 

p. 8 ) • The student's attitude towards learning with the 

PSI sy~tem was a positive one. 

The inability of the clinical evaluation system to 

assure student competence led to an alternative method at 

the Qniversity of Detroit Dental Hygiene Program. This 

system which was initiated in 1981, featured a series of 

competency tests that facilitated and assessed clinical 

competence. This competency-based clinical evaluation 

system was compared to a once utilized requirement-based 

system. According to McNabb and Zarkowski (1984), the 

results o·f this pilot phase indicated that the competency

based system was "practical and superior to the 

requirement-based one in identifying students lacking 

competence and in directing competent students to advanced 

clinical experiences" ( p. 19). McNabb et al. ( 19 8 4) con

cluded that only by defining a standard could the 



exit-level clinical competence of dental hygiene students 

be measured. 
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At the present time, The University of Texas Health 

Science Center at San Antonio, Program of Dental Hygiene, 

utilizes a competency-based system in the clinical courses. 

According to the program's Clinical Manual (1983), clinical 

skills are organized on the basis of competency demonstra-

tions. Skills in which emphasis is placed are instrumen-

tation, radiology, and total patient care. This clinical 

evaluation program is designed so that students will 

demonstrate competency in their ability to ~perform 

clinical and laboratory procedures in addition to planning 

and conducting comprehensive oral hygiene care for their 

patients. 

Summary 

This chapter familiarized the reader with operational 

definitions, general theory about competency-based educa

tion and its applications and implications in allied health 

education and dental hygiene education. Competency-based 

education in its generic domain is criterion referenced, 

flexible and adaptable to any discipline. Within the realm 

of allied health, competency-based education tells the 

teacher that skill and knowledge must be utilized at the 
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appropriate time, place, and manner. Dental hygiene educa

tion is easily adaptable to a competency-based system 

because of its goal-oriented tasks and procedural skills. 



CHAPTER III 

METHODOLOGY 

This study was conducted to investigate the attitude 

of TCJC dental hygiene students toward a Performance-Based 

Clinical Evaluation System. A two-group pretest/posttest 

design was utilized in this descriptive study. 

Population and Sample 

The population of this investigation included all TCJC 

freshmen and sophomore dental hygiene students enrolled 

during the 1984 Spring semester. The sample of this study 

included all TCJC freshmen and sophomore dental hygiene 

students who were willing to participate. 

Protection of Human Subjects 

Permission to conduct this study was secured from the 

Chairman of the Department of Health Sciences at Tarrant 

County Junior College (see Appendix C). No individual was 

identified by name and all information was reported as 

group data. The questionnaire was coded to protect the 

confidentiality of the respondent. This was done by having 

each subject indicate: (1) status of freshmen or 
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sophomore, and (2) the last four digits of her social 

security number. This was used for statistical matching 

purposes. A cover letter attached to the attitude scale 

stated the purpose of the investigation (see Appendix A). 

Participation was voluntary. Completion of the question

naire indicated the student's willingness to participate. 

Instrument 
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The instrument used in this investigation was a 

researcher designed Likert-type attitude scale. This 

Likert-type scale employed four choices expressing differ

ent degrees of agreement and disagreement towards a state

ment. They were (1) Strongly agree (SA), (2) Agree (A), 

(3) Disagree (D), and (4) Strongly disagree (SD). The 

items were all internally consistent so as to measure 

attitudinal differences along a single dimension. The 

subjects responded to each statement by circling their 

choice of attitude. 

Scoring 

All Likert-type attitude scales will yield numerical 

values. The highest and lowest scoring groups were based 

on the sum of the numerical scores assigned to all items. 

In scoring the favorable statements (2, 3, 5, 6, 10, 11, 

15, 19, 20, 22, 23, 24, 26, 28, 30) the alternatives were 



assigned numerical values in the following way: 

(1) Strongly agree (SA) 4 points, (2) Agree (A) 3 points, 

(3) Disagree (D) 2 points, and (4) Strongly Disagree (SD) 

1 point. In scoring unfavorable statements ( 1, 4, ·7, 8, 

9, 12, 13, 14, 16, 17, 18, 21, 25, 27, 29), these weights 

were reversed: (1) Strongly agree (SA) 1 point, 

(2) Agree (A) 2 points, (3) Disagree (D) 3 points, and 
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(4) Strongly disagree (SD) 4 points. A sum total for each 
. 

pretest and posttest was determined. The maximum test 

score ·obtainable was 120 points. The score values by cate-

gory were: SA, 3.5 to 4.0; A, 2.5 to 3.4; ~D, 1.5 to 2.4; 

and SD, 0 to 1.4. 

Validity and Reliability 

The reliability level of this instrument was unknown. 

The instrument was reviewed by two experts in dental 

hygiene education, who were also on the researcher's com

mittee, and found to have content validity. 

Data Collection 

All freshmen and sophomore dental hygiene students 

were assembled together and given the attitude scale in 

January 1984. There was no time limit to taking the 

attitude inventory. Four months later in May 1984, all 

freshmen and sophomore dental hygiene students were 
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together and given the identical attitude scale (posttest). 

Again, no time limit was set for answering the survey. The 

survey was administered to both classes in the same class

room. The survey was distributed and collected both times 

by the departmental secretary. Written instructions were 

attached to the attitude scale (see Appendix B). 

Treatment of the Data 

The data were treated in the following ways: 

1. Upon completion of the pretest and posttest, all 

freshmen surveys were categorized as Group 1 and all 

sophomore surveys were categorized as Group 2. 

2. The pretest and posttest frequency distribution 

and frequency totals were determined for each class. 

3. The individual gain score was calculated for each 

student and mean group gain scores were determined. 

4. A gain score profile of freshmen and sophomore 

dental hygiene students was developed using a table format. 

5. A pretest and posttest category (Agree or Dis

agree) percentage by statement was determined for each 

class. 

6. Data were analyzed to accept or reject each 

hypothesis using the paired t-test. 

7. The .OS level of significance was used. 



26 

For discussion purposes only (see Chapter IV). Two 

new classes were developed--"Agree" and "Disagree." The 

"Agree" class encompassed the categories "Strongly agree" 

and "Agree" ( 4. 0 to 2. 5 score value). These values 

indicated a favorable attitude. The "Disagree" class 

included the categories "Disagree" and "Strongly dis

agree" (2.4 to O score value) and these values indicated 

an unfavorable attitude. 



CHAPTER IV 

FINDINGS 

This study was conducted to determine the attitude 

level of TCJC dental hygiene students toward a Performanc~ 

Based Clinical Evaluation System. A pretest and posttest 

was administered within a four month interval. In this 

chapter, the findings include a description of the sample 

data an¢ statistical results for the research hypotheses. 

Description of Participants 

All subjects (40) in the sample were first or second 

year dental hygiene students. Of the 23 first year stu

dents 20 (87%) completed both the pretest and posttest. 

The remaining population which was not included was either 

at an extramural rotation and not able to participate, 

or simply did not choose to participate. 

Descriptive Findings 

Pretest scores for the freshmen students ranged from 

33 to 96 (range= 63), and posttest scores ranged from 41 

to 96, a 55 point range. Pretest scores for the sophomore 

students ranged from 58 to 107, a 49 point range, and post

test scores ranged from 64 to 106 (range= 42) (see Table 1). 
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Table 1 

Pretest, Posttest Raw Score and Gain Scores by Grou:e 

Group Pretest Score Posttest Score Difference 

l 87 92 5 
33 41 8 
65 76 11 
87 78 -9 
71 65 -6 
83 90 7 
75 90 15 
79 83 4 
93 80 -13 
86 83 -3 
72 63 -9 
83 82 -1 
95 96 l 
59 84 25 
81 67 -14 
72 80 8 
80 65 -15 
43 79 36 
76 82 6 
96 69 -27 

2 81 76 -5 
106 102 -4 

79 74 -5 
86 76 -10 

101 82 -19 
86 86 0 
65 71 6 
88 84 -4 
79 77 -2 
90 87 -3 
58 81 23 

103 86 -17 
107 97 -10 
107 106 -1 

83 80 -3 
86 90 4 
68 79 11 
80 64 -16 
76 78 2 
89 86 -3 
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Pretest and posttest response frequency by statement 

indicated that not all the students responded to all 30 

items on the survey. Freshmen pretest response frequency 

indicated that items 1, 2, 3, 4, 5, 6, 7, 8, 9, 10, ·11, 12, 

13, and 14 were answered by 20 students. Items 15, 16, 17, 

18 , 1 9 , 2 0 , 21 , 2 2 , 2 3 , 2 4 , 2 5 , 2 6 , 2 7 , 2 8 , 2 9 , and 3 0 

were answered by 19 students. Freshmen posttest response 

frequency indicated that all 30 items were answered by all 

20 students (see Table 2). Sophomore pretest response 

frequendy indicated that items 1, 2, 3, 4, 5, 6, 8, 10, 11, 

12, 13, 14, 15, 16, 17, 18, 20, 21, 22, 23, 24, 25, 27, 28, 

and 30 were answered by 20 students. Items 7, 9, and 26 

were answered by 19_students. Item 29 was answered by 18

students. Sophomore posttest response frequency indicated 

that all items were answered by all students except item 22 

which was answered by 18 students (see Table 3). 

The percentage of agreement and disagreement for each 

pretest and posttest statement by sophomore and freshmen 

was determined (see Table 4). The findings by percentage 

for item 1 ("Performance-Based Clinical Evaluation System 

takes too much time in filling out the clinical forms") 

indicated a freshmen pretest response of 45% agree and 55% 

disagree. The freshmen posttest indicated that 80% agreed 

and 20% disagreed on the same item. The findings by 



Table 2 

Pretest and Posttest Response Frequency for Freshmen By 

Statement 

Pretest Posttest 
Statement 

Number SA A D SD SA A D 

1. 2 7 10 1 7 9 2 
2. 8 7 5 0 4 13 2 
3 . 3 12 4 1 3 12 5 
4 . 1 2 15 2 3 4 11 
5. 4 13 2 1 3 12 2 
6 . 1 5 11 3 0 7 12 
7 . 3 1 13 3 3 ' 2 10 
8 . 1 1 14 4 1 2 14 
9. . 4 0 15 1 2 7 9 

10 . 0 4 11 5 0 1 14 
11. 0 10 8 2 2 11 5 
12. 3 5 10 2 3 5 10 
13. 1 6 9 4 1 4 11 
14. 1 5 13 1 4 8 8 
15. 0 6 10 3 0 5 8 
16. 1 6 11 1 2 9 8 
17. 2 5 11 1 2 13 4 
18. 3 5 10 1 1 4 12 
19. 3 11 3 2 4 13 1 
20. 2 10 7 0 1 8 10 
21. 9 7 3 0 4 9 6 
22. 3 13 1 2 2 13 4 
23. 4 8 5 2 3 11 5 
24. 3 13 2 1 3 11 5 
2 5. 1 5 12 1 0 3 16 
26. 0 4 12 3 1 8 10 
27. 1 5 10 3 2 8 7 
28. 1 16 1 1 2 14 4 
2 9. 1 1 15 2 1 4 11 
3 0. 0 15 3 1 2 11 6 

Note: N does not always e qual 20. 

D = Agree Key: SA= Strongly agree 
A= Agree SD= Strongly disagree 
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SD 

2 
1 
0 
2 
3 
1 
5 
3 
2 
5 
2 
2 
4 
0 
7 
1 
1 
3 
2 
1 
1 
1 
1 
1 
1 
1 
3 
0 
4 
1 



Table 3 

Pretest and Posttest Response Frequency for Sophomores By 

Statement 

Pretest Posttest 
Statement 
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Number SA A D SD SA A D SD 

1. 6 12 2 0 5 13 1 
2 . 14 5 1 0 10 9 1 
3 . 9 11 0 0 2 16 2 
4 . 1 1 12 6 0 1 16 
5 . 1 11 6 2 2 8 6 
6 . 0 4 13 3 2 2 14 
7 . 0 0 11 8 0 2 9 
8 . 0 0 12 8 0 '· 1 9 
9. 1 3 10 5 1 5 14 

10. 0 5 6 9 0 3 10 
11. - 4 14 0 2 2 14 4 
12. 1 4 11 4 1 2 12 , 

13. 0 1 13 6 0 1 13 
14. 2 3 10 5 1 6 11 
15. 1 2 11 6 0 0 12 
16. 4 6 8 2 5 5 9 
17. 4 8 7 1 2 7 9 
18. 0 9 8 3 0 7 11 
19. 6 13 0 1 2 17 1 
20. 4 10 4 2 2 11 6 
21. 6 7 7 0 5 5 9 
22. 7 12 1 0 3 14 1 
23. 6 11 3 0 5 14 1 
24. 7 6 7 0 5 14 1 
25. 1 1 8 10 0 4 11 
26. 1 7 7 4 0 10 9 
27. 1 2 11 6 1 3 15 
28. 10 9 1 0 2 15 2 
29. 0 0 11 7 0 2 14 
30. 7 11 1 1 2 16 2 

Note: N does not always equal 20. 

Key: SA= Strongly agree 
A= Agree 

D = Disagree 
SD= Strongly disagree 

1 
0 
0 
3 
4 
2 
9 
5 
5 
7 
0 
5 
6 
2 
8 
1 
2 
2 
0 
1 
1 
0 
0 
0 
5 
1 
1 
1 
4 
0 
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Table 4 

Pretest and Posttest Percentage By Statement and Class 

Freshmen Sophomore 

Pretest Posttest Pretest Posttest 
Statement 

Number A% 0% A% 0% A% 0% A% 0% 

1. 45 55 80 20 90 10 90 10 
2 . 75 25 85 15 95 5 95 5 
3 • 75 25 75 25 100 0 90 10 
4 . 15 85 35 65 10 90 5 95 
5. 85 15 75 25 60 40 50 50 
6 . 30 70 35 65 20 80 20 80 
7. 20 80 25 75 0 100 

' 
10 90 

8 . 10 90 15 85 0 100 5 95 
9. 20 80 45 55 21 79 30 70 

10. 20 80 5 95 25 75 15 85 
11. 50 50 65 35 90 10 80 20 
12. 40 60 40 60 25 75 15 85 
13. 35 65 25 75 5 95 5 95 
14. 30 70 60 40 25 75 35 65 
15. 32 78 25 75 15 85 0 100 
16. 37 63 58 42 50 50 50 50 
17. 37 63 79 21 60 40 45 55 
18. 42 58 26 74 45 55 35 65 
19. 74 26 85 15 95 5 95 5 
20. 63 37 45 55 70 30 65 35 
21. 84 16 68 32 65 35 50 50 
22. 84 16 75 25 95 5 95 5 
2 3. 63 37 70 30 85 15 95 5 
24. 84 16 70 30 65 35 95 5 
25. 32 68 16 84 10 90 20 80 
26. 21 79 45 55 42 58 50 so 
27. 32 68 53 47 15 85 20 80 
28. 89 11 80 20 95 15 85 15 
29. 11 89 26 74 0 100 10 90 
30. 79 21 65 35 90 10 80 10 

Key: A== Agree 
D == Disagree 
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percentage for item 12 ("Performance-Based Clinical 

Evaluation System causes me to rush through my clincal 

requirements") indicated a freshmen pretest response of 

40% agree and 60% disagree. The freshmen posttest response 

indicated 40% agreed and 60% disagreed on the same item. 

Similar comments, where a change in percentage is evident, 

can be made for other items. 

The findings by percentage for item 3 ("Performance

Based Clinical Evaluation System is going to help me pass 

my state · board examination") indicated a sophomore pretest 

response of 100% agree and a sophomore posttest response of 

90% agree and 10% disagree. The findings by percentage for 

item 16 ("Performance-Based Clinical Evaluation System does 

not provide enough time for individual instruction") indi

cated a sophomore pretest response of 50% agree and 50% 

disagree. The sophomore posttest response on the same item 

indicated that 50% agreed and 50% disagreed. 

Statement mean scores by freshmen and sophomore pretest 

and posttest were determined (see Table 5). Pretest state

ment means by freshmen ranged from 1.7 to 3.0. Posttest 

statement means by freshmen ranged from 1.8 to 3.0. An 

identical freshmen pretest and posttest statement mean of 

2.7 was found with item 30 ("Performance-Based Clinical 

Evaluation System provides me with specific feedback on my 



Table 5 

Pretest and Posttest Category Mean Score By Statement 

and Class 

Freshmen Sophomore 
Statement 
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Number Pretest Posttest Pretest Posttest 

l. 2.5 l. 9 1. 8 l. 9 
2. 2.7 3.0 3 . 7 3 .9 
3. 2.9 2.9 3 . 5 3. 0 
4. 2 .9 2.6 3.1 3.1 
5. 3.0 2.8 2.6 2 .4 
6 . 2.1 2.3 2.1 2 . 2 
7. 2.8 2.9 3 . 4 3 .5 
8. 3.1 3. 0 3. 4 2. 9 
9. 2.9 2.6 3.0 3. 1 

10. 2.0 1.8 l. 8 1.8 
11. 2.4 2.7 3 . 0 2.9 
12. 2.5 2 .6 2 . 9 3.1 
13. 2 . 2 2. 9 3 . 3 3. 3 
14. 2 . 3 2.2 2.9 2. 7 
15. 2.2 2 . 0 l. 9 l. 6 
16. 2 .6 2.5 2 . 4 2. 3 
17. 2 .6 2 . 3 2 . 3 2.6 
18. 2. 5 3 . 0 2 .7 2. 8 
19. 2 . 8 3 . 0 3 . 2 3.1 
20. 2. 7 2 .5 2.8 2.7 
21. l. 7 2.3 2 .1 2. 3 
2 2 . 2 .9 2.8 3 . 3 .2 . 8 
23. 2.7 2.8 3 . 2 3 . 2 
24. 3.0 2.8 3.0 3 . 2 
25. 2.7 3.1 3.4 3 . l 
26. 2 .1 2. 5 2 . 3 2. 6 
27. 2 . 8 2.7 3 .1 2.8 
28. 2.9 3 . 0 3 . 5 2. 9 
29. 2.9 2.2 3 . 4 3 .1 
30. 2.7 2.7 3 . 2 3 . 0 

Total X 2 .6 2.6 2. 9 2 . 8 



performance"). Posttest statement means by sophomores 

ranged from 1.8 to 3.9. A low pretest and posttest means 

was found on item 10 ("Performance-Based Clinical Evalua

tion System enables me to complete a patient's treatment 

plan quickly"). An identical sophomore pretest and post

test statement mean of 3.3 was found with item 13 ("Per

formance-Based Clinical Evaluation System is vague in 
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outlining a skill's specific task elements"). A total mean 

score for each pretest and posttest by class was calculated. 

The freshman pretest mean was 2.6, the freshman posttest 

mean was 2.6, the sophomore pretest mean was 2.9, and the 

sophomore posttest mean was 2.8. 

Findings by Hypotheses 

The first hypothesis stated: "There is no differe nce 

in pretest and posttest attitude scores of sophomore 

dental hygiene students as measured by the survey on the 

Performance-Based Clinical Evaluation System." The pre

test mean for the sophomore dental hygiene students was 

85.9 (SD= 13.8). The posttest mean for sophomore dental 

hygiene students was 83.1 (SD= 10.1). The difference 

between the two mean scores was 2.8 (SD= 9.7). The paired 

t-test revealed that there is no statistically significant 

difference between the score (t(l9) = 1. 3 , p = .21). The 

hypothesis was accepted. 
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The second hypothesis stated: "There is no difference 

in pretest and posttest attitude scores of freshmen dental 

hygiene students as measured by the survey on the 

Performance-Based Clinical Evaluation System." The'pre

test mean for the freshmen dental hygiene students was 

75.8 (SD= 16.1). The posttest mean for the freshmen 

dental hygiene students was 77.2 (SD= 14.5). The differ

ence between the two mean scores was 1.4 (SD= 14.5). The 

paired !-test revealed that there is no statistically 

significant difference between the score (t(19) = .45, 

p = .66). The hypothesis was accepted (see ' Table 6). 

Table 6 

Freshmen and Sophomore Means and Standard Deviation for the 

Pretest and Posttest by Class 

Type of Statistic 

Mean 

S.D. 

Freshmen 

Pretest Posttest 

75.8 77.2 

16.1 14.5 

Sophomore 

Pretest 

85.9 

13.8 

Posttest 

83.1 

10.1 
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Summary 

The hypotheses findings are summarized in Table 7. 

Table 7 

Disposition of Hyeotheses 

Hypothesis 

1. There is no difference in attitude of 
pretest and posttest scores of sopho
more dental hygiene students as 
measured by the survey on the Per
formance-Based Clinical Evaluation 
System. 

2. There is no difference in the attitude 
of pretest and posttest scores of 
freshmen dental hygiene students as 
measured by the survey on the 
Performance-Based Clinical Evalua
tion System. 

Disposition 

Accepted 

Acce pted 



CHAPTER V 

SUMMARY, CONCLUSIONS, DISCUSSION, 

AND RECOMMENDATIONS 

Summary 

This study was conducted to investigate the attitude 

of Tarrant County Junior College (TCJC) dental hygiene 

students towards a Performance-Based Clinical Evaluation 

System. The purpose of this investigation was to determine 

the attitude of freshmen and sophomore dental hygiene stu

dents who utilized this evaluation system and to profile 

the two groups of students by using attitude gain scores. 

The first hypothesis stated: "There was no difference 

in attitude of pretest and posttest scores of sophomore 

dental hygiene students as measured by the survey on the 

Performance- Based Clinical Evaluation System." The second 

hypothesis stated: "There is no difference in attitude 

or pretest and posttest scores of freshmen dental hygiene 

students as measured by the survey on the Performance-Based 

Clinical Evaluation System." 

This study was conducted during a four month interval 

in Spring 1984. The pretest was administered to all par-

ticipating freshmen and sophomore dental hygiene students 
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in January 1983. The identical posttest was administered 

to the same dental hygiene students in May 1984. 

Data for this survey were collected from the Likert

type attitude survey designed by the researcher. Forty 

dental hygiene students participated in the study, 20 

freshmen and 20 sophomores or 87% of the population. 
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This investigation used the descriptive study approach 

using two-group pretest and posttest research design. 

Pretest and posttest statement data were reported as means, 

standard deviation, and gain scores. A gain score · was 

completed for each pretest and posttest to aetermine if a 

measure of growth or decline was present. Data were 

analyzed to accept or reject each hypothesis using the 

paired i - test. 

Conclusions 

Based on the findings of this study, the following 

conclusions were offered: 

1. TCJC freshmen dental hygiene students had a 

favorable pretest and posttest attitude toward the 

Performance-Based Clinical Evaluation System. 

2. TCJC sophomore dental hygiene students had a 

favorable pretest and posttest attitude toward the 

Performance-Based Clinical Evaluation System. 
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3. TCJC freshmen dental hygiene students' pretest and 

posttest attitude scores were not statistically different. 

4. TCJC sophomore dental hygiene students' pretest 

and posttest attitude scores were not statistically 

different. 

Discussion 

The pretest and posttest attitude for each class was 

favorable relative to the Performance-Based Clinical 

Evaluation System. The level of favorableness was 

marginal, 2.6 to 2.9 mean values. These Performance-Based 

Clinical Evaluation System attitude mean scores may be the 

result of many factors because attitudes are complex. 

Attitudes may be influenced by an individual's physical, 

social, mental, or spiritual well-being and his or her 

environment. The discussion that follows will emphasize 

only selected aspects of this attitude "complex" that may 

have influenced these dental hygiene students' Performance

Based Cl~nical Evaluation System Attitudes. These same 

factors may need to be reviewed by the TCJC faculty to 

determine if these attitude factors may be indicators for 

change to improve the attitude of the current dental 

hygiene students. 

A general characteristic of a dental hygiene 

competency-based clinical system is that performance is 



based on task analysis and instructional objectives. 

Dental hygiene students want to know that the skills they 
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perform are at an acceptable level of achievement. A stu-

dent's understanding of his or her level of competency may 

initiate favorable or unfavorable attitudes toward the 

evaluation system. The student's Performance-Based 

Clinical Evaluation System attitude and ability to perform 

satisfactorily may be related. In addition, if the student 

understands the performance-based evaluation scheme and how 

it is to be used ·by both faculty and student, he or she may 

generate a more positive feeling about the ~evaluation tool 

and process. 

If the dental hygiene faculty know the student's atti

tude towards an evaluation system, it may initiate a 

program to modify the system's tool or process. It is con-

ceivable that the Performance-Based Clinical Evaluation 

System's tool may not be assessing what is critical to the 

development of the student's skill. Thus, an "alert" to 

this deficiency may be provoked by the dental hygiene 

student's attitude toward the evaluation scheme. 

Favorable or unfavorable attitudes may also be found 

when a student is exposed to more than one evaluation tool 

during his or her training. The TCJC sophomore dental 

hygiene students (Group 2) were changed to a 
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competency-based clinical evaluation system after having 

utilized a norm-referenced type of evaluation system. 

Implications may involve the student feeling anxious about 

performing under a new system. This may also have impli-

cations in the dental hygiene student's attitude toward 

the Performance-Based Clinical Evaluation System. The 

student's attitude toward the Performance-Based 

Clinical Evaluation System may be influenced if he or she 

percei~ed that the new evaluation tool was developed only 

as a convenience for the clinical instructor. The dental 

hygiene instructor may need to spend additional time at 

chairside during evaluations to overcome the student's 

perception. 

When utilizing a competency-based evaluation system 

in a dental hygiene clinical setting, the student may ask 

for assistance at any time. However, when the student has 

requested .an evaluation from the clinical instructor, no 

te~ching/learning assistance may be provided. This aspect 

of a Performance-Based Clinical Evaluation system may have 

a negative impact on the student's attitude. 

When evaluating dental hygiene students' performance 

in a competency-based clinical system, the instructor's 

teaching strategies may be modified. It would be 



anticipated by the dental hygiene educator that this 

modification would be perceived in a positive way by the 

student. This may also have a favorable influence on the 

student's Performance-Based Clinical Evaluation Sy.stem 

attitude. 
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When utilizing a competency-based system of evaluation 

in a clinical setting, students may or may not meet accred

itation requirements. Administrative policy for dental 

hygiene programs dictate that requirements be completed 

within each semester. An unfavorable attitude may exist 

within a student if he or she cannot meet ~he semester 

requirements .. This may be due to her inability to complete 

the procedural elements of a skill or task. This may also 

be attributed to a motor or coordination skill deficiency. 

If a dental hygiene student is experiencing some of these 

frustrations, he or she may hold an unfavorable attitude; 

whereas, if a student is successful in completing her 

clinical requirements, a favorable attitude toward the 

evaluation system may be formed. 

The dental hygiene clinical physical environment may 

have a negative impact on the dental hygiene student. For 

instance, the color, arrangement of the operatory, and the 

type of equipment may affect the student attitude toward 

the evaluation system. 
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Summary of Discussion 

Attitudes are complex, encompassing personal and 

environmental dimensions. The various aspects of clinical 

dental hygiene such as the clinical milieu, faculty and 

student teaching/learning relationships, the understanding 

of the evaluation system, etc., may influence a student's 

attitude toward the Performance-Based Clinical Evaluation 

System. No one attitude factors discussed may account for 

the dental hygiene student's attitude measures •in this 

study. 

Recommendations 

Recommendations for future investigation are as 

follows: 

1. This study should be replicated on a similar 

population utilizing a longer research period. 

2. Efforts should be made toward investigating the 

attitude of first year dental hygiene students prior to 

any preclinical or clinical experience. 

3. The ouestionnaire should be reevaluated and its 

level of reliability determined. 

4. A correlation study comparing the attitude of 

dental hygiene students using a Performance-Based Clinical 

Evaluation System and dental hygiene students who do not 

utilize a Performance-Based Clinical Evaluation System 

is needed. 
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Dear TCJC Dental Hygiene Student: 

As a dental hygiene educator, I am interested in the Per
formance-Based Clinical Evaluation System. Its utiliza
tion has implications for the TCJC Dental Hygiene Program. 

In the attached survey, I am asking that you take a few 
minutes of your time to indicate your attitude toward 
Performance-Based Clinical Evaluation System. There is no 
right or wrong answer. 

The results of this research will be available to you 
upon completion. In addition, as a Texas Woman's Uni
versity graduate student, I will be using these data to 
write my thesis which is one requirement for a Master of 
Science in Health Science Instruction. 

I assure you that confidentiality will be ~aintained 
throughout this entire investigation. Please identify 
yourself by using the last four digits of your social 
security number. This will be used only for statistical 
matching purposes. No individual will be identified. 
Your participation or non-participation will not affect 
your grades in any way. However, your willingness and 
cooperation in .participating in this research is 
appreciated. YOUR PARTICIPATION IS STRICTLY VOLUNTARY 
AND COMPLETION OF THE QUESTIONNAIRE INDICATES YOUR 
WILLINGNESS TO PARTICIPATE. Approval to conduct this 
investigation was granted by the Chairman of the 
Department of Health Sciences of this College. 

If you have any questions, please ask me prior to 
participating. 

Sincerely, 

Rita Rios-Hernandez, R.D.H., B.S. 

Attachment 



APPENDIX B 

QUESTIONNAIRE 



Indicate: Fresh Soph __ 

Last four digits of SS# ___ _ 

ATTITUDES TOWARD PERFORMANCE-BASED CLINICAL 
EVALUATION SYSTEM 

The following 30 statements deal with the topic of Performance-Based 
Clinical Evaluation System. They have been designed in such a manner 
as to permit you to indicate the extent to which you agree or disagree 
with each statement. There are no correct or incorrect responses. 
Respond with your own feelings, and not how someone else would expect 
or want you t.o answer. 

Directions: Read each statement carefully and indicate the extent to 
which you agree or disagree with the · statement according to the 
following scale: 

SA - Strongly Agree 
A - Agree 
D - Disagree 

SD - Strongly Disagree 

Circle the response that most closely c~rresponds with your feelings 
about each statement. 

1. Performance-Based Clinical Evaluation System takes 
too much time in filling out the clinical forms ....... SA A D SD 

2. Performance-Based Clinical Evaluation System 
clearly defines the steps that are required to 
demonstrate a skill ................................... SA A D SD 

3. Performance-Based Clinical Evaluation System is 
going to help me pass my state board examination ...... SA A D SD 

4. Performance-Based Clinical Evaluation System is 
not a fair manner to evaluate my clinical skills ...... SA A D SD 

5. Performance-Based Clinical Evaluation System allows 
me to receive individual instruction••················ 

6. Performance-Based Clinical Evaluation System was 

SA A D SD 

developed as a convenience for my instructors ......... SA A D SD 
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7. Performance-Based Clinical Evaluation System pressures 
me to be evaluated when I'm not quite ready ...•....... SA A D SD 

8. Performance-Based Clinical Evaluation System will 
not be instrumental in helping me pass my state 
board examination ..................................... SA A D SD 

9. Performance-Based Clinical Evaluation System is not 
helping me make the most use of my clinical time. 

10. Performance-Based Clinical Evaluation System enables 

SA A D SD 

me to complete a patient's treatment plan quickly ..... SA A D SD 

11. Performance-Based Clinical Evaluation System 
allows me to plan specific treatment for each 
patient's appointment ................................. SA A D SD 

12. Performance-Based Clinical Evaluation System causes 
me to rush through my clinical requirements ........... SA A D SD 

13. Performance-Based Clinical Evaluation System is 
vague in outlining a skill's specific tasks 
elements. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . SA A D SD 

14. Performance-Based Clinical Evaluation System dpes 
not utilize my instructor's time effectively .......... SA A D SD 

15. Performance-Based Clinical Evaluation System allows 
me to complete the necessary clinical forms in a 
short time ................ · . . . . . . . . . . . . . . . . . . . . . . . . . . . SA A D SD 

16. Performance-Based Clinical Evaluation System 
does not provide enough time for individual 
instruction ....... • • • • • • • • • • • • • • • • • • • • • • . • • . . . . . . . . . . . SA A D SD 

17. Performance-Based Clinical Evaluation System 
causes •a patient's treatment to drag on ............... SA A D SD 

18. Performance-Based Clinical Evaluation System 
causes fragmentation of a patient's treatment plan .... SA A D SD 

19. Performance-Based Clinical Evaluation System is a 
fair way to evaluate my clinical skills ............... SA A D SD 

20. Performance-Based Clinical Evaluation System 
assists me in effectively utilizing my clinical 
time ........................................ . ......... SA A D SD 
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21. Performance-Based Clinical Evaluation System 
causes me anxiety ............................•..•..... SA A D SD 

22. Performance-Based Clinical Evaluation System is 
training me to become a skillful clinician .....•...... SA A D SD 

23. Performance-Based Clinical Evaluation System allows 
me to demonstrate clinical skills at my own pace ...... SA A D SD 

24. Performance-Based Clinical Evaluation System permits 
me to determine when I'm ready to be evaluated ....... SA A D SD 

25. Performance-Based Clinical Evaluation System 
does not define what steps are vital to a 
particular skill .......................••............. SA A D SD 

26. Performance-Based Clinical Evaluation System 
enables me to perform my clinical skills in a 
relaxed manner. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . SA A D SD 

27. Performance-Based Clinical Evaluation System does 
not tell me exactly what areas of my performance 
need attention. . . . . . . . . . . . . . . . . . . • . . . . . . . . . . . • . . . . . . . . SA A D SD 

28. Performance-Based Clinical Evaluation System 
clearly defines critical errors in performing 
the skill. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . SA A D SD 

29. Performance-Based Clinical Evaluation System is 
not training me to become a skillful clinician ........ SA A D SD 

30. Performance-Based Clinical Evaluation System 
provides me with specific feedback on my 
performance. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . SA A D SD 
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(I) 
TARRANT COUNTY JUNIOR COLLEGE DISTRICT 

~ N O A TH EA 5 r C AM PU 5 "" "••wooo •ooo , """" ",., ,w., . "" '"o•• " ,, ., '"" 

November 10, 1983 

Dr. Barbara Cramer 
Dean of School of Health Care Services 
Texas Woman's University 
P.O. Box 22665, TWU Station 
Denton, TX 76204 

. Dear Dr. Cramer: 

I give Rita Rios-Hernandez permission to 
utilize TCJC dental hygiene student responses for 
her Master's Degree research investigation. 

GS:ds 

Yours truly, 

/ (i,P-'~~z-j 
George ~Shaw, Chairman 
Department of Health Sciences 



Texas Woman's University 
P.O . Box 22479. Denton , Texas 76204 (817) 383-2302 . Metro 434-1 757 

THE GRADUATE SCHOOL 

Miss Rita S. Rios 
4509 Moler St. 
Dallas, TX 75211 

Dear Miss Ri OS: 

Marc h 2 8 , 1 9 8 4 
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I have received and approved the Prospectus for your research 
project. Best wishes to you in the research and writing of your 
project. 

BJC : rh· 

cc Or. Barbara J. Cramer 

Sincerely yours, 

~~ 
Barbara J. Cramer 
Provost, ad interim 
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