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Performing a clinical examination 
to obtain an initial dental hygiene li-
cense continues to receive national 
attention due to questioning the va-
lidity, reliability and ethical issues of 
this process.1

The one-time clinical examination 
for dental hygiene licensure may not 
be a valid assessment of clinical com-
petency. Inconsistencies between 
the student’s performance at an ac-
credited dental hygiene program 
and performance on this clinical ex-
amination concern educators. Both 
dental hygiene and dental educators 
have witnessed some of their most 
clinically competent students fail the 
clinical examination, and the passing 
of students less competent, based 
on their performance during the pro-
gram.2,3 A 2001 study of dental hy-
giene program directors concluded 
that competence for initial licensure 
is best determined through continual 
assessment over time rather than a 
one-time examination.1

The one-time clinical examination 
may also not be reliable to assess 
competency. Oral conditions of hu-
mans are so variable making it im-
possible to standardize the level of 
treatment difficulty across the stu-
dent candidates.4 Another concern 
is the increasing difficulty identifying 
patients who meet the clinical criteria 
of the state and regional tests.

The use of a live patient in the 
one-time clinical examination raises 
ethical issues and continues to be the 
greatest source of dissatisfaction with the licensure 
examination.5 The arguments raised against using 
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Research

Introduction

live patients include delaying necessary treatment 
on a patient waiting for the licensure examination, 
potential risks of treating a live patient in a highly 
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stressful environment, patient discomfort with the 
duration of the exam, the liability of inappropriate 
treatment and the high expense of compensating 
board patients.4,6 A 1999 national survey of den-
tists reported the following ethical issues related to 
their clinical licensure examinations: no arrange-
ment for indicated follow-up care for their patient 
(23.9%), unnecessary radiographs (32.5%), co-
ercion of patient into an inappropriate treatment 
choice (13.7%), and premature or overly aggres-
sive patient treatment (19.3%).7

Because of these issues, the American Dental As-
sociation (ADA) House of Delegates adopted resolu-
tion 64H, which called for elimination of the use of 
human subjects for testing competency of dentists 
for state licensure by 2005.8 Although this resolution 
passed the House of Delegates by a clear majority, 
a satisfactory replacement for initial licensure ex-
amination for dentistry has not been demonstrated.  
Traditional clinical examinations for dental hygiene 
also continue to be scrutinized.

The purpose of this study was to conduct a na-
tional survey of dental hygiene program directors 
to gain their opinions of alternative assessments of 
clinical competency, as qualifications for initial den-
tal hygiene licensure.

Methods and Materials

Results

This cross-sectional survey was conducted as 
approved by the Institutional Review Board of the 
University of California, San Francisco (UCSF). The 
study population consisted of directors of all the 
Commission on Dental Accreditation (CODA)–ap-
proved entry-level U.S dental hygiene programs. 
Addresses were obtained from the American Dental 
Hygienists’ Association (ADHA).9

The 22 question survey, designed by the re-
searchers, was comprised of statements using a 
Likert scale, an item that asked for additional sug-
gestions/comments, and questions pertaining to 
the respondents’ degree, title and program demo-
graphics. In order to standardize respondents’ un-
derstanding of competency, the researcher included 
a definition from the ADHA in the survey. The ADHA 
defines competency as the skills, understanding and 
professional values of an individual ready to begin 
practicing dental hygiene.10 A pre-test was conduct-
ed on a convenience sample of 3 dental hygiene 
program educators in 2 CODA-approved entry-level 
dental hygiene programs, to test the survey ques-
tions for content validity and clarity. Revisions were 
made based on the feedback received, prior to con-
ducting the survey.

The survey was administered with the assistance 
of UCSF Qualtrics® computer software.11 The 341 
dental hygiene program directors in the U.S. were 
invited to participate in this study. They were con-
tacted via electronic mail with a cover letter explain-
ing the purpose of the study, informed consent and 
a customized link to the survey instrument. The on-
line survey was programmed to send 3 reminders to 
non-responders without identifying the responders’ 
e-mail addresses.

Data analysis was conducted with the assistance 
of UCSF Qualtrics® computer software. The number 
of responses was tabulated for each question. Ad-
ditional comments were recorded. Simple descrip-
tive statistics were calculated and data summarized 
as percentages of responses to each item from the 
survey.

Of the 341 dental hygiene program directors who 
were contacted to participate in this survey, 143 re-
sponded, resulting in a response rate of 42%. After 
4 mailings, 132 respondents had completed the sur-
vey. Because not all respondents answered every 
question, the number of responses to each question 
varies.

The institutional settings of the respondents’ pro-
grams represented every type of dental hygiene 
program settings, with the most numerous (56%) 
setting being a public community or junior college. 
A university or 4 year college not affiliated with a 
dental school was the setting for 20%, a 4 year col-
lege affiliated with a dental school 13%, with the 
remainder (14%) being situated in a technical col-
lege or institute, vocational school, or other type 
(responses totaled more than 100% because some 
respondents indicated more than one). Almost all 
(98%) of the respondents were program directors 
of dental hygiene programs. Most (79%) of the re-
spondents were dental hygienists with a master’s 
degree and 7% were dentists. Each of the regional 
testing agencies was represented among the re-
spondents. The Western Regional Examining Board 
was the clinical examination taken by most (36%) 
of the respondents’ students.

The respondents’ levels of agreement to 8 state-
ments regarding the best measures of assuring clin-
ical competence for initial dental hygiene licensure 
are exhibited in Table I. All 8 statements included 
the core qualifications of graduating from a CODA-
approved dental hygiene program and passing the 
national board examination. Of the 8 statements, 
the majority (65%) of respondents agreed that in 
addition to core qualifications the best measure was 
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The best measure of assuring clinical 
competence for initial licensure in-
cludes: graduating from a CODA- ap-
proved dental hygiene program and 
passing the national board examina-
tion AND

Strongly
Agree Agree

Neither
Agree or
Disagree

Disagree Strongly
Disagree

Number of
Respondents

No further qualifications 30% 33% 13% 20% 4% 132
Successfully completing community 
off-site rotations, supervised by a 
clinical faculty member

8% 17% 39% 29% 7% 132

Passing a case-based computer- sim-
ulated examination 6% 20% 29% 36% 8% 132

Passing a dental ethics and jurispru-
dence examination 18% 25% 31% 24% 5% 132

Providing documentation of success-
ful completion of all competency 
evaluations in a student-constructed 
portfolio

17% 29% 23% 24% 7% 132

Successfully completing all programs’ 
competency evaluations 24% 41% 19% 10% 7% 131

Passing a case-based computer- sim-
ulated exam, providing documenta-
tion of successful completion of all 
competency evaluations in a student 
-constructed portfolio and passing 
a dental ethics and jurisprudence 
examination

26% 23% 27% 18% 7% 128

Passing a standardized (state-board 
like) clinical examination, admin-
istered by state registered dental 
hygiene examiners at students dental 
hygiene program site

12% 20% 18% 35% 15% 130

Table I: Agreement Level of Respondents to 8 Statements Regarding the Best Measures 
of Assuring Clinical Competence for Initial Licensure

“successfully completing all program’s competen-
cy evaluations.” “No additional qualifications” was 
selected by a similar percentage of respondents. 
However, when responses of “agreed” and “strong-
ly agreed” were separated, a greater percentage 
(30%) of respondents selected “strongly agreed” 
for the statement “no additional qualifications” than 
the percentage (24%) that strongly agreed to the 
statement, which added, “successfully completing 
all program’s competency evaluations” to the core 
qualifications. More than one-third of the respon-
dents disagreed with the addition of either “passing 
a case-based computer-simulated examination” or 
the addition of “passing a standardized clinical ex-
amination, administered by state registered dental 
hygiene examiners at students’ dental hygiene pro-
gram site.” “Successfully completing community off-
site rotations, supervised by a clinical faculty mem-
ber” elicited the greatest percentage of ambivalent 
(neither agree nor disagree) responses (39%).

Most respondents (73%) agreed to the state-
ment, “the variability of live patients as test sub-
jects is a barrier to standardizing the state and re-
gional examinations” (Table II). Correspondingly, 
only 29% agreed that the “use of live patients as 
test subjects is essential to assure competence for 
initial licensure.”

The statements that the one-time state and re-
gional examinations “have low validity in reflecting 
the complex responsibilities of the dental hygienist 
in practice” and “do not test a candidate’s ability to 
treat a patient in a clinical practice condition” were 
agreed upon by the majority of respondents (Table 
III). Very few (5%) strongly agreed that these one-
time examinations “are reliable and valid for assur-
ing clinical competence for initial licensure.”

The respondents’ rankings of their 6 preferred 
measures of clinical competence, in addition to 
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Discussion
The purpose of this study was to conduct a na-

tional survey of dental hygiene program directors to 
gain their opinions of potential alternative assess-
ments of clinical competency, as qualifications for 
initial dental hygiene licensure. The results dem-

The one-time state and regional exami-
nations

Strongly 
Agree Agree

Neither 
Agree or 
Disagree

Disagree Strongly 
Disagree

Number of
Respondents

Do not test a candidate’s ability to treat 
a patient in a clinical dental practice 
condition

38% 35% 12% 12% 3% 130

Have low validity in reflecting the 
complex responsibilities of the dental 
hygienist in practice

38% 39% 10% 10% 2% 130

Can be subjective when determining an 
acceptable patient for the test subject 34% 37% 14% 14% 1% 129

Are reliable and valid for assuring clini-
cal competence for initial licensure 5% 10% 19% 37% 29% 128

Table III: Agreement Level of Respondents to Statements Regarding the One-Time 
State and Regional Clinical Examinations

Strongly 
Agree Agree

Neither 
Agree or 
Disagree

Disagree Strongly 
Disagree

Number of
Respondents

The use of live patients as test subjects 
is essential to assure clinical compe-
tence for initial licensure

14% 15% 18% 31% 23% 130

The use of live patients as test subjects 
to assess the potential lack of com-
petence for initial licensure could be 
detrimental to the test subject

14% 37% 22% 19% 7% 129

The variability of live patients as test 
subjects is a barrier to standardizing 
the state and regional examination

38% 35% 11% 12% 5% 130

Table II: Agreement Level of Respondents to Statements Regarding the Use of Live 
Patients as Test Subjects for Initial Dental Hygiene Licensure

graduating from a CODA-approved dental hygiene 
program and passing the national board examina-
tion, are displayed in Table IV. “The successful com-
pletion of program’s competency evaluations” was 
ranked number one by 50% of the respondents and 
number two by 24% of the respondents. The least 
popular option was off-site community rotations, 
supervised by a clinical faculty member, ranking 
number five and number six by most respondents.

The additional suggestions and comments mostly 
reiterated the results that we have stated. The only 
new suggestion was a one-year residency in addi-
tion to the core qualifications.

onstrate that the majority of respondents strongly 
agreed that the best measures of assuring clinical 
competence for initial dental hygiene licensure is 
graduating from a CODA-approved dental hygiene 
program and passing the national board examina-
tion. Completing all of the program’s competency 
evaluations, in addition to the qualifications stated 
above, was also frequently selected as a best mea-
sure to assure competence. Program directors may 
have agreed that this was an important addition to 
the other two measures of assuring clinical compe-
tence to emphasize the importance of competency 
evaluations in a program’s requirements for gradu-
ation. Most respondents also agreed that the vari-
ability of live patients as test subjects is a barrier to 
standardizing the state and regional examinations 
and that the one-time examinations have low valid-
ity in reflecting the complex responsibilities of the 
dental hygienist in practice.

Graduating from an accredited program and 
passing a standardized examination are common 
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Additional qualifications #1 #2 #3 #4 #5 #6
Student-constructed portfolio providing 
documentation of competencies 14 27 17 24 15 17

Case-based computer simulated exami-
nation 12 18 22 30* 23 14

Standardized clinical examination at 
each program (similar to state boards), 
conducted by state registered dental 
hygienist examiners

27 13 20 7 17 22

Dental ethics and jurisprudence exami-
nation 2 19 27* 28 20 23

Off-site community rotations super-
vised by a clinical faculty member 2 12 18 18 31* 32*

Successful completion of program’s 
competency evaluations 64* 31* 13 10 5 2

Table IV: Respondents’ Rankings of Their Preferred Measure of Assuring Clinical Com-
petence, in Addition to Graduating From a CODA-Approved Dental Hygiene Program 
and Passing the National Board Examination

Values represent the number of respondents selecting the specific measure of assuring clinical competence for a 
specific rank (#1 to #6).
*Refer to the highest number of responses to the specific ranking.

requirements for initial licensure of other health 
care professionals. In nursing the requirements 
for initial licensure include earning a degree from a 
nursing program that is accredited by the Accredi-
tation Commission for Education in Nursing (ACEN) 
and passing a computer-administered multiple 
choice National Council Licensure Examination for 
Registered Nurses test. Nursing measures clinical 
competence by assessments of increasingly difficult 
skill sets, related to the implementation of patient 
care, during the consecutive semesters of the nurs-
ing programs.12,13 Assessing clinical competency 
throughout the program was also popular with our 
respondents.

Competency statements, which detail the expect-
ed abilities of a dental hygienist entering the profes-
sion, were developed by the American Dental Edu-
cation Association (ADEA). These statements have 
been beneficial when assessing the competence of 
dental hygiene students and maintaining and im-
proving the quality of dental hygiene curricula. Den-
tal hygienists must be competent in 5 domains for 
entry into the profession: core competencies, health 
promotion/disease prevention, community, patient/
client care, and professional growth and develop-
ment.14

The CODA accreditation process of entry-level 
dental hygiene programs assures that the programs 
will comply with all the defined standards. These 
standards are based on sound educational principles 
that ensure quality educational opportunities. Stan-

dards also specify the graduates’ required compe-
tence in various dental hygiene services. Awareness 
of these stringent educational standards may have 
influenced the respondent’s decision that graduat-
ing from a CODA-approved dental hygiene program 
is adequate to ensure clinical competence.15,16 The 
results of a 2001 study were very similar to ours 
in that the dental hygiene program directors be-
lieved that clinical competence is best determined 
throughout the program, with strict adherence to 
competency standards mandated by the accredita-
tion process.1

The dental hygiene national board examination 
has been included in each of the qualifications from 
which the respondents were to select. The dental 
hygiene national board examination assesses the 
students’ theoretical and applied knowledge in the 
basic biomedical, dental, dental hygiene clinical sci-
ences and community health. The dental hygiene 
national board examination also reflects the clini-
cal practice of the dental hygienist by including pa-
tient case studies.17 The educational standards of 
the program are indirectly evaluated by consider-
ing the pass rate of the program’s students. With a 
continual low pass rate, the quality of the program 
would be a concern.

The survey offered the respondents the oppor-
tunity to select qualifications, in addition to gradu-
ating from a CODA-approved dental hygiene pro-
gram and passing the national boards. Successfully 
completing all programs’ competency evaluations 
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Conclusion
Licensure issues continue to be in the forefront 

of concerns for dental hygiene educators. The den-
tal profession appears to be moving toward licen-
sure methods that would be based on evaluation of 
students by the educational institution. The results 
of our study support this view for dental hygiene 
licensure: that the emphasis must be on the as-
sessment of the student’s performance throughout 

was the only additional qualification, which received 
significant support. Student-constructed portfolios 
have been introduced in dental hygiene education 
as a means for students to document successful 
completion of competency evaluations.18 However, 
less than half of the respondents selected that as 
an additional measure of assuring clinical compe-
tence. Incorporation of constructing portfolios into 
the program’s requirements comes with the chal-
lenges of being labor intensive for the students and 
for the faculty who evaluate the portfolios.19 With 
the passage of Assembly Bill 1524, dental students 
in California have the option of taking a school-
based licensure examination, which entails build-
ing a portfolio of completed clinical experiences and 
competency evaluations in 7 subject areas through-
out their final year of dental school.20 The use of 
computer technology was also not popular with the 
respondents of the current study, as evidenced by 
the low agreement with passing a case-based com-
puter-simulated examination. The state of Minne-
sota has been using a non-patient, computer-based 
simulation, titled the objective structured clinical 
examination (OSCE), to evaluate both clinical and 
theoretical knowledge. The examination utilizes pa-
tient cases with medical and dental histories, radio-
graphs, intra-oral photographs, study models, and/
or patient records. Candidates rotate through stan-
dardized stations on a timed circuit, with a different, 
impartial examiner at each station.21-23

Even though the clinical licensure examinations 
are a long-standing tradition, many studies collec-
tively provide evidence that both dental and dental 
hygiene educators question the validity of a one-
shot clinical licensure examination.7,24-26 Inconsis-
tencies between a student’s performance in an ac-
credited dental hygiene program and performance 
on these clinical examinations concern educators. 
Both dental hygiene and dental educators have wit-
nessed some of their most clinically competent stu-
dents fail the clinical examination,2,3 and the passing 
of students less competent, based on their perfor-
mance during the program.3 Validity is best deter-
mined through an accumulation of competencies, as 
compared to a one-shot, one-day examination with 
many variables.25,27 It is interesting to note that the 
results of our research and those of a comparable 
study in 2001 are very similar. In both these stud-
ies the majority of dental hygiene program directors 
believed that clinical competence is best determined 
throughout the program, rather than from a single 
examination.1

The general consensus of program directors was 
negative regarding the use of live patients as test 
subjects. This agrees with the policy statements 
from the major dental hygiene and dental organiza-

tions. The ADHA supports research to “identify and 
implement a valid, reliable alternative to the use of 
human subjects in clinical licensure examinations.”28 
The ADA supports the “elimination of human sub-
jects/patients in the clinical licensure examination 
process and encourages all states to adopt meth-
odologies that are consistent with this policy.”29 In 
2011, the ADEA House of Delegates passed a “reso-
lution for the elimination of live patient examina-
tions for dental licensure by 2015.”30

Profiles, trends and changes in dental hygiene 
education and practice have been reported for 19 
countries.31 The method of regulation (i.e., licen-
sure) varied by the country, with the most predomi-
nant method being proof of graduation from a rec-
ognized dental hygiene educational program with no 
further credential (i.e., qualification) being required. 
Thirty-seven percent of the 19 countries used this 
method of regulation.31

The suggestion of the completion of a 1 year 
residency, similar to the model for dental licensure, 
may not be appropriate for dental hygiene.32 Dental 
hygiene education has significantly shorter curricu-
lum requirements than dentistry; some programs 
are only of 18 month duration. So, an additional 
year may not be acceptable to individuals associ-
ated with those programs. However, it is interesting 
to note that more dental students are considering 
the 1 year Advanced Education in General Dentistry 
programs as a pathway to dental licensure.33

One limitation of this study is the low response 
rate. Some program directors may not have re-
sponded due to their being inundated with a large 
number of surveys from students of baccalaureate 
degree completion and master degree programs. 
The low response rate may also be a reflection of 
this being an Internet survey, rather than a mailed 
survey. Studies have demonstrated that Internet 
surveys tend to have lower response rates than 
mailed ones.34,35 Internet surveys have increased in 
popularity due to their ease of administration. How-
ever, much is unknown as to their effectiveness and 
effect on response bias, particularly in the popula-
tion of health care professionals.36,37
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the program, rather than on a one-time clinical ex-
amination for licensure. Because the stringent edu-
cational standards of CODA maintain the quality of 
dental hygiene programs, graduating from a CODA-
approved dental hygiene program and passing the 
national boards should be sufficient for graduates to 
have achieved clinical competence and readiness to 
provide comprehensive patient-centered care as a 
licensed dental hygienist.
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