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Abstract 

 

Purpose: In 2021, the American Dental Association (ADA) announced the intention to 
develop a standardized Dental Hygiene Licensure Objective Structured Clinical Examination 
(DHLOSCE). The purpose of this study was to measure the United States (US) Dental 
Hygiene (DH) educators’ foundational knowledge of OSCE development and delivery in light 
of the impending development of the DHLOSCE by the ADA’s Testing Services. 

 

Methods: The study was determined to be exempt from IRB oversight. A 21 question, 
survey was developed, pilot tested, and electronically disseminated through QualtricsXM. The 
survey recruitment was emailed to the directors of all entry-level DH education programs in 
the US (n=328), asking them to participate in the survey and to forward it to the clinical 
faculty in their institutions. Descriptive and inferential statistics were utilized to analyze the 
data. 
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Results: There were 143 study participants, for a completion rate of 45%. Over two-thirds of 
respondents (64%) were unaware of the plans to develop the DHLOSCE, while 13% 
reported utilizing OSCEs to meet accreditation standards. Only 3% reported receiving a 
formal education of OSCE development compared to 29% who learned through a colleague 
or peer. Nearly half reported lack of faculty experience as a barrier for OSCE 
implementation. Over three-quarters, 76% reported lack of OCSE development committees 
within their program and only 14% had experience developing an OSCE station.   

 

Conclusion: The study results suggest an urgent need for the development of OSCE 
training resources specific to DH education, as programs across the US prepare for the 
impending DHLOSCE. 

 

Keywords: Dental Hygiene Education, Clinical Evaluations, Clinical Competence, Objective 
Structured Clinical Examinations, Live Patient Examinations. 

 

MeSH Terms: Objective Structured Clinical Examinations, OSCE, Live Patient 
Examinations, Clinical Competence, Dental Hygienists, Curricula, United States. 

 

 

 

Introduction 

Historically, health care education used live patients to assess the clinical 

competence of student practitioners, culminating in a final, clinical licensure examination. 

However, the efficacy of these practices have been scrutinized as unreliable, subjective, and 

in many cases, unethical.1,2 The majority of health care professions recognized the 

significant limitations of live-patient examinations (LPE), and for decades have used 

alternative assessment models such as simulation to create clinical learning and testing 

experiences.3 Furthermore, the United States (US) and Canadian medical and dental clinical 

professions now offer licensure examinations that are simulation-based. Simulation offers 

the unique opportunity to standardize learning and evaluation methodologies. DH education 

and clinical licensure examination processes have, until recently, continued to use LPE to 

assess clinical competence. 
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The Joint Commission on National Dental Examinations (JCNDE) formally 

recognized the limitations of LPE and called for the development of alternatives that no 

longer required the use of human subjects. In 2016, the Task Force on Assessment of 

Readiness for Practice (TARP) released their report, recommending alternative and valid 

means of assessing the clinical competence of dental candidates for initial licensure.4 One 

recommended alternative was the Dental Licensure Objective Structured Clinical 

Examination (DLOSCE), which was launched by the American Dental Association (ADA) 

Testing Services in 2020.5 However, the DLOSCE was only offered as an option for initial 

licensure for dental candidates.  

OSCE was first introduced by Harden et al. in the 1970s as an approach to replace 

the unstructured and often unpredictable clinical assessments traditionally used in health 

care education.6 The OSCE format avoids many of the weaknesses and disadvantages of 

traditional clinical examinations and more importantly, does not require the use of live 

patients.7 For decades, OSCEs have been universally accepted as the gold standard for 

assessing clinical competence in health care education.8 The evidence consistently 

demonstrates the acceptance of OSCE by educators as a valid and reliable tool for the 

assessment of clinical competency.9–15 However, increased utilization of OSCE has led to 

considerable debate within the literature about its appropriate use.  

The coronavirus SARS CoV-2 (COVID-19) pandemic heightened the need for 

alternative assessments thus significantly impacting DH education and licensure exam 

processes.16 Dental education programs and licensure examination boards were forced to 

modify clinical competence assessments, making innovative virtual and simulation-based 

clinical teaching and evaluation methodologies necessary. Additionally, many states began 

accepting mannikin-based clinical licensure examinations as a viable substitute for initial 

licensure. After nearly a year of forced, modified educational and clinical licensure 
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processes, the ADA announced in the spring of 2021 the development of the Dental Hygiene 

Licensure Objective Structured Clinical Examination (DHLOSCE). An unofficial report by 

JCNDE on June 23, 2021, announced the approved development of the DHLOSCE.17 

Conducting a successful OSCE requires advanced planning by an OSCE committee. 

The committee is responsible for developing key components of the OSCE, such as a 

blueprint, predetermined scoring system, and standardized assessment tools.8 Developing 

an OSCE is labor-intensive and requires a deep appreciation of the course and program 

competencies being evaluated because OSCEs do not merely assess whether a student 

knows the material but rather if they can critically think while performing tasks.   

Blueprints are the foundation of OSCE development. They are tool designed to 

outline competencies, learning objectives, and topics being assessed while organizing the 

evaluation tools and supplies required for the examination. OSCEs are timed, simulation-

based clinical assessments composed of multiple standardized stations. Every station is 

unique, requiring the application of different skills and/or critical thought processes while 

utilizing calibrated instructors and predetermined grading criteria as a means to provide 

unbiased and reliable measures of clinical competence.8 This testing method offers the 

highest level of standardization, delivering the exact same test of skills across all examinees. 

As a result, OSCE has been long recognized for its trusted validity and reliability, and is 

widely used in health care education across the US and internationally. 

 OSCE utilization has been widely recognized in dental and allied health education 

for decades. OSCEs have been inserted in dental program curricula since the 1990s to 

evaluate several skills such as communications, patient education, clinical skills, and critical 

thinking.14,18,19 In recent years, OSCE has also been used in nursing programs to evaluate 

students' clinical competence.9,12,18,20,21 Lee et al. explored the development and validation of 

OSCE for assessing the clinical competency of student nurses before graduation, using 
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blueprint setting, checklist development, and standard patient and examiner training.20 The 

study found that OSCE is a reliable and valid method for assessing nursing students' clinical 

competence, except that it is costly, time-consuming, and requires substantial human 

resources.20 Another study by Taala et al. concluded that OSCE is acceptable as an 

examination method in nursing programs; however, several challenges must be considered 

as the need for a time frame when conducting the examination and assessing the quality of 

the examination.21  

While the utilization of OSCEs in dental and health education has been widely 

explored, research is scarce regarding utilization trends in DH education. In 2009, Navickis 

et al. investigated the use of various standardized clinical examinations in DH curricula.11 At 

the time of the study, 59% of respondents used OSCEs, and 46% felt that OSCEs were 

effective tools for verifying clinical performance; however, 37% cited time as a barrier for 

implementation.11 A 2015 study by Fleckner and Rowe reported that 73% of DH program 

directors felt that LPE could not be standardized due to patient variability.15 In 2020, Nieto et 

al. surveyed DH program directors’ attitudes toward and utilization of OSCEs across the 

US.4 The study found that while most program directors were in favor of eliminating LPE in 

favor of an OSCE for licensure, more than half did not employ OSCEs for clinical 

assessments.4  

With the introduction of the mannikin-based clinical licensure exam and the 

impending development of a DHLOSCE, DH programs must be ready for such a paradigm 

shift, specifically as it relates to their preparedness to prepare DH candidates via the 

implementation of valid and reliably constructed OSCE in the curriculum. Currently, there is 

a gap in the literature regarding DH educators’ attitudes toward OSCEs; more specifically, 

how DH educators’ formal education, knowledge, and understanding of the proper 

construction, components, and delivery of OSCE to evaluate students' clinical competence. 
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Therefore, the purpose of this study was to assess DH educators’ knowledge of the proper 

construction, components, and delivery of OSCE. 

Materials and Methods 

 The University of Michigan Institutional Review Board (IRB) determined this study 

was exempt from IRB oversight (HUM00197514). The survey was designed with the 

consultation of the University of Michigan Survey Center to ensure question reliability and 

validity. The survey was then pilot tested by four DH program directors in differing 

institutional settings to further determine content validity. Modifications were made based on 

feedback. Email addresses of 328 United States DH program directors were obtained from 

the American Dental Hygienists’ Association (ADHA) Entry-Level DH Program Directory and 

were cross-checked with the listing on Commission on Dental Accreditation (CODA) website. 

Recruitment emails were sent to all 328 DH education program directors. Directors were 

invited to participate and forward the survey to the clinical faculty at their institutions. 

 The final electronic survey consisted of 21 questions including yes/no, multiple-

choice, Likert scale, and open-ended questions. The electronic survey explored descriptive 

demographic information, including years as a DH educator, educational role, the program’s 

institutional category, and highest degree offered at the respective institution. The survey 

also assessed program educators’ knowledge and understanding of the implementation of 

the OSCE in DH programs. The electronic survey was disseminated using QualtricsXM 

survey software.  A recruitment email/invitation introducing the purpose of the study, 

informed consent, and link to the survey was included.  

The survey was open for six weeks; three reminder notifications were emailed at two-

week intervals. Data was collected and analyzed using Statistical Package for the Social 

Sciences (SPSS) Version 27. Descriptive statistics included frequency distributions, means, 
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percentages, and standard deviations were calculated to summarize findings. Inferential 

statistics such as independent t-tests and correlation matrix were used to provide inferences 

about the sample population. Statistical significance was set at (p<0.05). 

Results 

 At the time of this study, there were 328 degree-granting, accredited DH programs in 

the US. Eight emails were returned as undeliverable, and two declined to participate for a 

final N of 318. A total of 144 consented to survey participation. One subject consented but 

did not start the survey (0.3%). Eventually, 143 out of 318 DH program educators consented 

and completed the survey in its entirety, with a completion rate of (45%). Because of the 

widely variable number of faculty at each institution, the intention was to have at least one 

respondent from each institution, understanding the potential for each institution to give more 

than one response.  

Study demographics reported in Table I are reflective of DH educators nationally. 

The majority of respondents (76%) were DH educators for twenty years or less and 

employed as full-time faculty (28%). Nearly two-thirds of DH programs (58%) reported 

offering an associate degree at their learning institution, with the majority indicating their 

program was housed in a community college (49%). 

Most respondents (64%) reported being unaware of the ADA's announcement to 

develop the DHLOSCE (Table II). Sixty-six percent of DH programs reported currently 

utilizing OSCEs in their curricula, while 34% did not. Seventy-six percent of the DH programs 

had used OSCEs before the COVID-19 pandemic (Table II). When asked how long OSCEs 

had been utilized in their curricula, of the 78 respondents, 53% reported using for five years 

or less, while 28% of respondents had utilized OSCEs for more than six years.  
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When asked how OSCE assessments were used in their curricula, 34% of 

respondents reported using OSCE in their programs for formative and summative 

assessments, while 17% reported using them to reinforce learning objectives/outcomes. 

Only 13% reported using OSCE to meet accreditation standards. In addition, practical skills, 

and patient assessment together (30%) were the most reported area for OSCE assessment. 

An independent t-test was conducted to compare mean ratings of institutional setting type 

and OSCE utilization. The results showed that there was a statistically significant difference 

between institutional setting types (p=< 0.001). A Pearson correlation coefficient was 

computed to assess the relationship between how educators received their OSCE 

methodology knowledge and their development and use of OSCE assessments. The 

relationship was statistically significant (p=<0.001). 

Table IV illustrates the components of OSCE development and structure used by DH 

programs. Even though 22% of respondents reported developing OSCEs to assess specific 

learning objectives and outcomes in their programs, only two percent of respondents (n=3) 

used blueprints and station circuits to do so. Calibrated faculty was also ranked as one of the 

main components in programs’ OSCE development and structure (17%). Surprisingly, only 

four percent (n=5) of respondents stated their DH programs employed station briefs to 

prepare and inform students prior to and on the day of the OSCE. 

Table V illustrates how respondents reported obtaining their knowledge about OSCE 

development and delivery methodologies (n=138). Almost one-third of respondents reported 

their learning from colleagues/peers sharing existing OSCE knowledge. Only 3% of 

respondents indicated that they learned about OSCE development and delivery during their 

graduate/doctoral education (3%). 

Table VI illustrates the courses and areas that incorporate OSCE assessment. 

Respondents predominately used OSCE in preclinical (17%) and clinical environments 
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(30%). Respondents stated that OSCE was not used as frequently in areas such as 

biomaterials (3%), pain management (6%), mid-term and final exams (12%). Furthermore, 

when comparing training to OSCE development & structure components, a statistical 

significance was found (p=<0.001). 

Those who reported incorporating OSCEs in their programs were asked to rate their 

perceived attitude, confidence, and knowledge of OSCE, from 1 (strongly disagree) to 5 

(strongly agree). Of the 50 participants that responded to this, (86%) indicated they 

“agreed/strongly agreed” that OSCE is a valid and reliable assessment tool that impacts 

student learning outcomes. Interestingly, when comparing training type and educators' 

attitude, confidence, and knowledge of OSCE, no statistical significance was found (p= 

0.838). 

These same participants were asked to rate their level of agreement regarding 

perceived barriers on a scale of, 1 (strongly disagree) to 5 (strongly agree). The two most 

frequently reported barriers were time constraints (50%), and lack of faculty experience 

(48%). Those respondents who reported not using OSCE assessments in their curricula 

reported lack of OSCE developing committee (36%), and lack of faculty experience (44%) as 

the two most challenging barriers. Table III demonstrates a comparison of perceptions 

between the two groups. An independent t-test revealed lack of OSCE developing 

committee, OSCE validity, and lack of institutional/unit support” had statistically significant 

differences (p=<0.001). 

A majority of respondents (76%) reported their program did not have a designated 

OSCE development committee, with close to half of respondents (45%) indicating 

implementing key components of OSCE assessments including checklists, individual station 

scoring, and cumulative scoring. Respondents indicated a variety of tasks related to the 

development and delivery of OSCE assessments were assigned to individual faculty 
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members. Individual faculty were assigned roles including; station examiners (16%), 

developing individual OSCE stations (14%), briefing students on OSCE directions (14%), 

and/or directing students between circuits and stations (13%). Additionally, 68% of 

respondents reported that students received feedback after OSCE completion, and OSCE 

performance feedback was given to students individually on scoresheets.  

 

Discussion 

 

 Prior to the COVID-19 pandemic, use of OSCEs was common in dental education, 

and the DLOSCE was just being launched as an alternative for clinical licensure 

examinations in dentistry. The pandemic forced the acceptance of alternative means of 

licensure examinations such as the use of manikins by state boards, marking a seismic shift 

for initial licensure in the dental professions. The pandemic and these shifts also resulted in 

significant implications for DH education. Aerosol limitations and restrictions on live patient 

treatment imposed significant barriers to traditional clinical learning and assessment, 

requiring DH educators to find alternative means of assessing students’ clinical competence 

for both education programs and for preparing their students for initial licensure board 

examinations. 

These shifts may therefore be driving the change in DH educators’ attitudes towards 

and utilization of OSCEs in DH education. DH educators’ perceive OSCEs to be valid and 

reliable tools to assess clinical competence, which is reflective of past studies.4,17 Two-thirds 

of respondents in this study reported utilizing OSCEs in their curricula, which is in line with 

trends reported in previous studies denoting an increases in the integration of OSCEs in DH 

education.4,11 
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The increased implementation of OSCEs in DH education has become even more 

relevant with the ADA approving the development of the DHLOSCE in 2021 as an alternative 

to the initial DH clinical licensure examination.17 At the time of this study, 64% of respondents 

reported not being aware of the ADA approving the development of the DHLOSCE. The 

most important skills for health professions students to develop are critical thinking skills. In 

order to deliver competent patient care, health care providers must be competent in 

interpreting data from medical histories and clinical assessments, problem solving, and 

communication.22 An appropriately designed OSCE is the gold standard in assessing these 

and other higher-order thinking as opposed to assessing skills that only require 

memorization or technical skills.22 It will therefore become even more imperative for DH 

educators to be knowledgeable in the best practices for the appropriate development and 

delivery of OSCEs. 

In light of these changes, this survey aimed to assess the current knowledge of DH 

educators in regard to best practices in the development and delivery of a valid OSCE 

assessment. While the vast majority of respondents reported using OSCEs in their curricula, 

over half were fairly new to the OSCE process, utilizing OSCEs for 5 years or less. While 

OSCEs have been a mainstream and integral part of dental education for decades, their use 

has not been a standard part of DH education, making it important to assess how DH 

educators are learning about OSCE development and delivery. When asked to identify how 

they obtained their knowledge, over 40% reported from continuing education courses and 

peer-reviewed journals. However, almost one-third of respondents reported learning about 

OSCE development and delivery by a colleague sharing an OSCE they had developed 

themselves, while another 15% reported their only knowledge of OSCE was from their own 

undergraduate education. Additionally, only 3% reported receiving any formal educational 

methodology in OSCEs during their post baccalaureate studies, jeopardizing the validity of 

OSCE assessments.  
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In order to further explore DH educators’ knowledge of OSCE development and 

delivery, those respondents that reported currently utilizing OSCE in their curricula were 

asked to indicate if their OSCE development and delivery included key elements such as 

development committees, blueprints, calibration, circuits, station briefing, and the 

assessment of specific learning objectives. Concerningly, only 22% of respondents in this 

study reported developing OSCEs for the evaluation of specific learning objectives and 

outcomes, where OSCEs should be specifically designed to assess clinical performance 

based on curriculum competencies or course learning objectives.7 Failure to evaluate 

specific learning objectives defeats the purpose of an OSCE as a valid and reliable 

instrument to assess clinical competency. This highlights the imperative nature of an OSCE 

blueprint and a committee to oversee its proper construction and delivery. The blueprint is 

the map or vehicle by which learning objectives are translated into the set criteria for 

competency assessment with an OSCE. While OSCEs can be used in tandem with other 

assessments, OSCE blueprints remove the variability, subjectivity and bias inherent in 

clinical examinations by ensuring standardized criteria and faculty calibration.22 

These resources are necessary to maintain the validity and the reliability of the 

OSCE assessment. However, three-quarters of respondents reported not having a 

committee and only 2% of respondents indicated the use of blueprints in OSCE 

development. While DH educators reported utilization of various components, there was no 

consistent trend in their incorporation. Unfortunately, this ala carte approach to OSCE 

assessments does not align with the gold standard of assessing clinical competence 

originally introduced by Harden.8 The key structural components of OSCE development 

including the use of blueprints, is what gives OSCE its validity and reliability, making it the 

gold standard for clinical competency assessment. In short, without proper construction, 

validity and reliability are compromised. In light of the eventual launch of the DHLOSCE, it is 
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imperative for DH educators to have the knowledge and resources to construct and deliver 

valid and reliable OSCE assessments. 

In light of these findings, it is important to understand the barriers to proper OSCE 

implementation for DH educators. All respondents were asked to rate perceived barriers to 

OSCE development and delivery. The barriers reported in this study correspond with 

previous literature in that the greatest barrier to implementing the OSCE and assessing the 

quality of the examination was time constraints.4,11 Additional barriers reported both by 

programs that did and did not utilize OSCEs included lack of faculty experience and 

manpower. Furthermore, lack of knowledge about OSCE development/delivery, 

education/training, and institutional support were reported, further highlighting this critical 

gap for DH educators. The lack of institutional support may become an even more significant 

barrier in the future in light of the pending development of the DHLOSCE. More importantly, 

these have the potential to impact student learning outcomes, experiences, and preparation 

for such alternative assessments. Lastly, this study highlights key insight into OSCE 

development practices in DH educational programs. 

Limitations 

 

This study had several limitations. One such limitation was the time of data collection. 

Data collection took place during the COVID-19 pandemic and during the spring/summer 

semester when many hygiene programs were not in session. Both factors could significantly 

influence the response rate. Additionally, the survey was sent to DH program directors, who 

were then asked to forward to their faculty. Therefore, some institutions may have multiple 

respondents, while others have none. However, the response rate is reflective of DH 

education programs nationally in regards to demographics. 
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Additional limitations are associated with the study design itself. Study length may 

have decreased compliance. For example, the Likert scale questions contained many 

statements, possibly contributing to the number (14%) of subjects that failed to complete the 

survey. Finally, self-reported surveys increase the risk of data, response, and recall bias. 

Conclusion  

OSCEs are the gold standard in health professions education due to their ability to 

reliably assess higher order clinical skills in a valid, fair, and standardized manner. This 

study provided key insight regarding the U.S. DH education programs’ knowledge regarding 

the development and delivery of OSCE assessment. Despite the positive attitudes toward 

OSCEs utilization, DH educators are not following best practices in developing and 

implementing OSCEs that contribute to the validity and reliability. A significant segment of 

DH educators reported implementing OSCE utilization over the course of the pandemic, yet 

a majority of DH educators are not using OSCEs to assess specific program competencies 

or course learning objectives. These components are integral to assessing the higher-order 

thinking and problem-solving skills required of licensed health care professionals and must 

be implemented appropriately. This may be due to the fact that a majority of respondents 

reported not having any formal educational methodology or training in the development and 

delivery of OSCE assessments, which could result in improperly constructed OSCEs, 

reducing their validity. 

DH educators reported significant additional barriers to implementing OSCEs in DH 

education programs including lack of faculty experience, time, and institutional support. At 

the time of the study, the majority of participants reported not being aware of the pending 

development of the DHLOSCE and its anticipated launch in 2024. DH educators need to be 

able to assess the higher order clinical skills of their students consistently and validly in order 

to prepare them for initial licensure. OSCEs are the gold standard in this arena, making it 
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imperative to find solutions to the barriers reported to appropriate OSCE development and 

implementation for DH educators. Further research is needed to assess how DH educators 

are assessing higher order skills in their pre-licensure students. Additionally, more evidence 

is needed to learn how to best support DH educators in implementing OSCEs using best 

practices into their curricula and graduate DH education programs should be assessed on 

the inclusion of OSCE content and resources in their curricula. 
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Tables 

 

Table I. Demographics (n=143) 

 

   Years as Dental Hygiene Educator n (%) 

1< 4 (3) 

1-5  25 (17) 

6-10 33 (23) 

11-20 47 (33) 

21-30 24 (17) 



 

 

 

This article is protected by copyright. All rights reserved. 

 

19 

31-40 6 (4) 

40+ 4 (3) 

   Dental Hygiene Educators’ Role1  

Entry-level Program Director 35 (25) 

Full-time Faculty 40 (28) 

Part-time Faculty 14 (10) 

Didactic Adjunct 1 (1) 

Clinical Instructor 22 (16) 

Clinical Coordinator/Director 11 (8) 

Degree Completion Bachelors Program Director 1 (1) 

Master’s Degree Program Director 11 (8) 

Other 6 (4) 

   Degree Types Conferred at Institution2,3  

Associate4 83 (58) 

Bachelor’s degree completion 29 (20) 

Baccalaureate 48 (34) 

Master’s 12 (8) 

   Educational Institution Setting5,6,7  

University/4-year college/ DH programs in a dental school 53 (38) 

Community College/Vocational programs/others 69 (49) 

+
Descriptive statistics 

Legend:  1 Note that n=141 in this question 

               2 Respondents were able to choose more than one degree type. 

               3 Multiple degrees conferred per institution. 
               4 Associate Degrees and Certificates are grouped together. 
               5 Universities, 4- year colleges, and dental hygiene programs in a dental school are grouped together.  
               6 Community college, vocational school/programs and others are grouped together. 

               7 Note that n=122 in this question 
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Table II. OSCE in Dental Hygiene Programs 

 

   Awareness of the development of the DHLOSCE n (%) 

Yes 44 (37) 

No 78 (64) 

   OSCE utilization in dental hygiene programs  

Yes 80 (66) 

No 42 (34) 

   OSCE utilization prior to the COVID-19 pandemic  

Yes 60 (78) 

No 17 (22) 

 

 

Table III. The Perceived Challenges and Barriers in DH Programs Who Did and Did not 

Utilize OSCE+ 

 

 DH Programs 
Who did Utilize 
OSCE (n=49) 

DH Programs 
Who did not 
Utilize OSCE 

(n= 36) 

 

Likert-Scale 1-5 
Mean±SD 

Likert-Scale 1-5 
Mean±SD 

Lower CI Upper CI p-value 

Lack of OSCE developing 
committee 

2.61±0.88 3.58±1.15 -1.41  -0.53 < 0.001 

Unsure of the validity of 
an OSCE 

2.59±0.97 3.14±1.09 -0.996 -0.097 0.018 

Lack of institution/unit 
support 

2.69±1.06 3.22±1.09 -0.999  -0.057 0.028 

Funding 2.97±1.14 3.36±0.96 -0.849  0.086 0.109 
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Lack of physical space 
(not due to Covid, but 
under regular operating 
conditions) 

2.93±1.08 3.17±1.13 -0.711 0.255 0.351 

Lack of resources 2.93±1.12 3.14±1.19 -0.705 0.305 0.433 

Lack of faculty experience 3.43±0.97 3.58±1.15 -0.616 0.306 0.507 

Lack of formal 
education/training 

3.46±0.95 3.33±1.21 -.0334 0.606 0.566 

Lack of faculty manpower 3.2±1.04 3.28±1.18 -0.555 0.408 0.762 

Lack of awareness about 
the OSCE 
development/delivery 

3.04±1.15 3.08±1.05 -0.528 0.443 0.862 

Lack of faculty support 3.00±1.06 3.03±1.11 -0.499 0.444 0.907 

Time Constraints 3.55±0.95 3.56±0.99 -0.43 0.421 0.983 

+
Independent Samples T-test 

Legend: 1 Responses ranged from 1= Strongly Disagree, 2= Disagree, 3= Neither Agree nor Disagree, 4= Agree, 5= Strongly Agree.  
 

 

 

Table IV. Components of OSCE Development and Structure  

Used by DH Programs+ (n=143) 

 

   Components of DH Programs’ Development and Structure 
 

n (%) 

Specific learning objectives and outcomes to be assessed 32 (22) 

Calibrated faculty 24 (17) 

Purpose of the OSCE 23 (16) 

Scope/Range of competence (overall, or procedure-specific) 23 (16) 

Time for each station 20 (14) 

Determination of question stations 18 (13) 

Determination of procedure stations 17 (12) 

Remediation 15 (11) 

Curriculum mapping 8 (6) 
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Standard setting 8 (6) 

Screening OSCE 5 (4) 

Station briefs 5(4) 

Circuits 3 (2) 

Blueprints 3 (2) 

Determination of linked stations 3 (2) 

Reliability related to the number of stations 3 (2) 

Other  1 (0.7) 

+
Descriptive statistics 

Legend: 1 Respondents were able to select all that applied 

 

 

 

Table V. Ways in Which DH Programs learn about OSCE Development and Delivery+ 

(n=138) 

 

Ways to Learn about OSCE Development and Delivery n (%) 

Colleague/peer shared existing OSCE 40 (29) 

Continuing education programs 29 (21) 

Peer-reviewed journals 23 (17) 

Own experience with OSCE in undergraduate education 21 (15) 

No formal educational methods in OSCE development and delivery 10 (7) 

Textbooks 8 (6) 

Graduate or doctoral education 4 (3) 

Other 3 (2) 
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Table VI. Areas and Ways in the Curriculum that Incorporate OSCE Assessment 

Curricular Content Areas that Incorporate OSCE Assessments n (%) 

Clinic 44 (30) 

Preclinic 25 (17) 

End of semester clinical competency 16 (11) 

Final exams 11 (8) 

Requirement for course advancement 11 (8) 

Pain Management 8 (6) 

Patient education 8 (6) 

Mid-Term exams 6 (4) 

Requirement for advancement or graduation 6 (4) 

Biomaterials 4 (3) 

As a requirement for graduation 4 (3) 

Other 2 (1) 

 

 


