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ORIGINAL ARTICLE

INTRODUCTION

Over the past few decades greater emphasis is
being placed on an outcome-based approach to educa-
tion especially higher education compared to the pro-
cess or content based approach.1 The pitfall to avoid
here is to look at the outcome-based education as a
separate methodology from the content-based approach.
An outcome-based orientation to education has content
and process as part of the educational program, with-
out which the outcomes can not be achieved.2 How-
ever, in the outcome-based approach/orientation to

education, emphasis is placed on achieving the out-
comes or objectives of the educational programme not
constrained by time.3,4 In the case of medical and dental
education, the outcomes need to be identified as com-
petencies in the cognitive, affective and psychomotor
domains. Again, the pitfall to avoid here is not to look
at competencies in the three domains separately as has
been done in the traditional medical and dental educa-
tion programmes especially in Pakistan. The compe-
tencies in the three domains integrate and overlap and
require definition in terms of outcomes of the medical
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ABSTRACT

The 30 final competencies required to be possessed by a dental graduate to be identified as a ‘safe’
health professional practicing dentistry in the community have already been validated and grouped
into five overarching integrative themes i) Clinical competence, confidence and a multidisciplinary
approach; ii) Role of dental house officer in the health services; iii) Treatment Planning; iv) Attitude,
ethical stance and legal responsibilities and v) Communication Skills, information handling and
teaching. These themes encompass all three domains of cognition, affect and skills. The purpose of this
study was to identify variations in the acceptability of the 30 competencies amongst the three
stakeholders, the students, the public and the faculty based on gender and demographic socioeconomic
variables.

1876 students in the three public and seven private dental colleges were administered a
questionnaire eliciting responses in the 30-item dental graduate competency document. 103 Faculty of
the affiliated dental colleges and 173 general public were included in the survey.

The response rate was 95% in students, 85% in public and 92% in faculty. Variations in the
perceived value in each item and overall were identified within each group based on gender,
socioeconomic status, educational background, urban/rural setting and public/private work place
settings.

These differences are real and will be encountered by the junior dental practitioner in his/her
practice and should therefore be factored in to the educational outcomes.

Keywords: Graduate Competency Outcomes, Baccalaureate of Dental Surgery, Dental Competencies,
Demographic variables
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and dental program with overarching themes tran-
scending the boundaries of the three domains. This
competency based outcome approach to dental and
medical education is important especially when the
final goal of the education is to produce competent and
safe professionals capable of working and practicing
independently in the community.5, 6

Developing an outcome-based competency oriented
dental education Baccalaureate of Dental Surgery pro-
gram in Pakistan requires a top-down approach.7,8 The
competencies required by a ‘safe’ dental graduate cap-
able of practicing in the community need to be identi-
fied first followed by filling the program with content
and process required to attain these competencies.
Assessment criteria and techniques must be incorpo-
rated at all levels in all forms to ensure adequate
feedback, transparency, validity, reliability, feasibility
and confidence not only in assessment but through it in
the overall program.4,9,10

Here lies the Achilles heel of an outcome-based
competency-oriented dental education program. The
assessment of the product needs to be in as real a set-
ting as possible for it to be valid and reliable given the
competency-based orientation of the educational model.
If real-life competency assessment validity and reliabil-
ity can be achieved, the questions related to transfer of
competency from education/training to community
practice can be addressed.11,12,13 However, a description
of assessment methodologies that can be employed to
guarantee validity and reliability in the competency-
oriented dental education program is beyond the scope
of this paper.

The move to an outcome-based approach to Allied
Health Sciences education was spear headed by the
University of Dundee’s department of Medical Educa-
tion requiring i) formulation of clearly defined and
published learning outcomes that must be achieved
before graduation; ii) design of a curriculum, learning
strategies and learning opportunities to ensure the
outcomes; iii) assessment of individual students to
ensure that they achieve the outcomes; and iv) provi-
sion of remediation for students.7,8

In formulating the clearly defined and publishable
learning outcomes Khan et al14 identified themes that

represent the competencies that should be possessed
by all graduating dental practitioners to be classified as
‘safe’ health professionals practicing in the community
in Pakistan. These themes are presented in Table 1.

This paper identifies and presents the variations,
gender, socioeconomic status and education exercises
over the 30 outcomes.

METHODOLOGY

In this study, the perception of students of all pro-
fessional years of BDS program 2011, their faculty and
general public about the general most important char-
acteristics/traits of the junior dental doctor and demo-
graphics of each respondent were collected through a
pre evaluated questionnaire. ‘Agree’ response was
given a score of ‘1’ and ‘disagree’ was given a score of
‘0’ for each characteristic. Data was entered into Statis-
tical Package for Social Sciences (SPSS) v.16 and the
total response score was analyzed according to the
demographic variables for each respondent by Student’s
t-test and Analysis of Variance (ANOVA). A value of
0.05 of α was taken as significant.

RESULTS

1876 students in the three public and seven private
dental colleges (663 year 1, 452 year 2, 461 year 3 and
300 year 4) were administered a questionnaire eliciting
responses in the 30-item dental graduate competency
document developed by Khan et al14, in 2011. Response
rate was 95%. 103 Faculty of the affiliated dental
colleges (60.4% public and 39.6% private) and 173
general public were included in the survey. The
response rate was 85% and 92% respectively.

Of the 160 respondents from General Public (140
urban & 20 rural), 48% respondents were from age
group less than 20 years and 26%, 11% and 15% were
from age groups 20-30, 30-40 and more than 40 years
respectively. 36% were having Postgraduate qualifica-
tion and 15%, 33% and 16% having Graduate, Interme-
diate and Matriculation qualifications. Respondents in
this category were almost equally distributed in eco-
nomic status i.e. less than 20 thousands, 20-40 thou-
sands and more than 40 thousands per month. The
results are presented in Table 2.



140Pakistan Oral & Dental Journal Vol 32, No. 1 (April 2012)

Perceived variations in dental graduate competency

TABLE 1: PERFORMANCE OF TASK, APPROACHES TO TASK AND PROFESSIONALISM OUTCOMES

Clinical Competence,
confidence and a
multidisciplinary
approach

Role of dental house
officer in the health
services

Treatment
Planning

Attitude,
ethical stance
and legal
responsibilities

Communication
Skills, information
handling and
teaching

P
er

fo
rm

an
ce

 o
f 

 T
as

k

Demonstrates the ability to use
different diagnostic tools
(Radiographs and Laboratory
investigations).
              (Item # 6)

Life-Long Learning, Personal
and Professional Growth and
Development.
             (Item # 8)

Is able to perform
general medical and
dental examination.
        (Item # 18)

Understands medical
ethics and
medical/dental
jurisprudence.
         (Item # 4)

Appropriate communication
skills towards patients,
healthcare professionals
including breaking bad
news to the patients etc.
            (Item # 3)

Should be able to manage
patients of special needs
group.
              (Item # 9)

Should possess good
Information Technology skills.
             (Item # 11)

Is able to recognize
and diagnose common
dental diseases.
       (Item # 20)

Understands the importance
of cross infection control,
informed consent, record
keeping / documentation and
patient confidentially.
            (Item # 7)

Is able to recognize common
medical problems in dental
office.
              (Item # 22)

Is able to examine common
dental diseases, including
caries, periodontal disease,
ulcers and malocclusion etc.
               (Item # 19)

Should be able to train
and handle dental
auxiliaries.
           (Item # 12)

Is able to deal with medical
emer.gencies and if required,
refer for General Medical Care.
              (Item # 23)

Is able to diagnose dental
problems and refer for
specialist care.
             (Item # 21)

Is able to understand and
execute Basic Life Support.
              (Item # 25) Is able to record comprehen-

sive medical and dental
history.
              (Item # 17)

Is able to manage dental
emergencies.
              (Item # 24)

A
p

p
ro

ac
h

 t
o 

T
as

k

Should have multidisciplinary
approach (Able to discuss and
report the clinical conditions
of the patient to the
specialist).
             (Item # 15)

Understands national
demands and responsibilities
to cope with dental diseases,
communicable diseases and
national disasters.
               (Item # 5)

Possesses sound basic
knowledge of dental
diseases and
associated medical
problems.
       (Item # 16)

Is able to correlate and transfer
the theoretical knowledge to
clinical procedure.
                    (Item # 29)

Understands the
importance of post-
treatment follow-up.
        (Item # 28)

Depending on the treatment
plan, should be able to
perform common dental
procedures.
             (Item # 27)

Should be able to
draft a comprehensive
treatment plan
including prognosis,
complications and
outcomes of the
treatment.
(Item # 26)

Be aware of situations /
conditions needing
referral to appropriate
consultant / specialist
centers.
             (Item # 30)

Understands the
responsibility of
Healthcare Professional
towards Community
and Profession
        (Item # 2)

P
ro

fe
ss

io
n

al
is

m Should be research oriented.
              (Item # 10)

Should be realistic and aware
of his limitations
              (Item # 14)

Should have high emotional
quotient.
             (Item # 13)

Imbued with the spirit
of “SERVICE TO
HUMANITY” and
enhancing the good
image of the healing
profession
          (Item # 1)
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DISCUSSION

The high response from the students, the faculty
and the public adds value to this study. The 30 final
competencies required to be possessed by a dental
graduate to be identified as a ‘safe’ health professional
practicing dentistry in the community have already
been validated and grouped into five overarching inte-
grative themes i) Clinical competence, confidence and
a multidisciplinary approach; ii) Role of dental house
officer in the health services; iii) Treatment Planning;
iv) Attitude, ethical stance and legal responsibilities
and v) Communication Skills, information handling
and teaching by  Khan et al.14 These themes encompass
all three domains of cognition, affect and skills. The
purpose of this study was to identify variations in the
acceptability of the 30 competencies amongst the three
stakeholders, the students, the public and the faculty
based on gender and demographic socioeconomic vari-
ables.

Students

A statistically significant difference was identified
for items # 1,7,8,14,16,18,19,20,21,22,24,26,27 and 29
with significantly higher female students agreeing to
these characteristics as competency outcomes of the
BDS programme. It is evident from the analysis that
the gender specific difference in competency opinion
lies in the theme ‘Treatment Planning ‘ and within the
group ‘Performance of Task’. In the case of items 5, 6,
10, 17, 25 and 30 significantly higher number of stu-
dents of affiliated private institutions agreed to their
value as graduate competencies. With more than 70%
of dental students belonging to the feminine sex, their
emphasis on competencies of performance of task
related to dental practice should not come as a sur-
prise. Induction into dental institutions is based on pre-
medical education merit and Entrance test perfor-
mance, both theoretical with little transfer value to
performance and attitudes related to dental education
and practice.15 For females to identify these competen-
cies as challenging, important and especially treat-
ment planning an outcome that should be acquired as
necessary competency is evident of their understand-
ing of their requirements as a dental health practitio-
ner in the community upon graduation. For males with
greater exposure to outpatient care and confidence in
focusing (sometimes falsely placed) on patient-care in

the out reach, it is possible that they did not put that
great a value on these competencies that they felt they
had already ‘mastered’.

Finally, when compared with other academic years,
final year i.e. 4th year dental students scored statisti-
cally significant lower than all other years. The first
year dental students were most agreeable to all the
competencies. This is not surprising since they had
recently entered into dental under-graduate education
and were possibly finding it quite challenging. How-
ever, with greater exposure to knowledge and skills
and improvements in behaviors towards approach to
task and professionalism, the final year dental stu-
dents may well feel that they had ‘mastered’ some or all
of these competencies and therefore their measure-
ment as a program goal was unnecessary as they were
the natural product of the program.

Faculty

Overall there was no statistically significant differ-
ence between the Male and Female faculty and item-
wise only in item # 25 did males responded higher in its
value in being a competency. Perhaps, this represents
the perceived difference in values of learning and
executing Basic Life Support (BLS) procedures in the
clinic, hospital and the community, with male col-
leagues having greater exposure to the emergency
care services and community where BLS would be in
greater requirement and competence in it of consider-
able value.

For the public dental faculty item # 9, 10, 14, 16, 17
and 24 held significantly greater value than their
counterparts working in the private dental institu-
tions. These related largely to ‘performance of task’
and ‘professionalism’ groups and especially in the case
of ‘research orientation’ (item # 9) and ‘awareness of
self limitations’ (item # 14) is an important finding and
one that can not be explained away purely on the basis
of their work settings, private or public.

Public

In the case of the public, greater number of citizen
from the higher age group and from higher socioeco-
nomic status failed to see the value of some competen-
cies especially item #1 and 27 in the case of the former
and item # 1, 2, 6, 10, 12, 14, 15, 17, 18, 20, 21, 22 in the
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latter case. It may be because people of higher age
group were not very familiar with the modern dental
techniques and procedures and requirements of char-
acteristics in a ‘safe’ junior dental doctor. In case of
socioeconomic status, the interaction of middle class
with the junior doctors of public hospitals is higher, and
they responded ‘agree’ to most of the characteristics
and the lower middle class mostly can’t afford to go to
a dental doctor and the higher class can afford private
dental consultations, so both perhaps were not too
bothered with identifying the characteristics. The fact
that rural and urban public failed to differ in their
opinion on the competencies of a safe junior dental
practitioner is of importance here.

CONCLUSION

For developing an effective healthcare delivery
system in the country we need to define the product of
the BDS program. This definition at its core should
focus on the product being a safe practitioner and able
to perform competently as a junior dental practitioner
in the community.16 In delineating the competencies of
the junior dental practitioner, we should incorporate
the views of all the stakeholders, the students, faculty
and the public. It is important to identify the differ-
ences in the expectations of the stakeholders from the
graduate dentist based on gender, locality, socioeco-
nomic status and work settings. These differences are
real and will be encountered by the junior dental
practitioner in his/her practice and should therefore be
factored in to the educational outcomes.
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