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CHAPTER 5 

Sed Quis custodiet ipsos custodes? 

5.0 Assessing Assessment. 

          Having validated and supplemented the teaching of basic oral surgery techniques 

the students then have to be assessed to confirm that they have established competency.  

The General Dental Council is quite direct in its demands in The First Five Years - Oral 

Surgery Learning Outcomes (LO) for competency. [1] 

Table 5.0:-  GDC Guidance for Competency. 
 

Be competent at undertaking the extraction of teeth -- the removal of roots  
Where necessary utilising surgical techniques involving the raising of a muco-
periosteal flap, bone removal, tooth sectioning, the use of elevators and intraoral 
suturing; 
Undertake minor soft tissue surgery. 
Be competent at maintaining an aseptic technique throughout surgical procedures. 

 
In these times of European co-incidence the EU has similar demands for routine oral 

surgery skills. The GDC puts the responsibility for complying with the European 

Directives on dental training requirements firmly on the shoulders of the dental school. 

Table 5.1:-  Competences for the European Dentist. [9] 

6.28 Be competent to perform uncomplicated extraction of erupted teeth 

6.30 Be competent to perform surgical extraction of an uncomplicated, unerupted 
tooth & the uncomplicated removal of fractured or retained roots. 

6.32 Be competent to manage & treat common intra and post-operative surgical 
complications 

 
Inevitably the questions are 

o What is competence and 

o Which criteria should be examined to establish the student’s fulfillment 

of this? 

o Who should assess the students – senior staff or all staff? 

           What is competence?   Most clinicians would say they know when a student is 

competent but would not necessarily agree with their colleagues on the competency of 
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different students. This precipitates a need for a very clear definition, which should then 

lead to the formulation of clear validated assessments.  And has been so with both 

William and John Hunter. The latter, in the last quarter of the 18th century, defining 

competency as ‘fit for purpose, adequately qualified and able to integrate the different 

competencies required’. [55] Authors ever since have tried to encapsulate this concept; 

the General Dental Council document The First Five Years defines competency as  

‘…the ability to perform or provide a particular, but complex, service or task. Its 

complexity suggests multiple specific abilities are required to support the 

performance of any major competency’.  

The multifunctionality of competency is confirmed by Henricson & Kleffner  (from 

C.S.B. Galasko) who describe a timeline for this, which includes beginner. [56, 57]  By 

the addition of a simple adjective this has been transmogrified into the GDC’s Safe 

Beginner to equate with their Competent. So there is agreement of the multi-tasking 

nature of competency even if the authors cannot agree on words to describe it.  

          The GDC learning outcomes also guides what is to be examined in the 

curriculum. In oral surgery these are task specific so there is no overlap with other 

disciplines.  Other domains are already tested as generic skills.   

Table 5.2:- The UK national curriculum for undergraduate oral surgery skills.  
 
It lists in bare outline five basic or core skills in which the graduating student  
 
should be competent. [58]  
 

2.1 Extract erupted teeth 
2.2 Remove simple erupted roots with forceps &/or elevators 

2.3 Perform surgical management for a failed exodontia by conventional 
techniques 

2.6 Suture the soft tissues to facilitate healing by primary intention & for 
haemorrhage control  

2.7 Manage an elective surgical case e.g. the removal of a retained root. 
 

These demands are similar through the years and geographically across Europe. 
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          Which criteria should be examined to establish the student’s fulfilment of this? 

There are guidelines on how competency can be assessed, so that it reflects the students’ 

knowledge acquisition as they progress through the course with the student confident 

with their skills. 

Table 5.3:-  GDC 11 point guidance on competence assessment . 
 

1 Be appropriate to the relevant learning outcomes 
2 Reflect student progression through the programme 
3 Encourage integration of knowledge, skills and attitudes 

4 Enable students to demonstrate their level of attainment a full range of 
abilities 

5 Provide accurate, constructive feedback to students on their performance 
6 Allow records of student academic and clinical performance to be collated 
7 Allow the participation of external examiners 
8 Engage in mechanisms of quality assurance 

9 Provide information for course and programme organisers on the quality of 
provision 

10 Avoid congestion and duplication 
11 Encourage reflection and self-assessment 

 
The GDC outlines that assessment will be against the fulfilment of their drafted learning 

outcomes. It leaves the design of it to the individual dental school but states they will 

monitor these assessments against GDC learning outcomes. 

Table 5.4:-  GDC assessment advice giving guidance on how this should be carried  
 
out in consideration of the learning outcomes which they have derived. (2008). 
 

14. 

Dental schools should design assessments so that they assess students against 
all the required learning outcomes. The GDC, when it monitors and inspects 
institutions, will be concerned with how students are assessed against the 
outcomes. 

 

On deciding the method of assessment the GDC lists how the test should be formulated 

and fulfilled. The question arises should the task assessed be of a specific skill-set or as 

an embedded skill. Then should the testing be on one occasion or on several occasions. 

Single incident testing could allow for a student to pass but have little skill and insight. 

It has been shown that single testing of a skill reviewed after nine weeks shows a 
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substantial diminution of the ability to complete the task.[59] 

 

Table 5.5:- GDC guidelines for assessing clinical competence.  
 

1 Determine The Purpose 
Defining What is to be Tested 
Step 1: Identify the clinical desired level of resolution 
Step 2: For each problem, define the clinical tasks at which students are 
expected to be competent 

2 

Step 3: Prepare a blueprint to guide the selection of problems to be included in 
the assessment procedure 
Selecting Test Methods 
Step 1: Select test methods that are most appropriate to the clinical tasks being 
assessed 
Step 2: Let the clinical task dictate the method by which it is tested 

3 

Step 3: Recognise the practical constraints on selecting optimal examination 
methods 
Addressing Issues of Test Administration and Scoring 
Step 1: Decide on the level of efficiency needed in the particular testing 
environment 
Step 2: Decide how the student’s performance is to be recorded or captured 
Step 3: Determine a method to assign scores to the cases and/or elements 
within cases 

4 

Step 4: Take appropriate steps to ensure that the test provides an unbiased 
assessment 
Measure of performance 
Step 5: Evaluate the need for equating scores across different examinations 

5 

Step 6: Review the procedure to ensure that trivialization has not occurred 
Setting Standards for Performance 
Step 1: Determine the type of standard desired and an appropriate standard 
setting method 

6 

Step 2: Develop procedure for effectively communicating the results of the test 
 
          Previously, assessment of practical skills in exodontia and surgery have been 

arbitrary and subjective. It relied on the variable criteria assessment of different staff 

members. Global scoring only enhances these differences and does not conform to the 

GDC guidelines. It is too flexible with so many unaccountable variables. In Dundee 

University Dental School, Oral Surgery tried using SCOTs to assess exodontia skills in 

the undergraduates. [Appendix 5.0] The extraction assessment SCOTs were changed to 

OSCEs, in part, for logistical reasons. 
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          The surgical dentistry teaching and learning was assessed by unstructured viva 

voce and the surgical dentistry assessment formalized with a six station OSCE. Oral 

Surgery has now been using OSCE for assessment by examination for many years.  

          If OSCEs were to be used as summative class and degree assessment, as a single 

event examination, during the clinical time the SCOTs [Disc] would fulfil the repeat 

element if directed at mini-skills. Students could complete these allowing multiple 

clinical sampling to take place, longitudinally. This would provide for updating and 

formative assessment with feedback in their oral surgery portfolios for clinical data 

collection with feedback and reflection as a SWOT analysis. In 2014 the third and 

fourth year BDS had this folio formalized by the Dental School across the disciplines 

into a single portfolio in which to reflect.  

          Target driven performance has its hazards. As has been shown in the 

Introduction, demonstrably there are falling numbers of extractions therefore a 

numerical basis for assessing ability and competence is no longer acceptable, if it ever 

had been. Durham et al. recognise that targets may be unobtainable if the clinical 

material is not available at source.[60]  It is questioned upon what basis would these 

targets be set and who would set them? Without a target number of surgical events to 

complete the only demand would be that the students should aim to take every 

opportunity to complete the three-part surgical SCOTs on the exodontia and outreach 

clinics after their surgical dentistry course has been completed.  This would also allow 

multiple assessors to appraise each student. Success in these formative tests does not 

translate into summative assessments success.[61]  It would also help to identify where 

staff were failing in student instruction.   

          Objective standardisation of the assessment checklist for each of the skills to be 

adjudged has been recently accomplished and the extraction checklist has been 
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validated, as has the checklist for suturing, in the UK via ABAOMS and those of muco-

periosteal flap (mpf) cutting and bone removal agreed interdepartmentally. The 

objectivity of the checklist made these assessments easier because they were based 

initially on a binary system. 

          As ever didactic teaching supported clinical teaching and more recently computer 

assisted learning (CAL) and the virtual learning environment provided by the University 

‘Blackboard’ and the World Wide Web (www) sites are cited in student manuals. 

The longitudinal and horizontal continuous assessment of the discipline, blueprinted 

over the curriculum, would be one way to fulfill the GDC criteria and be a ‘means of 

demonstrating to the public the continuing commitment of the profession to the highest 

possible standards.’ [1]     

 

5.1 Who Should Assess The Students – Senior Staff or All Staff?  

The assessor would depend upon the task being examined and the method of its 

assessment and the level of the examination. In chapter 3 the statistics show that an 

assessment by experienced staff who are involved with clinical teaching show the 

greatest correlation.  It would be logical to limit the assessment to these staff whilst 

training newly qualified and junior staff. It seems that five years clinical teaching 

experience is the point at which staff marking is co-incident when using the checklist 

system. 

 

5.2 Redesigning Exodontia Class and Degree Assessment.  

          Structured Clinical Observed Tests (SCOTs) were tried as a pilot study to assess 

exodontia skills in the undergraduates. This SCOT assessment included mini skills that 

were supplementary to the skill of extraction and encompassed the whole patient 
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consultation ‘episode’. There was no staff induction to the checklist. 

The students were advised, on Blackboard, of the areas of test – which were 

o Pre-operative patient communication                                                                 

o Administration of Local anaesthetic 

o Patient position 

o Operator position 

o Use of elevators 

o Use of forceps 

o Post-operative instruction & communication 

o Cross-infection control / gloving up 

As a SCOT this assessment was found to be very time consuming and the high staff 

involvement meant that the emergency exodontia clinic ran slowly. Also the students 

perceived variability in the assessment by the different clinicians.  This mirrored the 

variability that had been audited for clinical grading.  

          Since it was a multi-skill test, students could fail on several aspects and 40% of 

the students needed several attempts to be successful in all of these. The multiple 

sittings required to get all the students to complete it successfully explains the lengthy 

time demand. Only 60% passed on the first occasion, then 16% on the second and 4% 

on the third and fourth.  Sixteen percent failed after up to five attempts and ran out of 

time. 

Before this, like many schools at present, there was no formal clinical assessment of 

exodontia skill either at a class examination level or in the degree examination diet. 

          There was a short suture checklist for suturing a created wound in a pig’s head.  

There was no guide for descriptors for this and there were vetoes, which failed the 

student. 
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1 Determine the Purpose 
 
1 - the purpose of this was to replace the SCOT assessment.  
 

Defining What is to be Tested 
Step 1: Identify the clinical desired level of resolution 
Step 2: For each problem, define the clinical tasks at which students are expected to be 
competent 

2 

Step 3: Prepare a blueprint to guide the selection of problems to be included in the assessment 
procedure 

 

2 - to redesign and produce an assessment of a single clinical skill (micro-skill), which 

was quick and easy to administer, could be used by any dental clinician and which 

should be intuitive to use.  

          Changes were made to the assessment method as initially the total patient episode 

for extraction had been considered integral to assessing exodontia but upon analysis of 

the results it was apparent that an extraction assessment could be failed by the cross 

infection component whereas the process of extraction had been exemplary. So the 

student had developed the skill of extracting teeth but still failed. 

 

5.3 The Test Method.  

Selecting Test Methods 
Step 1: Select test methods that are most appropriate to the clinical tasks being assessed 
Step 2: Let the clinical task dictate the method by which it is tested 

3 

Step 3: Recognise the practical constraints on selecting optimal examination methods 
 

3 - consideration was given to changing the style of the class / degree examination to 

OSCEs. 

          I argued that the accompanying micro-skills should be examined individually as 

OSCEs. This would detach the influence they each had on the success or failure of the 

examination. So the accompanying micro-skills were detached from the SCOT and 

examined, as OSCEs, in their own right.  They were also printed up as SCOTs and left 
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in the clinic so that students could complete these during clinical time as an adjunct to 

the clinical data already collected. This assessment form is entitled as an extraction 

SCOT whereas it was of course run as an OSCE. In the early days of OSCE 

development this discrimination was not noticed when the same paperwork was 

modified for use with the changed assessment.  

 

5.4 Evolving the Assessment of Extraction Skill by Demonstration OSCE  

2005 – 2013. 

          The checklist for degree exodontia OSCE in the 2/3rd year had a selection of 6 

forceps from 8; and the demonstration of an upper and lower extraction on a 

mannequin. The external examiners* found this to be ‘ satisfactory’. 

*Report of Dr. G.R.R. Lillywhite & Dr. K.B. Naudi- external examiners 2012-13 

The examiners also took the opportunity to get feedback from some of the students 

post-OSCE and this was that they were able to complete the OSCE and that it was a fair 

test. 

          The OSCE was added to for 3rd and 4th years, a group of six forceps this time, to 

be selected from ten available used for the routine extraction of teeth.  There were 

twelve different sets of teeth for extraction [disc] and each set included a sided set of 

forceps that is, an upper left or right first molar. The student then had to choose from 

the set of forceps those, which they thought, were appropriate to extract the designated 

teeth.  The forceps in the group could only be used once, they then wrote the answers 

into the table on the answer paper. 

Addressing Issues of Test Administration and Scoring 
Step 1: Decide on the level of efficiency needed in the particular testing environment 
Step 2: Decide how the student’s performance is to be recorded or captured 
Step 3: Determine a method to assign scores to the cases and/or elements within cases 

4 

Step 4: Take appropriate steps to ensure that the test provides an unbiased assessment 
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4 - The extraction OSCE had to have an agreed weighting for each of its criteria.  I was 

unable to get staff to allocate a mark they thought each element should be allocated.  

Some staff felt they were unqualified to do this – although they must do something like 

this unconsciously every time they mark a student’s clinical work and others rounded up 

figures to make a whole number that they could easily relate to an overall pass mark. 

Twenty-three is not usually a marking scale so they manipulated it to twenty, which can 

be. This is of course spurious, as statistical manipulation will select pass / fail levels. So 

the few replies that were received had this sort of construct having altered the test to fit 

their marking rather than the other way around. 

          If each of the forceps selections initially has a whole mark each – students who 

had poor marks for part 2 were able to pass should they be successful in their selections.  

Even allocating ½ a mark for these produced the same skewed result.   

The solution was to allocate  

o 2 marks if they were all correct  

o 1 mark if 4-5 correct 

o there were no marks for fewer than this. 

This brought the total score more in line with the, then used, global scores.  

Excellent  29 - 30 
Good  24 – 28 
Satisfactory  20 – 24 
Borderline  16 – 19 
Fail  below 16 

 

In the third year   2012-13 Class Extraction OSCE twenty two percent (14) students’  

marks did not agree with the global score. (Raw Data 7.0)  

Initially the same extraction OSCE was used for all years’ class exodontia assessment. 

With the addition of more forceps from which to choose, the 2nd / 3rd BDS summer 

school chose six forceps from eight pairs, the 3rd and 4th year class exam choose from 
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ten. Both of these years were asked for feedback on this new assessment format. 

Feedback was carried out with eight questions answered on a 5 point Likert. 

Table 5.6:- 2011 3rd and 4th BDS questionnaire using a five-point Likert scale, after 

their completion of the new extraction OSCE with 4th year reflections on its use for 

3rd BDS students. 

2011 3rd & 4th BDS 
Feedback Questions 

Strongly 
Agree Agree Ambivale

nt Disagree Strongly 
Disagree 

3rd   92% (53)     4% (2)    2% (1)    2%(1) This task was 
easy to 
understand 4th  100%(49)     

3rd   47% (27)  35%(20)  16% (9) 2% (1)  It was easy to 
allocate the 
forceps 4th   55% (27) 45%(22)    

3rd   59% (34) 35%(20)    4% (2) 2% (1)  This exam 
method is an easy 
test to perform 4th   69% (34) 29%(14)     2%(1) 

3rd   29% (17)  35%(20) 18%(10)  9%(5)   9%(5) This method of 
examining tests 
your knowledge 
of the properties 
of the forceps 

4th   61% (30)  37%(18)     2%(1) 

3rd     4% (2)  29%(17) 26% (15) 26%(15) 15%(9) This method of 
examining tests 
your knowledge 
of the anatomy of 
teeth 

4th   61% (30) 23%(11) 14% (7)    2%(1) 

3rd      4% (2)  32%(18) 26%(15) 26%(15) 12%(7) This test is not 
too difficult for a 
3rd year prior to 
clinical 
experience 

4th   14% (7)  43%(21) 41%(20)    2%(1) 

3rd   35% (20)  33%(19) 23%(13) 9% (5)  This test is fair 
for 3rd years after 
tutorials on 
identifying 
forceps 

4th   21% (10)  51%(25) 28%(14)   

3rd   47% (27)  33%(19) 11%(6) 4% (2)   5%(3) This test is a fair 
for 3rd years after 
lectures on 
mechanics of 
extraction 

4th   45% (22)  29%(14) 20%(10) 4% (2)   2%(1) 
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          For this feedback there was a 100% (57) response in the third year and a 64% 

(49) response for the forth. The third year scored 96% for understanding the task but 

there was 1 ambivalent student and 1 found it very difficult and of the 4th years 100% 

thought it was an easy task to understand.  The fourth year all came into the groups that 

thought that it was a fair test for a third year student after a semester of clinical practice 

(except the 2% rogue student). There were 38% of third years finding this test 

unreasonable prior to clinical experience, which begs the questions,  

- how could they select instruments and begin to extract teeth if they cannot do this on a 

table-top test and mannequin?  

- how can they comply with the GDC and be competent prior to clinical work. They had 

no suggestions on alternative methods of tuition and assessment. 

          Overall the 4th years agreed that this was a reasonable assessment of all aspects.  

The constant rogue single student thought that this was not an easy or a good method of 

examining.  Email to the whole year for any student to help with feedback and have 

remedial tutorials, if necessary, brought no response.  

Agreeing with the 4th years’ comments, that this assessment did not examine their 

increasing skill base sufficiently, it was changed. The new OSCE aimed to reflect the 

knowledge base complement and skill acquisition that had been accrued during the two 

clinical years. 

          I constructed, from extracted teeth, a set of carious teeth and roots and impacted 

third molars, which I then radiographed. [Appendix 5.1; 5.2] The teeth were then cast in 

methyl methacrylate and painted to simulate the real thing (Figure 5.0).   
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Figure 5.0:- The simulated dentitions for the extraction OSCE. I made these 

models from an impression of mounted, extracted teeth and cast them in methyl 

methacrylate. I then painted them to make them realistic. 

 

 

 

  

 

 

 

 

           

Further forceps were added to the choices – Bayonets, Upper cow horns and lower eagle 

beaks. Elevators - Couplands and Warwick James elevators joined this set.  They had to 

relate the models and the radiographs to the set of instruments and decide which would 

be best for simple exodontia.   

They had two additional alternative choices as cards. 

 

Ø To refer to a specialist for removal 

 

Ø To book an MOS in their high street surgery  

 

 

          In fact all the model teeth, except one third molar and a canine, had been routine 

local anaesthesia extractions by students! 
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They were to demonstrate two extractions and were asked to put on a pair of sterile 

gloves maintaining their sterility. 

          Passing this assessment as a timed exercise gave them more of a challenge. The 

students filled a feedback questionnaire for their opinion of the exam in 2010 and 2011. 

[Appendix 5.3]  Feedback from them still suggested that they found this easy and little 

more than an exaggerated repetition of the previous OSCEs.   

As this examination was after the Surgical Dentistry Course (in all its positions in both 

third and fourth years of the curriculum) it was not unreasonable to change the skill 

assessed to a surgical one. The extraction forceps OSCE had been supplemented to 

increase its inquisition of exodontia skills and nothing more could be usefully added.  

There were examiners’ descriptors for each of the criteria for assessment. [Appendix 

5.4]      

          In 2014 the 4th BDS OSCE for the class assessment was redesigned, by me, to 

allow examination of the students’ ability to design and cut a two-sided muco-periosteal 

flap for the removal of a root or the manipulation of an apex. The mannequin was fitted 

with Frasaco™ models (Frasaco GmbH, Oberhoferstrasse 18, 88069 Tettnang 

Germany) and shims made in house as a cheaper alternative to the company’s 

replacements. These mimicked the mucosa of the mandible and maxilla, were made 

from Factor 2 A-2000 silicon Elastomer from Technovent Ltd, Principality House, 

Western Valley Road, Rogerston, Newport 

          With suturing being tested during the degree examination this would allow the 

department to assess the beginning and end of a simple dento-alveolar procedure to 

fulfill, minimally, the GDC requirement of removal of roots or manipulation of an apex. 

Class Examinations - OSCEs 

o OSCE 3rd BDS select 6 forceps from 10 and demonstrate 1 upper & 1 lower 
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extraction on a mannequin with Frasaco models 

o OSCE 4th BDS select 6 forceps from 10 and demonstrate 1 upper & 1 lower 

extraction 

o OSCE 4th BDS select 6 instruments from 10 forceps, additional supplementary 

instruments with reference to radiographs and a mock mouth. Demonstrate two 

extractions & demonstrate gloving 

o OSCE 4th BDS select 6 instruments from 10 forceps, additional supplementary 

instruments with reference to radiographs and a mock mouth. Demonstrate cutting a 

two sided muco-periosteal flap    

o Degree examination OSCEs 

o OSCE 2nd /3rd BDS select 6 forceps from 8 forceps to demonstrate 1 upper & 1 

lower extraction on a mannequin with Frasaco™ models. 

o OSCE 4th BDS consent for removal of third molar teeth. 

o OSCE 4th BDS suturing a two sided muco-periosteal flap 

 

5.5 Redesigning Surgical Dentistry Assessment – 2011 onwards. 

          Students have a surgical dentistry course, which is taught during clinical time by 

the academic and senior NHS staff.  Each of the clinical groups is taught by the member 

of staff who would clinically supervise them on the day. The 4th year has a Surgical 

Dentistry examination after the course, which was timetabled for the beginning of the 

winter semester.  The inquisition of student knowledge and ability in dento-alveolar 

surgery originally comprised two stations; one in the form of an OSCE and the other a 

viva voce.   The students were observed placing a single interrupted suture with black 

silk and a 3/8 reverse cutting suture needle into a table-top foam practice model.  
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          The viva voce was obviously interrogative and based on the instruments on a 

standard oral surgery surgical tray and an obligatory reading list of papers. The scoring, 

for both parts of the assessment, was subjective and graded globally as pass or fail. 

These viva voces were random and unstructured.  Questioning inevitably varied with 

whichever clinicians carried it out, there being only one examiner per student and from 

day to day.   Their instruction was to close the ‘wound’ with as many sutures as they 

thought necessary. This showed a variation in the scores within the daily teaching 

groups.	  	  

Figure 5.1:- 2011 4th BDS  daily teaching groups plotted against checklist  
 
scores for demonstration suturing OSCE. Using a one-way ANOVA to test 

variation between the days gives the p = 0.2261, considered not significant.  

(Raw data 5.1) 

 
 
          In 2011 the 4th BDS daily groups were not necessarily assessed by the tutor who 

was responsible for their teaching sessions in Op-Tec but by one of two academic staff 

who were well versed in this examination. The maximum score was 26 except for 

Thursday’s group where it was 24. The median scores were from 20.5 – 23.0 with the 

inter-quartile range (IQR) 2.0 – 5.5 and the minimum score 16 – 18 with the outlier of 

15 with all of each days groups passing. 
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Figure 5.2:- 2012 4th BDS daily teaching groups plotted against checklist scores for  
 
demonstration suturing OSCE. Using a one-way ANOVA to test variation between 
 
the days gives the P value  0.0001, considered highly  significant. This is the year  
 
that had no consistency in the tutors for each of their Op-Tec sessions. Topics may  
 
have been omitted which may explain the range of checklist scores. (Raw data 5.5) 

 
 

          In 2012 year as before, the 4th BDS OSCE was assessed by a tutor who did not 

teach the day’s groups. Usually from week to week the daily group tutors were 

consistent and so, by default, were the techniques taught within the session. Difficulties 

with timetabling meant that in 2012 it was not so. Inevitably the method of teaching the 

skills varied, potentially leaving confused students.  The student feedback reported a 

variability in teaching during the weeks of the surgical dental course. Only the briefest 

of outlines of content for the three tutorials was given in the timetable that the staff 

received, although the Surgical Dentistry Manual was fulsome in expanding these and 

was available to all. Although this gets the student through the examination, it does not 

reflect a practice situation when there are more variables to consider. Group 2, 

Tuesday’s, is the group that has an average outwith the other daily groups and also has 

one outlying student with a low score as do Monday’s, Wednesday’s and Friday’s 

groups. The Friday’s outlying student had a checklist score of 46% but was globally 

scored as satisfactory. These results help to address variation in assessment standard. It 
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highlights how unreliable global assessment can be. There was one day (2012 Tuesday 

group 2) where the average score was inconsistent (low) when compare to the others. 

Included in this Tuesday’s group was a student of note with a very low mark. The 

OSCE highlighted his difficulties in this part of the discipline and the need for remedial 

tutoring although this student ultimately left the course. 

Also it was assessed by a tutor not well versed in the use of OSCEs.  Both of these 

factors may have been enough to account for some of this inconsistency in 2012. 

Figure 5.3:- 2013 4th BDS daily teaching groups plotted against checklist  
 
scores for demonstration suturing OSCE. Using a one-way ANOVA to test  
 
variation between the days gives p =  0.9379, considered not significant and could  
 
have happened by chance although the standard deviation is significant p = 0.0062.   
 
(Raw data 5.6)  

 
 

2013 was the year in which timetabling constraints demanded that the students were 

taught to suture by the clinical tutor of the day in the clinical area rather than the  

Op-Tec facility.  
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          The three years 2011 – 2013 were statistically compared with one way ANOVA 

and it was found that the difference was extremely significantly with p = 0.0001 (Raw 

data 5.8) 

In 2012 the tutor assigned to the day had not been consistent; so the years in which they 

were consistent, 2011 and 2013, were then compared to exclude this anomaly. 

These were still statistically different p = 0.0121. (Raw data 5.10) 

 

Figure 5.4:- Comparison of OSCE results for 4th BDS years 2011 and 2013. The  
 
day range of checklist score differences were still significant – not occurring by  
 
chance with p = 0.0121 but the standard deviation is not significant p = 0.7568   
 
(Raw data 5.10) 
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5.5.1  2012 – 2014.  

The Surgical Dentistry assessment suture OSCE was a 25-point check list initially; with 

5 vetoes placed against critical stages when inadequate completion would mean that, if 

this had been done in vivo then the wound closure would fail. The ad hoc viva 

remained. 

This was replaced by new OSCE stations which were paper based backed up by  

o a lap-top display of radiographs  

and  

o a mannequin model with a silicone cover for a set of Frasaco™ dentition models 

in which a two-sided muco-periosteal flap was precut for the student. 

 

Figure 5.5:- The Frasaco™ model with a muco-periosteal flap cut in an in-house 

silicon cover. 

 

 

 

 

 

 

          The ABAOMS consensus – reached by one round Delphi method – of a 17 point 

checklist was used. The question of the number of vetoes was addressed and reduced to 

one – that the final apposition of the wound was adequate. The Surgical Dentistry 

assessment suture OSCE had been validated for my MDSc thesis, intra-departmentally, 

using inter and intra examiner variables. This list was used in Dundee from 2010. 
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The other stations were standardised and were 

o Identification and use of instruments  

o Planning muco-periosteal flaps and cross infection control 

o Critical thinking – based on seminal reference papers listed on DUDS VLE 

o Interpretation of radiographs  

o Clinical scenario and surgical planning 

o Post-operative problems 

          The examination was held over the course of a week when the students were 

timetabled in the oral surgery Exodontia Clinic and its linked partner Dental Accident 

and Emergency Clinic. Organisation of this event over so many days was problematic.   

It meant that the stations had to be new each day so the five stations had daily 

alternatives which were “the same but different”.  These twenty-five were devised by 

me and attempted to give a fair examination and stop collusion between candidates 

throughout the week.  

          The students gave feedback in 2012 for this paper-based examination. The 

feedback shows that the students say that they find OSCEs are stressful and in particular 

when they have to demonstrate a skill.   

 

           How stressful when compared with a written examination is a moot point but the 

visual signs of stress, skin flush over the supra-sternal notch, shaking or difficulty co-

coordinating hand movements, sweating over brow and upper lip certainly confirm this 

for the skill component.  
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Table 5.7:- The 5 point Likert scale, ranging from strongly agree to strongly 

disagree,  used to gather feedback for 2012 4th BDS surgical dentistry examination. 

2012 Feedback 
Questionnaire 44% 
(34) response 

Strongly 
Agree Agree Ambivalent Disagree Strongly 

Disagree 

This was a stressful 
OSCE 6%(2) 20%(7) 24%(8) 50%(17)  

Identifying instruments 
was stressful  9% (3) 24%(8) 41%(14) 26%(9) 

Designing a mpf was 
stressful  15%(5) 44%(15) 29%(10) 12%(4) 

Suturing the 
mannequin was 
stressful 

24%(8) 32%(11) 35%(12) 9% (3)  

I had enough time to 
practice suturing 15%(5) 15%(5) 18%(6) 26% (9) 26%(9) 

This was a fair 
assessment of dental 
surgery knowledge and 
skills 

12%(4) 20%(7) 20%(7) 24%(8) 24%(8) 

I can place a suture in a 
patient 6%(2) 26% (9) 16%(5) 26% (9) 26% (9) 

This was a good way to 
examine surgical 
dentistry 

12%(4) 15%(5) 38%(13) 29%(10) 6%(2) 

Stress affected my 
suturing performance  15%(5) 18%(6) 15%(5) 18%(6) 35%(12) 

Prior sight of the suture 
checklist helped 55%(19) 24%(8) 15%(5)  6%(2) 

Stress affected my 
mark for the clinical 
picture station 

29%(10) 35%(12) 12%(4) 15%(5) 9% (3) 

Stress affected my 
mark for the x-ray 
planning 

38%(13) 44%(15) 12%(4) 9% (3) 9% (3) 

Stress affected my 
mark for the true false 
station 

32%(11) 44%(15) 18%(6) 6%(2)  

 

 

          The paper based part of the surgical dentistry OSCE was changed in 2013 to a 

single computer based event, which had incidental beneficial side effects. 
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1) There should have been no student resentment that the students at the end of the 

week had an advantage in knowledge of the type of question asked – although this was 

explicit in the Blackboard instructions – and some student thought that each day’s 

questions had been the same!      

2) It would leave a huge amount of material available to use to allow these stations to be 

cycled over of the ensuing years or replaced if they were found to be poorly answered.   

3) All the current students would then never experience the identical examination 

during their undergraduate years.  Once realised this might discourage the ‘handing 

down’ of the examination question information between the years. 

          It was the ricochet effect of technology that allowed this to be put onto a 

computer programme and allow the whole year to complete the examination of five 

stations in an hour.  In addition the analysis of each station is much easier.  The fail/pass 

rate of each question is automatically tabulated. And, if the student leaves when they 

have finished the paper, shows the pass / fail rate according to time spent answering, 

which may make it easier to assess whether questions were poorly or well answered, 

easy or difficult and so, whether the paper was pitched to the right knowledge level.  

          This rationale however is sometimes flawed when it can be seen whilst 

invigilating, that it is obvious that a small number of students, although they have 

finished their paper, do not leave or even peruse their answers and only close the 

computer when the time allocation has passed. 
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Figure 5.6:- Pass numbers – expressed as the University’s 1-8 scoring - for the 2013 

computer based surgical dentistry examination. There is a cluster at grade 5 which 

is designated a ‘good pass’ 

 

          The suturing OSCE was well accepted and had a good first attempt pass rate. The 

class examination along with identification of a wide variety of surgical hand 

instruments this year they were asked to cut a two-sided muco-periosteal flap associated 

with upper or lower canine teeth. The identification of the correctly cut muco-periosteal 

flap in the computer OSCE was successfully passed by 96% of the students, which is a 

deceptive reassurance and shows the perils of translating this result as a measure of their 

ability to produce this clinically. The new muco-periosteal flap cutting OSCE 

[Appendix 5.5, 5.6] showed up some students who were having considerable difficulties 

with the skill in practice.  

          With a checklist pass of 8 marks with a potential 20, this meant that   90% passed 

this assessment with 6% borderline and 4% failing with very poor scores viz a 4! The 

forceps maximum allocation of 2 was included in this.  Had this been on the old scoring 

system with a present maximum score of 2 and the then maximum score of 6 for the 

forceps selection this would mean the student would have passed with a score of 8 

gaining only 2 for the rest of the OSCE?  This change in the scoring allocation had 

successfully redressed this anomaly. 
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Figure 5.7:- 2014 - 4th  BDS Class surgical dentistry results using border line 

regression to set a standard pass mark for the OSCE devised to demonstrate  

student’s ability to cut a muco-periosteal flap.   

 

 

 

 

 

 

 

          Again the global assessment did not coincide with the checklist scores with 5% 

(3) students who scored as borderline being globally scored as satisfactory; the other 

misfits were within the pass range of scores. 

Table 5.8:- Breakdown of graphed 4th BDS surgical dentistry 2014 OSCE data. 

 

 Global Checklist 
Score 

Percentage of 
students  

Number of 
students 

Fail 1 0 - 4 4% 3 
Borderline 2 5 – 7 6% 4 

Satisfactory 3 8 - 10 46% 30 
Good 4 11 - 14 41% 27 

Excellent 5 14 - 16 3% 2 
 

          The marking and pass rates suggest that the extraction, surgical dentistry, suturing 

and flap cutting OSCEs used are a good measure of the students’ ability, that they are an 

acceptable assessment of their skills and that the majority is successful in passing them 

on the first occasion. Most pass successfully but there were a few who had not grasped 

the skill examined. It was a good method to identify and to direct the remedial teaching 
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that was needed for this group to bring the whole year up to the GDC requirements. 

The General Dental Council is quite direct in its demands in The First Five Years oral 

surgery learning outcomes for competency, which are -  

1)  be competent at undertaking the extraction of teeth – the removal of roots 

2) where necessary utilising surgical techniques involving the raising of a muco-

periosteal flap bone removal tooth sectioning  

3) the use of elevators and intra-oral suturing.  

Having supplemented the teaching of basic oral surgery techniques the students  
 
assessment then has been validated to confirm that the method has established  
 
competency. 
 
          The unifying of assessment has been confirmed. Those tutors who indulge in 
 
idiosyncratic marking should be encouraged to apply the standardised test as it was   
 
intended; but this is not an Oral Surgery department problem alone.  Others have found  
 
that some tutors exercise a variance to suit the candidate or their own peccadilloes. 
 
 
 
 
 


