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1  |  INTRODUC TION

Achieving clinical competence is the backbone of competence- 
based education (CBE). Over the past decade, regulators of clinical 
degrees have been on a paradigm shift toward enforcing production 
of graduates who are capable of independent clinical practice as op-
posed to individuals who are merely academically successful.1- 9 This 

shift has been fuelled by the change in perception whereby “exper-
tise” surpasses “experience”10,11 and is aligned to societal and patient 
needs.12

Miller.13 proposed four stages for achieving clinical competence, 
placing “competence” at the peak of its pyramid (Figure 1). A student 
at the ‘does’ level not only has acquired all necessary knowledge in a 
given field and has been able to make pragmatic connections between 
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Abstract
Introduction: Clinical competence is the backbone of competence- based dental edu-
cation. Over time, there has been a paradigm shift toward training students who are 
capable of independent practice, as opposed to mere academic success.
Methods: A mixed- method study was undertaken by anonymised email questionnaire 
to all restorative tutors at the UK Dental School. Demographics and teaching experi-
ence were ascertained, along with key questions on the utilisation of online assess-
ment software iDentity. The assessment process for tutors was explored, and barriers 
experienced when grading students were reported.
Results: The questionnaire was sent to all 51 restorative tutors with a response rate 
of 59% (n = 30). Only 3.5% of tutors provided verbal feedback and grading to stu-
dents in person, with 20.7% only completing iDentity gradings following an email re-
minder. The majority of staff (93.3%) felt comfortable in raising concerns; however, 
one of the three clinical tutors admitted they had allowed a failing student to a pass. 
Qualitative analysis demonstrated several themes why tutors were reluctant to fail 
students: maintaining good relationships, limited supervision, time delay of grading, 
one- off event and the student's first attempt.
Conclusions: Grading students as competent as a one- off experience could poten-
tially mask a recurring problem with a student, in turn impacting the student's ability 
to assess their own weakness and believe themselves to be competent, and poten-
tially be overconfident. Fair and accurate assessment has a significant benefit to stu-
dent and staff, enabling targeted development to motivate the students and improve 
the quality of care provided to the patients.
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such pieces of information, but also is capable of demonstrating how a 
procedure is done and is able to perform such procedures on their own.

At the heart of CBE lies the assessment. It is crucial for the ed-
ucators to be able to demonstrate how and when a student pro-
gresses from one level of the pyramid to another. Consequently, the 
literature has been exponentially expanding on this topic.14- 21 Out 
of a variety of toolkits available in the toolbox of assessment, longi-
tudinal assessment of performance over time has been described as 
an optimal method at the highest level of clinical competence.22,23 
and quoted as the most popular method within medical and dental 
schools in the United Kingdom.24- 26

Longitudinal methods of assessment, however, bring their own 
challenges and deficiencies into the equation. They are usually ex-
pensive to set up, require extensive infrastructure and most im-
portantly require a great deal of clinical supervisors’ buy- in.25 This 
assessment method is heavily reliant on assessors’ willingness to 
be part of the assessment process and more importantly being able 
to make a sound judgment on the performance of their students. 

This on its own casts a shadow of doubt over validity and reliability 
of such an assessment method. Fraser's report confirmed that in-
competent midwifery students ‘slip through the net’27 and initiate a 
‘buzz’ of disbelief amongst many clinical professions.

Healthcare professionals such as medics,28,29 nurses,30- 38 social 
workers,39,40 occupational therapists,41 and dentists42 have raised 
concerns that clinical modes of assessment can result in incompe-
tent students graduating and being placed on healthcare profes-
sional registers.

The bachelor in dental surgery (BDS) program at the UK Dental 
School is designed based on a CBE curriculum with the current fluid 
concept of milestone assessments, where a student's clinical compe-
tence is evaluated throughout their undergraduate education.3 The 
emphasis placed on longitudinal assessment is regarded as a high- 
stake mode of assessment, influencing the progression of students 
at each year, as their clinical progression as a whole is evaluated. The 
assessment data are captured using a commercial electronic portfo-
lio system traded under the name of iDentity.43- 45

iDentity allows tutors to grade the students on every single clini-
cal encounter using one of the six possible grades: H, U, Sp, Sv, I and 
I+ (Table 1). All supervisors are briefed to make their judgment based 
on comparison with what they expect from a newly qualified dentist, 
therefore irrespective of the BDS year they are in. When processing 
the data at the Division level, grades of H and U are considered “fail” 
for the students in lower years whilst grades of H, U and Sp are con-
sidered “fail” for the students in the final year.

The iDentity system is heavily reliant on the judgment of tutors, 
many of whom are part- time general dental practitioners (GDPs) 
who could be supervising the students for as little as half a day per 
week. Though tutors are invited to annual training on iDentity, there 
is little evaluation on the supervisors’ process of grading the stu-
dents. Therefore, the aim of this research was to evaluate the failure 
to fail the students during clinical activity.

F I G U R E  1  Distribution of seventeen assessment methods in the 
2008 survey of assessment practices in US dental schools amongst 
Miller's pyramid of professional competence levels

Scale Title Description

H Harm The student's performance, knowledge or action 
has resulted or could have resulted in harm 
to the patient, their relatives or members of 
staff.

U Unsatisfactory The student's performance, knowledge or action 
is below standards. However, this has not 
resulted in a compromise of the safety of the 
patients, their relatives or staff members.

Sp Satisfactory— 
procedural intervention

The tutor (or other healthcare professional) 
has to intervene to produce a satisfactory 
outcome.

Sv Satisfactory— 
verbal intervention

Satisfactory clinical outcome was achieved after 
verbal prompts from the tutor.

I Independent The student is capable of starting and finishing 
clinical tasks independently. The role of the 
tutor is purely supportive. No intervention 
from the tutor was needed.

I+ Excellent independence The student's clinical work is beyond that 
expected in their foundation training year.

TA B L E  1  iDentity marking descriptor
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The objectives were:

• To understand tutors’ confidence in using the iDentity grading 
system.

• To understand if tutors are allowing failing the students to pass.
• To explore barriers why tutors may fail to fail poorly performing 

students.

2  |  METHOD

The study was completed at the UK Dental School. A short an-
onymised online survey was designed utilising themes in previously 
recorded literature of clinical assessment and distributed to all clini-
cal supervisors in restorative dentistry. (n = 51) in June 2019. Ethical 
approval was not required following Research Ethics Committee 
review.

Demographics and teaching experience were ascertained, along 
with key questions on the utilisation of online assessment software 
iDentity, and the assessments process for tutor was explored. The 
options were populated from the most common features published 
in the literature, and free text was also utilised to discuss barriers 
they had experienced when grading the students.

2.1  |  Analysis of the data

The data collection was anonymised and recorded on Microsoft 
Excel 2010. Data analysis of the free- text sections was completed 
using thematic analysis.46

3  |  RESULTS

A total of 51 restorative staff were invited with a response rate of 
59% (n = 30). One blank response was excluded. The staff who re-
sponded provided a representative sample of clinical supervision 
across all undergraduate years, with experience in clinical supervi-
sion ranging from >1 year with 40% of respondents recording over 
10 years of clinical teaching experience (Figure 2). Less than half of 
the supervisors would complete the iDentity grading within 48 h of 
the clinical encounter. Just over 20% admitted that they complete 
the grading once they receive the automated email reminder, which 
is produced after 7 days (Figure 3). The number of clinical sessions 
(half a day) each tutor supervised ranged from 1– 6 per week (2.3) 
average.

Whilst 87% of the tutors were confident with the grading sys-
tem, the remaining lacked confidence in grading via iDentity. Thirty- 
seven percent of the clinical supervisors admitted that they have 
allowed the failing students to pass on at least one occasion. Of the 
different possible reasons (tutors were able to select multiple an-
swers), “giving the student the benefit of the doubt” and “consid-
ering the poor performance as a one- off incident” were the most 

likely reasons with 63% and 59% respectively. This was followed by 
“good knowledge but inability to apply the knowledge to practice” 
(50%), “feeling uncomfortable to fail students” (33%), “lack of train-
ing on iDentity grade boundaries” (33%), “being afraid of negative 
consequences” (30%) and “aim to maintain good relationship with 
the student” (30%).

3.1  |  Barriers to failing students

A thematic analysis was undertaken by the free- text comments, 
from which six themes emerged.

3.2  |  Maintaining good relationship

A key theme noted was the importance of having a good relationship 
with the students and the impact of providing the students with a 
grade of H or U. Several tutors’ responses used emotive language 
such as “hurt” or “worry” toward the student as a consequence when 
providing low grades on iDentity feedback:

“Failing them with a bad mark after they have shown 
the effort to do things right will put them down instead 
to continue encourage to improve to do better.” (tutor 
1– 2 years’ experience).

“I think sometimes we worry about knocking the student's 
confidence too severely.” (tutor 3– 5 years’ experience).

“Some students have a theoretical knowledge and need 
more practice to achieve satisfactory results.” (tutor 10+ 
years’ experience).

These responses highlight that some tutors view the grading as an 
emotional assessment, by not wanting to hurt the student's feelings. 
This results in prioritising avoidance of the potential negative impact 
on a student's confidence, if a poor grade was recorded, rather than 
providing an objective mark of the students’ clinical performance. 
Some tutors did not want to expose the students to the recorded con-
sequence of failure, viewing verbal feedback sufficient in order to im-
prove the student's clinical skill set and resolve the situation:

“I have found it difficult on occasion, to give the stu-
dents a lower grade because they may have prepared for 
the session and know what to do but have struggled on 
the clinic to perform the task. I don't want the student 
to feel upset that they have been marked down.” (tutor 
1– 2 years’ experience).

“…They will instead receive a negative verbal feedback 
and so far, generally do not repeat the errors and things 
go better.” (tutor 5– 10 years’ experience).
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The avoidance of confrontation with the students was also 
highlighted as a barrier in providing the range of grades in the 
iDentity system. These views can illuminate the decision behind 
the grading and the avoidance of confrontation which staff may 
feel uncomfortable about, in turn protecting themselves, their re-
lationship with the student and providing a positive grade as an 
‘easier’ option. The students may be manipulative through ques-
tioning their grade, becoming upset or confrontational. As a result, 
staff may be intimidated:

“…One student got very upset and wanted me to change 
it….” (tutor 1– 2 years’ experience).

“…It's easier to pass a student then than give negative 
feedback…” (tutor 3– 5 years’ experience).

“…[my] decision for the grade questioned….” (tutor 
10 years’ experience).

The challenges of providing fail grades to students were also 
raised. Where instructions had not been followed or there was 
poor professional conduct, staff avoided low grades to prevent 
confrontation.

“Work was of a good quality but professionally it was a 
fail, but I didn't want any repercussions and felt easier to 
grade as a pass.” (tutor 3– 5 years’ experience).

“Student not listening to me then continuing on with the 
root filing because they needed to finish it that session to 
get the grade. Student then got another tutor to help her 
and completed the work running into lunch time at 1pm.” 
(tutor 10+ years’ experience).

3.3  |  Limited supervision

Tutors raised concerns regarding their ability to appraise students’ 
knowledge from the single clinical session each week, whilst oth-
ers commented on the clinical pressures resulting in difficulty to as-
sess the student's competence and therefore provide an appropriate 
grade:

“Only looking after students one day a week can be dif-
ficult to assess the students’ knowledge and then grade 
appropriately….” (tutor 3– 5 years’ experience).

“Being heavily booked on the clinic means that students 
can be left unsupervised….” (tutor 10+ years’ experience).

3.4  |  Time delay of grading

The completion of iDentity was a noted theme in the feedback, with 
a delay students’ part to upload their own responses onto iDentity 
after the procedure and tutors not having sufficient time to com-
plete student feedback face to face:

“The time delay is too great for iDentity. I feel the as-
sessment should take place on the clinic at the time of 
the procedure; however, the students often have not 
completed their score when I am on clinic and my re-
sponse is done the following day. I feel feedback should 

F I G U R E  2  Experience of clinical supervisors teaching on RGFC

Less than 1
year

1-2 years

3-5 years

5-10 years

More than
10 years

Less than 1 
year
6%

1-2 years
20%

3-5 years
17%

5-10 years
17%

More than 10 
years 
40%

F I G U R E  3  Time lag between clinical encounter and completion 
of grading

3%

24%

21%31%

21%

On the clinic whilst the student is present

Same day, but not in the presence of the student

Within 48 hours

Within 1 week

When I receive the reminder
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be completed face to face with the student so the re-
sponses can be explained and discussed.” (tutor 10+ 
years’ experience).

“I think that it would be better to feedback on the day and 
to create time to do so….” (tutor 5– 10 years’ experience).

“Insufficient time on clinic and students should have 
iPads signed in so you can feedback easily and immedi-
ately” (tutor 10+ years’ experience).

The perceived value of the iDentity process was also a theme 
noted by the staff, with limited understanding in the CBE process 
and its role in the students’ clinical progression. Another concern 
was noted that the tutor's views were dismissed by the academic 
staff:

“…don't know to what extent the grades are looked at so 
unsure if further action is taken by the school….” (tutor 
1– 2 years’ experience).

“…Tutors’ concerns ultimately dismissed.“ (tutor 
3– 5 years’ experience).

It was also noted by tutors that the role of iDentity was only to 
record negatively if harm had been caused, even if the student had 
demonstrated inadequate clinical knowledge, rather than understand-
ing the whole range of grades.

“The most likely problem is that the student has poor 
knowledge and/or is ill prepared for the clinical session -  
but no harm has been done.” (tutor 1– 2 years’ experience).

“I find it far more useful to discuss with the student on 
clinical any problems that may have occurred” (tutor 
>1 years’ experience).

3.5  |  A one- off event

The students were given the benefit of the doubt on the procedure, 
as a one- off event rather than recording the grade of the viewed 
procedure:

“…when student started cleaning and shaping canals 
without WL xray. After discussing the situation with stu-
dent it was clear it was a one off and she did understand 
the procedure. When a student was too concerned about 
finishing treatment quickly so can get on with final pa-
tient and expressed this in front of patient. Spoke to her 
after patient had left about what is not appropriate to 
say in front of patients.” (tutor 10 years’ experience).

“I think there have been occasions when students have 
left an open contact in an MO, say, which is not a satis-
factory conclusion but I’m not convinced it deserves an 
unsatisfactory grade. Similarly, with a slight ledge on a 
composite. If I had time to give more procedural help it 
would have been remedied. I would give a U if I thought 
the student was careless or failed to listen to instruc-
tion. I think I would give more Us to 4th or 5th years if 
required.” (tutor 10 years’ experience).

3.6  |  The first attempt

There were examples where suboptimal clinical performance was 
described when the students were completing the procedure for the 
first time. In these cases, the tutors showed empathy, as it was their 
first attempt, rather than providing an independent assessment of 
their clinical practice:

“First restoration on a real patient. The only practice on 
the work was done in [clinical] skills. They know what to 
do but the scenario is different with more challenges. 
Generally, they are very scared and need a small push 
from tutor to exit from their comfort zone. They did not 
manage time correctly: took too long to apply Rubber 
dam and do LA leaving a small amount of time to com-
plete the filling. They rush, as running out of time and 
made mistakes on the procedure that I had to correct in 
order to send the patient away safely. The overall grade 
would have been U but giving it to them on iDentity 
would have put them down. They definitively learned a 
lot from the experience in fact the next time think it went 
much much better.” (tutor 3– 5 years’ experience).

“A student completely over- prepared a tooth for a 3/4 
crown. The prep demonstrated good dexterity but lack of 
understanding and insight regarding the aim of the resto-
ration. It was his first attempt, and I attributed the poor 
design to his inexperience.” (tutor >1 years’ experience).

3.7  |  Raising concerns

Ninety- three percent felt comfortable raising concerns about a stu-
dent, with two staff members feeling they were not comfortable. A 
free- text section allowed the tutors to explore what pathways they 
would utilise in raising concerns regarding the failing students. The 
majority of responses noted they would liaise with the year lead re-
garding concerns about a student. Others noted they would explore 
concerns with another tutor before escalating. Two members of staff 
noted they would discuss the issue with the student initially, provid-
ing a warning verbally of potential provision of a “red card”, which is 
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then raised with year lead. The final option discussed was to speak 
to the undergraduate director of the concerns regarding a student.

4  |  DISCUSSION

The emotional link between staff and students appears to dominate 
the feedback process, which is a common theme in clinical education 
literature.47 In turn, the students were potentially shielded from a 
true assessment of their clinical performance and limiting their de-
velopment to independent clinical practice. By not wanting to ex-
pose the student to the consequence of failure, it could be argued as 
a conflict to the duty to protect the public. In examples where clini-
cal care did not cause harm, but was not to a satisfactory standard, 
for example “over prepared crown”, “ledges” or “poor margins”. In 
these cases, is there a duty of candor to the patient to explain that 
the students’ performance was not satisfactory and to discuss the 
implications of this? Shielding the students from the consequence 
of failure and avoiding confrontation with the patient and student 
fail to develop on core skills required as a dental clinician and main-
tain good practice in line with the General Dental Council Standards. 
The systematic review by Yepes- Rios (2016) highlighted that there is 
often parental approach by tutors when providing feedback to pro-
tect the students.47 Another barrier to clinical development is the 
tutors’ own person views on how they would be perceived by others 
for failing a student.39,41,47

A CBE program is heavily dependent on the tutors to perform an 
objective assessment of the student's performance. If the founda-
tion of this assessment has a bias toward protection of the student 
and their perceived relationship, there is a risk that the students may 
slip through the net and graduate as students with significant defi-
ciencies in their skill set that they were unaware of. To fail a student 
also required self believe and confidence in their own clinical judg-
ment. Fear of legal action has been reported by dental, medical and 
nursing specialities during clinical education as a barrier to failing a 
student.28,41,43

The environmental constraints of the busy clinic and the ability 
to provide tailored feedback have been raised as a barrier using elec-
tronic assessments.45 The role of feedback as an appraisal and infor-
mational support was often overlooked due to time constraints, and 
completed days after the procedure had been undertaken, limiting 
the staff and student's reflection of their performance.

Only a small proportion of tutors provide students with imme-
diate feedback on their clinical work. There are potential problems 
with this behavior, most importantly loss of valuable face- to- face 
feedback and also the potential for memory attrition. Therefore, the 
grade awarded may not be a true reflection of the student's per-
formance. In improving the staff and student compliance in com-
pleting iDentity, the students must complete iDentity on clinic, with 
the gold standard of the tutors providing immediate feedback and 
recording on iDentity the same day.45 Where feedback is delayed, 
reducing the email reminder to daily rather than after one week may 
improve staff compliance. The delayed interaction with the software 

poses the question is the current evaluator tool a barrier to failing 
students? As noted by Bush et al (2013), where tools lack objectivity 
and explicit evaluation can reduce engagement for staff and thus 
value of tool.42 Tutors presented with a range of clinical experi-
ence in dental education, with several over 10 years of experience, 
demonstrate a bias to their own previous teaching styles and impact 
on engagement with software due to time contraints.45,47

The utilisation of general dentists as tutors provides them with 
a range of clinical supervisors with experience outside the hospital 
setting. However, with some tutors only supervising half a session 
per week, interaction on an institutional training and the study high-
lighted further training opportunities that have been addressed. The 
need for continued assessment training is a current theme within 
clinical education to ensure the standards are maintained.28,43

4.1  |  Limitations of the study

The authors acknowledge the limitations of the results as a single- 
site evaluation, and further multicentred research would allow a 
more comprehensive overview on the current assessment process 
in dental education.

5  |  CONCLUSION

Continuous assessment of performance is a paramount pillar of 
competency- based education and is utilised in undergraduate and 
postgraduate training within dental education. The study demon-
strated a training needed in the utilisation of iDentity and under-
standing of its integral role in the assessment process and individual 
evaluator development. The utilisation of standardised software 
enables all students to be assessed against the same core standards 
providing high volume of data to evaluate student's progression 
across a range of clinical disciplines as a clinical logbook of compe-
tence. However, in order for the software to be utilised to its full po-
tential, staff must be confident to fail and fairly grade the students 
on their clinical activity.

The desire for some staff to shield the students from failure 
often comes from a foundation of good intentions, trying to protect 
or motivate the student. However, if each tutor provides the student 
the benefit of the doubt, the student in turn is unable to assess their 
own weakness and believe themselves to be competent, and poten-
tially overconfident.28,29

Without this written evidence, the students may “slip through 
the net” with no supporting evidence of concern available at yearly 
student progression meetings. The study highlights the continued 
barriers within healthcare education, and the need continued the 
discussion for formalised training nationally in dental education. 
Due to this phenomenon, the students with significant incompe-
tence (clinically or professionally) may become incompetent tutors 
when graduating. The need for honest and accurate assessment 
has a significant benefit to the student and staff, enabling targeted 
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development to motivate the students and improve the quality of 
care provided to the patients.
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