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CNCC DENTAL HYGIENE FACULTY MISSION STATEMENT
We, the dental hygiene faculty at Colorado Northwestern Community College, believe that the
educational experience is a lifelong process.
We believe our mission is to work effectively, together and with students, to provide an
educational setting where students have the opportunity to become dental hygienists who are
personally, professionally, and socially effective.
Students will understand that serving the needs of the public who seek treatment in our clinic
involves respecting the individuality, dignity, and rights of every person regardless of race, color,
creed, national origin, sexual orientation, and socioeconomic or medical/dental status.
Graduates of our program will understand that dental hygiene is a multifaceted health profession.
As a member of that profession they are expected to serve the public competently whether as a
clinician, educator, consumer advocate, researcher, manager, or change agent.

ADDITIONAL STATEMENT REGARDING DISCRIMINATION

The Dental Hygiene Department joins with the entire campus of Colorado Northwestern
Community College (CNCC) in prohibiting all forms of discrimination and harassment including
those that violate federal and state law, or the State Board for Community Colleges and
Occupational Education Board Policies 3-120 or 4-120. The College does not discriminate on the
basis of sex/gender, race, color, age, creed, national or ethnic origin, physical or mental
disability, veteran status, pregnancy status, religion, genetic information, gender identity, or
sexual orientation in its employment practices or educational programs and activities
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ESSENTIAL FUNCTIONS FOR DENTAL HYGIENE
In order to be admitted to or continue in the CNCC Dental Hygiene Program, a student
must possess and demonstrate the skills and abilities outlined below. If a student is
unable to perform in an independent manner, a Clinical Review Board will be convened
to determine whether the student needs to be dismissed from the program.
STANDARD

DEFINITION

EXAMPLES OF ACTIVITIES

Communication

Communication abilities sufficient for effective
interaction with patients, instructors and other
members of the healthcare team in verbal and
written English.

Able to obtain information, explain treatment
procedures, initiate health education training, describe
patient situations, perceive non-verbal communications
and show empathy. Able to interact with patients from
a variety of social, emotional, cultural, and intellectual
backgrounds & work efficiently in team environment.

Critical Thinking

Critical thinking ability for clinical judgment.

Identify cause-effect relationships in clinical situation;
evaluate patient or disease responses; synthesize data;
draw sound conclusions. Able to work effectively in
emergency situations, efficiently handle bodily fluids,
and manage stressful situations. Accept and utilize
criticism to improve to improve skills.

Mobility
And Endurance

Physical abilities (including standing, walking,
bending, range of motion of extremities) to
move from room to room, tolerate detailed
activity intensity for extended periods, and
maneuver in small spaces.

Able to administer cardiopulmonary resuscitation;
move around in patient treatment area, remain seated
for 60+ minutes at a time while focused on patient
care, move hands and fingers in a small area while
performing delicate procedures.

Motor

Gross and fine motor function sufficient to
provide safe and effective dental hygiene care.

Uses sharp dental instruments without injury to self or
to patients; manipulate various dental materials.

Hearing

Auditory ability sufficient to monitor and
assess health needs.

Able to listen to breath and heart sounds. Able to hear
equipment monitors, such as x-ray equipment and
autoclave timers. Ability to hear patient complaints and
use verbal information to clarify patient medical
history and diagnosis.

Visual

Visual ability sufficient to provide safe and
effective dental hygiene care.

Able to observe patients and use instruments in the oral
cavity. Adequate close vision to see small lesions and
deposits on teeth. Ability to see under low light
conditions including those in the oral cavity,
darkrooms, and dental operatories.

Tactile

Tactile ability sufficient for physical
assessment and scaling skills.

Able to perform palpation of a pulse, extraoral and
intraoral structures, and feel and remove hard and soft
deposits from teeth.

Technology

Technological abilities sufficient to provide
adequate record and documentation of dental
hygiene visits.

Able to perform basic tasks on computer systems
including keyboarding for accurate record keeping,
open/close of software programs for dental charting,
radiology, or scheduling, and email use for
communication with patients and other dental
providers.
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CNCC Essential Functions:
Dental Hygiene Essential Functions clarification:
This form is to inform the student what qualities they must possess in order to be
successful in the Dental Hygiene Program. We will keep you informed through
your day sheet comments and verbal or written recommendations so that you will
know that you should seek further assistance and that your skills are not up to
standards. These are required essential functions and your skills must be
improving from semester to semester. If your skills continue to not improve or
decline you will be dismissed from the program since these are required skills. A
copy of the Essential Functions is in D2L in the content folder with the Course
Syllabus for all clinical courses.
This form must be signed before you are allowed into clinic.

Printed name:_____________________________
Sign:____________________________________
Date: ______________
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Program Competencies
Foreword
The dental hygiene program’s ultimate goal is: Graduating students will perform at or
above the national average on their national and regional licensing exams. This document
describes the abilities expected of a dental hygienist entering the profession. The competency
statements were originally drafted by The American Dental Educators Association (ADEA),
Section of Dental Hygiene Education Competency Development Committee, and presented in
1998. CNCC has adapted these competencies to encompass the competencies we feel our
graduates should possess.
As an integral member of the healthcare team, a major role of the hygienist is to assist
patients achieve and maintain optimal oral health. We feel the competencies listed below
describe the desired combination of knowledge, psychomotor skills, communication skills, and
attitudes, as well as the standards used to measure the hygienist’s independent performance.
1.

Program Competencies(C)

The dental hygienist must possess the ethics, values, skills, and knowledge integral to all aspects
of the profession. These competencies are foundational to all of the roles of the dental hygienist.
C.1

Apply a professional code of ethics in all endeavors.

C.2

Adhere to state and federal laws, recommendations, and regulations in the provision of
dental hygiene care.

C.3

Provide dental hygiene care to promote patient health and wellness, and assume
responsibility for dental hygiene interventions.

C.4

Use critical thinking and problem solving in the provision of evidence-based practice.

C.5

Continuously perform self-assessment for life-long learning and professional growth.

C.6

Advance the profession through service activities and affiliations with professional
organizations.

C.7

Provide quality assurance mechanisms for health services.

C.8

Communicate effectively with patients, colleagues, and other professionals, both verbally
and in writing.

C.9

Provide accurate, consistent, and complete documentation for assessment, diagnosis,
planning, implementation, and evaluation of dental hygiene services.

C.10

Using an individualized approach provide equitable care to all patients that is humane,
empathetic, and caring.
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II.

Health Promotion and Disease Prevention (HP)

Since Health Promotion and Disease Prevention is a key component of health care, changes
within the healthcare environment require the dental hygienist to have a general knowledge of
wellness, health determinants, and characteristics of various patient communities. The hygienist
needs to emphasize prevention of disease as well as effective health care delivery.
HP.1 Promote the values of oral and general health and wellness to the public and
organizations within and outside the profession.
HP.2 Respect the goals, values, beliefs, and preferences of the patient while promoting optimal
oral and general health.
HP.3 Refer patients who may have a physiological, psychological, and/or social problem for
comprehensive patient evaluation.
HP.4 Identify individual and population risk factors and develop strategies that promote healthrelated quality of life.
HP.5 Evaluate factors that can be used to promote patient adherence to disease prevention
and/or health maintenance strategies.
HP.6 Evaluate and utilize methods to ensure the health and safety of the patient and the dental
hygienist in the delivery of dental hygiene treatment.
III.

Community Involvement (CM)

The dental hygienist must appreciate his/her role as a health professional at the local, state, and
national levels. This role requires the graduate dental hygienist to assess, plan, implement, and
evaluate programs and activities to benefit the general population. In this complex role, the
dental hygienist must be prepared to influence others to facilitate access to care and services.
CM.1 Assess the oral health needs of the community and the quality and availability of
resources and services.
CM.2 Provide screening, referral, and educational services that allow patients to access the
resources of the health care system.
CM.3 Provide community oral health services in a variety of settings.
CM.4 Facilitate patient access to oral health services by influencing individuals and/or
organizations for the provision of oral health care.
CM.5 Evaluate reimbursement mechanisms and their impact on the patient’s access to health
care.
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CM.6 Evaluate the outcomes of community-based programs and plan for future activities.

IV.

Patient Care (PC)

Because the dental hygienist’s role in patient care is ever changing, yet central to the
maintenance of health, dental hygiene graduates must use their skills to assess, diagnose, plan,
implement, and evaluate treatment.
Assessment
PC.1 Systematically collect, analyze, and record data on the general, oral, and psychosocial
health status of a variety of patients using methods consistent with medicolegal
principles.
This competency includes:
a.
Select, obtain, and interpret diagnostic information, recognizing its advantages
and limitations.
b.
Recognize predisposing and etiologic risk factors that require intervention to
prevent disease.
c.
Obtain, review, and update a complete medical, family, social, and dental history.
d.
Recognize health conditions and medications that impact overall patient care.
e.
Identify patients at risk for a medical emergency, and manage the patient care in a
manner that prevents an emergency.
f.
Perform a comprehensive examination using clinical, radiographic, periodontal,
dental charting, and other data collection procedures to assess the patient’s needs.
Diagnosis
PC.2 Use critical decision-making skills to reach conclusions about the patient’s dental
hygiene needs based on all available assessment data.
This competency includes:
a.
Use assessment findings, etiologic factors, and clinical data in determining a
dental hygiene diagnosis.
b.
Identify patient needs and significant findings that impact the delivery of dental
hygiene services.
c.
Obtain consultations as needed.
Planning
PC.3 Collaborate with the patient and/or other health professionals to formulate a
comprehensive dental hygiene care plan that is patient-centered and based on current
scientific evidence.
This competency includes:
a.
Prioritize the care plan based on the health status and the actual and potential
problems of the individual to facilitate optimal oral health.
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b.

Establish a planned sequence of care (educational, clinical, and evaluation) based
on: the dental hygiene diagnosis, identified oral conditions, potential problems,
etiologic and risk factors, and available treatment modalities.
c.
Establish a collaborative relationship with the patient in the planned care to
include etiology, prognosis, and treatment alternatives.
d.
Make referrals to other health care professionals.
e.
Obtain the patient’s informed consent based on a thorough case presentation.
Implementation
PC.4 Provide specialized treatment that includes preventive and therapeutic services designed
to achieve and maintain oral health. Assist in achieving oral health goals formulated in
collaboration with the patient.
This competency includes:
a.
Perform dental hygiene interventions to eliminate and/or control local etiologic
factors to prevent and control caries, periodontal disease, and other oral
conditions.
b.
Control pain and anxiety during treatment through the use of accepted clinical and
behavioral techniques.
c.
Provide life support measures to manage medical emergencies in the patient care
environment.
Evaluation
PC.5 Evaluate the effectiveness of the implemented clinical, preventive, and educational
services and modify as needed.
This competency includes:
a.
Determine the outcomes of dental hygiene interventions using indices,
instruments, examination techniques, and patient self-report.
b.
Evaluate the patient’s satisfaction with the oral health care received and the oral
health status achieved.
c.
Provide subsequent treatment or referrals based on evaluation findings.
d.
Develop and maintain a health maintenance program.
V.
Professional Growth and Development (PGD)
Dental hygienists must be aware of a variety of opportunities for professional growth and
development. Some opportunities may increase patient access to dental hygiene; others may
offer ways to influence the profession and the changing healthcare environment. A dental
hygienist must possess transferable skills, e.g., in communication, problem-solving, and critical
thinking, to take advantage of these opportunities.
PGD.1 Identify alternative career options within health care, industry, education, and research,
and evaluate the feasibility of pursuing dental hygiene opportunities.
PGD.2 Develop management and marketing strategies to be used in non-traditional health care
settings.
PGD.3 Access professional and social networks and resources to assist entrepreneurial
initiatives.
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LICENSURE REQUIREMENTS
Graduation from an accredited dental hygiene school does not automatically grant a graduate the
license to practice dental hygiene. The graduate must prove competency in all areas of the dental
hygiene curriculum including dental sciences, preclinical and clinical sciences, practical skills
and state jurisprudence.
State licensure varies from state to state. Each state has its own licensing board that sets the
requirements for licensure and governs the practice of dentistry and dental hygiene in that state.
Each state requires proof of competency in the dental hygiene curriculum. Fifty-one of the fiftythree licensing jurisdictions accept the results of the National Board Dental Hygiene
Examination in lieu of a local written examination. Colorado accepts the National Board Dental
Hygiene Examination results.
The National Board Dental Hygiene Examination is developed and administered by the
American Dental Association's Joint Commission on National Dental Examinations. This
examination is a comprehensive written examination designed to show competency in the areas
of dental science, preclinical and clinical sciences. The minimum acceptable level of
competency is 75%. This examination is offered to dental hygiene students during the last
semester before graduation.
In addition, each state requires that a prospective licensee show clinical competency through a
practical examination. Colorado belongs to the Central Regional Dental Testing Service,
(CRDTS) and accepts the results of their practical examination. CRDTS conducts a practical
examination at CNCC each spring for any graduating dental hygiene student who wishes to
participate.
Most states also require the prospective licensee to pass a written examination on the
jurisprudence of that state. Students wishing to take a State Board examination will be
responsible for requesting application information from that State Board of Dental Examiners.
NOTE: Anyone who has been convicted of a felony, misdemeanor, or even a traffic offense
may be ineligible for licensure in some states. It is the student’s responsibility to clear up any
such matters with a state’s Board of Dental Examiners where they plan to practice before
acceptance into the dental hygiene program. As an additional note, due to several recent events
in Colorado involving impaired practitioners within the dental profession, there is now increased
scrutiny by the dental board of all prospective license applicants regarding such items as Sexual
Assault. DUI, DWI, and even things like minor in possession. The result of this is that any such
items in an applicant’s background result in automatic rejection pending further review, which
has broad regulatory discretion. This usually means a delay in receiving licensure, so we advise
all students who might have such a problem in their past to check with the Dental board a month
or two in advance of licensure to see if they will need to take the additional step of passing a peer
assistance program.
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CNCC DENTAL HYGIENE DEPARTMENT
POLICIES AND PROCEDURES

Any student who fails to comply with the Policies and
Procedures of the Dental Hygiene Program is at
risk of being dismissed from the program.

Students may submit complaints related to the standards and conduct of the Dental Hygiene
program to CODA (The Commission on Dental Education of the American Dental Association)
at 211 East Chicago Avenue, Chicago, IL 60611. For information on filing a complaint, you
may write the Commission at the above address, by calling 1/800-621-8099, extension 4653 or
via the following internet link: http://www.ada.org/~/media/CODA/Files/dh.ashx
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A Message to Our Dental Hygiene Students:
We feel attending college is comparable to being employed. Success on the job is
achieved only with hard work and effort, and this is also true of college.
Your employer expects you to be on the job every day, and to be on time and
prepared to work each day. You are allowed only a specific number of sick days each
year, after which your pay is “docked”. This is also true of this program. Regular and
prompt attendance is essential, and your “sick” days are limited (see course syllabi).
Excessive absences will result in a loss of “pay” (grade). And potentially result in
dismissal from the program.
Meetings are an essential part of the workplace, and everyone is expected to
attend regularly, and contribute to the discussion. If you miss an excessive number of
meetings, and/or do not share information, your employment success is in jeopardy. The
same holds true for this program. You are not only expected to attend all of our
“meetings”, but you are expected to contribute to our discussions and analyses of issues.
This requires that you come to each class prepared to discuss the assigned material.
Failure to do so will put your success in jeopardy, and can result in a reduction in your
“salary” (grade).
Your employer requires you to submit all reports on time. Failure to do so will
endanger your employer’s business, and your success. The same is true for this program.
All “reports” tests, projects, papers, and patient experiences are due at the scheduled time
(see syllabi). If for a justified reason you will not be able to meet the time schedule, you
must notify the instructor, just as you would contact your employer if you needed an
extension. However, as in the workplace, such extensions do not come without a cost.
Extensions result in a decrease in your “salary” (grade).
Performance reviews occur periodically in the workplace, and your employer
determines the degree of your success during these reviews. Such is the case in this
program. The “performance review” for this program consists of quizzes, exams, clinical
competencies, and other projects (see syllabi). These reviews require you to show not
only your knowledge of the material, but also your ability to use this knowledge in realworld situations. Your “pay” (grade) depends upon the magnitude of your performance.
If you attend class regularly, participate in class discussions, submit all materials,
well-prepared and in a timely fashion, and perform professionally and at the expected
level of competence in clinic, you have the potential to excel in this program. We are
looking forward to working with you and to learning with you. We are always available
if you need assistance. Welcome and good luck!
Sincerely,
The Faculty and Staff of CNCC Dental Hygiene Department
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Student reference forms.
Due to common sense and FERPA considerations, we as a staff are limited in
terms of what we can reveal to prospective employers. Therefore, if your potential
employer desires a record of your academic status, we suggest you forward an official
transcript to them. For other references, we will all require the completion of the form
below. If such a form is not on file, we are limited to the standard response.

I do hereby request that _______________________ provide information to any prospective
employer of mine as follows (please initial each line that applies):
____ Limit responses to the usual standard response that “the student met all program
requirements satisfactorily”.
____ Provide additional verbal commentary with regards to general opinions and
perceptions such as team spirit, punctuality, professionalism, and peer interaction.
____ Provide an answer to the question: “Would you hire this individual yourself?”
I understand that any such commentary beyond the standard response will be provided only with
evidence by the prospective employer that a request for information has been made or reasonably
implied. (such as listing instructor name on a resume as a reference)
Signed: ____________________________ Date: __________________________
Printed Name: ___________________________
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COLORADO NORTHWESTERN COMMUNITY COLLEGE
DENTAL HYGIENE PROGRAM

REMEDIATION / TERMINATION POLICY
We, the dental hygiene faculty, are here to help you succeed, but ultimately the
responsibility for student success is with the student. However, we realize that at times there are
barriers that prevent you from reaching required and expected competencies and goals. The
following is the CNCC Dental Hygiene department policy regarding remediation, and, if
necessary, dismissal from the dental hygiene program at CNCC.
Academic:
 All dental hygiene courses must be passed with a grade of "C" or better; a
grade of "F" is not a passing grade in this department.
 A "D" or "F" in required general education and transfer courses must be
retaken and passed with a grade of "C" or better in order to graduate.
 An "F" in any DEH academic course will result in dismissal from the dental
hygiene program, unless the student seeks and obtains academic probation
status. (Refer to Student Handbook)
Behavioral:
 Violations of stated department policies will result in a Critical Incident for
egregious actions and a Critical Incident
 Receipt of three (3) Critical Incident will result in dismissal from the dental
hygiene program.
Clinical:
 Each clinic semester grade must be a "C" or better; an “I” will require that the
course to be completed successfully prior to moving on to the next clinic. If
the student fails to pass a clinical course, they will be dismissed from the
dental hygiene program.
 DEH 170- Clinical Practice of Dental Hygiene I Final exam with any required
reteach/retest must be passed prior to the end of that clinic term.
 If full competency is not demonstrated in all of or a portion of a clinic final
considered critical in the following courses, the student in order to remain in
the program must complete the required competency(ies) successfully during
the first 8 clinic sessions after the term is completed and requirements for the
subsequent clinic cannot be passed until prior competency(ies) is (are)
completed:
DEH 171- Clinical Practice of Dental Hygiene IA
DEH 270- Clinical Practice of Dental Hygiene II
 Failure to complete requirements in timely fashion for DEH 271Clinical Practice of Dental Hygiene III will require completion during summer
clinic time at additional student expense.

.
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Academic and Clinical Performance and Probationary Status
Didactic Courses
In lieu of dismissal from program, students who fail a didactic course may be placed on
academic probation consisting of the following terms and conditions:
1. Student must desire to stay in dental hygiene program and must submit written
request to receive academic probation to the program director within one week of
being notified of the failing grade. Student must acknowledge and assent to all
conditions of academic probation.
2. To be eligible, the student’s overall clinic and didactic grades for other courses must
average to be at a passing level and the student must have a passing grade in the
majority of their other classes.
3. Student must commit to and attend 90% of learning center activities for 6 months.
4. Student must follow usual attendance policy by emailing timely notice to instructor of
any class time missed due to absence or tardy.
5. Student must formulate and adhere to an academic success contract with advisor.
6. Student must successfully challenge any failed didactic final exam within 1st 2 weeks
of next term. Instructors may elect to require students to retest other failed exams at
instructor option, but must extend option to all failing students. The grade of a
retested final or other exam will be a 75% or the actual percentage score, whichever is
lower.
7. Faculty will practice early intervention in notifying at-risk students, helping student to
identify additional resources to avoid implementation of probation if possible.
8. It is the responsibility of any student who fails any exam to schedule a meeting with
their instructor during office hours within a week of score being posted. Making and
keeping appropriate appointments for office hours is essential for progress under
academic probation.
9. Students will respond to any e-mail from an instructor, advisor, director, or dean
within 48 hours, whether it be sent to CCCS or D2L email address.
10. Any failure to abide by the conditions of probation noted above constitutes grounds
for dismissal from DH program. Probationary students who receive passing score on
all didactic tests for a whole term will, upon request to the program director, be
considered for reinstatement to regular academic status.
Clinical Courses
All students must pass the final exam and/or critical sections of the exam for a particular clinic
before being allowed to pass off requirements for subsequent clinics. Failed finals will fall into
one of the following 3 categories:
1. Extenuating circumstances: Students who fail a clinical final because of
extenuating circumstances will receive an incomplete grade and will be allowed
to retest within a period specified by their clinic coordinator. Examples of
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extenuating circumstances may include: student illness or equipment failure.
There is no grading penalty in the case of extenuating circumstances.
2. Failure due to non-extenuating circumstances: The grade on the failed final will
be totaled with prior clinical exercises and student will receive the corresponding
class grade. Student will then be required to retake and pass the final within a
period specified by clinic coordinator, if other aspects of performance are
satisfactory. (See policies under Clinical on page 17) The retake will not
improve the final grade, nor will an incomplete be issued.
3. Consistent incompetency. Students who fail to progress towards a final exam in
any clinic because of failure to demonstrate minimum standards of
comprehension, competence, and/or safety will either be dismissed from the
program or required to defer graduation and register for summer or additional
clinics at additional cost to the student. Students within this category will be
notified of potential deficiency 2 weeks prior to date of final exam and will be
required to complete and adhere to a clinical success contract. In the case of
safety concerns, students may be restricted from performing certain procedures or
may be excluded completely from patient care until they demonstrate correction
of the deficiency.

Reteach- Retest Practical Exam Policy
If you fail the final lab practical exam, a score of 74% or lower will require a reteach session
with the evaluating instructor during their clinical office hours. A retest will be given on the
same material with the same guidelines with a different evaluating instructor the next week. If
you should not pass the second lab practical final, you will be dismissed from the program.
Process evaluations and Competency: These are required to pass to continue to the next clinical
course. If you do not pass the first one you will have to reteach and retest for no higher than a
75%. A second failure results in a staffing and reteach. At this time a student may opt for 1 mock
exam and then a third and final retest will be given. This must be completed before the end of the
current semester and if not passed for the third time the student will be dismissed from the
program.

Class or Clinic Performance-Staffings
Staffing Interventions
It shall be an ongoing departmental policy to identify and intervene promptly when a student is
recognized as having difficulty assimilating didactic or clinical material. Such intervention
meetings are termed “staffings”.
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In a case where a student is not keeping up with general performance level of their cohort or is
identified as maintaining or at risk of receiving a grade lower than a “C” in any course, either an
instructor, program director, or the student themselves may request that a “staffing” be held. The
purpose of a staffing is to identify resources, goals, and behaviors that can improve student
success. Staffings will include the program director, the student, the instructor for at least one
identified course, and the student’s advisor. It is not punitive in nature and in some cases, more
than one staffing may be necessary to help the student progress. During a staffing, the student
will create either a clinical or academic success plan tailored to their identified needs. However,
if and when a student disregards the goals set in such a plan, or refuses to attend or participate in
a staffing, a clinical incident warning will be issued (see prior entry related to professionalism
and critical incidents).
Staffings may be initiated by any faculty member involved in the instruction of the student and
must include at least one other instructor, preferably the student’s advisor. Additional faculty
members such as program director, student advisor, other student instructors, and the dean of
instruction are to be notified and may be present. However, since time is of the essence in these
cases, the staffing should not be deferred because of unavailability of a particular faculty
member. Faculty who are not directly involved in the current instruction of the particular student
should not be present or notified unless requested by student. When a student is directed to be at
a staffing, email notification is required, even if verbal assent has been obtained. Students who
refuse or unreasonably defer a staffing are to be referred to the Program Director and/or Dean
and will in addition receive a critical incident report. A staffing is to include a written report of
goals identified as either a Clinical or Academic Success Contract which is to be completed at
that time. The staffing is non-punitive in nature and is designed to encourage student success by
identifying reasons for inadequate performance and guiding the student towards additional
resources such as clinic/office hours and “Learning Center” activities. Occasionally, such
staffings will yield insight into peripheral issues such as emotional, family, or financial stresses
that are interfering with student success. In the event that a student volunteers such information,
they are to be referred to appropriate resources, either intra or extramural. Faculty is not to
attempt to give advice in areas for which they are not professionally qualified, nor are they to
delve into personal matters. In the event that a student continues to be deficient, additional
staffings should be scheduled, and in the case where the issues seem repetitive or pervasive, then
the Dean of Instruction should be present.
A student that has not met program requirements prior to graduation may return to complete
their requirements during the summer session immediately following graduation. The student
must make arrangements with the Second Year Clinic Coordinator to determine space and time
availability, staffing issues and fees. Some additional fees may be required to cover supplies,
equipment usage, and additional instructor time, if any. Clinic time will be based on available
faculty coverage and will not be allowed to interfere with regular summer clinic. There may be
instances where it is not feasible for the student to return.
Dental Hygiene Academic Review Committee – This committee will be convened when a
student receives an F in any DEH course. This committee will meet with the student and
determine the student’s future academic standing (probationary or dismissal) within the dental
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hygiene program. The committee members will include the Dean of Instruction who will serve as
Chair, the Program Director, one dental hygiene faculty member,(will not be the instructor that
gave the failing grade), and one faculty member from Transfer and General Education. This
committee must be convened, meet, and reach a final decision prior to the start of the next
semester. Adequate time should be available for the student to appeal the decision of the
committee to the Vice President of Instruction if the student decides to exercise the appeal
option.
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Academic Success Plan
The purpose of this form is to help you develop a strategy to address the sources of your academic difficulty and
to promote your success in achieving your short and long-term goals.
Part 1: Instructor Concerns: __________________________________________________________________
__________________________________________________________________________________________
__________________________________________________________________________________________

Part 2: Student Goals and Action Steps:
1. Specific Goal: _______________________________________________________________________
Action Steps: ________________________________________________________________________
____________________________________________________________________________________
2. Specific Goal: _______________________________________________________________________
Action Steps: ________________________________________________________________________
____________________________________________________________________________________
3. Specific Goal: _______________________________________________________________________
Action Steps: ________________________________________________________________________
Part 3: Overview of program policy and requirements
I understand that I am in need of improvement in my academic status in at least one course.
I understand that failure to improve will result in a critical incident. If continued failure to improve is
seen after 1 week, dismissal from DH program at CNCC will result.
 I have been informed of how I can use gateway center, tutoring, and instructor office hours to help me
improve my grade.
.
Student Name: ___________________________S#: ___________________________Date: ______________



Student Signature: ____________________________ Advisors Signature: ____________________________
(or Program Director)
Date & time for re-evaluation: ________________________________________________

(Revised 8.14.2019)

22

Revised 08.16.2019

Student of Concern
Clinic
Date: ________________________
Student of Concern: _______________________________
Course: _________________________________
There are certain standards that are written in CODA regulations for didactic and clinical courses
that need to be completed in order to advance to the next semester. Failure to advance in these
areas in a timely manner lead to dismissal from the program. The following are the areas we are
concerned about:
1)._________________________________________
2)._________________________________________
3)._________________________________________
4)._________________________________________
What is are some goals, or the plan of action to remedy the above concerns:
1) ___________________________________________________________________________
2) ___________________________________________________________________________
3) ___________________________________________________________________________
4) ___________________________________________________________________________

Student Name: __________________________

Student S #: ________________________

Student Signature: __________________________________________
Clinic Coordinator: __________________________________________
Program Director: ___________________________________________
(revised 8.14.2019)
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Student of Concern
Clinic Competencies
Date: ________________________
Student of Concern: _______________________________
Course: _________________________________
There are certain standards that are written in CODA regulations for didactic and clinical courses
that need to be completed in order to advance to the next semester. Failure to advance in these
areas in a timely manner lead to dismissal from the program. The following
competencies/process evaluations have not yet been completed.
1)._________________________________________
2)._________________________________________
3)._________________________________________
4)._________________________________________
Please see below for what is written in the DEH 201 syllabus:
** It is MANDATORY that the stated Evaluations\Competencies must be completed the week
prior to taking the Final Exam or the student will NOT be permitted to take the Final Exam.
If you fail a section of your final, you cannot move forward in the next semester of clinic in the
CNCC dental hygiene program until you prove competency in the section you failed of the
previous final. Therefore, until competency is proven at the indicated level - you may NOT pass
of on the current semesters competencies.

Student Name: __________________________

Student S #: ________________________

Student Signature: __________________________________________
Clinic Coordinator: __________________________________________
Program Director: ___________________________________________

(Revised 8.14.2019)
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Critical Incident Reports- Critical incidents as described herein may be related to safety or
to professional conduct. A critical incident report or warning must be issued within a reasonable
time period after the precipitating event as also detailed herein.

Safety related Critical Incident Reports
Safety Related Critical Incidents: In the event that an incident related to safety as described
below occurs, a report or warning must be issued within 24 hours of occurrence and student shall
not perform invasive care on a patient until the clinical review board completes its findings. In
the event of a warning, it must be issued prior to the next clinic session for which the student is
scheduled and if it is deemed necessary to convene a clinical review board, then likewise the
student shall not perform invasive care such as scaling or probing until the Clinical Review
board findings are completed.
Events requiring Clinical Incident report & convening of Clinical Review Board
1. Untoward tissue trauma from hand, ultrasonic, or mechanical instrumentation (hematoma,
bruising, laceration, puncture, ulceration, burn, removal of papilla) even if accidental.
2. Cavitated lesion from ultrasonic or hand instrumentation.
3. Any tissue puncture by needle outside of the recognized site of insertion. (Note: a hematoma
from proper injection technique is not a critical incident and does not merit a report or warning.)
4. Treatment while impaired causing damage to a patient (See impairment policy)
5. Break in asepsis protocol allowing cross-contamination
6. Repeatedly ignoring faculty warnings regarding “Heavy handed” technique causing
unnecessary pain to patient on a repeated basis
7. Not completing mandatory office hours related to any safety issue within a 1 week period after
notification.
8. Repeatedly ignoring body language or verbal request of patient relating to comfort.
9. Any other improper treatment which causes damage to a patient.

Safety Related Critical Incident (Clinical review board may be convened depending on
severity of incident, but not mandatory):
1. Ongoing improper orientation or power level of ultrasonic
2. Ignoring body language or verbal request of patient relating to comfort
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3. Break in asepsis w/o cross-contamination
4. “Heavy handed” instrumentation causing unnecessary pain to patient
5. Blunted papilla resulting from improper instrumentation.
6. Forceful physical manipulation of patient
7. Performing or attempting to perform treatment while impaired. This is subject to two
instructors digression. It will result from dismissal from the clinic. (See impairment policy)
8. Any other improper treatment with a significant potential to cause damage to a patient
Critical incidents relating to safety are resolved via the Review Board Process. A single critical
incident report REQUIRES convening of a Clinical Review Board (see below) Two warnings for
similar incidents REQUIRE clinical review board, but review board MAY be convened in the
case of only one warning. Review board will find either that: (1) no further -action is required;
(2) that a probationary period with specific remediation steps is required; or (3) that the clinician
lacks either the intent or the ability to practice safely and needs permanent exclusion from the
clinic, resulting in dismissal from the program. Any student having been summoned to a 3rd
clinical review board for similar safety issues requiring action is automatically dismissed from
the program.

Professionalism
Professionalism Related Critical Incident: Reports
An egregious incident must include the signature of two instructors. Critical incidents related to
professionalism must be issued within 3 days after any Instructor is notified of such the
precipitating event. Examples of Critical Incidents related to professionalism could include, but
are not limited to:
Comportment:
Yelling aggressively, demeaning language, derogatory internet postings as might constitute
internet bullying, or being otherwise disrespectful to other students, patients, or instructors in
class, clinic, or outside school. A physical altercation will receive a report, not a warning
Vulgar language- Specifically the F word, the B word, the C word while in or around classroom
or clinic buildings. The N word or other term derogatory to race or ethnicity will receive a
report, not just a warning. Other language that is clearly derogatory may also constitute a
Critical incident even if not specifically delineated.
Failure to follow through on a commitment relating to a school program or professional function
or organized activity without bona fide extenuating circumstances.
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Criminal action: Conviction of any DUI, DWI, Felony, or drug related offense while enrolled.
Patient Poaching:
Patient poaching is usually inadvertent and results from students not checking for who the
patient’s current provider actually is. When poaching is direct and intentional and it is the
opinion of at least 2 full-time instructors that it is merited, then it would receive the Critical
Incident Report. See Patient Care Continuity and patient theft.
Protocol Adherence
Failure to maintain patient confidentiality regarding records and/or care per general HIPAA
guidelines and/or CNCC protocols.
Failure to follow terms of academic or clinical success plans issued in a “staffing”. Or, failure to
respond within 24 hours via email, text or phone call to an instructors request for a staffing.
Violation of protocols regarding mandatory instructor contact when a failing grade is received on
any exam or failure to attend a staffing.
Ongoing or repeated violation of clinical attire, personal hygiene, or offensive odor protocols.
Failure to keep an office hours appointment without written or e-mailed notification. (excepting
extenuating circumstances)
Tardiness or absence from clinic without proper written and phone notification unless bona fide
extenuating circumstances exist. Double booking clinic patient appointments.
Critical Incident Notification
The preferred method of notifying the student of a critical incident report/warning, notice of
review board convening, or of Review Board Findings is to interact directly and personally with
the student for the student’s acknowledgement. Notice of a Critical Incident is to be physically
handed to and discussed with the student whenever possible within 7 days of the incident being
apparent to a faculty member. A reasonable effort will be made to ensure availability of student
for review board or receipt of Critical Incident Report, but these processes shall not be delayed
by absence or unavailability of student. Notice by e-mail to D2L or CCCS addresses is deemed
sufficient. A student’s refusal to acknowledge the incident or their unavailability for the process
shall not impact the process.
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Clinical Review Board
Defined – A Clinical Review Board is a committee that is convened to investigate a behavior or
a pattern of behaviors by a student clinician that are deemed to place the safety or well-being of
patients at risk in the clinical setting.
Structure – The Clinical Review Board will include at least three DH full or adjunct faculty
members holding two of the following positions: Program Director, Clinic Dentist, Clinical
Coordinator, Academic Advisor. It may include other faculty members. The Dean of Instruction
will be notified and requested to serve as an observer to the proceedings, but Dean attendance is
not mandatory. A faculty member from another CNCC discipline may also serve on the Board if
so designated by the VP or Dean of Instruction. Reasonable effort will be made to ensure
attendance by the student, but the student’s refusal or inability to attend shall not impact the
validity of the Board findings.
Purpose – To determine and address the cause of the student’s unwillingness or inability to
perform the Dental Hygiene Essential Functions and/or any clinical protocol related to patient
safety as stated in the Clinic Manual or as outlined in clinically related classroom instruction. It
shall be the Board’s purpose to review the student’s performance with any essential functions as
part of the review.









Critical Thinking
Communication (oral and/or written)
Mobility
Motor Skills
Hearing
Visual
Tactile
Technology

Activating the Clinical Review Board – To activate a Clinical Review Board, a faculty member
must relay a copy of a pertinent critical incident report or warning to the appropriate Clinical
Coordinator or to the Program Director, or it may be directly initiated by a Clinical Coordinator,
Program Director, or Clinic Dentist as a result of a critical incident relating to safety. The cause,
incident, or relevant issue that was the “trigger event” for the referral must be clearly stated in
writing. Activation of the board will only be considered if a linkage to one or more of the
Essential Functions listed herein or to violation of a specific clinical protocol regarding safety is
clearly stated. The notice of convening the Review Board will be made to the student within 96
hours of receiving or instigating the referral or Critical Incident Report and the student shall not
attempt to perform invasive clinical procedures until such time as the Review Board convenes
and renders its decision. The Board will meet as soon as feasible to minimize clinic time lost to
student, but always within 14 days of the initial referral date, whether the student is available or
not and whether the student has acknowledged the receipt of the report.
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Function of the Clinical Review Board – after reviewing all of the documented clinical
performance records and interviews with the student (if available) and faculty, a
recommendation will be made that considers the best interest of the student, the patients, the
program, and the college. A notice of action delineating one of the three options below will be
mailed to the student’s residence of record and will also be sent to the D2L and/or CCCS address
of the student. The student is responsible for perusal of the notice of action and the Board shall
have no further responsibility in the matter, as the email time-stamp shall be deemed adequate
proof of delivery. Students removed from clinic due to safety concerns will be given a
reasonable opportunity to make up lost clinic time when an additional clinic chair is available,
but the remedial instruction cost beyond regular office/clinic hours is to be born by the student.
Recommendation of the board may include:
 Probation – this recommendation would be appropriate if the board determines that one
of the Performance Standards or clinic protocols as practiced by the student demonstrates
significant deficiencies, (with minimal risk to patient safety), but remediation is possible
within one semester. The board must clearly state probationary goals, with specific
deadlines for accomplishment.
 Dismissal – this recommendation would be appropriate if the board determines that one
or more of the Performance Standards or protocols as practiced by the student
demonstrates pronounced deficiencies (with significant ongoing risk to patient safety).
This recommendation would also be appropriate for a student that was placed on
Probation at a previous Clinical Review Board and did not accomplish probationary goals
in the time frame specified by the Clinical Review Board. In case of a dismissal
recommendation, the board must clearly state the deficiencies that place the well-being of
the patient at risk and state why remediation is not a viable option. The appeal must be
made within 10 days of the student being notified of the Review board findings.
 No Action Required – this recommendation would be appropriate if the board
determines that documentation and interviews have not demonstrated deficiencies with a
clear linkage to any of the Essential Functions or clinic protocols.

Clinical Review Board may be required at any point during clinical rotations if a safety
concern is noted, up to and including the week before graduation. If a student safety issue
is not satisfactorily resolved, then a certification letter to the State Dental Board will not be
sent. Failure of a student to attend a duly scheduled review board does not relieve the
student of responsibility to meet the requirements of the board. Notice of a Critical
Incident is to be physically handed to and discussed with the student whenever possible
within 7 days of the incident being apparent to a faculty member. However, as a student
may not be physically available and whether the incident is related to safety or to
professionalism, the student need not acknowledge the incident for it to be deemed valid.
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Appeal- Dismissal from the program may be appealed to the VP of Instruction in writing within
7 days of the student being so informed; via email, US mail, or personal appearance. However,
the primary purpose of appeal is to ensure that due process and policy has been followed.
Reinstatement of a student because of an issue related to safety must be accompanied by
requiring additional coursework. The faculty have a primary responsibility to protect the patient
which cannot be over-ridden. The Vice- President may seek additional input from dental and
dental hygiene professionals outside the institution if reinstatement is considered relating to
issues of safety. Reinstatement for issues related to professionalism must primarily consider
whether the process was followed properly, the standard was applied fairly, and that the student’s
comportment notably differed from the comportment of other students remaining in the program.
A decision on an appeal in most cases will be rendered within 14 days of the receipt of an appeal.

Student Concerns/Grievance Procedure
Students are encouraged to utilize a proactive and constructive approach to conflict resolution.
(1)

Students are to address class issues with their classmates, instructor issues with
instructors, clinic issues with clinic coordinators, and program concerns with the
Department Chair.

(2)

Please be as specific as possible in identifying a concern. Suggested solutions are
encouraged.

(3)

Don’t let a concern grow into a big problem before addressing the issue with the
appropriate party.

(4)

If a student feels that he/she did not receive proper consideration over a concern, or if
he/she has a grievance, the Dental Hygiene Concerns/Grievance Chain of Command flow
chart in this section should be followed.
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CRITICAL INCIDENT REPORT
Date:

Student: _____________________________

Location of Incident : ______________________________________________
Nature of Incident: _________________________________________________
Description of the Incident:___________________________________________
__________________________________________________________________________________________
__________________________________________________________________________________________
__________________________________________________________________________________________
__________________________________________________________________________________________
__________________________________________________________________________________________

Further action required: _____________________________________________
_________________________________________________________________
Critical Incident #: ___________
Signatures
Reporting Instructor: ________________________________________
Student: __________________________________________________
Program Director:

______________________________________________________________________

1. Copy to Student 2.Copy to Advisor 3.Email to student if student unavailable or refuses to sign 4.Copy to Instructor
If student disagrees with depiction of incident, response to program director must be emailed w/in 14 days of receipt.

(Revised 8.14.2019)
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DENTAL HYGIENE
CONCERNS/GRIEVANCE

CHAIN OF COMMAND

FIRST-YEAR
SECOND-YEAR

STUDENT

STUDENT

CLASS
INSTRUCTOR OR
ADVISOR

CLASS

CLASS

PRESIDENT

PRESIDENT

FIRST-YEAR CLINIC
COORDINATOR

SECOND-YEAR
CLINIC
COORDINATOR

PROGRAM DIRECTOR

Division Chair

↓
VICE PRESIDENT OF
INSTRUCTION

PRESIDENT OF THE
COLLEGE
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CNCC DENTAL HYGIENE STUDENT CODE OF CONDUCT
As a student of dental hygiene and a future registered dental hygienist, it is a requirement of this
program that the decisions you make and the behaviors you exhibit as a health professional are
grounded in time honored professional values. These values are clearly stated in this Code of
Conduct to assist you in your growth as a trusted and competent professional. All students in this
program are expected to adhere to this code. Noncompliance with the policies and guidelines of
this code will result in disciplinary action. Disciplinary measures may include a meeting with the
program director, a critical incident report, academic probation, temporary suspension from
clinic, Phase I, II, or III discipline, or dismissal from the program and/or the college.
ETHICS
I.

To serve all patients without discrimination.
The dental hygiene student will respect the individuality, dignity, and rights of
every person, regardless of race, color, creed, national origin, sexual orientation,
socioeconomic, or medical/dental status.

II.

To hold patient relationships in confidence.
The dental hygiene student will understand that keeping patient information
confidential is necessary because it helps create trust, which must exist between
the patient and the hygienist, and enables the patient to feel comfortable in telling
the truth. To decrease trust is to cause harm. Patient confidentiality is also a legal
requirement.

III.

To generate public confidence in members of the dental health professions.
The dental hygiene student will refrain from making disparaging remarks about
the services of another student, faculty member, dental hygienist, or dentist in the
presence of a patient. A lack of knowledge of the conditions under which the
services were provided may lead to unjust criticism and to a lessening of the
patient's confidence in the dental or dental hygiene profession.

IV.

To understand the responsibility of being a student dental hygienist.
Being a dental hygienist or a dental hygiene student does carry with it an
enormous responsibility to individual patients and to society. Patients depend on
the dental hygienist's skill and caring attitude. They entrust the dental hygienist
with their health. The enormity of that responsibility should be at the very core of
professional and ethical behavior.
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HONOR
I. As a dental hygiene student and a future dental hygienist, I believe that personal integrity
and honesty are core professional values.
II. To uphold those values, I will not cheat, steal or lie; nor will I tolerate or protect those who
do.
III. I understand that failure to abide by this code will result in a Critical Incident Report, cause
me to be placed on Departmental Probation and may result in dismissal from the
CNCC Dental Hygiene Program.
PATIENT CONFIDENTIALITY
I. Students will not discuss the health status of our patients with anyone that does not have
a legal, medical or ethical need to know.
II. All information about patients and their health status will be maintained according to
HIPAA regulations, and privacy standards are to be maintained regardless of HIPAA
status.
III. Patient information will never be provided to a third party unless we have the
appropriate consent and/or authorization by the patient.
SUBSTANCE ABUSE
I. The Department of Dental Hygiene will adhere to CNCC's Substance Abuse Policy, with
additional considerations with regards to any sort of impairment, unprofessional conduct, and/or
comportment. If a student is suspected to be under the influence of alcohol, marijuana, or
controlled substances (to include alcoholic breath) while on the CNCC campus, or while
participating in any official departmental activity, he/she will be asked to leave, whether in class
or in clinic, and placed on academic probation. A second offense will subject the student to
judicial review.
II. CNCC has a 3 phase disciplinary plan. The presence, possession or use of any alcoholic
beverages on campus other than in the senior staff apartments or the President's residence will
not be allowed. First time offenses will place the offender on Phase I. Repeat offenders will be
placed on Phase III.
III. Any student who provides or purchases alcohol for minors will be subject to an immediate Phase
III and may face civil consequences. Individuals found under the influence of alcohol whether
the alcohol was consumed on or off campus will be subject to disciplinary action.
IV. Under no circumstances is the sale or purchase of alcoholic beverages permitted in residence
halls, buildings or CNCC grounds.
V. Odors-Students will be restricted from patient contact and dismissed from clinic or lab when, in
the judgment of their clinical instructor, the student projects an offensive or unprofessional odor.
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Such odors may include but are not restricted to tobacco, alcohol, strong perfume, patchouli,
marijuana, body odor, or halitosis.
VI. Impairment- Regardless of the source of impairment, be it physical, emotional, mental, or of

chemical origin, if an instructor judges a student to be impaired in a manner that could
compromise patient care, the student will be restricted from patient care and dismissed from
clinic or lab until such time as impairment is resolved.

PROFESSIONALISM
I.

Students are to respect directives from faculty at all times. Disagreements can follow the
grievance procedure policies. NEVER argue with an instructor in front of a patient or another
student; go into an office to discuss disagreements. Failure to comply will result in a “0” under
professionalism. The instructor has the right to dismiss the student from clinic that day if the
student continues to argue or does not maintain a professional demeanor and attitude.

II.

Patients should be addressed by their last name, using the appropriate prefix. (Dr.,
Mr., Miss, Ms., Mrs.)

III.

Faculty members will be addressed by their last name, using the appropriate
prefix. (Dr., Mr., Miss, Ms., Mrs.)

IV.

Discuss ONLY subjects pertinent to clinical work in front of a patient.
Remember the patient does not know that he/she may be your first patient or that
you are doing a procedure for the first time. Avoid comments such as. "I haven't
had a patient with calculus before". "This is my first injection on a patient", etc.
If you are unsure of a procedure, do not discuss your insecurity in front of your
patient. Ask to speak with the instructor AWAY from the chair.

V.

Students should not congregate in the reception area prior to or during clinic
sessions. Only the student on reception and the floater duty person may be in the
reception area. Unauthorized students will receive a “0” under professionalism.

VI.

If patients ask for a referral to a local dentist, direct them to the telephone
directory. It would not be appropriate to name a specific dentist.

VII.

If you are asked to conduct a tour through the school for a guest (such as a dental
hygiene applicant) do not enter the instructional suites and approach a chair where
dental work of any nature is being performed. The chairside area should be kept
as private as possible. Tell the guest that only authorized personnel in clinic attire
are allowed to go further because the patient’s welfare and privacy must be
protected at all times.

VIII.

Students are expected to show consideration for the faculty's time. In this regard,
students are to vacate the dental hygiene building no later than 5:00 p.m on non-
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clinic days and 12 noon on Fridays. During clinic sessions, the building should be
vacated within 15 minutes following the end of the clinic.
IX.

Dental hygiene students’ professionalism needs to be practiced off campus as well
as on campus. Student behavior anywhere that would reflect negatively on
CNCC or the dental hygiene program could result in one or more of the following
actions:
 meeting with the Program Director
 a critical incident report
 academic probation
 dismissal from the program

POLICY ON PATIENT CONFIDENTIALITY
At Colorado Northwestern Community College Dental Hygiene Program we are committed to
maintaining the complete confidentiality of our patients’ health care information. As part of our
commitment to patient confidentiality:
Procedures
Prior to seeing the student hygienist on the patient’s initial visit, the patient will complete the
following forms: a Patient Medical History and a Patient Bill of Rights.
When the patient has completed the forms, the Receptionist will review the forms for
completeness. Should a patient refuse to sign a consent or authorization form, the appointment
will end and no treatment will rendered.
Internal security for patient information
All patient information will be properly secured when it is not being used for clinical or
student/instructor purposes. This includes those occasions when an instructor is not present to
review the patient file. Patient files (hard copy) will not be left on instructor’s desks or in their
mailboxes. All patient records will be kept in a secure area that will be locked when that area is
not occupied. Digital patient files:. The computer screen in the clinic will only reflect the patient
information when the patient is seated in the chair. Patient records (digital and/or hard copy)
may not leave the Dental Hygiene Building. The last person to leave is the reception duty
person or an instructor. They will verify that all data is stored properly, all students and
instructors have logged off the computers, and that the building is properly locked. Internal
communications about patients and/or their health condition should be limited to the Dental
Hygiene Building and with dental hygiene instructors. Please do everything possible to respect
the privacy of our patients when discussing health information on the phone, with patients, or
with fellow students or instructors.
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The patient’s right to access his/her health records
A patient has a right to a copy of our records of his/her dental care. Records such as x-rays
needed for continued or follow-up dental care will be sent directly to the patient or the patient’s
dental office as long as the dentist is listed on the patient’s health form. Patients (or the
guardian) may request a release of dental information. The requests must be made in writing and
have an authorized signature. The written request may be in the form of a personal letter, or a
form provided by an authorized third party who is requesting the information.

DRESS CODE AND PERSONAL HYGIENE
Personal Appearance
The way you appear to others is an indication of the value you place on your profession and the
esteem you have for yourself. Knowing this, a dental hygienist takes pride in his/her professional
appearance. The following dress code will be helpful in achieving the appearance required of
dental hygiene students at Colorado Northwestern Community College.
A.

Student uniforms include all of the following:
1. Lab coat
2. Scrubs same color for everyone
3. Name tag (or lab coat with name embroidered on it)
4. Clean shoes and socks
5. Safety glasses or eyeglasses with side shields.
All students are to wear the same color lab coat and scrub uniform on a
given day.

B.

Full uniform must be worn for all clinic assignments, on or off campus, unless
notified otherwise.

C.

Full uniform or appropriate street clothes beneath a lab coat are the only attire
permitted in the dental hygiene clinic at any time when patients are present.

D.

PPE, closed toe shoes, and long pants will be worn in laboratory courses, where
specified.

E.

All lab coats are to be placed in a plastic bag when the student is through with clinic at
the end of the day; they are not to worn home. Lab coats are not to be worn other than
during clinics, labs, or outside rotations. Our requirements are that contaminated lab
coats cannot leave the Blakeslee Building unless wrapped in a bag. Contaminated lab
coats and scrubs are to be taken home for laundering and wrinkled scrubs or lab-coats are
not acceptable clinical attire. Scrubs can be worn to lunch (without the lab coat) only on
days when clinic is held for a 6-hour period. They are not to be worn while running
errands off-campus.
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F.

.I.

Shoes must be clean and have a closed toe and heel. Socks must be worn and be
clean.

Non-Clinic Attire
1. Street clothes are acceptable and should be in good taste.
2. Students will be sent home to change their attire if it is deemed
unprofessional and/or inappropriate by an instructor. Dress and
appearance should be that of a professional. Any dental hygiene instructor
who notes that the student has not assumed this responsibility will ask him/her
to make the appropriate changes. We expect that the students’ dress and
appearance will always be appropriate.
J.

Hair must be neat and arranged off the face. Ponytails and braids are permitted if
there is no chance that the hair will fall into the patient space or onto the front of
your lab coat. Hair that is braided or in a pony must stay behind your shoulders.
No large hair accessories will be used in restraining loose ends. Simple hair ties
are preferred. Scrub hats are permitted but must be treated as a lab coat. This
means they must be bagged and washed after every clinic. They may not be worn
out side of the clinic.

K.

Fingernails must always be clean and neatly trimmed. When your hands are held up
toward the light with palms toward you, the nails are not to be seen beyond the end
of the fingers. NO fingernail polish will be worn while in uniform.

L.

Hands must be free of all objectionable odors. The smell of tobacco is offensive
to many patients, and you must take care to see that all odor including tobacco is
absent from your hands and person.

M.

Make-up should be applied conservatively and be appropriate for daytime office
wear.

N.

No perfume or cologne is to be worn while you are in uniform. Fragrances,
especially patchouli, are not always pleasant to all patients.

O.

Small stud earrings may be worn in the earlobes only while in clinic attire.
Stud type earrings are acceptable, not larger than the earlobe; hoop earring in
upper part of ear is not acceptable. Bars, large or dangling earrings are
inappropriate. Nose, lip, tongue, eyebrow, or a neck piercings are not acceptable
in clinic attire.

P.

No rings will be worn, with the exception of a plain band.
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Q.

Personal Hygiene
1. A dental hygiene student is expected to pay meticulous attention to the details
of grooming and personal hygiene.
2. In addition to such basic points of daily bathing, use of antiperspirant, regular
shampooing of hair and wearing freshly laundered scrubs. Care should be
taken to avoid strong foods and excessive smoking, which can cause
malodorous breath and hands.
3. If an offensive odor is detected, it will be reflected negatively on the student's
professionalism grade and may result in clinician being declared impaired.
4. Teeth must be kept clean. You will work only inches away from your
patient's nose, and you must take every precaution to avoid halitosis. Brush
after every meal and floss daily. Instructions to patients for oral hygiene will
be meaningless if YOUR personal oral hygiene is neglected.
5. Immediate attention should be given to any needed dental work. The
appearance of your teeth is indicative of your own health values and a factor
in counseling patients.

Violations of the Student Dress Code Policy will be noted on the student’s clinic day sheet or
within the appropriate class.
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GENERAL RULES AND REGULATIONS AND ACADEMIC POLICIES
I.

II.

General Rules
A.

Each student's Rangely address and telephone number are to be reported to the
Administrative Assistant at the beginning of each semester. Any changes must be
reported immediately.

B.

Students are expected to maintain a CNCC mail box (located next to the Bookstore in
the Weiss Activity Center). The Dental Hygiene Department will not handle personal
mail (it will be returned to sender). Students must also utilize a CNCC student e-mail
account.

C.

Only emergency phone calls will be referred to students during class or clinic, and only if
a FERPA form is on file in the Registrars office. Use of cell phones during class times
is prohibited; cell phones must be turned off during classes.

D.

Smoking is not permitted in or around the Blakeslee Building, or at any location while
in clinic attire.

E.

Use of gum, mints, or candies does not reflect professional behavior and is not permitted
in clinic or while on duty. No food or drink is allowed in the clinic suites. An
infraction of this rule will be reflected on the professionalism grade.

F.

A student should not enter an instructor’s or staff person’s office without permission.
Please extend the courtesy of knocking first.

G.

All books, purses, coats and personal items should not be brought into clinic. Lockers are
available for these items and should be kept locked at all times to prevent theft. Locker
combinations or duplicate keys must be given to the Clinic Manager at the time of
locker assignment.

Attendance Regulations
A.

Students are expected to be on time. If the instructor is more than 5 minutes late,
the class president will check with the Program Director and the DH Program
Administrative Assistant before dismissing class- the class will be made up at a
later date.

B.

If you are unable to attend a class, email and call the instructor of the class or the clinic
coordinator. If the student cannot make a rotation, email clinic coordinator and call
administrative assistant by 8:00 a.m. Refer to class syllabus for further details.

C.

If any student does not show up for a patient or assigned duty, the person on
floater duty will cover for the absent student. The lab duty assistant will assume
both lab assistant and floater duties.
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D.

A record of attendance will be kept by all faculty members, and individual
instructors will outline their attendance policies.

E.

All clinics when patients are assigned by the department and outside rotations are
MANDATORY; no excused absences.
F. Clinical attendance policy. Students are to be in attendance in clinic except for
extenuating circumstances and that a zero for the day will be issued when a student is not
adhering to the policy described herein.

Attendance policy
Our accrediting body, CODA mandates how many hours you must spend in the clinic to be
eligible for graduation. With this in mind, our attendance policy is as follows. This will be the
same for didactic courses. For specifics, see the course syllabi.






1st absence – if planned must have the ‘absence request form’ completed and placed in
EACH course dropbox. The form can be found on D2L in each course.
2nd absence – the absence request form is required and a staffing will be held.
3rd absence – the absence request from is required and a critical incident will be given for
lack of professionalism and a 5% drop in your overall grade.
4th absence – the absence request form is required, a critical incident will be given for
lack of professionalism and an additional 10% drop in your overall grade.
5th absence – dismissal from the program.

Few reasons will not require the above action, including, but not limited to funeral, a medically
documented contagious illness etc. If you miss class or clinic for an excused reason and later
have an unexcused reason, you will automatically advance in the absence sequence. For
example, if you miss 2 days for illness, and later miss a day for an unexcused reason, it will be
considered your 3rd absence.
If you miss a didactic class, it is your responsibility to get the missed information from fellow
students. Everything discussed in class is your responsibility to learn on your own. In most
class’s power point are posted on D2L. If you feel you need further assistance please schedule
office hours with your instructor. As a reminder all office hours are in 15 min. increments.
There will be NO absences during finals. This includes didactic finals, clinic, radiology or
anesthesia. There will be NO absences during Daybook audits. If you miss a final or a daybook
audit, you will receive a zero. This MAY lead you to failing the course, in which case you will
be dismissed from the program.
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Any absence, critical incident, unprofessional behavior or act towards faculty, staff or a fellow
student, will prevent you from earning any extra credit in a course or awards at the end of the
year.
Mandatory attendance events: Events such as CNCC science symposium, tooth skits,
grad panel, campus speaking events, 1st year orientation, etc. may be designated as
mandatory attendance events for either 1st or 2nd year classes or both, depending on
schedule. At instructor discretion, all material at such events are fair game as content for
exams or a research project may be designated as an acceptable alternate activity.
Verification of attendance may also be required by day sheet or other drop-box
submission. Non-attendees will get a zero for the day in a designated lecture or clinic
class unless extenuating circumstances occur as described above. Attendance of RMDC
and COMOM are strongly recommended.
Event Participation: Students who agree to participate in any event such as a health
fair, “taste of college”, tour guide, tutoring, etc. as a representative of CNCC will receive
a Critical Incident Report for failing to participate without extenuating circumstances.
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Absence # _____

Absence Request Form
I __________________ request to be absent on ____________ for the following
reason(s):__________________________________________________________
__________________________________________________________________
__________________________________________________________________
__________________________________________________________________
__________________________________________________________________

Student signature ____________________

Approved by:
Clinic Coordinator signature ____________________
Program Director signature _____________________

(revised 8.14.2019)
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IV.

Academic Policy
A. Any student who receives an “F” in any didactic DH program course will be
dismissed from the Dental Hygiene Program. The student does retain all rights of
appeal and due process as guaranteed in the college handbook.
B. See Remediation/Termination Policy for clinical courses (Clinic I, I-A, II, III).
C. Failure of any first semester course will result in termination from the program.
D. If at any time during the school year, a student’s work is not progressing,
satisfactorily, it is the student's responsibility to consult with the instructor and/or
his/her academic advisor.
E. Cheating is a serious offense. If a student cheats, a zero will be assigned for that
test/assignment, a Critical Incident Report will be issued, and the student will be put
on academic probation. A second offense will result in dismissal from the Dental
Hygiene program.
F. Course Grading Policy. In all dental hygiene courses, when grading assignments, tests,
quizzes, etc., grades will be calculated as follows: each graded activity will be awarded a
grade computed to the nearest 1/10th decimal; grades will not be rounded up or down. For
example, if the student receives 89.6% on a test, the grade recorded will be 89.6%, and not
rounded up to 90%. Similarly, if the grade received is 89.3%, the grade recorded will be
89.3%, and not rounded down to 89%. However, at the end of each course, as the course
grade is calculated, the final grade will be rounded up or down accordingly. For example, if
the student receives 92.6%, the grade will be rounded up to 93% and the student will receive
an A instead of a B. On the other hand, if the grade is calculated to be 84.4%, that score is
not eligible to be rounded up to 85%, which would be a B; the grade earned will be a C.

V.

Clinic Rules and Regulations
A.

During all intraoral patient treatment, a facemask, gloves, and eyeglasses with
sideshields are MANDATORY. All patients are to wear protective eye wear (or
their own glasses) while treatment is being rendered except during the exposure of
radiographs.

B.

No student will be excused from an assigned duty to take a patient unless
permission has been secured from the Clinic Coordinator.

C.

No student may refuse to see a patient unless permission has been secured from
the Clinic Coordinator.

D.

Only those instruments approved by the clinic coordinators may be used.
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VI.

E.

The students must be ready for checkout 15 minutes before the appointment ends.
All patients must be dismissed from the clinic by the appointed time.

F.

Students in Clinic III will be allowed to start with a Class O patient without a
check-in, but the instructors must first review and approve the medical history.

G.

The first-year students will have deadlines for completion of all process evaluations.

H.

Dental hygiene students may begin to set up their units 30 minutes before the
official clinic time. This will require the wearing of full clinic attire.

I.

Patients may NOT be brought into the clinic before the official clinic time, or if a
clinic instructor is not on the clinic floor.

J.

Instrumentation Process Evaluations for Clinic I-A, II, and III must be performed
on a CNCC Class II or above patient.

K.

Clearance from the Clinic Coordinator is required to study while on a Duty
rotation. Studying on duty when work needs to be accomplished will result in a
negative grade on the professionalism component of the student’s day sheet.

Clinic Records
A.

NEVER keep any clinic records, including radiographs, in your backpack, locker
or room. Records are NOT to leave the Blakeslee Building.

B.

The student is not allowed to work on any patient without a patient record.

C.

Clinical records are PRIVATE and CONFIDENTIAL. They are the property of
the Dental Hygiene Program.

D.

Transmission of Radiographs
RULES for Transmission of PPI (PROTECTED PATIENT INFORMATION)
Send j-pegs that do not have specific patient identifiers- That means NO NAMES
Use patient’s initials or if the treatment was done here, use date x-rays were taken as
identifier. Only use the Clinic e-mail address of dh.reception@cncc.edu and follow the
protocol posted in reception and clinic for transferring and e-mailing radiographs
DO NOT DOWNLOAD ANY WEB-PAGES OR OPEN ANY SPAM EVER Through
this e-mail address. If someone is sending us radiographs, verify by phone, fax, or
verbally before opening an attachment.

45

Revised 10.01.2019

PATIENTS’ BASIC RECORDS, PROCEDURES, AND FEES
I.

II.

General Information
A.

Explanations for records which are lost must be made to the Program
Director. The responsibility rests with the student who put the patient
information into Dentrix.

B.

Records are to be completed and information updated each time a patient
returns to the clinic. All forms must be completely filled out.

D.

ALL positive responses on a patient's Medical Questionnaire requires
documentation and response in the clinical note of the patients chart.

New Patient--NP
A.

A new patient is one who has never had treatment in the CNCC Clinic
before. NO RECORD will exist for this patient.

B.

Obtaining records for a NEW PATIENT.

C.

1.

AFTER the patient has arrived, the receptionist will set the Family
File in Dentrix.

2.

DO NOT FILL in a new Family File before the patient arrives. If the
patient is unable to come, the Family File will be deleted on Dentrix
through the Administrative Assistant.

Records Required and Procedure for a New Patient.
1.

The Receptionist will have the New Patient read and sign the Patient
Bill of Rights, and Consent/Release Form. The Receptionist will scan
it into Dentrix to become part of the new patient’s record.
Clinical Notes:
a.

Complete the Medical Questionnaire. For patients under 18
years of age, the Child Medical History form must be
completed and the Parental Consent/Release signed before the
child can be seated in the clinic. The form will scanned into
Dentrix and the Medical History sent into the clinic for the
student hygienist to review with the patient.
THE CHILD MEDICAL HISTORY MUST BE SIGNED BY A
PARENT OR GUARDIAN BEFORE SERVICES CAN BE
RENDERED.
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b. Complete the Prescriptions. List any medications that the patient is
using. These medications should also be put on a Patient Alert for the
Patient Chart screen.
c. Complete the Extra/Intra Oral Exam. This includes a soft tissue exam,
hard tissue exam, oral pathology and dental charting.
d. Complete the Patient Classification of the patient, according to the
point system.
e. Complete a Treatment Plan.
f. Complete Patient Education. Patient Education complete as indicated
by patient’s needs.
g. Recommendations.
h. Prepare a Radiology Interpretation Sheet, if radiographs are indicated.
j.
III.

Clinic Day Sheet.

Patient with a Chart--RC (Recall)
A.

A patient with a chart will have received treatment in the CNCC
clinic before. A Dentrix Family file WILL EXIST for this patient.

B.

Patient with a record--RC

C.

1.

The patient’s Family File will be updated by the student receptionist when
your patient has arrived for the appointment.

2.

If the patient has not been treated for (5 years), the patient information
will be archived on Dentrix. If this is the case, return the patient to
active 3 status, and treat the patient as described for a NEW
PATIENT--NP.

Records Required and Procedures for a Patient with a Chart--RC
1.

Review all Medical and dental information on the medical questionnaire.

2.

The medical questionnaire must be updated at each appt. Changes are
noted in the medical questionnaire along with the current clinical notes of
the patient’s chart. .

.
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IV.

V.

Reappoint Patient--RA
A.

Many NP or RC patients need more than one appointment, especially if they are
classified as Class III or IV. These patients are defined as REAPPOINT patients-RA. Return visits are at no charge.

B.

Reappoint Patient.
1.

UPDATE Medical Questionnaire by interviewing the patient of any changes,
which have occurred and noting changes in questionnaire form and
clinical note. Sign medical questionnaire to complete the record.

2.

UPDATE the E/I Exam. Examine areas previously treated, writing an
evaluation of tissue response.

1.

Review and revise, if necessary, the original treatment plan, which should
be on the treatment planner.

4.

Radiology Interpretation Sheet, if radiographs are indicated.

5.

Clinic day sheet

School District Patients
A.

Dental Hygiene students will see school children free of charge. School children
are classified as any GROUP of children brought up to our clinic by the School
District, and the Home School Association in the Rangely – Dinosaur area. Any
other child must pay the recall fee.

B.

Obtaining Records for School Children.
1. School children will be either New Patients (NP) or patients with a Record
(RC).
2. When the children arrive, the patient’s Child Medical History will be given to
you by the student receptionist. The file should contain a CURRENT
CONSENT/RELEASE FORM/MEDICAL HEALTH QUESTIONNAIRE
completed and signed by the parent or guardian of the child.
a. Review the form for the services requested by the parent or guardian.
b. NO TREATMENT can begin if the form is not completed and signed.

C.

Records Required and Procedure for School Children.
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1.

Review the Consent/Release Form/Medical History. NOTE: Blood
pressure, pulse and respiration readings are taken on all patients, including
children, unless waived by the rotation instructor.

2.

Complete the Extra/Intra Oral Exam. This includes a soft tissue exam,
hard tissue exam, oral pathology and dental charting.

3.

Radiology Interpretation Sheet, if radiographs are indicated.

4.

Complete the Parent Report Letter Form then is given to the student
receptionist where it is scanned into the child’s patient record at the end of
the appointment, then mailed to the parent.

5.

VI.

VII.

Clinic Day Sheet.

Check-in for All Patients.
A.

When ALL of the records and required procedures have been completed, you are
ready to be checked-in by an instructor.

B.

For a check-in, notify your instructor that you are ready.

C.

After inspecting the records and the patient, the instructor will give approval to
move forward in the appointment. The following is part of check-in.
1. Medical History
2. Anes/Nitrous
3. Extra/Intra Oral Exam
4. Treatment Planner
5. Patient Classification
6. Informed Consent Form
7. Radiology Interpretation Sheet, if used

Check-Out for All Patients
A.

All records must be completed prior to check-out or the instructor will not sign
them and will make the appropriate deduction in the daily clinic evaluation.

B.

Before you check-out:
1.

Post the procedures for the day, listing all services completed at this
appointment and all information pertinent to the progress of the patient.
NOTE: Cooperation or lack of it by the patient IS a part of the clinic
record and is required. Complete the Services Rendered in the clinical note
section of the patient’s chart. Using the appropriate CNCC abbreviations.
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a. Procedures performed
b. Radiographs--FMX/BWX/PA/PAN--number of films plus the number
of retakes exposed
c. Lesions--who checked and determination/recommendation made
d. Topical/local anesthesia--type and amount administered
e. Fluoride tray with gel treatment-- NaF; Varnish 5% NaF
f. Standard postoperative instructions given to
patient
g. Refusal of any procedures by the patient
h. Patient education/instruction
i. If a reappoint or recall is necessary.
C.

Notify your instructor that you are ready for check-out.

VIII. Appointments
A.

It is the student's responsibility to obtain his/her own patients. The
receptionist or administrative assistant will assist, time permitting.

B.

Personal Appointment Book and Internet patient recruitment
policies
1.

An accurately kept appointment book is indispensable. The student should
record all assignments, clinics, holidays, examinations and the like so that
these will not conflict with patient appointments.

2.

Be sure that every appointment made IS RECORDED in the Dentrix
appointment screen to avoid double-booking.

3.

In the interest of maintaining the patient/therapist relationship, students are
strongly encouraged to track and follow-up on the recall interval of all
patients that they initiated care on. ALL patients that are due for recall
during a specific month shall be scheduled with and/or by the student that
initiated care.

4. Use of the internet for patient recruitment by CNCC Dental Hygiene
students. Internet websites, blogs, social networks, listing services, and
linking services can essentially be divided into 2 categories: general access
and limited access. General access means that anyone on the internet can see
the posting. Limited access means that they cannot be accessed by the
general public because there is a “gateway” in place which cannot ordinarily
be crossed without the specific consent of the individual doing the posting.
However, students who post personal information on limited access sites
should be aware that there is no such thing as true privacy on the internet.
Therefore we encourage all students to minimize the posting of personal
information on any internet site. Only post the clinic phone number, which is
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970-675-3250. For those who post on limited access sites such as facebook,
linkedin, or similar sites, we advise that you not allow access to anyone with
whom you are not familiar.
a. Using limited access sites to help in scheduling friends for dental
appointments is acceptable for CNCC students, but all appointments
should be made through the regular clinic appointment desk using the
general phone number. Students who are double-booked as a result of
violating this policy will receive a Critical Incident Report as it is an
extreme discourtesy to the patient who has been scheduled properly.
b. All postings relating to CNCC dental hygiene care made to general
access sites such as personal websites, craigslist, or e-bay must be
approved by the program director as they fall into the category of
advertising, which is governed by the Colorado State Dental Practice
Act. Students who do not receive approval prior to posting will
receive a Critical Incident Report. Specific regulatory emphasis is
focused on unsubstantiated claims and testimonials and such claims
must not be posted in the advertising.
c. Payment in exchange for persons to become CNCC or Board patients
is strongly discouraged and students doing so must specifically state
that such offers are by the student and not by CNCC. To make such
offers to a CNCC clinic patient diminishes the value of the service
provided and students should remember that all CNCC patients
already receive a substantial discount in exchange for their enrichment
of student education. Board patients represent a special circumstance
where recompense for the patient’s travel, lodging, etc. may be
appropriate, but a specific payment just to be a patient is still
discouraged. Additionally, students making such offers must reference
a specific non-CNCC e-mail address through which the prospective
patient may contact the student. If posted on the internet, the initial
payment offer shall not contain the last name of the student nor any
phone number. Using the e-mail response, the student may contract
with the patient, but it is the student’s responsibility to ensure that any
such agreements be in compliance with Colorado dental regulations.
The appointment may then be made using the regular clinic scheduling
protocol. Failure to adhere to this policy shall result in a Critical
Incident Report. There is also excellent information regarding patient
locator services for Board exams posted in the clinic and students
should be reference this notice before contacting such services.
5.

Patient Theft:
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C.

a.

Defined: Patient theft (or “poaching”) occurs when a student
schedules a patient for their own schedule whose care had been
initiated by someone else.

b.

Patient theft also occurs when a student schedules a patient that has
called in for an appointment and does not verify through records or
inquiry with the patient that treatment was not in progress or
initiated by another student.

c.

Any student participating in patient theft will receive a Critical
Incident Report.

Dentrix Appointment Screen
1.

All entries need to be accurate on the computer; the information must be
completed as required.

2.

Dentrix is available to the students at the reception desk or instructor work
stations during normal working hours.

3.

Only the person on reception duty will make appointments during
the clinic sessions.
a.
b.
c.

Enter the appointment in the Dentrix Appointment screen.
Student making the appt. should make a note on the appt.
when and who made the appt.
Have the student enter the appointment in their personal
appointment book.

4.

A canceled appointment is deleted from the appointment screen WHEN it
is cancelled.

5.

A student who anticipates the need to HOLD an appointment time open
for a patient he/she expects to see should enter a “STUDENT HOLD" in
the appropriate space in the Dentrix Appointment screen. As soon as the
appointment is confirmed with the patient, the student must fill in the
space with all of the necessary information. NO ONE but the student who
wrote the “STUDENT HOLD" may fill it with another patient.

6.

Double appointments--occasionally, it is necessary to work on one patient
for two appointment sessions in one day. This is not the ideal situation
since it is tiring for both the student and the patient. Conditions that
warrant a double appointment include:
a.

Patient on premedication.
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b.
c.

Patient requests to stay due to personal schedule.
Medical reason warrants that all treatment be performed in one
visit.

To ensure a double appointment, the student must enter the patient's name
and all pertinent information in both clinic sessions. DO NOT USE THE
"HOLD" FOR THIS PURPOSE.

IX.

7.

A student may receive a call-in appointment if their slot is the next empty
appointment as the receptionist travels down the list. ALL STUDENTS
ARE REQUIRED AND OBLIGATED TO SEE ALL PATIENTS WHO
HAVE BEEN APPOINTED TO THEM.

8.

The student may elect to not attend a clinical session. This must be cleared
with the Clinic Coordinator in advance. If so, they are to place
“STUDENT HOLD” in their slot. However, they may not book out of a
clinical session for which they have been assigned a patient such as a Rifle
rotation or a School District rotation. Booking out is also not an option on
days that a student is scheduled for duty, Reception/Assistant, and
Laboratory Technician/ClinicFloater. Please see Attendance Policy on
page 38.

9.

In an emergency situation if a student will not be able to be in clinic or on
a rotation, notification must be given to the appropriate Clinic
Coordinator. Students may “trade” clinic days only upon approval by
their clinic coordinator. No trades are allowed to avoid a particular duty
or rotation. All students are expected to gain clinical experiences by
participating in all duties and rotations.

Broken Appointments/Late Cancellations/Close-Outs
A.

All late cancellations and broken appointments are to be posted to the patient's
Ledger and on the Clinic Daysheet Evaluation for that clinic session. After
making the appropriate entries, have an instructor sign the patient's record.

B.

Late cancellations are appointments that are cancelled the day of the appointment.
A brief explanation for the cancellation should be noted in the Clinical Note when
posting the cancellation and in the patient's file. EXAMPLE: cancelled/car
trouble.

C.

A No Show is one for which the patient fails to attend. CALL the patient to
follow up on the reason for the broken appointment and enter into the patient's
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clinical note, and Clinic Daysheet Evaluation. Have an instructor sign the
patient's clinical note.
Families may schedule for the same day. Emphasis must be made as to the
seriousness of their canceling late or not showing as it would affect several
students adversely. No family may be rescheduled for that same semester if the
family has cancelled or not showed without special permission by the Clinic
Coordinator. They may reschedule for the following semester.
D.

X.

A Close-Out is a patient that the school refuses to treat. The policy of the school
is to refuse any further treatment to a patient who has broken TWO appointments
and not made an attempt to notify the student. The patient must have been
warned of this policy after breaking the first appointment, and the student must
have documented the warning in the patient's record. An additional category
would be a patient who is uncooperative, belligerent, or who has dental and/or
medical conditions outside the purview of normal dental hygiene care. In such
cases the departmental coordinator, the clinic coordinator, or the clinic dentist
shall inform the patient of the situation as well as offer a referral for ongoing care.
1.

A close-out also applies to any patient who cannot return for completion
of treatment regardless of the circumstances. EXAMPLE: Patient is
moving out of town.

2.

An instructor must verify any close-out and initial the patient's clinical
notes.

Telephone
A.

Students are expected to answer the reception phone in the Dental Hygiene
Department. Please be courteous at all times.

C.

Students are not to use the reception telephone for personal calls.

D.

Students are not to use any computers for personal business. Computers are
available in the library to check and send email or to use the internet.

E.

Students may use the reception desk telephone to confirm appointments.

F.

When using the telephone, make future appointments definite. Repeat at least
twice: the day, date and time of the appointment to the patient.

G.

Impress upon the patient that appointments must be met punctually and that the
clinic should be notified at least 24 hours in advance if an appointment cannot be
kept.
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XI.

Clinic Service Fees and Collection.
A.

The Dental Hygiene Department charges:
CHILD New Patient/Recall
(Children not in school program (4 to 17 years of age)
+55 New Patient/Recall (over 55 years old)
ADULT New Patient/Recall (18 to 54 years of age)

$10.00
$10.00
$25.00

All services are included
Anyone receiving the following is charged:
SADHA Bleaching Strips
$45.00

B.

Our services are free to:
 Clinic I only, when accompanied by the representative of the school.
o Rangely Schools, Meeker 3rd graders, Maybell Elementary, and
Dinosaur Charter.
 CNCC full-time and part-time employees and CNCC full time students.
 Immediate families of DH students: spouse, parents, children, & siblings.
 Happy Visits for children 3 and under.
 CO Medicaid recipients with appropriate documentation.
 Local H.S. or CNCC Athletes desiring Mouthguards.
C.

The fee MUST be collected at the beginning of the first appointment. No patient
may be rescheduled if his or her account is not current.
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RIFLE CORRECTIONAL POLICY
Dental and lay communities in this and other states comment on the advanced clinical
abilities of the dental hygiene graduates of CNCC. These clinical skills came about not
only because of the student’s commitment to learn and to work hard, but also because of
CNCC’s position to offer the student unique patient experiences.
The rotation that the dental hygiene program has established with the Rifle Correctional
Facility offers each student an immeasurable learning experience by consistently
providing periodontally involved patients. Many different and varied clinical tasks are
performed on these patients. These services benefit both the patient and the student.
Because the dental hygiene program does not want this valuable rotation jeopardized and
because the faculty and staff are concerned about safety and well-being of the student, the
following rules and regulations will be in effect during any clinical session in which
inmates from the Rifle Correctional Center are being treated:
*1.

Patient confidentiality is to be maintained at all times. Information is shared only
on a need to know basis.

*2.

You will refrain from any unnecessary conversation or contact with the inmates.
This includes information about yourself or any other individual (students,
faculty, or staff).

*3.

You will not disclose your last name, address (including hometown), marital
status, age or other specific data.

4.

You will use your DH student number only on all treatment and patient forms.

*5.

You are to turn in any and all correspondence received from an inmate to a dental
hygiene faculty member. You are not to keep any material whatsoever.

*6.

You are not to correspond in any fashion with any inmate at the Rifle address or
any address.

*7.

You will not make any unauthorized visits to the Rifle Correctional Center or visit
with any inmate while such inmate is involved in a work release program, or visit
any inmate who is incarcerated in any other facility.

*8.

You will not direct another person, on your behalf, to correspond with or visit
with an inmate in any fashion.

*9.

You will not perform any errand or task requested by an inmate (i.e. mailing a
letter or making a phone call).
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*10.

You will immediately notify a faculty member if you are related to or have any
previous interaction with any inmate so that appropriate clinical assignments can
be made.

11.

Students will count their instruments before the Rifle inmates are seated and after
they are dismissed from their chairs.

*12.

Any inmate attempting to obtain information from the student should be reported
to the faculty and correctional officer in charge.

*13.

Any inmate who is discourteous or suggestive in a disrespectful manner should be
reported to the faculty and correctional officer in charge.

14.

NO oral hygiene aid may be given to an inmate. We will provide them with a
toothbrush to demonstrate proper brushing technique. This brush is to be
discarded immediately after demonstration. Inmates are NOT to take the
toothbrush home.

15.

Do not ask why an inmate is in prison.

16.

Any questions or comments should be addressed to the correctional officer
accompanying the inmates.

17.

English is the only language to be spoken to Rifle inmates.

ANY VIOLATION OF THE RIFLE CORRECTIONAL POLICY COULD RESULT
IN IMMEDIATE DISMISSAL FROM THE PROGRAM.
*= IMMEDIATE TERMINATION OF THE APPOINTMENT
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PROTOCOL FOR MEDICALLY COMPROMISED PATIENTS
PRE-MEDICATE

NO TREATMENT
POSSIBLE REFERRAL TO PHYSICIAN

• Cardiac or other organ transplants
• History of Bacterial Endocarditis
• Prosthetic/artificial heart valves
• Serious congenital heart conditions
Non & incompletely repaired Cyanotic
Completely repaired Cyanotic (6mths)
Repaired CHC with residual defect
• Artificial joint replacement only if
complications post op or Dr. orders

• Heart attack within past 6 months
• Hypertension (ASA IIIb or IV):
SBP*>179 or DBP* of >109
• Current Radiation therapy
• Stroke within past 6 months
• Uncontrolled asthma
• Uncontrolled diabetes
• Uncontrolled thyroid disease
• Tuberculosis if active and not currently
taking medication.

CONSULTATION WITH INSTRUCTOR

IMMEDIATE CONSULTATION WITH
CLINIC DENTIST
• Chemotherapy
Spina Bifida w/ catheter or shunt
• Dialysis with physician consultation
• Heart disease or history of heart attack
• Hemophilia
• I. C. Defibulator (implanted)
• Liver disease
• high blood pressure 140/90
• Angina pectoris
• Stroke or MI after 6 months
• Low blood pressure < 90/50
Radiation therapy to head or neck, whether
current or prior
• Epilepsy or seizures
Prior positive TB test
In-dwelling port or venous catheter

MAY NEED FURTHER CONSULT WITH CLINIC DENTIST

• Antibiotic premed. regimen questionable
• Arthritis or rheumatism
• Asthma, hay fever, sinusitis, allergies, etc.
• Bruise easily
• Controlled or questionable diabetes
• Emphysema
• Fainting or dizzy spells
• Glaucoma
• Heart surgery
• Herpetic lesions
• Liver Diseases
• Local anesthetic allergy/complications/
nervousness
• Persistent cough
• Pregnancy
• Prehypertension:
SBP*120-139 or DBP* 80- 89
• Hypertension:
SBP*140-179 or DBP* 90-109
• Spinal Fusion with metal rods
• Steroid therapy-rule of 2s
• Stroke after 6 months
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CNCC Standard Abbreviations
Abr
Abrasion
Adj
Adjustment
Amal
Amalgam
Anes
Anesthetic
Ant
Anterior
Appt
Appointment
ASA
Asprin (acetylsalicylic acid)
ASx
Asymptomatic
B
Buccal
Bid
Twice a day
BOP
Bleeding on probing
BP
Blood pressure
BWX
Bitewing x-ray(s)
c
with
CA
Carcinoma (cancer)
CAL
Clinical attachment level (or loss)
Calc
Calculus
CC
Chief complaint
Cem
Cement, cementation
C/O
Complains of; complaint of
Comp
Composite
Crn
Crown
D
Distal
DA
Dental Assistant
D/C
Discontinue
DDS, DMD Dentist
DDx
Dental Diagnosis;
Differential Diagnosis
Decid
Deciduous
Demo
Demonstrate
Dev
Develop
DH, RDH
Dental Hygienist;
Registered Dental Hygienist
DHDX
Dental Hygiene Diagnosis
Dtr
Denture
Dx
Diagnosis
Emerg
Emergency
Epi
Epinephrine
Equil
Equilibration
Eval
Evaluation
Exam
Exp
Ext
F

Examination
Exposure
Extraction
Facial

FPD
Fx
Gen
Ging
Hx
I
I&D
IAG
Inf
Infl
Inj
Irrig
L
L
Loc
LL
LR
M
Mand
Max
Med

Fixed partial denture
Fracture
Generalized
Gingiva, gingival
History
Incisal
Incision & drainage
Inadequate attached gingiva
Infected
Inflammation
Injection
Irrigation
Left
Lingual
Localized
Lower left
Lower right
Mesial
Mandible, mandibular
Maxilla, maxillary
Medicine, medicate

Med Hx

Medical history

MGI
MGP
Mod
Neg
N/S

Mucogingival involvement
Mucogingival problem
Moderate
Negative
No show

NV
NUG
O, Occ
OH

Next Visit
Necrotizing ulcerative gingivitis
Occlusal, occlusion
Oral hygiene

OHI
PA
Pano
Plq
PFM
Post op
Post op
instr
Premed
Pt
Pt Ed
Px

Oral hygiene instruction
Periapical
Panographic x-ray
Plaque
Porcelain fused to metal
Post-operative
Post-operative instructions
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Fl
FLD, FUD
FMP
FMX

Fluoride
Full lower denture;
Full upper denture
Full mouth probing
Full mouth x-rays

RCT
s
Sext
Slt
SSC
Sub
Surg
Sx

Root canal treatment
Without
Sextant
Slight
Stainless steel crown
Subgingival
Surgery, surgical
Symptom(s)

TB
Temp
Tx
UL
UR
x

Toothbrush
Temporary
Treatment, therapy
Upper left
Upper right
times

Quad
R

Quadrant
Right

RA
RC

Reappoint
Recall

♀

Female

♂
↑
↓

Male
Upper
Lower

BB
GP
IA

LOCAL ANESTHESIA
ABBREVIATIONS
Buccal Block
Greater Palatine
Inferior Alveolar

IO

Infraorbital

MSA
MI
NP
PSA

Middle Superior Alveolar
Mental Incisive
Nasopalatine
Posterior Superior Alveolar
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COLORADO
NORTHWESTERN
COMMUNITY COLLEGE
DENTAL HYGIENE

PROGRAM MANUAL
Section II:
Requirements and Clinic Evaluation
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CLINIC REQUIREMENTS
Each procedure that is performed by the dental hygiene student is evaluated. These procedures
will be specific to Preclinic, Clinic I, Clinic I-A, Clinic II, and Clinic III.
I.

Pre-clinic
The student will be required to satisfactorily complete and demonstrate basic dental
hygiene skills on a student partner in Preclinic Dental Hygiene Laboratory in order to
advance to Clinic I. During Preclinic, only manikins and student partners will be used for
laboratory practice, competencies, and process evaluation procedures.

II.

Clinic I, I-A, II, and III
A.

Students will be required to meet all the requirements outlined for each individual clinic.
(See Clinic Requirements Certification on pages 67-70)

B.

Definitions:
1.

Objective:
The objectives given at the beginning of each procedure define the procedure
which must be mastered by the student.

2.

Performance Criteria:
The performance criteria are derived directly from the objectives given for each
procedure or from the criteria outlined in the applicable Process Evaluation.

3.

Summative Evaluation Criteria:
The student will be evaluated on an acceptable (5), improvable (3) or
unacceptable (0) basis. Both "5" and "3" are passing. All evaluations must be
performed by an instructor.

4.

Clinic Requirements:
The clinical requirements project the minimum number of learning experiences
needed to obtain, maintain and improve proficiency in the performance of
procedures and techniques that are the basis of dental hygiene practice.

5.

Competency:
In addition to the minimum number of requirements, each procedure has been
assigned a minimal competency level. This is indicated by the number of times
one must consecutively execute the procedure at an acceptable or improvable
level. When an instructor notes that you are consistently falling below a
competency level in any area in which you have previously demonstrated
competency, you will be asked to re-process on that evaluation. Mastery can be
regained by successfully passing a process evaluation. However on a re-test the
highest you may receive is a 75%.
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6.

III.

Eligibility for Graduation:
All Clinical and Program requirements must be met prior to graduation. At the
completion of Clinic III, failure to have obtained the minimum clinic
requirements of all clinics and minimum performance levels will require that the
student not be eligible for graduation.

Procedure Guidelines
A.

To determine the evaluation criteria, minimum clinical requirements and performance
levels for each procedure, please see the appropriate forms:
1.
Evaluation: See Evaluation Criteria
2.
Clinical Requirements: See applicable Evaluation Record
3.
Performance Level: See applicable Evaluation Record

B.

PROCEDURE: MEDICAL HISTORY

C.

D.

1.

Objective:
Take, record and utilize the complete medical history using a combination of the
Patient Questionnaire form and interview techniques.

2.

Performance Criteria:
100% of the time the student will follow criteria as outlined in the Process
Evaluation: "Performing and Recording Medical History and Recording
Extraoral/Intraoral Exam". Any life threatening error will result in a "0".
(Example: Failure to properly record allergic reactions, need to premedicate, or
obtaining a blood pressure clearance.)

PROCEDURE: EXTRAORAL/INTRAORAL EXAM
1.

Objective:
Perform an extraoral/intraoral inspection using visual and tactile examination
methods. Recording existing conditions with minimum patient discomfort.
Note: The medical history must be cleared before the Extraoral/Intraoral exam can
be started.

2.

Performance Criteria:
100% of the time the student will follow criteria as outlined in the Process
Evaluation: “Performing and Recording Medical History and Recording
Extraoral/Intraoral Exam".

PROCEDURE: DENTAL CHARTING
1.

Objective:
Examine dentition for existing conditions using visual, tactile and radiographic
methods when available, and chart conditions in patient's record.
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2.

E.

F.

G.

Performance Criteria:
100% of the time, the student will follow criteria as outlined in the Process
Evaluation: "Performing and Recording Medical History and Recording
Extraoral/Intraoral Exam".

PROCEDURE: PERIODONTAL EVALUATION
1.

Objective:
Examine periodontium for existing conditions using visual, tactile, and
radiographic methods; chart conditions on Periodontal Charting Form.

2.

Performance Criteria:
100% of the time, the student will examine and record all conditions affecting
periodontal health as presented in preclinic, including:
A. areas of gingival recession or exuberance
B. mucogingival junction problems
C. sulcus depths
D. open contacts
E. mobility
F. furcation involvements
G. suppuration
H. bleeding on probing

PROCEDURE: TREATMENT PLAN
1.

Objective:
Prepare a treatment plan for patient care to ensure the best possible sequence of
preventive, educational and therapeutic procedures which will contribute to the
improvement of the patient's oral health in the shortest possible time.

2.

Performance Criteria:
100% of the time, the student will prepare a comprehensive dental hygiene
treatment plan for all patient classifications as outlined in the Process Evaluation:
“Treatment Planning”.

PROCEDURE: PERIODONTAL DEBRIDEMENT
1.

Objective:
Perform instrumentation on the tooth surface to the depth of the pocket to create a
root surface finish biocompatible with periodontal health with minimal tissue
trauma and discomfort to the patient.

2.

Performance Criteria:
100% of the time, the student will follow criteria as outlined in the Process
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Evaluation: "Supragingival and Subgingival Calculus Removal"

H.

I.

J.

K.

L.

PROCEDURE: CORONAL POLISHING
1.

Objective:
Polish the clinical crowns of the teeth to remove soft deposits and extrinsic stain
with minimal trauma to hard and soft tissue and minimal discomfort to the patient.

2.

Performance Criteria:
100% of the time, the student will follow criteria as outlined in the Process
Evaluation: "Coronal Polish".

PROCEDURE: FLUORIDE APPLICATION
1.

Objective:
Apply topical fluoride by the conventional tray method to clinical crowns of teeth
which will give the patient maximum caries protection with minimal discomfort
to the patient.

2.

Performance Criteria:
100% of the time, the student will follow criteria as outlined in the Process
Evaluation: "Fluoride Application".

PROCEDURE: ASEPTIC TECHNIQUE
1.

Objective:
Prevent disease transmission and eliminate cross-contamination in the dental
environment.

2.

Performance Criteria:
100% of the time, the student will follow the criteria as outlined in the Process
Evaluation: "Aseptic Technique".

PROCEDURE: INSTRUMENT SHARPENING
1.

Objective:
Maintain sharp instruments with correct shape and contour.

2.

Performance Criteria:
100% of the time, the student will follow criteria as outlined in the Process
Evaluation: "Instrument Sharpening".

PROCEDURE: DOCUMENTATION
1.

Objective:
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Prepare complete and accurate patient chart.
2.

Performance Criteria:
A. 100% of the time, the student will obtain and record all information
required for each aspect of the patient chart.
B. 100% of the time, the student will explain either verbally or demonstrate in
writing the procedure for updating each type of patient record.
C. 100% of the time, the student will evaluate the clinical note to
determine
that it is complete, accurate, using proper grammar, spelling, and accepted
CNCC abbreviations.

M.

N.

PROCEDURE: PROFESSIONALISM
1.

Objective:
Provide a pleasant environment for receiving patients and visitors and create an
atmosphere that will enhance the patient's opinion of faculty/staff/students at CNCC.

2.

Performance Criteria:
100% of the time, the student will follow the criteria as outlined in the Clinic
Manual under the following sections: "Personal Appearance Regulations" and
"Rules, Regulations, and Academic Policies".

PROCEDURE: PATIENT MANAGEMENT
1.

Objective:
Seat and prepare patient for dental procedures in such a way as to maximize
physical and psychological comfort.

2.

Performance Criteria:
100% to the time, the student will prepare for the patient by:
a.
b.
c.
d.
e.
f.
g.
h.
i.

removing all obstacles from the patient's pathway
positioning the dental chair to facilitate seating the
patient
having the patient's records and available radiographs ready for the
operator to review
asking patient to remove removable prosthetic appliances for
examination
asking patients to remove lipstick when indicated
supplying lubricant using aseptic technique for patient's lips if
desired
supplying mouth rinse for patient if desired
always have patient wear glasses or protective eye wear
communicating at patient's level of understanding
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j.
k.

O.

P.

Q.

R.

receiving, after patient treatment, positive patient
evaluation
meeting the time requirements of treatment planning

PROCEDURE: PATIENT/OPERATOR POSITIONING
1.

Objective:
Establish and maintain proper patient/operator positions which maximize comfort
and efficiency and minimize the potential for musculoskeletal injuries to the
operator.

2.

Performance Criteria:
100% of the time, the student will follow criteria as outlined in Preclinic.

PROCEDURE: PATIENT EDUCATION
1.

Objective:
Provide specific, personalized preventive care instructions and information
relevant to each patient's needs.

2.

Performance Criteria:
100% of the time, the student will follow criteria as outlined in the Process
Evaluation: "Patient Education/Plaque Control", DEH 116.

PROCEDURE: EXPOSURE OF RADIOGRAPHS
1.

Objective:
Expose and process radiographs with minimal potential hazards to the patient and
to self.

2.

Performance Criteria:
100% of the time, the student will follow criteria as outlined in the Process
Evaluations: "Exposure of Full Mouth Radiographic Survey" and "Exposure of
Panoramic Survey" and Rules and Regulations Regarding Ionizing Radiation.

3.

If there are any radiographic series requirements not met by the end of a particular
clinic, it can be fulfilled in the next clinic, but the passing competency will also be
at the next level competency. For example, if in Clinic II the student is unable to
complete a BWX series, it can be added to Clinic III requirements, but instead of
a Clinic II competency of 80%, it must be done at Clinic III 85%.

PROCEDURE: ASSIGNED DUTIES
1.

Objective:
Perform reception and lab duty using established criteria to provide experience in
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each of these areas.
2.

S.

U.

V.

W.

Performance Criteria:
100% of the time, the student will follow the criteria as outlined in the Process
Evaluation of each specific assigned duty.

PROCEDURE: NUTRITION COUNSELING
1.

Objective:
a.
Evaluate all patients for the need for nutrition counseling.
b.
Perform needed nutrition control counseling and/or make appropriate
referral.

2.

Performance Criteria:
100% of the time, patient evaluation and counseling will be performed according
to the procedure as presented in Prevention class and the Process Evaluation
"Nutrition Counseling Report".

PROCEDURE: PIT AND FISSURE SEALANTS
1.

Objective:
Adequately seal pit and fissures in caries susceptible teeth.

2.

Performance Criteria:
100% of the time, the student will follow the criteria as outlined in the Process
Evaluation: "Pit and Fissure Sealants".

PROCEDURE: ULTRASONIC SCALING
1.

Objective:
Remove deposits and/or stains with minimal tissue trauma, tooth surface
alteration and patient discomfort.

2.

Performance Criteria:
100% of the time, the student will follow the criteria as outlined in the
Process Evaluation: "Ultrasonic Scaling".

PROCEDURE: LOCAL ANESTHESIA
1.

Objective:
Obtain adequate anesthesia for clinical procedures.

2.

Performance Criteria:
100% of the time, the student will follow criteria as outlined in the Process
Evaluation "Administration of Local Anesthetic".
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X.

PROCEDURE: NITROUS OXIDE/OXYGEN SEDATION
1.

Objective:
Obtain adequate sedation during clinical procedures.

2.

Performance Criteria:
100% of the time, the student will follow the criteria as outlined in the Process
Evaluation: "Nitrous Oxide/Oxygen Sedation".
NOTE: Requirements set for anesthesia are 3 of each type of injection; for nitrous oxide/oxygen are 3
experiences, all to have been completed by the end of Clinic III.
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CLINICAL REQUIREMENTS
A process evaluation is to be completed on all local anesthesia injection and nitrous oxide procedures. Process evaluations, anesthesia and N20
must be documented on this sheet and signed by the evaluating instructor within 5 school days. If this does not occur, the requirement will
not count towards the graduation requirement. Only one FMX survey may be fulfilled on DXTR as a clinical graduation requirement during your
clinical education in the program. One FMX survey may be exposed before the Clinical 1-A final practical exam. This certification/requirements
sheet is your record of completing the necessary process evaluations, radiographs, anesthesia and nitrous requirements for graduation. Please
keep this sheet up-to-date in a page protector; you should photocopy periodically as this is your only copy.

CNCC DENTAL HYGIENE CLINIC I-III PROCESS EVALUATIONS
CLINIC I PROCESS EVALUATIONS
INSTRUCTOR
Asepsis
Med Hx/EI
Fluoride Application
Sealants
Instrumentation
Instrument Sharpening
MANDATORY OFFICE HOURS
#1
CLINIC I RADIOGRAPHS @ 75%
BWXS
FMX (PT OR DXTR)
PANO (WITH EVALUATION)
CLINIC I-A PROCESS EVALUATIONS
Coronal Polish
(75%)
Instrumentation: Graceys
(75%)
Instrumentation: Universals
(75%)
Ultrasonics –Bulk Or Slim
(80%)
Calculus Detection
(75%)

DATE

PATIENT NAME

MANDATORY OFFICE HOURS
CLINIC I-A RADIOGRAPHS @ 75%
BWXS
BWXS
FMX (Pt. or DXTR)
PANO (WITH EVALUATION)
CLINIC II PROCESS EVALUATIONS
Case Presentation
(80%)

70

GRADE

Revised 10.01.2019

Treatment Planning
(80%)
Calculus Detection
(80%)
Instrumentation: Graceys
(80%)
Instrumentation: Universals
(80%)
Patient Education
(80%)
Periodontal Probing
(80%)
Ultrasonic – Bulk Or Slim
(80%)
Risk Assessment
(80%)
Perio Files
(80%)
Placement of
Antimicrobials(80%)
MANDATORY OFFICE HOURS
CLINIC II RADIOGRAPHS @ 80%
BWXS
BWXS
FMX (PT OR DXTR)
PANO
CLINIC III PROCESS EVALUATIONS
INSTRUCTOR
Instrumentation
(85%)
Ultrasonic – Posterior Tips
(85%)
Risk Assessment
(85%)
Calculus Detection
(85%)
Mock Board Exam
(75%)
Perio Presentation

DATE

PATIENT NAME

MANDATORY OFFICE HOURS
CLINIC III RADIOGRAPHS @ 85%
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BWXS
VERTICAL BWXS (7 FILMS)
FMX (PT . OR DXTR)
PANO

INJECTION
INSTRUCTOR
IO (#1)
IO (#2)
IO (#3)
MSA (#1)
MSA (#2)
MSA (#3)
PSA (#1)
PSA (#2)
PSA (#3)
NP (#1)
NP (#2)
NP (#3)
GP (#1)
GP (#2)
GP (#3)
IA (#1)
IA (#2)
IA (#3)
BB (#1)
BB (#2)
BB (#3)
MEN/INC. (#1)
MEN/INC. (#2)
MEN/INC. (#3)
INFILTRATION #
INFILTRATION#
INFILTRATION#
INFILTRATION#
INFILTRATION#
INFILTRATION #

N20 EXPERIENCE
INSTRUCTOR

CLINIC IA – III ANESTHESIA EVALUATIONS
DATE
PATIENT NAME

NITROUS OXIDE - @ 80%
DATE
PATIENT NAME
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N20 (#1) completed by
the end of Cl II
N20 (#2)
N20 (#3)

EXPERIENCE
INSTRUCTOR
CHILD COMPETENCY
ADOLESCENT
COMPETENCY
ADULT COMPETENCY
GERIATRIC
COMPETENCY
SPECIAL NEEDS
COMPETENCY
-

PATIENT TYPE EXPERIENCES
DATE
PATIENT NAME

GRADE

A process evaluation is to be completed on all local anesthesia injection and Nitrous Oxide procedures.
Process evaluations, anesthesia and N₂O must be documented on this sheet and signed by the evaluating instructor
within five school days. If this does not occur, the requirement will not count towards the graduation requirement.
Only one FMX survey may be fulfilled on DXTR as a clinical graduation requirement during your clinical education in the
program.
One FMX survey must be exposed before the Clinical I-A final practical exam
This certification/requirements sheet is your record of completing the necessary process evaluations, radiographs,
anesthesia and nitrous requirements for graduation. Please keep this sheet up-to-date, in a page protector; photocopy
periodically as this is your only copy.
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CLINIC EVALUATION
I.

Introduction
The purpose of clinical evaluation is two-fold. First, it gives feedback to the student
regarding their performance in clinic on a daily basis. It is the intent of the clinical
faculty to give feedback to the student that is immediate, accurate and honest.
In addition, clinical evaluation is used by the dental hygiene faculty to assess a student’s
progress, and then help to make any indicated adjustments or corrections. The following
areas will be evaluated (using either summative or formative feedback) each time a
student treats a patient in clinic:
Summative
1. Preparation

Formative
1. What did I [the student] learn today?

2. DH Process of Care

2. What is an example of my [the student’s]
use of critical thinking skills today?

3. Clinical Skills

3. Based on today’s performance, what are
my [the student’s] strengths and
challenges?

4. Patient Management
5. Critical Thinking
6. Professionalism

II.

Definitions
The following terms are defined as follows to clarify the process of clinical evaluations.
A.

Assessment
Assessment activities are those clinical tasks that the student performs when
gathering clinical data about his or her patient. Such tasks would include:
1.
2.
3.
4.
5.
6.
7.

Medical/Dental History
Extra/Intraoral Exam
Dental Charting
Perio Charting/PSR
Risk Assessment
Indices
Radiographs

74

Revised 10.01.2019

B.

Attendance
Attendance is mandatory in Clinics I, I-A, II and III.
Students that are assigned to lab and reception duty must arrive 30 minutes prior
to the start of clinic. Late arrivals for assigned duties will result in a zero for that
day.

C.

Audit
A formal, methodical examination, review, and evaluation of the student’s clinical
progress to date, based on components included in the day book. This will take
place two times per semester. The student will meet with his/her rotation
instructor. Attendance is mandatory.

D.

Clinic Activity Plan
A plan that states in specific and measurable terms how a student will use any
down time, (cancellations, no shows), to continue with development of clinical
skills. The activity plan is submitted to the clinic coordinator at the beginning of
Clinic I, I-A, II, and III.

E.

Day Book
The Day Book is a three ring notebook in which the student keeps all clinic
evaluation forms and records. These records are the basis of the student’s clinic
grade. Completeness and accuracy of the day book will be the student’s
responsibility and be checked by their rotation instructor at audits.

F.

Day Sheet
The Day Sheet is an evaluation form that is used to provide both graded and nongraded feedback to the student. There are two types of day sheets used in clinic;
Formative Day Sheets and Summative Day Sheets. The Formative Day Sheet is
used to provide the student with written feedback needed to identify strengths and
challenges. The Summative Day Sheet is used to provide the student with
quantitative feedback. A numerical score is given for each area evaluated. Only
the instructor will score each area. A score of 5 is Acceptable, a score of 3 is
Improvable and a score of 0 is Unacceptable. The day sheet for clinic I-A, II and
III is due the same day prior to the student leaving clinic. Failure to do so, results
in a zero for that day in clinic. All paperwork, including patient referrals, services
rendered and the ledger must be completed the day of treatment. If the student’s
suite instructor requires corrections to be made in the patient’s chart, this will be
recorded in the daysheet. It is the student’s responsibility to review the feedback
and make the appropriate corrections to the chart. Failure to do so within 1 week
will result in a zero on that daysheet.

G.

Duties
Each student rotates as assigned through the duties associated with clinic:
reception and lab/dispensary.

H.

Final Exam
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The Final Exam is a two part comprehensive written and practical exam that
evaluates the student’s clinical competence at the completion of Clinics I, I-A,
and II. Students must qualify a patient who meets specific criteria for the Clinic IA and II final.
I.

Implementation
That section of the day sheet grading the student’s performance of clinical skills
and services provided to the patient.

J.

Maintenance A defined process used to ensure that the student maintains clinical
competence. If an instructor notes that you are consistently falling below a
competency level in any area in which you have previously demonstrated
competency, the student will be asked to re-process on that evaluation.

K.

Mock Board
This is a comprehensive clinic exam of the student’s competency in Clinic III.
Central Regional Dental Testing Services (CRDTS) patient selection criteria,
forms, records and evaluation will be used for this exam.

L.

Office/Clinic Hours
Students may meet with a full-time instructor to work on any clinical task they
have identified as a goal in their Clinic Activity Plan or Self Assessment.

M.

Professionalism
Professionalism is defined as those behaviors that influence the quality of care
and contribute to the team effort. Ten components are listed on the day sheet and
must be evaluated by both the student and the instructor at the end of the clinic
session.

N.

Requirements Logs
Used to document completed requirements for anesthesia, nitrous, radiographs,
office/clinic hours and scores from all process evaluations.

O.

Rotation
Refers to a section of the clinic to which the student is assigned. The clinic is
divided into 5 rotations (A – E).

P.

Self Assessment
This is an evaluated in-depth self-reflection of the student’s clinical progress to
date. The student must respond to the stated components and describe strengths
and challenges, assessing why and describing how they plan to solve identified
difficulties.
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Colorado Northwestern Community College
Daily Feedback and Data Form

Summative/Formative
Date: 1/31/2017
☐ Lab Duty

Clinic:

☐ Team Treater
☐ Reception
☐ Clinician
☐ Patient

Classifications
CNCC: Choose an item.
AAP: Choose an item.
ASA: Choose an item.

Suite:

Choose an item.
Choose an item.

Student Name & #:

Choose an item.

Pt Seated:
Pt Dismissed:
Pt Type:
Appt. Type:
Instructor:

Choose an item.
Choose an item.
Choose an item.

Daysheet Assignment:
Student Comments:

Strength:

Challenge/Weakness:

FOR PATIENT EXPERIENCE
Components of Professionalism:

Student
YES/NO

FOR RECEPTION/ LAB DUTIES
Components of Professionalism:

Professional Conduct
Patient Care & Management
Patient Experience
Treatment Plan
Positive Verbal/Nonverbal
Communication
Pain Management
Irritant Removal
Critical Thinking
Health & Safety
Thorough & Complete Documentation
Time & Resource Management
Protocol Adherence
Appearance
Attentive to feedback

Professional Conduct
Pos. Verbal Communication
Pos. Non Verbal Communication
Critical Thinking
Thorough Documentation
Complete Documentation
Time Management
Resource Management
Appearance
Attentive to Feedback
Team Approach
Maintained Healthy Environment
Maintained Safe Environment
Protocol Adherence
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SUMMATIVE EVALUATION CRITERIA(S is satisfactory, U unsatisfactory)
PROCEDURE
Preparation
ASEPTIC TECHNIQUE

CLINIC I/I-A

CLINIC II

CLINIC III

S - 0 errors
U - 1 error

S - 0 errors
U- 1 error

S - 0 errors
U - 1 error

ARMAMENTARIUM

S - 2 error
U - 3 errors

S - 0 errors
U - 1 error

S - 0 errors
U - 1 error

NEEDS
(PLANNING/ANTICIPATING)

S- 2 error
U - 3 errors

S- 1 errors
U - 2 errors

S - 0 errors
U - 1 error

SHARPENING

S - 4 errors
U- 5 errors

S - 2 errors
U- 3errors

S - 0 errors
U- 1 errors

DH Process of Care: Assessment
MEDICAL HISTORY
S- 3 errors
Any Life Threatening
U - 4 errors

S- 2 errors
U - 3 errors

S - 0 errors
U - 1 error

EXTRA/INTRAORAL
EXAM

S - 4 errors
U- 5 errors

S - 2 error
U - 3 errors

S - 0 errors
U - 1 errors

DENTAL CHARTING

S - 4 errors
U - 5 errors

S - 2 error
U - 3 errors

S - 0 errors
U - 1 errors

PERIO EVAL

S- 4 errors
U- 5 errors

S - 2 error
U - 3 errors

S - 1 error
U - 2 error

RISK ASSESSMENT

S - 4 errors
U- 5 errors

S – 3 error
U- 3 errors

S - 0 error
U- 1 errors

DH Process of Care: DH Dx

S- 3 errors
U - 4 errors

S- 1 error
U - 2 errors

S - 0 error
U - 1 error

S - 3 errors
U – 4 errors

S - 2 error
U - 3 errors

S - 0 errors
U - 1 errors

S - 4 errors
U- 5 errors

S - 3 error
U- 4 errors

S - 0 errors
U- 1error

S - 0 errors
U - 1 error

S - 0 errors
U- 1 error

S - 0 errors
U - 1 error

DH Process of Care: Planning
TX PLANNING

DH Process of Care
SELECTIVE POLISHING
FLUORIDE
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NUTRITION
COUNSELING

S - 3 errors
U - 4 errors

S - 2 errors
U - 3 errors

ULTRASONIC
SCALING

S - 2 error
U- 3 errors

S - 2 error
U - 3 errors

S- 1 error
U - 2 errors

SEALANTS

S- 3 errors
U- 4 errors

S - 2 error
U- 3 errors

S - 0 error
U- 1 error

S- 4 errors
U - 5 errors

S – 2 error
U - 3 errors

S - 0 error
U - 1 error

75%

80%

DH Process of Care: Evaluation
PERIO EVALUATION

Clinical Skills
CALCULUS DETECTION

85%

Irritant Removal: Supra and Sub CALCULUS REMOVAL and Biofilm Removal based on treatment area
such as: based on treatment selection: (a sextant, quad, 2 quads, 3 quads, full mouth) Use the following:
USE- CNCC classification Class 0, I, II, III
Biofilm needs to be removed with every patient and/or treatment (1) area is allowed in clinic 1. If
biofilm is present in treatment area for subsequent clinics then 0 points are awarded on the irritant removal
component of the components of professionalism.
The following criteria is for grading calculus removal for the components of professionalism.
Class 0:

S- 2 errors
U-3 error

S - 0 errors
U-1 error

S - 0 errors
U-1 error

Class I,

S- 2 errors
U- 3 errors

S - 1 error
U-2 errors

S- 0 errors
U-1 error

Class II,

S - 4 errors
U-5 errors

S - 3 errors
U-4 errors

S - 1 error
U-2 errors

Class III,

S- 5 errors
U-6 errors

S - 3 errors
U-4 errors

S - 1 error
U-2 errors

Class IV

S - 5 errors
U-7 errors

S - 3 errors
U-4 errors
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PROCEDURE
INSTRUMENTATION

CLINIC I/I-A
S - 4 errors
U – 5 errors

CLINIC II
S - 2 error
U - 3 errors

PAIN MANAGEMENT (patient comfort and rationale)
LOCAL ANES
S - 3 errors
S - 2 errors
U - 4 errors
U - 3 errors
NITROUS OXIDE

CLINIC III
S- 1 error
U - 2 errors

S -0 errors
U - 1 error

S.- 3 errors
U - 2 errors

S - 2 errors
U- 3 errors

S - 0 errors
U- 1 error

PATIENT ED
PLAQUE CONTROL

S - 1 errors
U - 2 errors

S - 0 errors
U - 1 error

S - 0 errors
U - 1 error

CASE PRESENTION

S – 3 errors
U – 4 errors

S – 1 error
U –2 errors

Patient Management

TISSUE MGMNT
based on treatment selection:(a sextant, quad, 2 quads, 3 quads, full mouth)
Use the following: definition of tissue trauma is flapping of tissue or removal of papilla, bruising and
laceration.
USE- CNCC classification Class I, II, III
Class 0
S - 0 errors
S- 0 errors
S- 0 errors
U-1 error
U-1 error
U-1 error
Class I

S – 1 errors
U-2 errors

S - 0 error
U-1errors

S - 0 errors
U-1 error

Class II

S - 2 errors
U-3 errors

S - 1 errors
U-2 errors

S - 0 error
U-1 errors

Class III,

S - 3 errors
U-4 errors

S - 1 errors
U-2 errors

S - 1 error
U-2 errors

Class IV

S - 4 errors
U-5 errors

S - 2 errors
U-3 errors

S - 1 error
U-2 errors
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EVALUATION CRITERIA, CONTINUED

PROCEDURE

CLINIC I/I-A

CLINIC II

CLINIC III

S - 0 errors
U - 1 error

S - 0 errors
U - 1 error

S - 0 errors
U - 1 error

COMMUNICATION
(POSITIVE/NON-VERBAL)

S- 0 errors
U - 1 error

S - 0 errors
U - 1 error

S - 0 errors
U - 1 error

ATTENTIVE
(TO FEEDBACK)

S - 0 errors
U - 1 error

S - 0 errors
U - 1 error

S - 0 errors
U - 1 error

PROTOCOL ADHERENCE

S - 0 errors
U - 1 error

S - 0 errors
U - 1 error

S - 0 errors
U - 1 error

DOCUMENTATION

S - 0 errors
U - 1 error

S - 0 errors
U - 1 error

S - 0 errors
U - 1 error

TIME/RESOURCE MGMT

S - 0 errors
U - 1 error

S - 0 errors
U - 1 error

S - 0 errors
U - 1 error

APPEARANCE

S - 0 errors
U - 1 error
S - 0 errors
U - 1 error

S - 0 errors
U - 1 error
S - 0 errors
U - 1 error

S - 0 errors
U - 1 error
S - 0 errors
U - 1 error

HEALTH & SAFETY

S - 0 errors
U - 1 error

S - 0 errors
U - 1 error

S - 0 errors
U - 1 error

PATIENT CARE & MGMT

S - 0 errors
U - 1 error

S - 0 errors
U - 1 error

S - 0 errors
U - 1 error

S - 0 errors
U - 1 error

S - 0 errors
U–1

S - 0 errors

PROFESSIONALISM
TEAM APPROACH

PROFESSIONAL CONDUCT

Support Procedures
DUTIES
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COMPONENTS OF PROFESSIONALISM
COMPONENT

Team approach:

DEFINITION/CRITERIA











Positive verbal &
nonverbal
communication:









Attentive to feedback:






Cooperate with others, do assigned tasks, pick up the slack when
others are behind;
Work together with peers and faculty achieving the same goal;
Working together to meet a common goal; anticipates and acts upon
the needs of team mates; helping others in clinic when you can, no
matter what they may need help with, doesn’t leave before all are
done;
Anticipates and acts on the needs of teammates;
Works with all clinical students and faculty in a cooperative, helpful
manner, & leaves only when all work is completed;
Works as a team without complaining to reach same goal;
Does without asking; gives input; helps simplify for others; helpful;
People working together toward a common goal; assists without being
asked when possible.
Good, positive, supportive words; no negative discussions; supportive
gestures (smiles, no pouting, no eye-rolling);
Shows verbal communication to be reflective of the situation in a good
way; shows nonverbal positive with situation at hand;
Comments and questions are framed in a positive way; body language
is in sync with verbal comments;
Body language and verbal comments are delivered with a positive
attitude;
Speaks and acts as a positive professional;
Tone of voice, comments; body language;
No put-downs, negativity, interrupting, disrespect, lack of courtesy, or
physical signs that demonstrate those things; offers constructive
criticism
Not just hearing, but listening; absorbing instruction positively;
Accepts constructive criticism well from faculty/peers; accepts the
need to make changes as instructed;
Being able to understand & accept the feedback instructors give; listen
& apply;
Implements and acts on instructor comments;
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Protocol adherence:










Thorough & complete
documentation:








Time & resource
management:












Appearance:



Student is open and accepting of suggestions;
Makes positive changes when given constructive comments;
Listens and is willing to accept positive or negative;
Hears & applies appropriately suggestions and constructive criticism;
doesn’t discount help offered; no side discussions.
Knowing how to do things in clinic/classroom, then doing them
correctly and consistently;
Follows procedures as taught and noted in Clinic Manual;
Follow the rules of the clinic as the rules apply to all;
Follows the published rules;
Follows clinic manual;
Complies with protocol even though it would be easier not to;
following the rules without question;
Follows directions appropriately; does by the books;
Knows & goes by the rules & guidelines; doesn’t behave as if “the rules
apply to others, but not to me”.
All appropriate information recorded from the appointment; concise
but accurate; “If it’s not documented, it wasn’t done”;
Complete and accurate patient notes in services rendered and ledger.
All computer entries are finished on time, everything is listed correctly,
understand importance of it; legible;
Records all relevant information in patient’s chart accurately;
Everything (chart, day sheet, clinic forms) are filled out and complete;
Understands importance of thorough documentation and willing to
take the time to complete accurately;
All forms complete and accurate, organized chart
Accurate, comprehensive, concise, legible
Efficient use of time, supplies, etc. based on the clinician’s current skill
level;
Utilizes clinic time appropriately and resources as needed;
Being able to stay on task with whatever is being performed;
Anticipates own needs and plans treatment based on current skill level
and available time;
Starts & stops work at appropriate time; utilizes time & resources
wisely;
Understanding the importance of staying on time for yourself and the
patient; uses instructors, reference books when needed;
Start & stop on time; anticipates needs; make the most of the time
available;
Doesn’t waste time or supplies; anticipates his/her own needs; works
efficiently;
Hair/nails neat & clean, clinic attire cleaned & wrinkle-free; shoes
without smudges;
83

Revised 06-20-19




Professional conduct:














Health & safety:








Patient care &
management:










Maintains a professional appearance as indicated in Clinic Manual;
Hair back, scrubs clean & neat, no jewelry, etc., clean smell;
Attentive to own physical appearance that is a positive reflection on
the profession;
Professional; clean & neat;
Dresses and acts like a professional;
Hygienic, clean, tailored, etc.;
Conducive to making a positive impression as a healthcare provider;
Address patients & instructors respectfully; patient confidentiality;
tasks are completed;
Shows professional conduct amongst peers, patients, and faculty;
Actions & words towards faculty, patients, & classmates; ethics,
confidentiality;
Using the DH process of care, develops a Tx plan that meets the needs
of their patients, responsibly manages and allots time to implement
that Tx;
Positive verbal; attentive to feedback – all of these; confident;
Respecting our profession and acting accordingly;
Language, demeanor, high ethics; concern for patient’s well-being;
Holds self-accountable; accepts responsibility; high ethics;
confidentiality;
All PPE worn; adheres to blood borne pathogen policy; sterilization,
etc.;
Acquires all information from patient regarding medical history; does
not take shortcuts; handles contaminated things with care;
Not putting themselves or the patient in danger; asepsis;
Does not put themselves, classmates, staff or patient in harm’s way;
Safe environment, asepsis; assess all risk factors;
Follows CDC, OSHA guidelines; situational awareness to prevent
problems; prepared re: emergency protocols;
Addresses each patient’s needs individually; all aspects of patient’s
needs are addressed;
Shows genuine interest in patient when providing treatment; respects
patient; takes care of patient during treatment;
Always look out for the patient’s best interests, not just what you want
to get done; DH process of care;
Treats patient professionally with care and concern and provides
appropriate complete care;
Treat patients with respect and consideration; give them quality care;
Managing patient & making sure all needs are addressed or met;
complete care!
Courtesy, compassion, caring attitude, competence, confidentiality
Previous notes were read to ensure proper treatment was provided
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Irritant removal





Pain Management












Critical thinking







Treatment Planning

Patient Experience















All biofilm/calculus removed within the treatment area
Removal of appropriate amount of calculus based on semester
requirement (75%-80%-85%)
No/minimal tissue trauma
Reviewed medical history for any precautions and/or contraindications
to the administration of local anesthetics
Showed genuine concern for patients anxiety and comfort
Accurately accessed patients need for pain control and treatment
planed accordingly
Selected the proper armamentarium and medication for injection
Applied topical anesthetic to proper/correct injection site
Injected the proper amount of anesthetic at the proper rate
Kept the depth of penetration appropriate and consistent
Was the patient given post-op instructions
Used nitrous oxide if needed to help with patients apprehension
Showed ability to determine patients CNCC, AAP and ASA
classifications
Showed ability to determine individuals needs and what needs to be
done to accomplish the end result
Student should be able to problem solve prior to asking the instructor
for help
Perio condition was properly diagnosed
Issues were resolved in an effective and reasonable manner
Evaluated and determined best approach/treatment for
specific/individual patient
Ensured the best possible sequence of procedures that will contribute
to the restoration of the patient’s oral health in the shortest possible
time and will pave the way to the long-range preventive program that
will continue throughout the patient’s lifetime.
Addressed all of the patient’s cosmetic, restorative, and surgical needs.
Made a referral if necessary
TP was completed before the assigned check-in with instructor
Had a patient in their chair
Used the full appointment time allotted
All patients needs were addressed
Ensured patients experience was positive
Answered all patient questions
Ensured patient was as comfortable as possible
Offered appropriate postoperative recommendations
Patient left with a knowledge and understanding of their role in
maintaining their oral health
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EXAMINATION FLOW CHARTS

86

Revised 06-20-19

87

Revised 06-20-19

COLORADO
NORTHWESTERN
COMMUNITY COLLEGE
DENTAL HYGIENE

PROGRAM MANUAL
Section III:
Hazard Communications

88

Revised 06-20-19

INFECTION CONTROL PROGRAM
Introduction
The Infection Control Program is an ongoing program designed to minimize cross-contamination and the
spread of infection during the course of providing dental hygiene services to patients.
Exposure Control Plan
The following procedures and protocols have been written to protect students, faculty, and staff from
exposure to bloodborne (and other) pathogens. These directives offer guidance in situations where there is a
reasonably anticipated skin, eye, mucous membrane, or parenteral contact with blood or other potentially
infectious materials (OPIM) such as saliva in dental hygiene procedures.
STANDARD PRECAUTIONS
Purpose:
Dental personnel are exposed to a wide variety of microorganisms from patients. These microorganisms
may cause infectious diseases that may result in serious health complications. Since not all infected patients
can be identified routinely by health history, physical examination, or laboratory tests, each patient must be
considered as potentially infectious. For these reasons, standard precautions for infection control will
always be utilized within CNCC’s Dental Hygiene Clinic. The purpose of this infection control policy is to
protect patients, faculty, students, and staff from acquiring and/or transmitting infectious disease.
The standard precautions for infection control outlined in this document comply with recommendations
(issued to date) by the Centers for Disease Control (CDC), the American Dental Association (ADA), and the
Occupational Safety and Health Administration (OSHA) Bloodborne Pathogen Standard.
Responsibility:
It is the responsibility of faculty, staff, and students of the Dental Hygiene Program to recognize the need
for implementation of standard precautions as outlined in this policy and to comply with standard operating
procedures. The faculty members responsible for supervision of clinical care of patients must ensure that
proper steps are taken to protect the patients and students. Staff supervisors should ensure that their staff
has been properly trained to avoid exposure.

Rationale:
The spread of infection in a dental healthcare delivery system requires three components: a source of
infecting organisms, a susceptible host, and a means of transmission of the microorganisms. The
precautions that are recommended in this document are based upon the measures required to protect against
infection by Hepatitis viruses and Human Immunodeficiency Virus (HIV).
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EMPLOYEE CLASSIFICATION
All employees of CNCC’s Dental Hygiene Clinic are classified in accordance with OSHA guidelines into
Category I, II, or III, depending on their job-related risk of exposure to infectious disease. The categories
are defined as follows:
Category I:
Category II:

Tasks that involve exposure to blood, body fluids, or tissues.
Tasks that involve no exposure to blood, body fluids, or tissues, but employment may require
performing unplanned Category I tasks.
Category III: Tasks that involve no exposure to blood, body fluids, or tissues.
Specifically the following positions have occupational exposure:
 dental hygiene students
 dentists
 dental hygienists
 clinic manager
 custodial personnel
 dental equipment repair technician
 clerical staff who handle charts

IMMUNIZATIONS
Hepatitis vaccination is required for all students in the Dental Hygiene Program who cannot demonstrate
immunity to this infection. All faculty and occupationally exposed staff personnel are required to have
appropriate immunizations.
MEDICAL HISTORY
A thorough medical history must be obtained from each patient in the CNCC Dental Hygiene Clinic.
Faculty and student clinicians are required to review and update the history at every subsequent clinic visit.
HAND HYGIENE (as currently defined by OSHA)
Hand hygiene is the most important means for preventing the spread of infection; handwashing and/or the
use of an alcohol rub before gloving and after removal of gloves after contact with each patient, upon
leaving the treatment area when treatment is interrupted, or any time the hands have touched potentially
contaminated objects is necessary. Dental hygiene faculty and students must use the recommended hand
scrub followed by a thorough rinse, or alcohol rub. De-gloving and re-gloving with the same pair of gloves
is prohibited in the CNCC clinic.
BARRIER TECHNIQUES
The following barrier techniques must be practiced routinely in the Dental Hygiene Clinic as part of the
standard precautions against the transmission of infectious diseases. The routine use of Personal Protective
Equipment (PPE) consisting of intact gloves, correctly worn surgical masks, protective eye wear, and
program-approved lab coats over scrubs for students. Long lab coats over street clothes for instructors are
acceptable, along with gloves, masks, and protective eyewear.
PROTECTION OF ENVIRONMENTAL SURFACES, SUCTION SYSTEM, AND WATER LINES
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Surfaces that may become contaminated by blood or saliva and cannot be disinfected easily must be
wrapped in a barrier cover. Examples of such surfaces include light handles, x-ray unit heads and control
boxes, and switch controls on the dental units. These barriers must be changed between each patient.
Gloves must be worn to remove and discard the barriers. After proper handwashing, the protective barrier
will be replaced with clean barriers. If the covered surface has been contaminated, proper sanitation and
disinfection of the surfaces is necessary. Care must be taken if disinfection of electrical controls is
necessary because of the risk of causing damage to the equipment or electrical shock. Proper disinfection of
surfaces and equipment that may have been contaminated during dental treatment requires that surfaces be
cleaned prior to disinfection. Cleaning may be accomplished by wiping down the area with a disinfectantsoaked paper towel to remove organic materials. Disinfection is accomplished by wiping the surface with a
disinfectant-soaked paper towel and allowing it to air dry. The disinfectant must remain on the cleaned
surface for 10 minutes to disinfect.
At the end of the clinic session the vacuum system must be properly disinfected by running the proper
solution through the suction lines prior to changing the trap.
The water lines that supply the air/water syringe and sonic/ultrasonic handpieces must be purged by running
water through these lines at full pressure for 30 seconds at the beginning of each clinic, and 30 seconds
between patients. Each dental unit is supplied by self-contained water bottles. An ICX tablet from ADEC©
is to be placed in each bottle every time the supply is replenished. This will keep the level of biofilm at an
acceptable minimum of CFUs. Suction lines are to be purged with the appropriate cleaning solution
according to CDC guidelines. At the end of clinic, students must run sludge through the suction lines,
followed by 8 oz. of hot water. Then leave the suction on for 2 mintues.

LIMITING CONTAMINATION
All clinic procedures should be performed in a way that minimizes the amount of splatter, droplets, or
aerosol from patients. This is accomplished by using a preoperative antimicrobial rinse, high-speed
evacuation, and proper patient/operator positioning.

HANDLING OF NEEDLES AND OTHER SHARPS
Needles and other sharp instruments should be handled carefully to prevent unintentional injuries. A new
disposable needle and new carpule must be used for each injection. The clinician must use the
recommended one-handed scoop method for recapping needles. Never hold the cap with fingers while
recapping the needle. Place recapped needles, used anesthetic cartridges, and other disposable sharp items
in the appropriate puncture-resistant container immediately after use.
CARE OF INSTRUMENTS
Metal and heat-stable instruments should be sterilized between each use. After being run through the
Hydrim for disinfection or other appropriate preparation, instruments should be placed in sterilizer pouches,
and hand instruments in cassettes, and then wrapped and identified prior to sterilization.
DISPOSAL OF WASTE
CNCC Department of Dental Hygiene is in compliance with the Colorado Law on Infectious Waste and
Hazardous Material, Bill #1328. All waste disposals will follow these procedures:
 Disposable Materials: Trash receptacles are lined with plastic bags. Disposable materials,
such as face masks, wipes, paper towels, and surface covers used during patient treatment
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may be discarded in the trash receptacles. In addition any disposable items such as gloves,
saliva ejectors, and cotton products that have come into direct contact with blood or other
body fluids may be disposed of in those trash receptacles as long as they are not saturated
and/or dripping with blood or other body fluids. Any items that are saturated and/or dripping
with blood or other body fluids will be placed in a sterilization pouch and autoclaved, then
disposed of in a trash receptacle.

ACCIDENTAL EXPOSURES TO BODY SECRETIONS THAT MAY LEAD TO INFECTION
All needle-sticks, punctures, and mucous membrane contact with blood occurring during the course of
treating patients or while cleaning instruments should be treated as potentially infectious. Immediately seek
first aid treatment and report the injury to the supervising instructor and clinic dentist. Before leaving the
premises for follow-up care, first aid treatment should be performed by thoroughly cleaning the wound with
soap and water. (NOTE: Do NOT encourage bleeding of the wound!!!)
A confidential report of occupational exposure must be completed by the exposed student, faculty, or staff
member. The form must be completed and returned to the clinic dentist within 24 hours of the exposure
accident.
After immediate first aid treatment, the injured person should initiate appropriate protocols for possible
hepatitis and HIV exposure. Subsequent treatment will be in accordance with the policies of the Dental
Hygiene Department.

ACCIDENTAL EXPOSURE TO HAZARDOUS MATERIALS
Students, faculty, and staff may be exposed to hazardous materials in the course of providing patient care,
and in following infection control procedures. All precautions (including appropriate barrier techniques)
should be taken while handling such materials to prevent exposure. If an exposure occurs, appropriate first
aid treatment should be sought and rendered immediately. To determine the appropriate measures to be
taken, contact the 3E Company at their 800 number, posted in the clinic and dispensary.
BEFORE PATIENT TREATMENT
(To be completed prior to seating patient.)
Following CNCC protocol:
1.
Sanitize and disinfect all environmental surfaces.
2.
Place barriers on appropriate surfaces.
3.
Purge water lines (30 seconds at start of each day; 30 seconds between patient appointments).
4.
Place disposable cup on cart for containment of contaminated waste.
5.
Obtain sterilized instruments and other supplies from dispensary.
DURING PATIENT TREATMENT
Following CNCC protocol:
1.
Wash hands thoroughly with soap and water or alcohol rub.
2.
Wear appropriate PPE.
3.
Follow proper protocol for handwashing and gloving.
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AFTER PATIENT TREATMENT
Following CNCC protocol:
1.
Remove gloves, wash hands.
2.
Dismiss patient.
3.
Place nitrile utility gloves on.
4.
Place instruments in cassettes, and return all contaminated instruments and supplies to desk in
front of sterilization area to be prepared for sterilization by lab assistant.
5.
Disinfect dental unit.
INFECTION CONTROL PROCEDURES FOR RADIOLOGY
1. Barrier, techniques: All personnel will be expected to wear proper personal protective equipment
when radiographing patients in the Dental Hygiene Clinic.
2. X-ray equipment: All radiographic controls will be covered with the proper barriers. The tube
head of the dental x-ray unit will be disinfected for each patient use.
3. Intraoral film positioning devices: All intraoral film-holding devices will be sterilized between
each patient use. A barrier will be placed on the sensors prior use and then the sensor will be
disinfected after each use according to CNCC protocol.
4. Surfaces: Any environmental surface which was not covered during patient treatment and which
may have become contaminated should be disinfected according to CNCC protocol.

INFECTION CONTROL PROCEDURES FOR IMPRESSIONS
When taking alginate impressions on a patient, proceed as follows:
1.
2.
3.
4.
5.
6.
7.

Register the patient’s bite in wax.
Spray the wax with Birex, then place in a small, sealable plastic bag.
Use the bagged bite registration to determine the correct size of impression tray.
After taking the impression, rinse the impression to remove the saliva.
Spray the impression with Birex.
Wrap the impression in a moist paper towel.
If the impressions are not to be poured up immediately, place them in a sterilization pouch
and seal the pouch. Sealed pouches can be stored in the brown refrigerator in the Dental
Materials Lab. Make sure that you have labeled the pouch with the patients name, chart
number, date the impressions were taken and your student number.
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POST-EXPOSURE INCIDENT MANAGEMENT
POST-EXPOSURE INCIDENT MANAGEMENT PROCEDURE:
In the case of an accidental exposure a student will follow this procedure:
Step 1: Report incident IMMEDIATELY to your rotation instructor or clinic supervisor, and
the patient involved.
Step 2: Report incident to clinic dentist. Retrieve and complete a
“Post-Exposure Incident Management Record For HIV & HBV” form.
Step 3: If blood/lab tests are indicated and desired, they will be completed at the student’s
discretion and expense.
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POST-EXPOSURE INCIDENT MANAGEMENT RECORD FOR HIV & HBV FORM
_______________________________________
Student Name

________________________
S#

The above student was involved in a possible infectious disease exposure incident.
Details of this exposure follow:
________________
Date of exposure
Exposure incident circumstances (Describe what, how, and why the incident occurred):
_____________________________________________________________________
_____________________________________________________________________
_____________________________________________________________________
Route and area of exposure (Ex: Route: Needlestick, splash, puncture wound, abraded skin, ingestion. Area:
): ________________________________

Source patient name (if known): ___________________________________________
Source patient significant medical history: ___________________________________
_____________________________________________________________________
Source patient blood test results (if applicable): _______________________________
Recommended bloodwork includes immediate screening for blood-born pathogens such as HIV, Hep B, and
Hep C, as well as follow up testing at 1 month and possible additional screening per medical advice.
Exposure hot-line is 888 448 4911 for up-to-date protocol info

______I agree to seek follow-up lab work at Rangely District Hospital or at another medical facility at my
own expense.
______I understand my risk and will not seek follow-up lab work at a medical facility.

____________________________
Student Signature
Date

____________________________
CNCC Faculty Signature
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RULES AND REGULATIONS REGARDING IONIZING RADIATION
I.

Radiographic Surveys and Practical Measurements
The indication for radiographic examination is based on the expectation of obtaining
necessary information to assist in the patient's diagnosis. The dental hygienist (student) will
be able to expose the necessary radiographs based on the patient's health and dental hygiene
needs. Professional judgment and utilizing the ADA’s most recent recommendations will
assist in what type of radiograph survey will benefit the patient's needs. In order to receive
credit for an x-ray series clinical requirement, the FM series must include 20 exposures, the
VIR must include 7 exposures and the HBW series must fit the patient’s needs. The
recommended surveys are as follows:
A.

Full Mouth Radiographic Survey
1.

B.

Vertical Interproximal Radiographic Survey (35 pts.)
1.
2.

C.

A vertical interproximal radiographic survey consists of 4 posterior
interproximal bitewings using size #2 sensor
Refer to “Guidelines for Prescribing Dental Radiographs”.

Interproximal Bitewing Radiographic Survey-Must be of diagnostic quality to fulfill a
graduation clinical requirement
1.

2.

3.
D.

Adult
a.
A full mouth radiographic survey consists of eighteen exposures (90
pts), 8 periapical exposures of the posterior region, 4 interproximal
exposures of the posterior bitewing region, and 6 periapical exposures
of the anterior region using a size #1 or #2 sensor
b.
Refer to “Guidelines for Prescribing Dental Radiographs” at the end of
this section.

An interproximal bitewing radiographic survey consists of four posterior
interproximal bitewings using size #2 sensor for the patient with four or more
posterior teeth per quadrant.
An interproximal bitewing radiographic survey consists of the exposure of
two films. Two posterior interproximal bitewings for the patient with mixed
dentition without the presence of the second permanent molar. The sensor
size will be determined by the size of the patient's oral cavity.
Refer to “Guidelines for Prescribing Dental Radiographs”.

Panoramic Survey
1.
2.

A panoramic survey consists of the exposure of one panoramic image.
Refer to “Guidelines for Prescribing Dental Radiographs”.
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E.

Other Radiographic Surveys
1.

Other radiographic surveys, including individual periapical radiographs, may
be exposed at the discretion of the dental hygienist (student) after consultation
with a faculty member.

2.

Other radiographic survey film size will be determined by the size of the
patient's oral cavity and dental needs.

3.

II.

Other radiographic surveys may be taken based on the patient's
dental and/or dental hygiene needs.

health and

Dental Facilities Radiation Protection Procedures As Low As Reasonably Achievable
(ALARA)
1.

Always think about the radiation safety aspects of any x-ray examination, providing
radiation protection to the patient, other department personnel, the public and
yourself.

2.

Practice sound radiation protection principles to achieve occupational doses (As Low As
Reasonably Achievable – ALARA). Think ALARA. Is there a procedure that could be
performed more efficiently and effectively, resulting in less radiation exposure?

3.

Safety procedures include machine operating procedures and a policy on selecting a
holder.
A.
Machine operating procedure:
No student may operate any x-ray machine unless adequately instructed in
basic radiation safety practices and the safe operation of the x-ray producing
equipment. The operating procedure form must be signed and dated by each
student. Training will be provided prior to operation of x-ray machine.
B.

Policy on selecting a holder and procedure to follow:
a. Never hold the patient or the film during an exposure. Mechanical holding
devices shall be used when the technique permits.
b. Never hold the x-ray tube housing or the pointer cone during an exposure. Xray tube support assemblies are required by the regulations to be stable
enough to remain positioned unattended.

4.

Use a lead apron on patients during x-ray procedures.

5.

No x-ray machine will be operated with the aluminum filtration removed.

6.

Never direct the primary radiation beam toward another patient or student. To prevent
such a primary beam exposure, reposition the patient’s chair and x-ray source, or use
available shielding.
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7.
The useful radiation beam must always be entirely intercepted either by the patient,
an image receptor (for extraoral), or by the structural shielding. Only the patient shall
be in the useful beam.
8.

Do not expose more than twenty-four films on any one patient without permission from an
instructor. A maximum of four retakes are permitted on each patient, and the student
MUST request help from an instructor to continue and complete the survey.

9.

Do not remove radiographs from the clinic for any reason. ONLY with written
permission from the patient will the receptionist forward radiographs to the private
dentist of the patient.

10.

Do not expose radiographs on pregnant women unless they present a WRITTEN consent
from their dentist and/or physician.

11.

Do not expose radiographs on any patient who does NOT name a family dentist
unless permission has been granted by an instructor or the clinic dentist.

12.

Always stand at least six (6) feet from the patient when initiating an x-ray exposure. Never
stand in direct line with the beam, regardless of distance form the tube.

13.

No x-ray exposure will be made without proper radiation beam limitation. For intraoral xray machines, no exposure will be made with the beam limiting cones removed. For
extraoral (or panoramic and cephalometric) equipment, no exposure will be made unless the
primary radiation beam is collimated to an area no larger than the image receptor. Ideally,
collimation should be only to the clinical region of interest.

14.

Review the Radiation Protection program on an annual basis.
“As low as reasonably achievable” (ALARA) means making every reasonable effort to
maintain exposures to radiation as far below the dose limits in the regulations as is practical,
consistent with the purpose for which the licensed or registered activity is undertaken; taking
into account the state of technology, the economics of improvements in relation to state of
technology, the economics of improvements in relation to benefits to the public health and
safety, and other societal and socioeconomic considerations; and in relation to utilization of
nuclear energy and licensed or registered sources of radiation in the public interest.
“Guidelines for Prescribing Dental Radiographs and intraoral
Techniques is from the FDA Website” through FDA.GOV:
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III. Clinical Requirements and Competencies
A.
The student must successfully pass Dental Radiology and the Process
Evaluation: "Exposure of Full Mouth Radiographic Survey" before exposing
patients to ionizing radiation.
B.

C.

Requirements

Clinic

I

I-A

II

III

1.

Full Mouth Radiographic
Survey

1

1

1

1

2.

Interproximal Bitewing
Radiographic Survey

1

2

2

2

3.

Panographic Survey

1

1

1

1

Competencies
1.

FMX

75

75

80

85

2.

BWX

75

75

80

85

3.

PAN

75

75

80

85
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4.
IV.

V.

VIR

75

75

80

85

Procedures
A.

The student will be responsible for checking the machine setting prior to any
attempted exposures. For edentulous areas, the exposure time will be reduced
according to pre-programmed settings.

B.

An instructor MUST be present in the building by student appointment before
any attempt to expose radiographs.

C.

A signed radiology evaluation by an instructor and the survey listed on the
student’s Radiology Log sheet is required with all relative sections filled out
properly before a student may take any x-rays. The form will state the type of
survey, the number of initial films needed, and the name of the patient's
dentist.

D.

The student will explain the procedure to the patient prior to exposure.

E.

The student will properly evaluate the survey before presenting it to an
instructor for evaluation. Overlap, placement, contrast, density, cone cut,
Restorations and caries, calculus( Charted on survey sheet and noted in dental
chart)

F.

Radiographs must be evaluated. No credit will be given for radiographs
evaluated more than ten school days from the initial exposure date. ( Retakes
not accomplished during appt. may be taken at a subsequent appt. and the
survey must be completed within the 10 days.)

Evaluation Procedure
A.

Mismounted radiographs will be not be graded until proper sequence is established. Four (4)
points will be deducted for each return.

B.

Minimal image distortion (elongation or foreshortening) is expected.

C.

Two to three mm of observable alveolar bone should be visible in the mount beyond the
apices of all teeth on PAs. Implants: 2 mm of the alveolar bone needs to be visible in
radiographic mount. Take a separate PA image, if necessary.

D.

Open interproximal spaces should appear at least one time. The maxillary & mandibular
canine region may have distal contact overlap in the crown (enamel) only if the contact
appears open in the premolar region. The distal half of the canine should appear on the
premolar film or at least the distal DEJ is clearly visible. The maxillary first molar may have
distal contact overlap on crown (enamel), only if the contact appears open in either the
bitewing film or the premolar region film. The distal half of the most posterior premolar and
two-three mm beyond the distal of the second molar should appear in the molar radiographs.
No points will be deducted from the score if all surfaces appear within the series.
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E.

Reasonable density is expected, if manipulated on the computer, the original
radiographic image must be saved.

G.

No deduction for placement will be given if less than a 2mm border is visible at the occlusal
or incisal edge of each PA because it is the apex that is needed.

H.

Careful interpretation and evaluation of quality of each regional film is expected.

I.

Surveys are to be graded by one of your current rotation instructors during clinic or office
hours at the instructor’s discretion.

J.

The instructor who originally evaluated the radiographs for the first retakes should be the one
to continue the evaluation and give the final grade. The number of retakes must be noted on
the evaluation form.

K.

If the patient retakes are unable to be completed by the student, no credit will
be awarded for that x-ray series. However, films must still be evaluated for
diagnostic quality and graded by your rotation instructor. If the patient has
indicated a dentist, the films should be sent to that dentist.

L.

Students are responsible for fulfilling all survey requirements prior to graduation.

M.

No retakes are to be exposed without the presence and assistance of an
instructor:
1.
2.

First retakes are to be taken with the instructor providing
advice, but the student will place the machine.
Second retakes are to be taken with the instructor placing both
the film and machine.

N.

All radiographic surveys must be evaluated by both the student and an
instructor, using the Radiology Evaluation Grade Sheet.

O.

The student will bring his/her grade sheet and his/her Daybook when having
radiographs graded.

P.

Full mouth radiographic surveys will be graded using the following formula:
1. Each full mouth radiographic survey will be valued at 90.
2. BWX’s can be graded from an FMX for credit. IF FMX requirements have been met.
3. Radiograph grading scale revised:
Points will be deducted in the following manner:
a.
b.

Minus 4 for more than one retake on BWX’s.
Minus 4 per retake beyond 5 retakes on an FMX.
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c.

Error correctly identified and referred will have no penalty (within the same
survey).

d.

Minus 2 for Technique errors referred to different survey such as distal aspect
of 2nd molar to the Pano.
Minus 2 for failure to chart or recognize pathology.
Minus 4 for mounting errors.
Minus 2 for misidentification of technique errors or pathology.
Minus 2 for failure to identify landmarks on FMX.
Minus 1 for failure to identify landmarks or technique errors on PANO.
Minus 5 on failed 1st attempt on a PANO.

e.
f.
g.
h.
i.
J.
4.

Q.

Radiographic surveys not evaluated within ten class days of exposure will not be
credited toward clinic requirements.

All other radiographic surveys, including vertical interproximal radiographs, interproximal
bitewing radiographs, occlusal radiographs and periapical radiographs will be evaluated by
the following formula:
1.

Each film will be valued at 5 points possible.

2.

Deductions will be the same as for a full mouth radiographic survey.

R.

Panographic surveys will be valued at 15 points. Points will be deducted as described on the
Radiology Evaluation Form. If the student fails to take a diagnostic radiograph on the
initial attempt, no credit is given if a retake is indicated. This PANO exposure will
not be credited toward clinic requirements. Needs to be graded within 10 school days.
If a retake is performed without written and verbal consent by an instructor a critical
incident will be given. Archiving or hiding retakes that are not approved is a critical
incident.

S.

Placement criteria for VIR (Bitewing or Vertical Bitewing credit awarded). With DEXIS, 2
mm of observable alveolar bone should be visible in the mount on all Bitewings.

T.

1.

Molars - The distal surfaces of the second molars and the distal contact of the second
premolars should be visible in the mounts. Overlap should not exceed 1/3 of the
enamel.

2.

Premolars - The mesial contacts of the first molars and the distal contact of the
canines should be visible in the mount. Overlap should not exceed 1/3 of the enamel.

3.

Canines - The mesial contact of the first premolar and the distal contact of the lateral
incisor should be visible in the mount. Overlap should not exceed 1/3 of the enamel.

4.

Central Incisors - The mesial contact of the right and left lateral incisor should be
visible in the mounts. Overlap should not exceed 1/3 of the enamel.

Placement Criteria for Bitewings.
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o Molars - The distal surfaces of the second molars and the distal contact of the second
premolars should be visible in the mounts. Overlap should not exceed 1/3 of the
enamel. Two to three mm of alveolar bone must be visible beyond the last erupted
molar in the mount.
o Premolars - The mesial contacts of the first molars and the distal contact of the
canines should be visible in the mount. Overlap should not exceed 1/3 of the enamel.
U.

Evaluation of placement criteria for digital images will be flexible during the transition from
films to digital.

Emergency Management

CNCC POLICY ON PREVENTING EMERGENCIES IN THE LABORATORY
“An ounce of prevention is worth a pound of cure”. It is with that old adage as a guidepost that the
policy of the Dental Hygiene Program is to prevent emergencies rather than to be surprised by them.
When participating in lab activities the following regulations apply to all students and faculty:

1.

Safety glasses with side shields are required to be worn at all times when you are in
the lab.

2.

Buttoned up lab coats are required at all times.

3.

Long hair will be pulled to the back of the head and restrained.

4.

Face masks are recommended when measuring or mixing plaster, using the model
trimmer, or the lathe.

5.

If necessary, activate the EMS by calling 911 from the closest phone.

6.

Bring only those materials you need to lab. Backpacks and coats should be kept in
your locker.

7.

Small items or projects may be kept in your locker.

8.

Keep your work station neat and organized.
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CNCC POLICY ON MANAGING EMERGENCIES
IN THE CLINIC
“An ounce of prevention is worth a pound of cure”. It is with that old adage as a guidepost that the policy of
the Dental Hygiene Program is to prevent emergencies rather than to be surprised by them. When
participating in clinic activities the following regulations apply to all students and faculty:


CNCC protocol as per OSHA and CDC guidelines will be followed at all times.
o
o
o
o
o
o

In the event of fire or accident, be familiar with the following items:
location of fire extinguishers
location of first aid kit
medical emergency kit, kept in the dispensary in the emergency cart
eyewash stations are located in the dispensary, darkroom, and the classroom
MSDS program is posted by the clinic phone



If necessary, activate the EMS by calling 911 from the closest phone.



Bring only those materials you need to clinic. Books, book bags, or purses should be kept in
your locker.



Keep your treatment area neat and organized in order to make access to dental chairs as safe
as possible for all.
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CNCC’s Medical Emergency Protocol
All students, staff, clinic coordinator, and faculty need to know the protocol for managing an
emergency. All students will be trained in the Medical Emergency Prevention course. Practice will
occur in both the class and in the clinical setting. All faculty and staff will be trained during
calibration sessions annually.
The following are the duties and responsibilities for the Rescuer & each Responder:
Step 1: The first student aware of the emergency is the rescuer and s/he assigns responder duties to
the students in the closest proximity and stays with the patient
 Responder #1
 Responder #2
 Responder #3

Immediately brings clinic dentist (director if dentist not available) to
the emergency and brings O2 delivery equipment chairside
Immediately retrieves the emergency kit (cart) and delivers it to the
emergency unit and alerts the nearest instructor as to unit #
experiencing the emergency
Escorts patients from the nearby units to the reception waiting room
and stays with them until need for dismissal is determined by clinic
dentist

Activating EMS
 Clinic dentist will determine if 911 should be activated (director, if dentist is not
available):
 Responder #1 will make the call and stay on the line until dismissed by EMS (If a staff
member makes the call, the student remains with that staff personnel until they are
dismissed)
 Clinic Manager or Faculty member will direct EMS to the building and unit where the
emergency is located
 Clinic dentist will determine if the rest of the clinic is to be evacuated and patients
rescheduled. Responder 2 to assure orderly dismissal of remainder of patients through
appropriate exit.
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 Occupational Exposure of Declared Pregnant Personnel
Upon a voluntary declaration of pregnancy,
will review this policy with the student
and obtain signatures as indicated on the “Declaration of Pregnancy by Occupationally Exposure Personnel
and Acknowledgment of Understanding” form. From a radiation protection perspective, there is no reason
for a student to discontinue working during her pregnancy. It is expected that the student will adhere to the
Procedures for the Safe Performance of Dental Radiographic Examinations.


Counseling Regarding Radiation Risks: Upon declaration of pregnancy, the student will be
provided with specific information regarding known risks to the embryo-fetus regarding to ionizing
radiation.



Monitoring of Occupational Exposure during Pregnancy: It has been determined by direct
measurements of scattered radiation that the fetal radiation exposure will be less that the allowable 5
mSv and a dosimeter will be worn by the pregnant personnel during all clinical sessions as required
in the clinic manual. All readings results will be reported and stored in the clinic manager’s radiation
records.

Approved by
Signed___________________________________________________
Print or Type Name________________________________________
Title_____________________________________________________
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Declaration of Pregnancy by Occupationally Exposed Personnel and
Acknowledgment of Understanding
Part 1: Declaration of Pregnancy
I, ____________________ (S#_________________) do hereby voluntarily declare that I am
pregnant. The estimated date of conception for this pregnancy is: ______________________.

______________________________
Student Signature

__________________
Date

Part 2: Acknowledgment of Understanding
I acknowledge that I have been informed of the risks to my embryo-fetus
associated with my continued occupational exposure to ionizing radiation
and that I have been instructed in the methods which may be used to
minimize my exposure.
I further acknowledge that an estimate of the potential exposure during my pregnancy, based on the
results of direct radiation measurements, has been provided to and reviewed with me.
I have read and understand the potential radiation risks to me and my unborn child, if any, if I work
in such radiation areas, and fully assume such risks and hold harmless the Dental Hygiene Program
of Colorado Northwestern Community College from assumed risks. I understand and agree with the
normal radiation safety procedures that the Dental Hygiene Program of Colorado Northwestern
Community College has taken.
Given the information above, I elect to continue to work and to fulfill the responsibilities of my
current position.
This acknowledgment does not imply a waiver of any rights granted to me under Colorado Laws.

_______________________________
Student Signature

__________________
Date

______________________________
Clinic Coordinator

__________________
Date
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Risks Associated with Occupational Exposure to Ionizing Radiation
during Pregnancy and Procedures for Minimizing Exposure

For pregnant personnel who are occupationally exposed to ionizing radiation a total of effective dose limit
of 5 mSv has been established in order to minimize the potential exposure to the embryo-fetus once a
pregnancy has been voluntarily declared in writing. Operational implementation of this limit restricts the
monthly effective dose limit to 0.5 mSv.
At these levels of occupational exposure and at levels typically received by occupationally exposed
individuals in the performance of dental radiological examination the risks of the embryo-fetus are believed
to be quite small.
Current radiobiological data indicated that the risks associated with in utero exposure are:


A risk of severe mental retardation for radiation exposure between 8 and 15 weeks post conception
with a risk coefficient of 0.40 Gy-1 and wit a threshold of between 0.1 Gy and 0.2 Gy. The imposed
effective dose limit of 5 mSv is at least twenty times less than the observed threshold and therefore
those risks are believed to be negligible.



A life time risk of cancer is 0.1 Gy-1. Based in the imposed effective dose limit of 5 mSv the
estimated risk is 5 in ten thousand. In order to reduce your exposure to ionizing radiation you are
expected to follow the Procedures for the Safe Performance of Dental Radiographic
Examinations.

I have read and understand the above described potential radiation risks to me and the unborn child, if any,
if I work in such radiation areas, and fully assume such risks and hold harmless the Dental Hygiene Program
of Colorado Northwestern Community College from assumed risks. I have also read, understand and agree
with the above described normal radiation safety procedures that the Dental Hygiene Program of Colorado
Northwestern Community College has taken. I hereby agree to release the Dental Hygiene Program of
Colorado Northwestern Community College from and liability due to radiation exposure to which I have
voluntarily exposed myself and my unborn child I may have in order to perform the duties of my job.
________________________________________
Student Signature
________________________________________
Clinic Coordinator

_________________
Date
__________________
Date

109

Revised 06-20-19

INFORMED CONSENT DURING PREGNANCY FOR ANESTHETIC

I do hereby give permission to my student clinician to inject local anesthetic as a means of making my
treatment today more comfortable. I understand that although the medication dosage will not be excessive
and that the risks are minimal, no medication can be shown to be completely without risk. I also understand
that it has been shown that the risks of not treating gum disease include low birth weight and that general
medical opinion is that treatment of gum disease is beneficial to both mother and child during pregnancy.
Patient Name (printed) ______________________________
Signature _________________________________________
Student Clinician. __________________________________
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CNCC CPR READINESS POLICY
All persons providing direct patient care must be currently certified in CPR with AED. AED’s are on site in
the Blakeslee and Allsebrook buildings and all students are to be oriented as to AED locations as part of
pre-clinic instruction. As staff does not currently provide any direct patient care, only students and faculty
are required to maintain continuous CPR certification. Students must take a CPR course as part of their DH
curriculum. There are no exceptions to this policy. All Faculty must maintain certification and, at their
option, may do so by taking the course concurrently with students or by seeking certification from an
independent source. No exceptions are made for physical disability as we feel that medical professionals
must be able to address all facets of patient care, including potential emergency situations.
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COLORADO
NORTHWESTERN
COMMUNITY COLLEGE
DENTAL HYGIENE

CLINIC MANUAL
Section IV:
Process Evaluations and Competencies

112

Revised 06-20-19
PROCESS EVALUATION: HAND HYGIENE

COURSE: DEH 102 Preclinic Lab

COMPETENCY PROCESS REQUIRED: 100%

STUDENT NAME & NUMBER: ___________________________________________
EVALUATOR’S NAME: ________________________________GRADE: _________

DATE: _____________________________________TOTAL POINTS POSSIBLE: 14

1.

Safety glasses are on prior to washing hands.

_____

2.

Rings, watches, and other hand jewelry are removed.

_____

3.

Hair is secured away from clinician’s face and front of clinic jacket.

_____

4.

Fingernails are trimmed appropriately.

_____

5.

Adjust glasses if needed.

_____

6.

Wash hands for 2 -15 seconds washes using antimicrobial soap
and tepid water.

_____

7.

Work lather under the fingernails.

_____

8.

Clean the fingertips, thumb, and between the fingers.

_____

9.

Wash the dominant hand equally as well as the non-dominant hand.

_____

10.

Begin rinsing at the wrist and work down to the fingertips.

_____

11.

Dry with clean paper towels.

_____

12.

Dispose of towels.

_____

13.

Perform the above without touching any surfaces such as sink, towel
dispenser, or waste area.

14.

_____

Between patients, one 15 second lathering is sufficient, or the
appropriate use of an alcohol hand rub.

_____
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PROCEDURE: Hand Hygiene

CRITERIA

DEFINITION

1. Safety glasses are on prior to
washing hands.

2. Rings, watches, and other
jewelry are removed.

TEST POINT: Hand Hygiene

hand

1. Observe student wearing safety
glasses or glasses with side shields
while in the clinic.

2. Observe student with no other

COURSE: DEH 102 Preclinic

RATIONALE
1. OSHA requires glasses in the treatment
area to avoid injury or infection to the eye.

2. To ensure asepsis.

hand jewelry (other than a plain
wedding band, if desired).

3. Hair is secured away from
clinician’s face and front of clinic
jacket.

3. Observe student with hair secured
away from face and off of shoulders
and front of clinic jacket.

4. Fingernails are trimmed
appropriately.

4. Observe that the student’s
fingernails are trimmed to the
proper length.

5. Adjust glasses if needed.

5. Observe student adjusting
glasses before washing hands

5. To ensure asepsis.

6. Wash hands twice for 15 seconds
using antimicrobial soap and tepid
water.

6. Observe student-washing hands.

6. To ensure asepsis. Tepid water is easier
on the muscles of the hands.

3. To ensure asepsis and maintain a
professional appearance.

4. To ensure asepsis.
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PROCEDURE: Hand Hygiene

CRITERIA

TEST POINT: Hand Hygiene

COURSE: DEH 102 Preclinic

DEFINITION

RATIONALE

7. Work lather under the fingernails.

7. Observe student working lather under
the fingernails

7.

To ensure asepsis.

8. Clean the fingertips, thumb, and between
the fingers.

8. Observe the student cleaning the fingertips,
thumb, and between the fingers.

8.

To ensure asepsis.

9. Observe the student lathering both hands
equally.

9.

To ensure asepsis.

10. Begin rinsing at the wrist and work
down to the fingertips.

10. Observe student-rinsing hands from the
wrist down to the fingertips.

10. To avoid getting lab coat cuffs wet.

11. Dry with clean paper towels.

11. Observe student-drying hands with
paper towels.

11. Dry hands to ensure integrity of
gloves and to avoid skin chapping.

12. Dispose of towel(s).

12. Observe student disposing of
appropriately.

12.

To ensure asepsis.

13. Perform the above without touching
any surfaces such as sink, towel
dispenser, or waste area.

13. Observe student performing all of the above
without contaminating hands by touching
any surfaces.

13.

To ensure asepsis.

14. Between patients, one 15 second
lathering is sufficient, or the
appropriate use of an alcohol hand
rub.

14. Question student to determine his/her
knowledge regarding proper handwashing
between patients.

14. One lathering between patients (or
use of alcohol hand rub) is sufficient to
ensure asepsis.

9. Wash the dominant equally as well
as the non-dominant hand.

paper towels
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DEH 102: Preclinical Dental Hygiene Lab
Handling Dental Equipment Properly
Criteria and Rationale
Criteria
-Identify the following dental equipment:
a.
b.
c.
d.
e.
f.
g.
h.
i.
j.
k.
l.
m.
n.

a. dental chair
b. dental light
c. suction arm
d. instrument bracket tray
e. computer monitor
f. computer keyboard/mouse
g. x-ray head/arm
h. x-ray sensor
i. operator stool
j. rheostat
k. cart
- Demonstrate proper return and placement of dental
equipment when completed for the clinical session.

k.

- Able to identify dental equipment in the dental operatory.

dental chair
operator stool
computer
computer monitor
keyboard/mouse
dental light
suction arm
instrument bracket tray
x-ray head/arm
x-ray sensor
water bottle
power switch of unit
rheostat
cart

- Demonstrate proper movement and placement of the
following dental equipment during patient treatment.

a.
b.
c.
d.
e.
f.
g.
h.
i.
j.

Rationale

- Proper placement of dental equipment will aid the student
hygienist during patient treatment.

- Proper return and placement of dental equipment at the end of
the clinical session will aid in clinical protocol and longevity of the
dental equipment.

dental chair
dental light
suction arm
instrument bracket tray
computer monitor
computer keyboard/mouse
x-ray head/arm
x-ray sensor
operator stool
rheostat
cart
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DEH 102: Preclinical Dental Hygiene Lab

Name & #:___________________

Handling Dental Equipment Properly Competency

Evaluator: ___________________
Points Possible:
/38

Identify Equipment - Identify dental equipment
Proper Placement - Move and place dental equipment during patient treatment
Proper Return of Equipment - Move and return dental equipment at the end of the clinical session
Evaluation Key: S- Satisfactory U- Unsatisfactory

Criteria

Identify Equipment Proper Placement Proper Return of Equipment
S
U

- Identify the following
dental equipment:
a. dental chair
b. operator stool
c. computer
d. computer monitor
e. keyboard
f. mouse
g. dental light
h. suction arm
i. instrument bracket
tray
j. x-ray head/arm
k. x-ray sensor
l. water bottle
m. power switch of unit
n. rheostat
o. cart

Demonstrate proper
movement and placement
of the following dental
equipment during patient
treatment.
a. dental chair
b. dental light
c. suction arm
d. instrument bracket
tray
e. computer monitor
f. computer keyboard
& mouse
g. x-ray head/arm
h. x-ray sensor
i. operator stool
j. rheostat
cart

a.

a.

b.

b.

c.

c.

d.

d.

e.

e.

f.

f.

g.

g.

h.

h.

i.

i.

j.

j.

k.

k.

l.

l.

m.

m.

n.

n.

o.

o.

S

U

a.

a.

b.

b.

c.

c.

d.

d.

e.

e.

f.

f.

g.

g.

h.

h.

i.

i.

j.

j.
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Criteria
Demonstrate proper return
and placement of dental
equipment when completed
for the clinical session.
a. dental chair
b. dental light
c. suction arm
d. instrument bracket
tray
e. computer monitor
f. computer keyboard
& mouse
g. x-ray head/arm
h. x-ray sensor
i. operator stool
j. power switch of unit
k. rheostat
l. cart
power switch of unit turned off

Identify EquipmentProper Placement Proper Return of Equipment
S
U
S
U

a.

a.

b.

b.

c.

c.

d.

d.

e.

e.

f.

f.

g.

g.

h.

h.

i.

i.

j.

j.

k.

k.

l.

l.

DEH 102: Pre-CLINIC I PROCESS EVALUATION: PERFORMING AND RECORDING MEDICAL
HISTORY & PERFORMING AND RECORDING EXTRAORAL/INTRAORAL EXAM
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COURSE: DEH 102 Pre-Clinic I
COMPETENCY of PROCESS AND PRODUCT REQUIRED: 75%
STUDENT NAME & NUMBER: __________________________________________________

EVALUATOR'S NAME: _______________________ GRADE: ________________________

DATE: ________________________________TOTAL POINTS POSSIBLE: 20

SCORING:

A.

1.

Mark a + for every procedure correctly completed.

2.
3.

Mark a 0 for every procedure incorrectly completed.
Mark a NA for every procedure that does not apply to this student’s evaluation.

Performing and Recording the Medical History of Patient:

1.

Seat patient comfortably in upright position.

_____

2.

Have available the proper armamentarium.

_____

3.

Review medical history questionnaire.

_____

4.

Record results of reviewing medical questionnaire.

_____

5.

MEDICAL ALERT for any drug allergies or diseases requiring premedication

and/or any condition(s) requiring the adaptation of treatment or
procedures. _____

B.

_____

6.

Determine and record patient's vital signs, obtain instructors approval

_____

7.

Practice principles of good patient management.

_____

8.

Meet ethical and legal requirements.

_____

Performing and Recording the Extraoral/Intraoral Examination:
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1.

Have available the proper armamentarium.

_____

2.

Seat patient properly for the examination.

_____

3.

Prepare patient for the examination/dispense pre-op rinse.

_____

4.
positioning.
4.

Practice proper operator ergonomics and patient
_____
Perform systematic examination of extraoral/intraoral structures and
tissues for abnormalities.

_____

8.

Perform systematic examination of the teeth.

_____

9.

Examine and classify occlusion.

_____

11.

Record findings.

_____

13.

Use mirror effectively.

_____

14.

Use adequate light.

_____

15.

Practice principles of good patient management.

_____

20.

Meet ethical and legal requirements.

_____
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PROCEDURE: Performing and Recording

TEST POINT: A. Performing and

Medical History and

Recording the Medical

Extraoral/Intraoral Exam

History of a Patient

CRITERIA

DEFINITION

1.

Seat patient comfortably in
upright position.
2.
Have available proper
armamentarium.

3.
Review medical history
questionnaire.

1.
Observe patient seated comfortably
in upright position.
2.
Observe the student with available
completed medical history questionnaire
attached to a clipboard; a red/blue pencil,
and a pen.
3.
Observe student reviewing
the questionnaire. Student
should follow up on any
question eliciting a "yes"
response, any question left
blank by the patient and any
disease or conditions
reported by the patient.
Observe the student
reviewing the questionnaire
and updating all changes in
the health status of the
patient since the last visit.

COURSE: DEH 170 Clinic I

RATIONALE
1.

To facilitate communication.

2.

To record data.

3.

To record any changes in the
health status of the patient
since the last visit. To reveal
conditions which necessitate
adaptation of treatment or
procedures. To avoid
emergency situations.
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PROCEDURE: Performing and Recording MD & E/I
CRITERIA
4.

Record results of reviewing medical
questionnaire.

7.
Practice principles of good patient
management.

Meet ethical and legal
requirements.

COURSE: DEH 170 Clinic I

DEFINITION

5.
MEDICAL ALERT and or any drug
allergies or diseases requiring
premedication and/or any condition(s)
requiring the adaptation of treatment or
procedures.
6.
Determine and record patient’s vital
signs along with student and instructors
initials.

8.

TEST POINT: A. Performing and

4.
Observe the student recording
explanation of "yes" responses, diseases
or conditions. Observe student recording
dates, severity, duration, etc.
5.Observe student recording necessary
information.

6.
Observe student using stethoscope
and sphygmomanometer to determine
blood pressure. Observe student
palpating the radial artery to determine
pulse and respirations. Observe student
recording these determinations.
7.
Observe student tactfully
interviewing patient, showing concern
when asking embarrassing questions,
being friendly and using eye-to-eye
contact.
8.
Observe student's
documentation of:
a.
date
b.
student's signature
c.
patient's signature
d.
instructor's
signature
Student respects patient's
privacy in communicating findings to
others.

RATIONALE
4.
To provide future reference for
adaptation of treatment or procedures. To
legally document procedures.
5.
To alert conditions which require
special treatment or alteration of treatment
at subsequent appointments. The
patient’s condition should be identified with
medical alert in patients chart.
6.
To determine if patient's blood
pressure is high. To avoid emergency
situation, and to provide a service.

7.
To alleviate apprehension and
distrust that will allow the patient to be
more straightforward about health history
and experiences.
8.
To document findings for future
reference in the event of legal
proceedings. to protect privacy of patient.
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PROCEDURE: Performing and Recording

TEST POINT: B. Performing and

Medical History and

Recording the

Extraoral/Intraoral Exam

Extra/Intraoral Exam

CRITERIA

COURSE: DEH 170 Clinic I

DEFINITION

1.
Have available the proper
armamentarium.

1.

Observe the student having placed
on the bracket tray and unit:
a. mouth mirror
b. explorer
c. probe
d. air/water syringe
e. saliva ejector

RATIONALE
1.

To be prepared for the examination.
a. To retract tissue and
use for illumination,
transillumination, and
indirect vision.
b. To detect calculus,
caries, irregularities on
tooth
surfaces, and
imperfect
restoration
margins.
c. To measure pocket
depth.
d. To dry teeth and tissues for
better
vision during the examination.
To
rinse patient's
mouth.
e. To suction during
rinsing.
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PROCEDURE: Performing and Recording

TEST POINT: B. Performing and

Medical History and

Recording the

Extraoral/Intraoral Exam

Extra/Intraoral Exam

CRITERIA

COURSE: DEH 170 Clinic I

DEFINITION

2.
Seat patient properly for the
examination

3.Prepare patient for the
examination/dispense pre-op rinse

RATIONALE

2.
Observe the patient in an upright
position for examination of extraoral
tissues and structures. Patient is seated
supine for examination of intraoral tissues.
3. Observe student:
a. offer patient safety glasses.
b. offer patient a tissue if deemed
necessary.
c. have patient remove any prosthetic
appliances.
d. ask patient to rinse with an pre-op
mouth rinse.

2. To facilitate operator's access to and
vision of the field of operation.

3. To facilitate a through examination:
a. for protection
b. to remove lipstick
c. to allow visibility of oral tissue
d. to reduce microorganisms
To ensure patient cooperation.

4.
4. Perform proper operator ergonomics
and patient positioning.

5.
Perform systematic examination of
extraoral/intraoral structures and tissues
for cancer detection.

4. 4. Observe student using proper ergonomics
And patient positioning while performing the E/I
exam. This would include:
a. bending from the waist
b. legs are parallel to floor.
c. both feet are flat on floor.

d. asking pt. to turn right or left and chin
up or down to accommodate
clinician’s exam
5.
Observe student performing oral
cancer examination. Observe student
following the pattern of the
Extraoral/Intraoral Examination.

4. To provide the student with
proper techniques for
longevity of career.

5.
To detect deviations from normal
this should be brought to the attention of
the patient and his/her dentist.
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PROCEDURE: Performing and recording

TEST POINT: B. Performing and

Medical History and

Recording the

Extraoral/Intraoral Exam

Extra/Intraoral Exam

COURSE: DEH 170 Clinic I

CRITERIA

DEFINITION

RATIONALE

6.

Perform Periodontal Screening and
Recording (PSR) or Community
Periodontal Index. (CPI)

6.

6.

7.

Classify patient according to clinic
criteria.

8.

Perform systematic examination of
teeth.

7. Observe student classify patient
according to all assessment data
gathered.
8.
Observe student examining the
teeth in a systematic pattern, using
the proper explorer.

7.
To properly implement a treatment
plan with the oral conditions that is
present.
8.
To detect and chart caries,
restorations, and conditions that
should be brought to the attention of
the patient.

9.

Examine and classify occlusion.

9.

9.

Observe student examining the
periodontium, and recording the
gingival evaluation on the
Extraoral/Intraoral Examination
Form. Observe student performing:
a. screening and classification
b. bleeding index
c. calculus assessment
d. pocket depth via average
pocket depth
e. stain assessment
f. extenuating factors.

Observe student examining the
occlusion and classifying.

To assess the periodontal health of
the patient's mouth and to aid in the
planning of dental hygiene
treatment procedures.

To bring to the attention of the
patient's dentist any deviations from
normal.
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PROCEDURE: Performing and Recording

TEST POINT: B. Performing and

Medical History and

Recording the

Extraoral/Intraoral Exam

Extra/Intraoral Exam

CRITERIA
10.

Analyze findings.

11.

Record findings.

COURSE: DEH 170 Clinic I

DEFINITION
10.
Observe student questioning the
patient regarding any deviations from
normal to determine onset of condition,
pain and/or tenderness associated with
any findings. Students should determine
whether findings are normal, requiring
treatment or referral.
11.
Observe student recording all
findings on the
Extraoral/Intraoral
Examination Form, and any
other form necessary for
patient. Example: charting
of dental restorations,
carious lesions,

RATIONALE
10.
To recognize normal and deviations
from normal to report them to supervising
dentist.

11.
To aid the student in preparing a
treatment plan. To evaluate response to
treatment. To document proceedings or
for patient identification in case of
emergency, accident, or death.

pathology, periodontal
health.
12.

Prepare and record a treatment
Plan in Dentrix.

12.

Observe the student recording a
treatment plan in Dentrix.

12.

To organize and facilitate
services to be rendered.
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PROCEDURE: Performing and Recording

TEST POINT: B. Performing and

Medical History and

Recording the

Extraoral/Intraoral Exam

Extra/Intraoral Exam

CRITERIA
13.

Use mirror effectively.

14.

Use adequate light.

15.
Practice principles of good
patient management.

16. Refer to patient’s radiographs during
examination.

17. Control hemorrhage (if indicated).

COURSE: DEH 170 Clinic I

DEFINITION

RATIONALE

13.
Observe student-using mirror to
provide illumination to areas being
examined, to provide indirect vision to
areas being examined and to retract
cheeks and tongue to provide access to
areas being examined.
14.
Observe student-adjusting light to
adequately illuminate areas being
examined.
15.
Observe student showing concern
for safety and comfort of patient,
using time efficiently and using
examination and instrumentation
techniques that do not cause undue
discomfort to the patient. Observe
student explaining all procedures to
the
patient.
16.
Observe student referring to
patient's most recent radiographs
on lighted view box.

13.
To facilitate observation of all areas
of the mouth.

17.

Observe student using 2 x 2 gauze
sponges or rinsing to control any
hemorrhaging resulting from
exploring and/or probing.

14.
To facilitate observation of all areas
of the mouth.
15.

To reduce discomfort and alleviate
apprehension which will allow for a
more thorough
examination.

16.

To ensure a thorough examination
and to detect conditions which can
only be seen in radiographs.

17.

To alleviate patient discomfort and
facilitate a thorough examination.
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PROCEDURE: Performing and Recording

TEST POINT: B. Performing and

Medical History and

Recording the

Extraoral/Intraoral Exam

Extra/Intraoral Exam

CRITERIA

COURSE: DEH 170 Clinic I

DEFINITION

18.
Rinse patient's mouth when
necessary.
19.

Use air during the examination.

20.

Meet ethical and legal
requirements.

18.
Observe student using the water
syringe to rinse debris and/or blood from
the patient's mouth whenever necessary.
19.
Observe student using air to dry
tooth surfaces while detecting carious
lesions and to retract gingiva while
detecting calculus.
20.
Observe student recording:
a. date
b. student's initials and class
number
Student respects patient's privacy in
communicating findings to others.

RATIONALE
18.
To alleviate patient discomfort and
facilitate a thorough examination.
19.
To facilitate a thorough
examination.

20.

To provide legal
documentation for future reference.
To protect the patient's right to privacy.
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DEH 170 CLINIC I PROCESS EVALUATION: ASEPTIC TECHNIQUE

COURSE: DEH 170

COMPETENCY PROCESS REQUIRED: 100%

STUDENT NAME & NUMBER:____________________________________________________
EVALUATOR'S NAME: __________________ GRADE: _____________________________
DATE: ______________________________
SCORING:

1.
5.
6.

A.

B.

C.

D.

TOTAL POINTS POSSIBLE: 28

Mark a + for every procedure correctly completed.
Mark a 0 for every procedure incorrectly completed.
Mark a NA for every procedure that does not apply to this student’s evaluation.

Initial Hand washing:
1.
Retrieve safety glasses from clinic cupboard.
2.
Place rheostat on floor.
3.
Perform hand wash.
4.
Fill water bottle if needed, on unit; place disinfectant in bottle.
5.
Put on utility gloves and wash gloves.
Sanitation/Disinfection of Dental Unit:
1.
Sanitize light lens cover, arm of light, bracket tray, arm of bracket tray,
x-ray unit, arm of x-ray unit, lead apron, lead apron arm, suction arm,
slow/high speed suction, cupboard handles, cart shelves, all area countertops,
all knobs and switches, seat of chair, base of unit, and stool.

_____
_____
_____
______
_____

_____

2.

Flush suction and air/water syringe for 30 seconds, then again 30 seconds,
keep suction on for an additional 1 minute. During procedures periodically flush
with warm water for 2 intervals of 2-3 sec and keep suction on 1 additional min.
Between patients leave suction on for 3 to 5 min after suction and flush.
______

3.

Disinfect the dental unit, x-ray unit, light handles, the disinfectant bottle,
water bottle, bracket tray, air/water syringe, suction arm, slow/high speed
suction, cupboard handles, lead apron, lead apron bar, all knobs and
switches, cart shelves, all countertops, mouse, keyboard, view box and
all non-sterile items.

_____

4.

Remove utility gloves; wash hands.

_____

5.

Place barriers on dental chair, operator stool, bracket tray, slow/high speed
suction, x-ray unit, light handles, and stool handles.

Bracket Tray and Cart Set-up:
1.
Place sterile cassette on the bracket tray prior to seating patient.
2.
Cover bracket tray set-up with patient napkin.
3.
Cover top shelve of cart with paper tray covers and place items needed
for treatment.
Patient Preparation:
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1.
2.
3.
E.

F.

G.

Place napkin on patient.
Place safety glasses on patient.
Have patient correctly perform pre-op rinse.

Operator Protection:
1.
Use facemask, glasses with side shields and latex-free exam gloves during
patient care.
Field of Operation:
1.
Debride instruments as needed.
2.
Debride instrument before replacing it on bracket tray.
3.
Coat any breaks in skin of patient's lips or at the corners of the mouth with
lubricant as needed.
Recognition and Correction of Breaks in Aseptic Chain:
1.
Perform hand washing or alcohol rub before intraoral procedures.
2.
Perform hand washing or alcohol rub during appointment, after touching any
object which was not sanitized, disinfected, or sterilized at the beginning
of the appointment.
3.
Place rinsed toothbrush back in the box once it has been used in the patient’s
mouth.
4.
Control hair according to requirements in the Clinic Manual.

_____
_____
_____

_____

_____
_____
_____

_____

_____
_____

_____
H.

Obtaining/Returning Items to and from the Dispensary:
1.
Proper management of contaminated gloves if going to dispensary to request
supplies.
2.
Properly manage contaminated instruments/cassette while taking to
dispensary for sterilization.

_____
_____

Infection Control:
1.
2.

Discard all disposable items used on the patient.
Disinfect dental unit, x-ray unit, lead apron/bar light handles, water bottle,
bracket tray, disinfectant bottle, air/water syringe, all knobs, and switches,
cart shelves, all countertops, mouse, keyboard, view box and all non-sterile
items to be returned to your cupboard.
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PROCEDURE: Aseptic Technique

TEST POINT: A. Initial Hand-washing

COURSES: DEH 102 Preclinic
DEH 170 Clinic I

CRITERIA

DEFINITION

RATIONALE

1.

Retrieve safety glasses from
clinic cupboard.

1.

Observe student with proper
safety glasses while in the
clinic.

1. To protect students eyes from potential
chemical or aerosol contaminants.

2.

Place rheostat on floor.

2.

Observe student place
rheostat on floor.

2. To remove rheostat from work area
before hand scrub.

3.

Perform hand wash.

3.

Observe the student
performing two complete
hand-washings. It is important
to dry with paper towels from
the wrist to fingertips without
going back.

3. To reduce the number of micro-organisms
carried into the clinic on the hands. To
prevent contamination of clinic equipment,
supplies, instruments, and patients with
which the operator may have come in
contact.

4.

Observe student removing
water bottle from dental unit
and filling water bottle with
water and disinfectant tablet.

4.

To prepare the unit with a full water
bottle for appointment along with
disinfecting water lines for reducing
bacterial count in the water lines.

5.

To ensure protection and asepsis when
dealing with equipment and instruments.
To adequately protect hands from surface
disinfectant and contaminants.

4.
Fill water bottle if needed, on unit;
place disinfectant in

5.

Put on utility gloves and wash
gloves.

5.
Observe student putting on and
washing utility gloves.

Process Evaluation Performing and Recording Medical History, and Extraoral/Intraoral Exam 5-132 AY 2013-14

Revised 11/18/19
PROCEDURE: Aseptic Technique

TEST POINT: B. Sanitization/ Disinfection

COURSES: DEH 102 Preclinic

of Dental Unit

CRITERIA

DEH 170 Clinic I

DEFINITION

1. 1. Sanitize light cover, arm of light,
1. Observe student dusting with damp
bracket tray, arm of bracket tray, x-ray unit,
paper towels at the beginning of clinical
arm of x-ray unit, cart shelves, all area
period.
countertops, all switches, seat of chair, base
of unit, and stool.

RATIONALE
1.

To sanitize the dental environment,
clean surfaces of debris. To prepare the
surfaces for disinfection.

2..2. Flush suction and air/water syringe
for 30 seconds at beginning of clinical
day, and 30 seconds between
patients during the day.

2.Observe student flushing saliva ejector
2.
and vacuum system for 30 seconds.
Observe student open valves and let water
run for 30 seconds from air/water syringe.
Observe student performing same procedure
for 30 seconds between patients.

3. 3.Disinfect the dental unit, x-ray unit, light
handles, disinfectant bottle, water bottle,
bracket tray, air/water syringe, all knobs,
handles, and switches, mouse,
keyboard, cart shelves, all area countertops,
view box and all nonsterile items from cabinet.

3.Observe disinfection using paper
towels. Observe that all non- sterile
items from cabinet as placed on cart. (ie.
floss dispenser, pencil, pen, etc.,) are
disinfected.

3. To reduce bacterial count and to
prevent cross- contamination.

4. 4. Remove utility gloves and wash hands.

4.

Observe student removing
utility gloves and washing
hands.

4. To reduce possibility of cross
contamination.

5.

Observe the student place
disposable covers before
seating patient.

5. To reduce possibility of cross
contamination.

5. Place barriers on chair, bracket
tray, x-ray unit, light handles,
stool handles, and cart.

To flush water lines, which may be a
source of cross-contamination.
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PROCEDURE: Aseptic Technique

TEST POINT: C. Bracket Tray and Cart Set-up

COURSES: DEH 102 Preclinic
DEH 170 Clinic 1

CRITERIA

3.

DEFINITION

RATIONALE

1.

Place sterile cassette on
bracket tray prior to seating
patient.

1.

Observe the student place
sterile cassette on bracket
tray.

1. To ensure sterility of all instruments at the
beginning of appointment.

2.

Cover bracket tray set-up with
patient napkin.

2.

Observe the patient napkin
being laid over the initial
bracket tray set-up until after
the patient is seated.

2.

3. Cover top shelve of cart with tray
covers.

3.
Observe the student placing barriers
over entire surface of top shelve.

To reduce the possibility of
contamination from airborne
microorganisms.

3. To provide a barrier between cart
surface and items used during patient care.
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PROCEDURE: Aseptic Technique

TEST POINT: D. Patient Preparation

COURSES: DEH 102 Preclinic
DEH 170 Clinic I

CRITERIA
1.

DEFINITION

1. Place napkin on patient.

2.

1.

Place safety glasses on patient.

3. Have patient correctly perform pre-op rinse.

PROCEDURE: Aseptic Technique

2.

Observe the student placing a
fresh, disposable napkin around
the patient's neck with a napkin
chain.
Observe the student giving safety glasses
(the patient may elect to wear his/her own
glasses.)

3.
Observe the student give
instructions to
the patient to rinse with antimicrobial rinse for 30
seconds.

TEST POINT: E. Operator Protection

RATIONALE
1.

To reduce contamination from the patient's
clothing and to protect clothing from stains
and/or debris.

2.

To prevent foreign particles from irritating or
infecting patient’s eyes.

3.
To reduce the number of microbes in the
oral cavity.

COURSES: DEH 102 Preclinic
DEH 170 Clinic I

CRITERIA

DEFINITION

1.
Use facemask, glasses with side
shields, and latex-free exam gloves during
patient care.

1.

Observe the student adjust facemask
to position before the hand-wash.
Facemask and gloves must be worn
during any hands-on treatment.
Prescription or safety glasses with
side shields must be worn at all times
while in clinic. OSHA mandates the
side shields be worn with all patient
contact.

RATIONALE

1.
To prevent contamination of
patient, operator, and other clinic personnel.
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PROCEDURE: Aseptic Technique

TEST POINT: F. Field of Operation

COURSES: DEH 102 Preclinic
DEH 170 Clinic I

CRITERIA

DEFINITION

RATIONALE

1.

Debride instrument as needed.

1.

Observe the student carefully wiping
instrument frequently on sterile
gauze.

1.

To remove calculus thus preventing
implantation of bacteria-laden
fragments into the soft tissues.

2.

Debride instrument before replacing it
on the bracket tray.

2.

Observe the student wipe instrument
on sterile gauze before replacing it on
the bracket tray.

2.

To prevent contamination of items on
bracket tray and to prevent
coagulation of blood and debris on
instruments.

3.

Coat any breaks in skin of patient's
lips or at the corners of the mouth
with lubricant as needed.

3.
Observe the student applying
lubricant with a cotton tipped applicator as
needed.

3.
To prevent further infection of the
patient; the lubricant acts as a physical
barrier to prevent the entrance of bacteria.
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PROCEDURE: Aseptic Technique

TEST POINT: G. Recognition and Correction COURSES: DEH 102 Preclinic
of Breaks in Aseptic Chain

CRITERIA

1.

1.

DEH 170 Clinic 1

DEFINITION

Perform hand washing or alcohol
rub immediately after reviewing
medical history and recording vital
signs and before beginning handson procedures.

2.
Perform hand washing or alcohol rub
during appointment after touching any
object, which was not sanitized, disinfected
or sterilized at the beginning of the
appointment.

1.

Observe student excuse self to wash
hands or use an alcohol rub before
performing any hands on procedures.
a. Using soap and hand friction,
scrub once and rinse.
b. Dry with paper towel, beginning
at wrists and working toward the
fingertips.
c.Discard paper towel without
touching waste container.
d. When using alcohol rub, foam or
gel is rub into hands until dry.

2.
Observe the student perform same
hand washing as described in #1 above
whenever the chain of asepsis is broken.
Example: operator should wash after
touching the hair, chair, glasses, face,
instrument case, etc.
3.
Observe student placing rinsed
toothbrush in box when not in use.

RATIONALE

1.

To assure the patient the use of aseptic
technique is always employed.

2.
To preserve the aseptic chain and to
prevent cross-contamination of patient and
operator.

3.

Place rinsed toothbrush back in box
once it has been used in the patient’s
mouth.

3.

To prevent contamination of brush
patient will be carrying home.

4.

Control hair according to requirements 4.
Observe the student's hair. Hair must 4.
To prevent contamination of
in the Clinic Manual.
not come in contact or interfere with the
instruments and to provide good visibility.
operator's face or vision, the patient's face or
the dental instruments. A "0" in components
of professionalism will be given if an
instructor deems your hair unacceptable.
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PROCEDURE: Aseptic Technique

TEST POINT: H. Obtaining/Returning Items
to and from the Dispensary

CRITERIA

4.

COURSES: DEH 102 Preclinic
DEH 170 Clinic I

DEFINITION

1.

Proper management of contaminated
gloves if going to dispensary to
request supplies.

2.

Properly manage contaminated
instruments/cassette while taking to
dispensary for sterilization.

PROCEDURE: Aseptic Technique

1.

Observe the student perform clasping
of contaminated gloved hands when
requesting supplies from dispensary.

2.
Observe student returning
contaminated items to the dispensary or
designated area.

RATIONALE

1.

To prevent contamination of containers
and supplies.

2.
To prevent cross-contamination of
supplies and equipment.

TEST POINT: I. Infection Control

COURSES: DEH 102 Preclinic
DEH 170 Clinic I

CRITERIA

DEFINITION

1.
Discard all disposable items used on
the patient.

1.

2.

2.

Disinfect dental unit, x-ray unit, light
handles, water bottle, bracket tray,
disinfectant bottle, air/water syringe,
all area countertops, all knobs and
switches, cart shelves, view box, and
all non-sterile items to be returned to
cabinet.

Observe the student placing all
disposable items in waste containers.
Examples: paper cups, patient
napkins, headrest covers, etc.
Observe student disinfecting the
work area as described under Test
Point B # 3.

RATIONALE

1.

To prevent cross-contamination. The
use of disposable items greatly
reduces potential source for crosscontamination.

2.

To ensure that the clinic is clean and
sanitary at all times.
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PROCEDURE: Aseptic Technique

TEST POINT: I. Infection Control

COURSES: DEH 102 Preclinic
DEH 170 Clinic I

CRITERIA

DEFINITION

3..Flush vacuum system with 1 qt. Or-evac
after each clinic session.

3.

4.

Replace disposable suction
trap on Monday clinic days.

4. Observe the student replacing suction
trap on Monday clinic days.

4.

5.

Clean light lens with lens cleaner and
towels on Monday clinic days.

5.
Observe student cleaning the light
lens with lens cleaner and towels at the end
of Monday clinic days.

5.
To ensure that the light lens appears
clean at all times.

3.

4.

Flushing vacuum system at
end of clinic day with a quart of warm
water and/or 1 cup of Or-evac for 15
seconds intermittently submerging it.

RATIONALE

3. Disinfect, remove debris and
organic matter, to ensure proper
drainage and to prevent unpleasant odor.
This can be accomplished by having the lab
persons prepare gallons of Or-Evac.
To remove disposable trap that may
have collected debris from the use of
dental unit
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PROCESS EVALUATION: INSTRUMENTATION
COURSE: CLINIC I ONLY ** Adult Dentition Required**

COMPETENCY PROCESS REQUIRED: 75%

STUDENT NAME & NUMBER: ___________________ DATE: _________________________
EVALUATOR'S NAME: _________________________ GRADE: _________________________
PATIENT NAME: _____________________________ TOTAL POINTS POSSIBLE: 29
SCORING:

Mark an S for every procedure correctly completed.
Mark a U for every procedure incorrectly completed.
Mark a NA for every procedure which does not apply to this student's evaluation.

A. Instrument Selection:
1.

Select and maintain well-sharpened and properly contoured instruments.

2.

Select instruments best suited to tooth number and

3.

_____

surface being scaled.

_____

Select correct working end of instrument for proper adaptation.

_____

B. Instrumentation:
1.

Student demonstrates correct operator and patient positioning.

_____

2.

Student demonstrates proper modified pen grasp.

_____

3.

Student demonstrates neutral wrist.

_____

4.

Student demonstrates appropriate fulcrum (utilizing fat pad of ring finger).

_____

5.

Student demonstrates appropriate palm position.

_____

6.

Student properly adapts side toe or tip 1/3 of working end to proper tooth surface. _____

7.

Student utilizes a closed angle for insertion of cutting edge into sulcus.

8.

Student demonstrates proper face to tooth angulation of 60

o-

80o

_____

for a

calculus stroke.

_____

9.

Students grasp is light during exploratory strokes.

_____

10.

Student tightens grasp and increases lateral pressure during working
strokes.

_____

11.

Student demonstrates use of fingers, hand, wrist and arm as continuum.

_____

12.

Student demonstrates proper handle roll around all line angles.

_____

13.

Student demonstrates adequate extension of strokes into interproximal areas.

_____

14.

Student demonstrates proper pivot into the col area

_____

15.

Instruments tip 1/3 into sulcus on facial and lingual areas

16.

Student uses a systematic order of progression from one tooth to the next.

17.

Student uses mirror effectively.

18.

Student demonstrates a slow, controlled, and deliberate calculus removal
stroke.

_____
_____
_____

_____
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19.

Student utilizes the explorer to check the section when scaling has been
completed.

_____

20.

Student performs procedure with minimal tissue trauma and patient discomfort.

_____

21.

Student uses air to check for residual calculus.

_____

C. Maintenance of Operating Field:
1.

Irrigate sulci or pockets when necessary.

2.

Debride instrument during use and before returning it to

3.

_____

bracket tray.

_____

Use 2 x 2 gauze sponges to control hemorrhage.

_____

D. Postoperative Procedures:
1.

Clean patient's face before dismissal.

_____

2.

Recommend appropriate postoperative instructions.

_____
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PROCEDURE: Instrumentation: Supramarginal

TEST POINT: A. Instrument Selection

COURSE: Clinic I

& Submarginal Calculus Removal
CRITERIA
1.

DEFINITION

Select and maintain well-sharpened and
properly contoured instruments.

1.

RATIONALE

Observe student checking for sharpness
of instrument cutting edges throughout
the entire procedure; observe student
sharpening instruments as necessary.

1.

Observe student selecting
instruments best suited to tooth
number and surface being scaled.

2.

2. Select instruments best suited to tooth
number and surface being scaled.

2.

3. Select correct working end of instrument
for proper adaptation.

3. Observe student utilizing correct working
end for correct and effective instrumentation.

To provide greater precision of
operation; to increase tactile
sensitivity; to increase patient comfort
and to decrease tissue trauma.
To facilitate access and reduce
tissue trauma.

3. To have correct instrumentation technique
for adequate removal of calculus.
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PROCEDURE: Instrumentation: Supramarginal

TEST POINT: B. Instrumentation

COURSE: Clinic I

& Submarginal Calculus Removal
CRITERIA

DEFINITION

1. Student demonstrates correct operator
and patient positioning.

2.
Student demonstrates a proper
modified pen grasp.

3.

1.

2.
Observe student using a proper
modified pen grasp during all instrumentation.

Student demonstrates a neutral
wrist.

3.

4.
Student demonstrates appropriate
fulcrum (utilizing fat pad of ring finger).

4.

5. Student demonstrates appropriate palm
position.

5.

RATIONALE

According to the area being instrumented, 1.
the operator and patient should be
positioned in the ideal arrangement to
meet all treatment variables.

Observe student utilizing a neutral
wrist for instrumentation.

To ease operator fatigue, make for
optimal accessibility and ensure patient
comfort.

2.

To provide control, stability and
better tactile sensitivity during
instrumentation.

3.

To prevent a musculoskeletal
disorder.

Observe student maintaining an
instrument fulcrum at all times.
The ring finger should be resting
on a stable tooth close to the
tooth being scaled. A fulcrum
should be in the same arch as the
tooth being scaled whenever
possible.
a. opposite arch fulcrums
are sometimes necessary.
b. extraoral fulcrums are permissible
if the student demonstrates proper
control and stability.
c. reinforced fulcrums are
permissible.

4.

Observe the student utilize a correct palm
position depending on which arch
instrumentation is being performed.

5. To eliminate muscoskeletal disorders by
practicing proper ergonomics with palm
placement.

To provide control, stability, and
patient comfort.
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PROCEDURE: Instrumentation: Supramarginal

TEST POINT: B. Instrumentation

COURSE: Clinic I

& Submarginal Calculus Removal
CRITERIA
6.

DEFINITION

Student properly adapts side toe or tip 1/3
of working end to proper tooth surface.

RATIONALE

6.

Observe student only adapting the side
leading third of the working end to the
tooth
surface.

6.

7.
Student utilizes a closed angle for
insertion of cutting edge into the sulcus.

7.

Observe the student adapt as much
of the face of working end as
possible to the tooth surface being
scaled for insertion into the sulcus.

7.
To eliminate painful distension of
gingival tissue.

8.

Student demonstrates proper face
to tooth angulation of 60º- 80º for a
calculus stroke.

8.

Observe student maintain a face to tooth
angulation with curets of not less than
60º or more than 80º during exploratory
and working strokes.
a.
observe relationship of terminal
shank to long axis of tooth.
b.
listen for evidence of correct
cutting edge angulation.
c.
observe tissue distension.

8.

9.

Students grasp is light during
exploratory strokes.

9.

Observe student's fingers in
relaxed light modified pen grasp
during exploratory strokes.

9.

10. Student tightens grasp and
increases lateral pressure during
working strokes.

10.

Observe the student tightening or
tensing the fingers during working strokes.
Increased lateral pressure can be observed by
feeling the muscles of the fingers, hand and/or
forearm of the student.

To eliminate adaptation of middle and
heel 1/3 of working end to tooth surface.

To eliminate the danger of tissue
laceration and facilitate calculus
removal.

To provide maximum tactile sensitivity.

10.

To allow a maximum amount of
calculus to be removed with a minimal amount
of strokes. To prevent incomplete calculus
removal.
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TEST POINT: B. Instrumentation

COURSE: Clinic I

Submarginal Calculus Removal

CRITERIA

DEFINITION
11.

12. Student demonstrates proper handle roll
around all line angles.

12. Observe student utilize the thumb and
index finger to roll the handle of the instrument
around line angles.
13. Observe student extend interproximal
strokes at least halfway across proximal
surface.

12. To avoid laceration of gingival tissues and
to maintain proper adaptation of working end
to tooth surface.
13. To ensure complete removal of
interproximal deposits.

14. Student demonstrates proper pivot
into the col area.

14.

14. To ensure adaptation of working
end along with proper access into
interproximal areas.

15. Instruments tip 1/3 into sulcus
on facial and lingual areas.

15. Observe the tip 1/3 of the
instrument in contact with the tooth at
all times

15.

16. Student uses a systematic
order of progression from one
tooth to the next.

16. Observe the student working in a
systematic order of progression
from one tooth to the next.

16. To ensure thoroughness in deposit
removal and increase efficiency.

13. Student demonstrates adequate
extension of strokes into
interproximal areas.

Observe the student using fingers, hand,
wrist and arm as a continuum. This
should be a rocking or rotating of hand
on the fulcrum. There should be no
independent finger motion.

RATIONALE

11.
Student demonstrates use of fingers,
hand, wrist and arm as a continuum.

Observe student utilize a pivot
when working around a line
angles or interproximal surfaces.
Pivot is utilized by hand and arm
motion while balancing on fulcrum
finger into the col area.

11. To reduce operator fatigue and increase
efficiency of strokes.

To ensure proper adaptation of
the instrument to the tooth and to
prevent injury of the tissue.
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PROCEDURE: Instrumentation: Supramarginal

TEST POINT: B. Instrumentation

COURSE: Clinic I

& Submarginal Calculus Removal
CRITERIA
17.

DEFINITION

Student uses mirror effectively.

18.
Student demonstrates a slow,
controlled, and deliberate calculus removal
stroke.

19. Student utilizes the explorer to
check the section when scaling
has been completed.

17.

Observe the student using the mouth
mirror effectively.
a. observe use of modified pen
grasp and fulcrum.
b. observe use of mirror for indirect
vision.
c. observe use of mirror for
illumination.
d. observe use of mirror for
retraction
of cheeks and tongue.
e. observe mirror edge away from
soft tissue

RATIONALE
17. To ensure proper operator positioning;
proper operator control; to avoid fatigue; to
facilitate better visibility; to provide better
access for instrumentation; and to ensure
patient comfort.

18. Observe student using a calculus
18. To ensure patient safety and effective
removal stroke with moderate pressure to
removal of calculus deposit.
remove deposit and a feather-light assessment
stroke to determine if deposit has been
removed.
19. Observe student using an explorer to
19. To ensure complete calculus
check a section when scaling has been
removal and a smooth tooth
completed in that section.
surface.
a. observe the side tip 1/3 of the
explorer against the tooth surface.
b. observe the adaptation of the
explorer tip by watching a rolling
action of the fingers at the line
angles.
c. observe a light grasp.
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PROCEDURE:
Instrumentation: Supramarginal

TEST POINT: B. Instrumentation

COURSE: Clinic I

& Submarginal Calculus Removal
CRITERIA

DEFINITION

20. Student performs procedure with minimal
tissue trauma and patient discomfort.
21.
Student uses air to check for residual
calculus.

20.
Observe the student’s ability to
respond to the patient’s nonverbal cues of
discomfort and tissue trauma.
21. Observe the student using air
syringe to check for residual
calculus.

RATIONALE
20.

To ensure patient comfort.

21. To make the calculus visible and ensure
removal.
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PROCEDURE: Instrumentation: Supramarginal

TEST POINT: C. Maintanence of Operating Field

COURSE: Clinic I

& Submarginal Calculus Removal
CRITERIA
1.

DEFINITION

Irrigate sulci or pockets when necessary.

RATIONALE

1.
Observe student irrigating sulci or
pockets when necessary.

1.

To prevent implantation of
calculus and bacteria in tissue
lining the sulci; to increase patient
comfort.

2.
Debride instrument during use and
before returning it to the bracket tray.

2. Observe student wiping working end on 2
x 2 gauze square; observe student debride
instrument before returning it to bracket tray.

2.

3.

3. Observe student applying pressure with a
2 x 2 gauze square to control hemorrhage.

3.

To prevent implantation of
calculus and bacteria in tissue
lining the sulci; to maintain a clean
instrument cassette on the bracket tray.
To stop bleeding and allow for
better visibility, tactile sense and
instrument control.

Use 2 x 2 gauze square to control
hemorrhage.
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PROCEDURE:
Instrumentation: Supramarginal

TEST POINT:D. Postoperative Procedures

COURSE: Clinic I

& Submarginal Calculus Removal
1.

Clean patient’s face before dismissal.

2.
Recommend appropriate postoperative
instructions.

1.
Observe the student clean the
patient’s face before dismissal.
2. Observe the student
recommending postoperative
instructions to the patient.
a. hypertonic salt solution is
recommended for all
patient discomfort. ( 1 tsp.
salt in 1 cup of warm
water).
b. patient make take OTC
pain medication.
c. observe student explaining
that some discomfort might
occur.

1. To prevent patient embarrassment when
leaving clinic.
2. To ensure patient comfort and aid in
tissue response and healing.
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CNCC Dental Hygiene Program
Coronal Polishing Competency
Student Name & #:______________________________________________ CL I and I-A (75%)

CL II (80%)

CL III (85%)

1st Attempt Date:___________________ PATIENT NAME:______________________________________________________________________
INSTRUCTOR’S SIGNATURE:______________________________________________________SCORE:____________/22PTS____________
2ND Attempt Date:__________________ PATIENT NAME:_______________________________________________________________________
INSTRUCTOR’S SIGNATURE:___________________________________________________SCORE:____________/22PTS________________
COMPETENCY CRITERIA
1st Attempt Date:
2nd Attempt Date:
Coronal Polishing Criteria
*Critical Test Point: This test point must be passed in order to pass this competency.

S

U

S

Preliminary Procedure:

1. Remove all calculus before polishing.
2. Explain procedure to patient.
Preparation of Polishing Agent:
3. Select appropriate polishing agent.

4. Wet the polishing agent if indicated.
Polishing Procedures Using the Prophy Angle:

5. Wear appropriate personal protective equipment.
6. Use modified pen grasp.
7. Relieve awkwardness of handpiece with firm grasp.
8. Establish a fulcrum.
9. Select correct attachment - cup or brush.
10. Bring cup/brush within close proximity to tooth surface
before
activating motor to polish.
11. Run motor at slowest speed.
12. Apply revolving cup to tooth surface with moderate pressure
for
two-three seconds.
13. Adapt cup to fit each tooth surface.
14. Use mirror effectively.
15. Move from tooth to tooth in systematic order.
16. Use water and saliva ejector when indicated.
17. Maintain proper patient/operator positioning.
Flossing Procedures:

18. Irrigate mouth to remove abrasive particles upon
completion of polishing.
19. Perform a thorough flossing of all interdental areas
using the correct flossing technique.
20. Floss the mouth in a systematic progression using a fulcrum.
21. Floss fixed bridges and appliances if indicated.
22. Irrigate mouth thoroughly.
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Coronal Polishing Protocol

Criteria

Definition\ Rationale

Preliminary Procedure:

1. Remove all calculus before polishing.
2. Explain procedure to patient.

Check the patient and observe student removing any
remaining calculus before polishing. To ensure
effectiveness of polishing.
Observe student explaining to the level of the patient's
understanding:
a. What the patient will hear, feel and taste
b. Rationale for removal of plaque and stain
c. Value of topical fluoride.
To prevent apprehension and create awareness of the
importance of the procedure.

Preparation of Polishing Agent:
3. Select appropriate polishing agent.

4.Wet the polishing agent if indicated.

Observe the student selecting the appropriate polishing
agent.
a. A fine grade fluoridated prophy paste is used on most
patients.
b. A fluoridated prophy paste is contraindicated on:
1) gold or porcelain crowns
2) areas of deep decay
3) teeth being prepared for pit & fissure sealants.
c. For patients without stain or supra-gingival plaque,
polishing is an elective procedure and may be
accomplished with toothbrush and floss.
d. For patients with orthodontic appliances, a toothbrush
prophy may be required. Motor driven polishing is
possible on the lingual surfaces.
e. For patients requesting no topical fluoride application,
a toothbrush prophy is required.
To ensure proper abrasiveness of the polishing agent and
to minimize loss of enamel during polishing.
Observe student wetting the polishing paste if indicated:
a. Dry powders are available for polishing, but they must
be mixed as wet as possible.
b. Dry powder may be mixed with water or mouthwash.
c. Hydrogen peroxide may be added for stubborn stains.
To prevent frictional heat during polishing.

Polishing Procedures Using the Prophy Angle:
5. Wear appropriate personal protective equipment.
6. Use modified pen grasp.
7. Relieve awkwardness of handpiece with firm grasp.

8. Establish a fulcrum.
9. Select correct attachment - cup or brush.

10. Bring cup/brush within close proximity to tooth
surface before
activating motor to polish.
11. Run motor at slowest speed.

Observe student wearing lab coat, glasses with sideshields and facemask. To protect operator's eyes from
foreign matter and to reduce cross-contamination.
Observe student using modified pen grasp. To provide
control and stability during polishing procedure.
Observe student fingers, tensed and hyper-extended in a
firm grasp. Handpiece handle may be rested in the V
between finger and thumb when consistent with other
positioning for accessibility to field of operation. To
provide control, support and stability during operation.
Observe student using a firm fulcrum at all times. To
provide stability for controlled action of the prophy angle.
Observe student using rubber cup on facial, lingual, and
proximal surfaces. The bristle brush is used ONLY on
occlusal surfaces. To facilitate effective removal of stain
and plaque with minimal tissue trauma.
Observe student bringing the cup/brush almost in contact
with the tooth before starting motor. To prevent
splattering of the prophy paste.
Observe student using the slowest motor speed. To
minimalize frictional heat and increase patient comfort.
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12. Apply revolving cup to tooth surface with moderate
pressure for two-three seconds.
13. Adapt cup to fit each tooth surface.

14. Use mirror effectively.
15. Move from tooth to tooth in systematic order.
16. Use water and saliva ejector when indicated.
17. Maintain proper patient/operator positioning.

Observe the student flexing the cup with moderate
pressure for 2-3 seconds on tooth surfaces. The flexing of
the cup increases the area polished at one time. To
minimize frictional heat.
Observe the student turning the handpiece in fingers to
adapt the cup in:
a. The interproximal areas
b. The gingival surfaces of fixed appliances.
c. The cervical areas where the edge of the cup should be
slipped below the free gingival margin (1mm). To
effectively remove stain and plaque with minimal tissue
trauma.
Observe student using the mirror for retraction,
illumination and/or indirect vision when necessary. To
ensure adequate retraction, illumination and vision to all
areas. To ensure proper patient/operator positioning.
Observe student move from tooth to tooth in systematic
progression. To ensure thoroughness and increase
efficiency.
Observe student using water and suction gently to clear
saliva and excess paste from the patient’s mouth during
polishing procedure, when indicated. To increase patient
comfort and operator's visibility and efficiency.
Maintain proper patient operator positioning:
a.
Operator sits with feet flat on floor, thighs
parallel to floor and back straight.
b.
Operator’s eyes 14-16 inches from field of
operation.
c.
Patient positioned with occlusal plane of
maxillary arch perpendicular to the floor.
d.
Patient positioned with occlusal plane of
mandibular arch parallel to the floor. To ensure
thoroughness and increase efficiency. To ensure access
and vision to all areas of the mouth.

Flossing Procedures:

18. Irrigate mouth to remove abrasive particles upon
completion of polishing.
19. Perform a thorough flossing of all interdental areas
using the correct flossing technique.

20. Floss the mouth in a systematic progression using a
fulcrum.
21. Floss fixed bridges and appliances if indicated.

Observe the student direct the water spray into the
sulcular areas and interproximal areas to remove
abrasive particles upon completion of polishing. To
remove excess abrasive particles, which may be a source
of irritation to the soft tissues.
Observe the student performing a thorough flossing of all
interdental areas using the correct flossing technique:
a.
Hold floss so as not to let it slide over patient's
face. Wrap ends around middle fingers.
b.
Fulcrum adjacent to working area.
c.
Protect lips and cheek by retracting.
d.
Use a diagonal sawing motion to gently enter
the interproximal area.
e.
Direct floss to one side of the interdental
papilla, wrapping floss around the tooth and gently
sliding up and down at least three times.
f.
Raise floss over interdental papilla and slide
through sulcus of adjacent tooth in same manner.
g.
Remove floss back through the contact or
slides floss through to facial surfaces when contacts are
too tight or floss shreds.
h.
Advance floss through finger to provide clean
section for next interproximal area. To remove debris,
plaque and particles of polishing agent, which are sources
of irritation to the soft tissues. To prevent tissue trauma.
Observe the student flossing the mouth in a systematic
progression. To ensure thoroughness and efficiency
through repeated routine.
Observe the student flossing fixed bridges and appliances,
using a floss threader or Super floss. To remove plaque,
debris and polishing particles this will act as irritants to
the soft tissues.

Process Evaluation Performing and Recording Medical History, and Extraoral/Intraoral Exam 5-152 AY 2013-14

Revised 11/18/19
DEH 170: CLINIC I PROCESS EVALUATION: PERFORMING AND RECORDING MEDICAL
HISTORY & PERFORMING AND RECORDING EXTRAORAL/INTRAORAL EXAM
COURSE: DEH 170 Clinic I

COMPETENCY REQUIRED:

75%

STUDENT NAME & NUMBER: __________________________________________________
EVALUATOR'S NAME: _______________________ GRADE: ________________________
DATE: ________________________________TOTAL POINTS POSSIBLE: 28
SCORING:

A.

B.

1.
Mark a 0 for every procedure incorrectly completed.
2.
Mark a NA for every procedure that does not apply to this student’s evaluation.
3.
Grade according to Clinic I criteria
Performing and Recording the Medical History of Patient:
1.
Seat patient comfortably in upright position.
_____
2.
Have available the proper armamentarium.
_____
3.
Review medical history questionnaire.
_____
4.
Record results of reviewing medical questionnaire.
_____
5.
MEDICAL ALERT for any drug allergies or diseases requiring premedication
and/or any condition(s) requiring the adaptation of treatment or procedures.
_____
6.
Determine and record patient's vital signs
_____
7.
Practice principles of good patient management.
_____
8.
Meet ethical and legal requirements.
_____
Performing and Recording the Extraoral/Intraoral Examination:
1.
Have available the proper armamentarium.
_____
2.
Seat patient properly for the examination.
_____
3.
Prepare patient for the examination/dispense pre-op rinse.
_____
4.
Practice proper operator ergonomics and patient positioning
______
5.
Perform systematic examination of extraoral/intraoral structures and
tissues for abnormalities and doc accurately
_____
6.
Perform accurate Periodontal Screening and Recording or Community
Periodontal Index.(CPI,PSR, FMP)
_____
7.
Classify patient according to clinic criteria.(4500, ASA, CNCC I,II,III)
_____
8.
Perform systematic exam and correct resorations recorded
______
9.
Examine and classify occlusion
_____
10.
Analyze findings.(were all findings accurately verbalized)
_____
11.
Record findings(are recordings correct in chart)
_____
12.
Prepare and record a complete treatment plan for that day.
_____
13.
Use mirror effectively.
_____
14.
Use adequate light.
_____
15.
Practice principles of good patient management ( time management with E/I)
_____
16.
Refer to patient's radiographs during examination.
_____
17.
Control hemorrhage (if indicated).
_____
18.
Rinse patient's mouth when necessary.
_____
19.
Use air during the examination.
_____
20.
Meet ethical and legal requirements.
_____
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PROCEDURE: Performing and Recording
Medical History and
Extraoral/Intraoral Exam
CRITERIA
1.
Seat patient comfortably in upright
position.
2.
Have available proper
armamentarium.

3.
Review medical history
questionnaire.

4.
Record results of reviewing medical
questionnaire.

5.
MEDICAL ALERT and or any drug
allergies or diseases requiring
premedication and/or any condition(s)
requiring the adaptation of treatment or
procedures.
6.
Determine and record patient’s vital
signs along with student and instructors
initials.

TEST POINT: A. Performing and
Recording the Medical
History of a Patient
DEFINITION
1.
Observe patient seated comfortably
in upright position.
2.
Observe the student with available
completed medical history questionnaire
attached to a clipboard; a red/blue pencil,
and a pen.
3.
Observe student reviewing the
questionnaire. Student should follow up
on any question eliciting a "yes" response,
any question left blank by the patient and
any disease or conditions reported by the
patient. Observe the student reviewing the
questionnaire and updating all changes in
the health status of the patient since the
last visit.
4.
Observe the student recording
explanation of "yes" responses, diseases
or conditions. Observe student recording
dates, severity, duration, etc.
5.
Observe student recording
necessary information.

6.
Observe student using stethoscope
and sphygmomanometer to determine
blood pressure. Observe student
palpating the radial artery to determine
pulse and respirations. Observe student
recording these determinations.

COURSE: DEH 170 Clinic I

RATIONALE
1.

To facilitate communication.

2.

To record data.

3.
To record any changes in the health
status of the patient since the last visit. To
reveal conditions which necessitate
adaptation of treatment or procedures. To
avoid emergency situations.

4.
To provide future reference for
adaptation of treatment or procedures. To
legally document procedures.

5.
To alert conditions which require
special treatment or alteration of treatment
at subsequent appointments. The
patient’s condition should be identified with
medical alert in patients chart.

6.
To determine if patient's blood
pressure is high. To avoid emergency
situation, and to provide a service.
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PROCEDURE: Performing and Recording
Medical History and
Extraoral/Intraoral Exam
CRITERIA

TEST POINT: A. Performing and
Recording the Medical
History of a Patient
DEFINITION

7.
Practice principles of good patient
management.

7.

8.
Meet ethical and legal
requirements.

8.

TEST POINT: B.

Observe student tactfully
interviewing patient, showing
concern when asking
embarrassing questions,
being friendly and using eyeto-eye contact.
Observe student's
documentation of:
a.
date
b.
student's signature
c.
patient's signature
d.
instructor's
signature
Student respects patient's
privacy in communicating
findings to others.

COURSE: DEH 170 Clinic I

RATIONALE
7.
To alleviate apprehension and
distrust that will allow the patient to be
more straightforward about health history
and experiences.

8.
To document findings for future
reference in the event of legal
proceedings. to protect privacy of patient.

COURSE: DEH 170 Clinic I
CRITERIA

DEFINITION

1.
Have available the proper
armamentarium.

1.

Observe the student having placed
on the bracket tray and unit:
a. mouth mirror
b. explorer
c. probe
d. air/water syringe
e. saliva ejector

RATIONALE
1.

To be prepared for the examination.
a. To retract tissue and
use for illumination,
transillumination, and
indirect vision.
b. To detect calculus,
caries, irregularities on tooth
surfaces, and imperfect
restoration margins.
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c. To measure pocket
depth.
d. To dry teeth and tissues for
better vision during the
examination. To rinse
patient's mouth.
e. To suction during rinsing.
2.
Seat patient properly for the
examination.

2.
Observe the patient in an upright
position for examination of extraoral
tissues and structures. Patient is seated
supine for examination of intraoral tissues.
3 3. Observe student:
a. offer patient safety glasses.
b. offer patient a tissue if deemed
necessary.
d. have patient remove any prosthetic
appliances.
d. ask patient to rinse with an pre-op
mouth rinse.

3.Prepare patient for the
examination/dispense pre-op rinse.

2.
To facilitate operator's access to
and vision of the field of operation.

3. To facilitate a through examination:
a. for protection
b. to remove lipstick
c. to allow visibility of oral tissue
d. to reduce microorganisms

4.
Perform proper operator ergonomics
and patient positioning.

4. Observe student using proper
4.
To provide the student with proper
ergonomics
techniques for longevity of
And patient positioning while performing the
career.
E/I exam. This would include:
a. bending from the waist
b. legs are parallel to floor.
e. both feet are flat on floor.
asking pt. to turn right or left and chin up or down to
accommodate clinician’s exam

5.
Perform systematic examination of
extraoral/intraoral structures and tissues
for cancer detection.

5.
Observe student performing oral
cancer examination. Observe student
following the pattern of the
Extraoral/Intraoral Examination.

5.
To detect deviations from normal
this should be brought to the attention of
the patient and his/her dentist.
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6.

CRITERIA
Perform Periodontal Screening and
Recording (PSR) or Community
Periodontal Index. (CPI)

6.

DEFINITION
Observe student examining the
periodontium, and recording the
gingival evaluation on the
Extraoral/Intraoral Examination
Form. Observe student performing:
f. screening and classification
g. bleeding index
h. calculus assessment
i. pocket depth via average
pocket depth
j. stain assessment
f. extenuating factors.

7.

Classify patient according to clinic
criteria.

8.

Perform systematic examination of
teeth.

9.

Examine and classify occlusion.

9.

Observe student examining the
occlusion and classifying.

10.

Analyze findings.

10.

11.

Record findings.

Observe student questioning the
patient regarding any deviations
from normal to determine onset of
condition, pain and/or tenderness
associated with any findings.
Students should determine whether
findings are normal, requiring
treatment or referral.
11.
Observe student recording all
findings on the
Extraoral/Intraoral

6.

RATIONALE
To assess the periodontal health of
the patient's mouth and to aid in the
planning of dental hygiene
treatment procedures.

7.
Observe student classify patient
7.
To properly implement a treatment
according to all assessment data gathered. plan with the oral conditions that is
present.
8.
Observe student examining the
8.
To detect and chart caries,
teeth in a systematic pattern, using
restorations, and conditions that
the proper explorer.
should be brought to the attention of
the patient.
9.

To bring to the attention of the
patient's dentist any deviations from
normal.
10.
To recognize normal and deviations
from normal to report them to supervising
dentist.

11.
To aid the student in preparing a
treatment plan. To evaluate response to
treatment. To document proceedings or
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Examination Form, and any
other form necessary for
patient. Example: charting
of dental restorations,
carious lesions,

for patient identification in case of
emergency, accident, or death.

pathology, periodontal
health.
12.

Prepare and record a treatment
Plan in Dentrix.

12.

13.

Use mirror effectively.

14.

Use adequate light.

13.
Observe student-using mirror to
provide illumination to areas being
examined, to provide indirect vision to
areas being examined and to retract
cheeks and tongue to provide access to
areas being examined.
14.
Observe student-adjusting light to
adequately illuminate areas being
examined.
15.
Observe student showing concern
for safety and comfort of patient,
using time efficiently and using
examination and instrumentation
techniques that do not cause undue
discomfort to the patient. Observe
student explaining all procedures to
the
patient.
16.
Observe student referring to
patient's most recent radiographs
on lighted view box.

15.
Practice principles of good
patient management.

16. Refer to patient’s radiographs during
examination.

Observe the student recording a
treatment plan in Dentrix.

12.

To organize and facilitate
services to be rendered.

13.
To facilitate observation of all areas
of the mouth.

14.
To facilitate observation of all areas
of the mouth.
15.

To reduce discomfort and alleviate
apprehension which will allow for a
more thorough
examination.

16.

To ensure a thorough examination
and to detect conditions which can
only be seen in radiographs.
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17. Control hemorrhage (if indicated).

18.
Rinse patient's mouth when
necessary.
19.

Use air during the examination.

20.
Meet ethical and legal
requirements.

17.
Observe student using 2 x 2 gauze
sponges or rinsing to control any
hemorrhaging resulting from exploring
and/or probing.

17.

To alleviate patient discomfort and
facilitate a thorough examination.

18.
Observe student using the water
syringe to rinse debris and/or blood from
the patient's mouth whenever necessary.
19.
Observe student using air to dry
tooth surfaces while detecting carious
lesions and to retract gingiva while
detecting calculus.
20.
Observe student recording:
a. date
b. student's initials and class
number
Student respects patient's privacy in
communicating findings to others.

18.

To alleviate patient discomfort and
facilitate a thorough examination.

19.
To facilitate a thorough
examination.

20.

To provide legal
documentation for future reference.
To protect the patient's right to privacy.
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PROCESS EVALUATION: EXPOSURE OF PANOGRAPHIC SURVEY
COURSE: Clinic I or IA

Clinic Hours Completed (Inst. Signature): ____________
At least one practice PANO (Inst. Signature)____________

STUDENT NAME & #: ________________________

COMPETENCY PROCESS REQUIRED: 85%

PATIENT NAME: ____________________________

COMPETENCY PRODUCT REQUIRED: 75%

EVALUATOR'S NAME: _________________

GRADE: _________________________

DATE: _______________________________

TOTAL POINTS POSSIBLE: _______/29

SCORING:

A.

B.

C.

D.

1.
2.
3.
4.

An asterisk indicates a PASS/FAIL.
Mark a + for every procedure correctly
Mark a 0 for every procedure incorrectly completed.
Mark an NA for every procedure that does not apply to this
student's evaluation.

Preliminary Procedures:
1.
Perform hand scrub.
2.
Prepare panoramic area if necessary.
3.
Review patient’s record.
4.
Enter x-ray request in log, obtain instructor’s signature
5.
Close out of patient chart in suite.
6.
Verify that the correct patient has been entered in the computer

_____
_____
_____
_____
_____
_____

Psychological Preparation of Patient:
1.
Explain procedures to patient.
2.
Explain safety precautions.
3.
Demonstrate concern for patient's welfare.

_____
_____
_____

Safety Procedures:
*1.
Use lead apron.
2.
Use proper exposure time and machine setting.
3.
Protect self and others from exposure.
4.
Announce exposure.

Pass/Fail _____
_____
_____
_____

Patient Preparation and Positioning:
1.
Remove eyeglasses, earrings, necklaces, hair pins, dentures, etc.
2.
Adjust machine height, guide patient into unit, instruct pt to grip handles.
3.
Make certain chin is in chin rest, & adjust height if necessary.
4.
Activate positioning lights
5.
Align midsagittal plane with light
6.
Stretch and straighten patient’s cervical spine.
7.
Position patient’s Frankfurt plane parallel to Frankfurt light.
8.
Choose the correct image layer according to the pt’s occlusion.
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E.

F.

G.

The Exposure:
1.
Have patient close lips on bite stick.
2.
Ask patient to swallow, place his/her tongue on the roof the mouth.
3.
Stand at least 2 meters from x-ray or behind lead shield.
4.
Press and hold exposure switch throughout the entire
exposure cycle.

_____
_____
_____
_____

Patient Release:
1.
Assist patient in backing out of machine.
2.
Assist patient with removal of lead apron.

_____
_____

Deliver Image to Patient File:
1.
Press the “Return to image” icon and wait for x-ray duty person
2.
Evaluate, have graded, & send pano copy to dentist w/in 10 school days

_____
_____
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PROCEDURE: Exposure of Panographic Survey
CRITERIA

TEST POINT: A. Preliminary Procedures:
DEFINITION

1. Perform hand scrub.

1. Perform routine hand scrub as for clinic
procedures.

2. Prepare panoramic

2. Prepare panoramic operatory by
sanitizing and disinfecting unit, control
panel.

operatory if necessary.

COURSE: Clinic I or IA
RATIONALE

1.To remove resident hand and forearm bacteria to prevent
contamination of clinic supplies
2. To prepare unit for exposure and to minimize operational time.

3. Review patient’s record.

3. Review patients record to determine if
radiographic exposure is contraindicated.
Panographic surveys will be taken based
on ALARA & ADA guidelines for
prescribing dental radiographs.

3.To prevent overexposure of patient to ionizing radiation

4. Enter x-ray request into log,

4. Enter pt.’s name and survey (pano) into
student radiology log then get instructor’s
signature on interpretation sheet.

4.To ensure that all exposures are logged and that students have
been given permission to expose patient to radiation.

obtain signature on
interpretation sheet.
5.Verify that the correct patient has
been entered.

5.Verify that the correct patient computer file is up

PROCEDURE: Exposure of Panographic Survey

5.To ensure that the pano will be placed into the correct file.

TEST POINT: B. Psychological Preparation:

1.

CRITERIA
Explain procedures to patient.

2.

Explain safety precautions.

3.

Determine need for lengthy detailed
explanation.

3.

4.

Demonstrate concern for patient's welfare.

4.
Demonstrate concern for patient's welfare
by exhibiting patience, gentleness and kindness to
the patient.

1.

2.

DEFINITION
Explain procedures to patient. Explain
information relating to film, placement,
use of instruments, and the necessity of
absolute stationary positions.
Explain use of fast films, film holders,
filtered cone, collimation and lead
aprons.
Determine need for lengthy detailed
explanation to resolve patient anxiety.

COURSE: Clinic I or IA

RATIONALE
1. To ensure patient cooperation and
to obtain quality radiographs.

2. To reduce fear and anxiety
radiation.

concerning

3. To relieve higher level of fear and anxiety
displayed by some patients.
4. To ensure patient receptivity of procedures.
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PROCEDURE: Exposure of Panographic Survey
CRITERIA

1.

TEST POINT: C. Safety procedures

COURSE: Clinic I or IA

DEFINITION

Use lead apron.

2.
Use proper exposure time and
machine setting.
3.

Protect self & others from exposure.

4.

Announce exposure.

1.
Use lead apron properly positioned
on patient.
2.
Use proper exposure time and
machine setting for each exposure. This
will always be the minimum setting.
3.
Protect self and others from
exposure of radiation by ensuring that
people in the area remain at least six feet
from the tube head.
4.
Loudly announce intent to expose
panoramic survey by saying "Exposure on
pano."

PROCEDURE: Exposure of Panographic Survey

RATIONALE

1.

To avoid unnecessary exposure to
radiation.
2.
To reduce radiation to
patient.
3.
To avoid unnecessary
radiation to the student or anyone else in
the area.
4.
To warn others in the area that
ionizing radiation is about to be emitted.

TEST POINT: D. Patient Preparation and Positioning

COURSE: Clinic I or IA

CRITERIA

DEFINITION

RATIONALE

1.
Remove glasses, earrings,
necklaces, hairpins, dentures, etc.
2.
Adjust approximate height and then
guide patient into the unit.

1. Remove glasses, earrings, necklaces,
hairpins, dentures, etc.
2.
Guide patient to the unit and adjusts
unit to approximate patient height.

1. To prevent undesired images from appearing on
the film.

3.
Make certain chin is in chin rest, &
adjust height if necessary.

3.
Make sure bike block height &
carriage height is correct so chin properly
in chin rest
4.
Activate positioning lights
5.
Center #8 & #9, nose, and forehead
with the mid-sagittal plane light

4.
5.

Activate positioning lights
Align midsagittal plane

2.
To allow proper placement of chin rest and
avoid machine being too low and causing injury to
patient.
3.
To ensure optimal film quality.

4.

5.

To ensure proper patient positioning.

To ensure desired oral and
facial structures are
radiographed with minimal
distortion.
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6.
Stretch and straighten patient’s
cervical vertebrae.
7.
Position patient’s Frankfurt plane
parallel to the Frankfurt light.

8.

Move head support against
patient & close temple
supports

9.
Choose the correct image layer
according to the pt’s occlusion

6.

Stretch and straighten
patient’s cervical vertebrae.
Position patient’s Frankfurt
plane parallel to the Frankfurt
light.

6. To ensure that patient
posture is erect.
7.
To ensure proper patient positioning.

8.

Move head support gently
against pt’s forehead, &
close temple supports.

8.

9.

Choose the correct image
layer position according to
the pt’s occlusion

9.

7.

PROCEDURE: Exposure of Panographic Survey

CRITERIA
1.

TEST POINT: E. The Exposure

To maintain proper patient
positioning.

To ensure proper patient
positioning.

COURSE: Clinic I or IA

DEFINITION

Have patient close lips on bite stick.

2.
Ask patient to swallow and place
their tongue on the roof of their mouth
3.
Stand at least 2 meters from x-ray
or behind lead shield.
4.
Press and holds exposure
switch throughout the entire
exposure cycle.

1.
Observe student instruct patient to
close lips on bite stick.
2.
Observe student giving instructions
to swallow and place tongue on roof of
mouth.
3.
Observe student standing 2 meters
from x-ray or behind lead shield.
4.
Observe student press and hold
exposure switch throughout the entire
exposure cycle until chirping stops.

PROCEDURE: Exposure of PanographicSurvey

TEST POINT: F. Patient Release

CRITERIA
1.
Assist patient in backing out of
machine

DEFINITION
1.
Observe student assisting patient
back out.

2.
Assist patient with removal of lead
apron.

2
Observe student assisting patient
with removal of lead apron.

RATIONALE
1.
To obtain proper contrast and
density of hard and soft tissues.
2.
To obtain proper contrast and
density of hard and soft tissues.
3.
To protect student from scatter,
leakage or secondary radiation.
4.
To ensure that a complete exposure
is made.
COURSE: Clinic I or IA

RATIONALE
1.
To prevent the patient from
bumping head or tripping when backing
out.
2.
To relieve patient of awkwardness
when removing lead apron.
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PROCEDURE: Exposure of PanographicSurvey

CRITERIA

TEST POINT: G. Delivery of Image

COURSE: Clinic I or IA

DEFINITION

1. Press the “Return to image” icon and
wait for x-ray duty person
2. Evaluate, have graded, & send pano
copy to dentist w/in 10 school days

1. Press the “Return to image” icon and
wait for x-ray duty person verify the image
has transferred to the pt. file.
2.
Evaluate and interpret pano for
errors and technique issues, have graded
by an instructor, & send pano copy to
dentist w/in 10 school days

RATIONALE
1. To ensure that the image is in the
correct patient file
2.

To provide an opportunity for the
student to evaluate his/her own
work.
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Revised
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COURSE:
DEH 104-Dental Radiology

COMPETENCY PROCESS REQUIRED: 85%

STUDENT NAME & NUMBER: _________________

COMPETENCY PRODUCT REQUIRED: 75%

EVALUATOR'S NAME: __________________

DATE: ____________________

SCORING:

A.

B.

GRADE: PROCESS____

PRODUCT ____

TOTAL POINTS POSSIBLE ON PROCESS:

___/35

1.

Mark a + for every procedure correctly completed not marked with an asterisk.

2.

Mark a 0 for every procedure incorrectly completed.

3.

Mark an NA for every procedure that does not apply to this
student's evaluation.

Preliminary Procedure:

1.

Prepare radiology operatory.

_____

2.

Assemble xcp and sensor correctly

_____

3.

Introduce, seat, and prepare patient for oral examination.

_____

4.

Review health questionnaire.

_____

5.

Perform preliminary oral examination.

_____

6.

Accurately completes x-ray interpretation form

_____

7.

Accurately completes and presents x-ray log

_____

8.

Acquires instructor’s signature on interpretation form

Psychological Preparation of Patient:
Process Evaluations: Exposure of Bitewings Radiographic Survey Updated 2/2019

_____

1.

Explain procedures to patient.

2.
Explain safety precautions.
Revised
11/18/19
3.
Demonstrate concern for patient's welfare.

C.

D.

F.

_____
_____

Safety Procedures:
1.

Use film holder and/or instrument.

_____

2.

Use lead apron and collar (critical issue).

_____

3.

Use proper exposure time and machine setting:

_____

4.

Observe for clearance during exposure.

_____

5.

Protect self from exposure.

_____

6.

Announce exposure.

7.

Maintain asepsis.

_____
_____

Exposure of Radiographs: Correctly mounts 4 BWX’s
1.
2.
3.
4.

E.

_____

Exposure of right molar bitewing region.
Exposure of right premolar bitewing region.
Exposure of left molar bitewing region.
Exposure of left premolar bitewing region.

_____
_____
_____
_____

Patient Management:
1.

Practice routine patient management.

_____

2.

Recognize special problems and copes appropriately.

_____

3.

Uses critical thinking skills to evaluate the need for a retake

_____

4.

Expose retakes according to ALARA.

_____

5.

Applies compensation techniques.

6.

Dismiss patient with instructions

_____

7.

Has services rendered filled out

_____

Evaluation/ Grading:
Process Evaluations: Exposure of Bitewings Radiographic Survey Updated 2/2019

_____

1.

Evaluate films for diagnostic quality and structures

_____

2.

Notes necessary compensation techniques.

_____
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3.

Has all necessary paper work present at grading

4.

Student has transferred all necessary data (restoration, caries, etc.) to
dental chart and is filled out on interpretation form.

5.

Student has filled out documentation and signed in patient chart

Process Evaluations: Exposure of Bitewings Radiographic Survey Updated 2/2019

_____

_____

_____
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PROCEDURE: Exposure of Bitewing Radiographic Survey

CRITERIA
1.

2.

Prepare radiology operatory.

Assemble xcp, sensor, cart

TEST POINT: A. Preliminary Procedures:

DEFINITION
1.

COURSE: Radiology

RATIONALE

Prepare radiology operatory by sanitizing
and disinfecting the x-ray unit, controls, and
chair. Place barriers, cover shelf with
bracket tray cover and assemble tongue
blade, USB and sensor, patient napkin.

1. To prepare for the preliminary oral
examination and to minimize
operational time.

2.
Assemble holders and place neatly on shelf
of the cart

2.

To use good time management skills

3.

Seat patient and prepare for oral
examination.

3.

Introduce patient, clear pathway to chair,
ask patient to be seated, place personal
items (glasses, purse) in cupboard, and
offer a tissue for lipstick removal and
salivary control. Adjust chair for
preliminary examination. Places patient
napkin.

3.
To seat patient for comfort and operator
efficiency.

4.

Review health questionnaire.

4.

Review health questionnaire to determine if
exposure of radiographic survey is
contraindicated. Ascertain when
radiographs were last taken on patient. FM
surveys will be taken based on ADA
guidelines for prescribing dental
radiographs.

4.

5.

Perform preliminary oral examination.

5.

Perform preliminary oral examination
recognizing and observing anatomical
structures which might limit film placement or
indicate variations in technique, such as:
a.
narrow arches
b.
presence of torus or tori

Process Evaluations: Exposure of Bitewings Radiographic Survey Updated 2/2019

To safeguard the patient and to
protect against excessive radiation
exposure.

5. To provide information
regarding the most appropriate
technique to use.
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c.
d.
6-8.

6-8. Asses patient’s need for & ability to sit for this
series and confirms that
with the instructor.

Review questionnaire,
perform preliminary oral
examination, completes
x-ray form, acquires
instructor’s signature.

PROCEDURE: Exposure of Bitewing

small arches
low palatal vault
6-8.

TEST POINT: B: Psychological Preparation of Patient

CRITERIA

DEFINITION

Confirms patient’s need and ability
to receive x-rays.

COURSE: Radiology

RATIONALE

1.

Explain procedures to patient.

1.

Explain procedures to patient. Explain
1.
information relating to film, placement, use of
instruments, and the necessity of absolute
stationary positions. Determine need for
lengthy detailed explanation to resolve patient
anxiety.

2.

Explain safety precautions.

2.

Explain use of fast films, film holders, filtered 1.
cone, collimation and lead aprons.

3.

Demonstrate concern for patient's welfare.

3.
3.
Demonstrate concern for patient's welfare
by exhibiting patience, gentleness and kindness to
patient.
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To ensure patient cooperation and to
obtain quality radiographs.
To relieve higher level of fear and
anxiety displayed by some
patients.

To reduce fear and anxiety concerning
radiation.
To ensure patient receptivity of procedures.
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PROCEDURE: Exposure of Bitewing

TEST POINT: C. Safety Procedures

CRITERIA

COURSE: Radiology

DEFINITION

RATIONALE

1.

Use film holder and/or instrument.

1.
Use film holder and/or instrument for
proper positioning of cone.

1.

To protect from unnecessary exposure to
radiation.

2.

Use lead apron and collar.

2.
To avoid unnecessary overexposure to
radiation and eliminate cross contamination.

3.

Use proper exposure time and machine
setting.

4.

Observe for clearance during exposure.

2.
Use lead apron and collar properly
positioned on patient, placed using noncontaminated hands.
3.
Use proper exposure time and machine
setting for each exposure. This will always be a
minimum setting.
4.
Observe area clearance by checking to see
that no person is within 6’ of PID.

5.

Protect self from exposure.

6.
7.

3.

To reduce radiation to patient.

4.

To ensure that no person receives
unnecessary radiation.

5.
Protect self from exposure of radiation by
remaining 6’ from the tube head.

5.

To avoid unnecessary radiation to the
student.

Announce exposure

6.

Loudly announce intent to make exposure.

6.

To warn others in the area that ionizing
radiation is about to be emitted.

Maintain asepsis

7.

Maintain asepsis throughout apt according
to clinic protocol.

7.

To avoid contamination of the patient and
operator.

Process Evaluations: Exposure of Bitewings Radiographic Survey Updated 2/2019

Revised 11/18/19
TEST POINT: D. Correctly mounts 4 BWX’s

PROCEDURE: Exposure of Bitewing

CRITERIA
1.

COURSE: Radiology

DEFINITION

Exposure of right molar bitewing region.

1.

RATIONALE
1.

To provide technique guidelines.

3.Exposure of left molar bitewing region.

a. Size 2 sensor
b. placement horizontal with anterior border
at distal half of 2nd premolar and
posterior border showing distal of 2nd
molar.
c. Mounted in bitewing instrument properl
d. Cone placement on aiming device.
2.
2.
To provide technique guidelines.
a. Size 2 sensor
b. Sensor placement horizontal with
anterior border on distal of cuspids centered at occlusal
surfaces.
c. Mounted in bitewing instrument properly.
d. Cone placement on aiming device.
3.
See #1
3.To provide technique guidelines.

4.Exposure of left premolar bitewing region

4.

2.

Exposure of right premolar bitewing region

See #2

4. To provide technique guidelines.
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TEST POINT: E. Patient Management:

PROCEDURE: Exposure of Bitewing

CRITERIA

COURSE: Radiology

DEFINITION

RATIONALE

1.

Practice routine patient
management.

1.

Practice routine patient management by
demonstrating a concerned attitude for the
patient's comfort at all times.

1. Ensure client cooperation

2.

Recognize special problems and cope
appropriately.

2.

Recognize special problems and cope
appropriately by using cotton rolls for
edentulous patients. Use film cushions
when necessary.

2. To ensure patient cooperation and comfort.

3-5.

Evaluates exposures for diagnostic quality.

3-5. Decides if and gets instructor’s permission
for non-diagnostic exposures, and retakes with
proper corrections.

3-5. To evaluate student’s ability to recognize
diagnostic and non-diagnostic exposures and their
ability to retake exposures properly using ALARA

6.

Dismiss patient with instructions.

6…Removes lead apron with clean hands. Escorts
patient to lobby with instructions concerning
possible second retakes. Inform patient of
availability of x-ray for personal dentist, if all retakes
are completed.

6. To avoid cross-contamination,
treat patient professionally, and to provide a
complete radiographic survey of diagnostic quality.

7.

7. To ensure proper documentation

7. Completes Services Rendered

Completes Services Rendered in pt. chart
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TEST POINT: F. Evaluation/ Grading:

PROCEDURE: Exposure of Bitewing

CRITERIA

COURSE: Radiology

DEFINITION

1.

Evaluate exposures for retakes
and diagnostic quality and
structures.

1.

Evaluate films for retakes before asking an
instructor to evaluate them for quality.

2.

Note necessary compensation techniques

2.

Note necessary compensation techniques
needed to correct errors.

RATIONALE
1. To provide an opportunity for the student
to evaluate his/her own work.

2. To emphasize the
corrections needed to
obtain quality radiographs.

3-4. All paper/computer work is completed
accurately at the time of grading x-rays. Including
(restoration, caries, etc.) to dental chart and is filled
out on interpretation form.

3-4. All paper/computer work is completed
accurately at the time of grading x-rays

3-4. So students know and understand all
documentation required for exposing, grading, and
sending x-rays

5. Student has filled out documentation and signed
in patient chart

5 As part of protocol the chart needs to be signed
and filled out that the radiographs have been
graded and sent to patient or dentist.

5 Ensure that the radiographs are in the patients
care.
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PROCESS EVALUATION: TOPICAL FLUORIDE APPLICATION TRAYS

COURSE: DEH 170 - Clinic I

COMPETENCY PROCESS REQUIRED: 90%

STUDENT NAME & NUMBER: ______________________________________________
EVALUATOR'S NAME: __________________GRADE: _________________________
DATE: ________________________________ TOTAL POINTS POSSIBLE: 10
SCORING:
1. Mark a + for every procedure correctly completed.
2. Mark a 0 for every procedure incorrectly completed.
3. Mark a NA for every procedure that does not apply to this student’s evaluation.

Topical Fluoride Application with Trays:
1. State the rationale for the use of a topical fluoride based on the patient's needs.

_____

2. Recognize when a topical fluoride application is contraindicated.

_____

3. Prepare patient for a topical fluoride application with the use of trays.

_____

4. Select appropriate armamentarium.

_____

5. Position patient upright, chin should be lowered.

_____

6. Instruct patient on correct fluoride procedure.

_____

7. Correctly perform the topical fluoride application.
a. Dries the arches with compressed air.
b. Patient is given the slow speed suction.

_____
_____

8. Fluoride application is observed by the student hygienist for four minutes.

_____

9. Instruct patient not to eat, drink, or rinse for at least thirty (30) minutes.

_____
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PROCEDURE: Topical Fluoride Application
CRITERIA

TEST POINT: Topical Fluoride Application
DEFINITION

COURSE: Clinic I
RATIONALE

1. State the rationale for the use of a
topical fluoride based on the patient's
needs.
2. Recognize when a topical fluoride
application is contraindicated.

1. Student states the relevance for a
topical fluoride based on the needs of the
patient.
2. Observe student terminating fluoride
application when patient gags. Also,
question student concerning any
contraindications to fluoride, which
include:
a. Presence of porcelain
crowns;
b. Presence of deep
carious lesions;
c. Acutely inflamed
gingival tissues.

1. To alleviate any unwanted
professional strength fluoride

3. Prepare patient for a topical fluoride
application

3. Observe the student preparing the
patient for a topical fluoride application
by explaining the oral topical fluoride
application to the patient to the patient's
level of understanding.

3. To alleviate apprehension.

4. Select appropriate armamentarium.

4. Observe student selecting proper size
disposable trays filling them 1/3 full with
the appropriate gel.

4. To ensure patient comfort and to
prevent
excessive fluoride use

5. Position patient upright.

5. Observe patient in upright position.

5. To prevent fluoride and excess saliva
from passing into patient's throat.

2. To increase patient cooperation by
demonstrating a concern for the
patient's comfort. To prevent etching of
porcelain crowns and to prevent injury
to exposed pulpal tissues.
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PROCEDURE: Topical Fluoride Application
CRITERIA
6. Instruct patient on correct fluoride
procedure

7. Correctly perform the topical fluoride
application

8. Fluoride application is observed by the
student hygienist for four minutes.

9. Instruct patient/parent not to eat, drink,
or
rinse for at least 30 minutes.

TEST POINT: Topical Fluoride Application

DEFINITION
6. Observe the student instructing the
patient on the correct fluoride
procedure:
a. patient is cautioned not
to swallow fluoride.
b.
patient is instructed to hold saliva
ejector in mouth for 4 minutes while
student hygienist observes patient
7. Student dries the arches with
compressed
air. Patient is given the slow speed
suction while trays are in the mouth.

COURSE: Clinic

RATIONALE
6. To ensure maximum contact of fluoride
with clean and polished tooth surfaces.

7. To ensure effectiveness of fluoride
application.

8. Student hygienist observes the patient
8. To ensure safety to the patient.
for
four minutes for the health and safety of
the patient.
9. Observe the student giving
9. To ensure effectiveness of fluoride
instructions to the patient not to
eat, drink, or rinse for 30
minutes.
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PROCESS EVALUATION: INSTRUMENT SHARPENING
COURSE: DEH 170 - Clinic I

COMPETENCY PROCESS REQUIRED: 75%

STUDENT NAME & NUMBER: ________________________________________________
EVALUATOR’S NAME: _________________________
DATE: _________________________________________

SCORING:

A.

TOTAL POINTS POSSIBLE: 14

Mark a + for every procedure correctly completed.
Mark a 0 for every procedure incorrectly completed.
Mark a NA for every procedure that does not apply to this student’s evaluation.

Preliminary Procedures:
1.
2.

B.

1.
2.
3.

GRADE: ___________________

Explain to instructor rationale for sharpening instruments.
Select appropriate armamentarium for sharpening procedures.

_____
_____

Sharpening Procedures:
1.
2.
3.
4.
5.
6.
7.
8.
9.
10.
11.
12.

Attach sharpening guide correctly to edge of work surface.
Identify cutting edge(s) of instrument to be sharpened.
Hold instrument with firm palm grasp or modified palm grasp
and brace instrument against guide on edge of work surface.
Instrument is lined up appropriately with guide.
Stone is lined up appropriately with guide.
Establish 110 angle between facial surface of cutting edge and stone.
Move stone from heel to toe/tip, using up and down overlapping
strokes, exerting slightly more pressure on the downward stroke.
Sharpen entire length of cutting edge, one segment at a time,
maintaining the 110 angle.
Finish each segment with a downward stroke.
Correctly sharpen toe of curette, adjusting angle of surface of
stone to blade to 110 angle.
Accurately evaluate sharpness.
Wipe blade with damp 2X2 gauze sponge.
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PROCEDURE: Instrument Sharpening

TEST POINT: A. Preliminary Procedure

CRITERIA

COURSE: Clinic I

DEFINITION

1.

Explain to instructor rationale for
sharpening instruments

2.

Select appropriate
armamentarium for sharpening
procedures.

1.

RATIONALE

Student will explain to instructor
1.To determine the student’s
rationale for sharpening instruments understanding of the purpose for
maintaining sharp instruments.

2.Observe student gathering the
following armamentarium:
a. Overhead light
b. Work surface
c. Sharpening guide & tape
d. Sharpening stones
e. Plastic test stick
f. Damp 2x2 gauze sponge
g. Instruments to be
sharpened.

1.

To ensure efficiency and
accuracy when performing
sharpening procedures.

PROCEDURE: Instrument Sharpening

TEST POINT: B. Sharpening Procedures

1. Attach sharpening guide correctly to
edge or work surface.

1. Observe student-attaching guide with tape to
edge of work surface with sides adjacent to fold of
guide flush with top and side of work surface.

1.To ensure efficiency and accuracy
when performing sharpening
procedures

2. Identify cutting edge(s) of instrument
to be sharpened.

2.Observe student accurately identifying edge or
edges needing sharpening.

2.To ensure complete
sharpening of any and all
indicated edges.

3. Hold instrument with firm palm grasp or 3.Observe student-holding instrument with firm
modified palm grasp and brace instrument
palm grasp while bracing instrument against guide
against guide on edge of work surface on edge of work surface.
Process Evaluation Instrument Sharpening 8 - 7 AY 2014-15
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3.To ensure stability of
instrument while performing
sharpening procedures.
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4. Instrument is lined up
appropriately with guide.

4.In order to easily and
accurately determine the
proper blade-stone
relationship.

5.
Stone is lined up appropriately
with guide.

4.Observe student-placing instrument against guide
with terminal shank parallel to the appropriate line
for that instrument, and face of blade is parallel to
top of work surface, with toe or tip pointing toward
the student
5.Observe student lining stone up to the
appropriate guide line.

6.

Establish 110 angle between
facial surface of blade and stone.

6.

6.

7.

Move stone from heel to toe/tip,
7.
using up and down overlapping
strokes, exerting slightly more
pressure on the downward stroke.

8.

Sharpen entire length of cutting
edge, one segment at a time,
maintaining the 110 angle.

8.

9.

Finish each segment with a
downward stroke.

9.Observe student finishing each segment with
9.
a downward stroke

To prevent formation of wire
edge/bur on face of blade.

10.

Correctly sharpen toe of curette,
adjusting angle of surface of
stone to blade to 45.

10.Observe student sharpening toe of
curette using stone to blade angel of 45

To ensure maintenance of
contour and angle of toe of
curette.

Establish 110 angle between facial surface
of blade and stone.

5.To ensure the proper
angle/relationship between
face of blade and stone.
To ensure correct
angle of cutting edge
of blade after
sharpening procedure.

Observe student moving stone
7.
from heel to toe/tip, using up and
down overlapping strokes, and
exerting slightly more pressure on
the downward stroke.

To ensure adequate coverage of
sharpening over the cutting edge
of the blade, and to be effective
and efficient in sharpening.

8.

To ensure complete sharpness of
the entire length of the blade. To
maintain proper contour of
instrument blade.

Observe the student sharpening
the entire length of the blade
while maintaining the 110 angle.
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PROCEDURE: Instrument Sharpening

11.

12.

CRITERIA
Accurately evaluate
sharpness.

Wipe blade with damp 2X2 gauze
sponge.

TEST POINT: B. Sharpening Procedures

COURSE: Clinic I

DEFINITION
11.Observe student using plastic test
stick correctly to assure sharpness.

RATIONALE
11.To ensure adequate sharpness of
instrument after sharpening procedure.

12.Observe student wiping blade with
damp 2x2 gauze sponge after
adequate sharpness has been
determined.

12.To ensure that no metal filings will be
transported into the patient’s sulcus/pocket
during instrumentation
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Clinical Dental Hygiene Care I
Patient Hygiene Performance (PHP) Competency
Date:________________
Student Name & #:_________________________
Evaluator:________________________________

Clinic Practice Sessions:
#1. ________________
#2. ________________
(date & instructor initials)

Score:_______/17

1.

You must pass off on this competency on a patient during a clinic session.
 No specific patient critieria other than the patient should have most of his/her dentition
 Student must have two practice sessions before attempting to pass off.

2.

This competency must be passed at > 75% before taking the clinic final exam.

3.

The student must perform a self-evaluation prior to the instructor evaluation.
Patient Hygiene Performance (PHP)

Self-Eval.

S

U

1. Have available all necessary armamentarium and
paperwork for this procedure.
2. State the reasons for performing a PHP.
3. State the teeth utilized when performing this index.
4. State the surfaces utilized when performing this index.
5. Describe how the tooth surface is divided in order to
assess the oral debris on that surface.
6. Perform PHP before providing any plaque removal
instructions to the patient.
7. Explain procedure to patient.
8. Properly indicate on PHP form any missing or substitute
teeth used for the index.
9. Properly perform the procedure to detect presence of
oral debris.
10.Properly assess and note the presence of oral debris on
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Instructor Eval.

S

U
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the indicated teeth.
11.Accurately assign a score for each individual tooth.
12.Accurately calculate the PHP score for the patient.
13.Determine the evaluation rating of the patient’s score.
14.Inform the patient of his/her score along with a brief
explanation of what that score means.
15.Continue with appropriate patient education/plaque
control instructions.
16.Demonstrate proper care of patient’s tissues during the
procedure.
17.Maintain proper ergonomics during the procedure.

Process Evaluation Instrument Sharpening 8 - 11 AY 2014-15

Revised 11/18/19

PHP Protocol
Test Point
1. Have available all necessary armamentarium and
paperwork for this procedure.

Criteria
Mouth mirror, hand mirror, disclosing
tablet, water, suction, red pencil, PHP
form, calculator

2. State the reasons for performing a PHP.

Assess oral debris, educate and
motivate the patient

3. State the teeth utilized when performing this index.

3, 8, 14, 19, 24, 30; adjacent incisor or
molar if missing

4. State the surfaces utilized when performing this index.

Lingual mandibular molars; facial all
other teeth

5. Describe how the tooth surface is divided in order to

Vertically into mesial, middle, and distal
thirds; middle third is divided into
incisal, middle, and cervical thirds

assess the oral debris on that surface.
6. Perform PHP before providing any plaque removal

Self-explanatory

instructions to the patient.
7. Explain procedure to patient.

Self-explanatory

8. Properly indicate on PHP form any missing or substitute

Use M if all 3 molars or both incisors
are missing; use S for substitute tooth

teeth used for the index.
9. Properly perform the procedure to detect presence of
oral debris.
10.Properly assess and note the presence of oral debris on

Apply disclosing agent, have patient
swish & run tongue along all surfaces of
teeth. Rinse and suction, use mirror,
light, & hand mirror to evaluate
Self-explanatory

the indicated teeth.
11.Use red pencil to document on tooth chart where oral

Self-explanatory

debris is located on teeth & surfaces used for this index.
12.Accurately assign a score for each individual tooth.

From 0 to 5 depending on location of
oral debris

13.Accurately calculate the PHP score for the patient.

Total the scores from the individual
teeth and divide by the number of
teeth examined

14.Determine the evaluation rating of the patient’s score

Excellent: 0 (no debris)
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and writes score in appropriate place on form.

Good:

0.1 – 1.7

Fair:

1.8 – 3.4

Poor:

3.5 – 5.0

15.Inform the patient of his/her score, explaining rating.

Self-explanatory

16.Continue with appropriate patient education/plaque

Self-explanatory

control instructions.
17.Demonstrate proper care of patient’s tissues during the

Self-explanatory

procedure.
18.Maintain proper ergonomics during the procedure.

Self-explanatory
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PROCESS EVALUATION: PIT AND FISSURE SEALANT APPLICATION

COURSE: DEH 170 - Clinic I

COMPETENCY PROCESS REQUIRED: 90%

STUDENT NAME & NUMBER:__________________________________________________
EVALUATOR'S NAME: ____________________________ GRADE: __________________
DATE: ________________________________
SCORING: 1.
2.
3.

TOTAL POINTS POSSIBLE: 16

Mark a + for every procedure correctly completed.
Mark a 0 for every procedure incorrectly completed.
Mark a NA for every procedure that does not apply to this student’s evaluation.

A. Preliminary Procedure:
1.
2.

Confirm with instructor suitability of teeth to receive sealant.
Explain procedure to patient.

_____
_____

B. Preparation:
1. Select appropriate armamentarium for sealant application procedure.

_____

C. Sealant Application Procedure:
1.
2.
3.
4.
5.
6.
7.
8.
9.
10.

Decontaminate surfaces with flour of pumice abrasive only.
Irrigate, isolate, and dry surfaces
Etch surfaces according to manufacturer’s instructions.
Irrigate, dry surfaces and re-isolate.
Apply chemically catalyzed or light cured sealant material according to
manufacturer's instructions .
Check sealant margins for complete bonding of sealant to tooth.
Check centric occlusal contact upon completion, using
articulating paper.
Adjust occlusion as necessary.
Floss proximal contacts of teeth that were sealed.
Perform neutral topical fluoride treatment before dismissal.

_____
_____
_____
_____
_____
_____
_____
_____
_____
_____

D. Dismissal Procedure:
1.
2.
3.

Prepare patient for dismissal.
Clean, disinfect and/or sterilize special armamentarium
as indicated.
Record procedure and tooth numbers on patient record.

_____
_____
_____

Revised 11/18/19
PROCEDURE: Pit and Fissure Sealant

TEST POINT: A. Preliminary Procedure:

COURSE: Clinic I

Application

CRITERIA

DEFINITION

RATIONALE

1.
Confirm with
instructor suitability of teeth to receive
sealant

1.

Confirm with student suitability of
teeth to receive sealant:
a. teeth will be free of
occlusal caries
b. teeth will be free of
occlusal restorations
c. teeth must be in
reasonable caries risk.

1. To ensure that application of a pit and
fissure sealant is indicated.

2.

2.

Observe student explaining to the
level of the patient's understanding:
a. what the patient will
hear,
feel, taste and
length of
procedure
b rationale of pit and
fissure sealants
c. expected useful life of pit and
fissure sealants.

2. To prevent apprehension and create
awareness of the importance of the
procedure.

Explain procedure to patient.

PROCEDURE: Pit and Fissure Sealant Application

CRITERIA

TEST POINT: B. Preparation

DEFINITION

1.
Select appropriate 1.
Observe student
armamentarium for sealant application
selecting appropriate armamentarium as
procedure.
outlined in Clinic I.

COURSE: Clinic I

RATIONALE
1.
To ensure that all
necessary equipment and materials are
present.
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PROCEDURE: Pit and Fissure Sealant Application

TEST POINT: C. Sealant Application Procedure

1.

Decontaminate surfaces with flour
pumice abrasive only.

1.

Observe student decontaminating
surfaces to be treated with fine
pumice slurry. Prepared prophy
paste are not used.

2.

Irrigate, isolate, and dry surface.

2.

Observe student irrigating, isolating,
and drying surfaces to be treated.

2.

3.
Etch surfaces according to
manufacturer’s instructions

3.

Observe student etching surfaces to
be treated according to
manufacturer’s instruction.

3. To ensure a properly etched surface
for maximum retention of sealant.

4.

4.
Observe student etching surfaces to
4. To insure a properly etched surface
be treated according to manufacturer's
for maximum retention of sealant.
instructions.
5.Observe student irrigating, isolating
5. To stop etching process and to free
and thoroughly drying surfaces to be
surface from moisture
treated.
contamination.

Etches surfaces according to
manufacturer's instructions.
5. Irrigate, dry surfaces and isolate.

6. Apply chemically catalyzed sealant
according to manufacturer’s
instructions

7. Check sealant margins for
complete bonding of sealant to
tooth.

6.Observe student applying chemically
catalyzed sealant or white light cured
sealant according to manufacturer's
instructions.
7.Observe student using explorer to
check margins and complete bonding of
sealant to tooth.

1.

COURSE: Clinic I

To remove any surface
contaminants that might interfere
with etching of the teeth.

To ensure proper etching of
surface. To prevent salivary
contamination. To protect patient
from soft tissue damage and to
maintain clean, dry operating field.

6.To ensure proper application,
coverage and curing of sealant.

7. To ensure proper adherence and
durability of sealant.
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8. Check centric occlusal contact upon
completion, using articulating paper

9. Adjust the occlusion as necessary.

8.Observe student checking centric
occlusal contacts upon completion,
using articulating paper.

8.To ensure that the sealant is not
interfering with centric
occlusal contact.

9.Observe the student checking and
adjusting occlusion by recontouring
only the excess pit and fissure
sealant as necessary.

9.To ensure the patient's centric
occlusion remains unchanged.

10. Floss proximal contacts of teeth that
were sealed.
10.Observe student floss teeth.
11. Perform topical fluoride treatment
before dismissal.

11.Observe the student perform the topical
fluoride application as outlined in Fluoride
Application Process Evaluation.

PROCEDURE: Pit and Fissure Sealant Application

CRITERIA
1. Prepare patient for dismissal.

2. Clean, disinfect and/or sterilize
special armamentarium as
indicated.
. 3. Record procedure and tooth
numbers in patient record

10.To ensure that the contact is open
11.To ensure remineralization of enamel
in a fluoride rich environment.

TEST POINT: D. Dismissal Procedure:

DEFINITION
1. Observe student preparing patient
for dismissal by removing debris
from patient's face.
2.Observe student cleaning, disinfecting
and/or sterilizing special armamentarium
as outlined in Clinic I.
3.Observe the student recording
procedure on patient’s record.

COURSE: Clinic I

RATIONALE
1.To maintain positive patient relations and
provide comfort.
2.To prevent cross-contamination and
maintain equipment in good mechanical
order
3. To provide a written record of
sealant placement.

Revised 11/18/19
Child Patient Competency Clinic I

5-12 years

Student Name and Number _______________________________

Date_________________

Passed at Clinic I competency level
Evaluation Criteria: S= Satisfactory

Type of Pt. NP or RC
U=Unsatisfactory

N/A=Not Applicable

Assessment:
Health/Medical History and vitals recorded and checked with instructor prior to
proceeding.
2. Charted existing dentition, restorations, and caries accurately
3. Identify all patient classifications approiately (ASA,AAP, CNCC, Perio Risk
Assessment)
4. Identify all patient classifications CAMBRA ( caries risk assessment)
Planning:

Student
Evaluation

Instructor
Evaluation

Student
Evaluation

Instructor
Evaluation

Student
Evaluation

Instructor
Evaluation

Student
Evaluation

Instructor
Evaluation

Student
Evaluation

Instructor
Evaluation

Student
Evaluation

Instructor
Evaluation

Student
Evaluation

Instructor
Evaluation

1.

1. Appropriate OHI for the patient to meet needs of the pt.
2. Demonstrated and evaluated patient's comprehension & abilities to perform OHI Skill
3. Planning for child prophylaxis, radiographs, sealants, and appropriate fl.
Implementation:
1.

Thorough calculus/scaling, and biofilm removal
Complete polishing/stain removal
2.
Radiographs are diagnostic, mounted correctly and displayed during treatment , if
indicated
3.
Applied sealants appropriately, if needed
4.
Appropriate fluoride application procedure and type
Evaluation:
1.
2.

Patient treatment was completed in one appt.
Treatment implemented appropriately and within timeframe

Documentation:
1.
2.

Student noted all services rendered accurately,spelled correctly in pt. chart, including
ledger
Identified all medical and/or behavorial alerts and entered correctly in pt. chart

QA (quality assurance):
1.
Proper asepsis practiced and observes universal precautions
Professionalism:
1.
2.
3.
4.
5.

Student is dressed in clinic attire, professional appearance
Patient safety throughout appt.
HIPPA is practiced (correct chart, documentation, conversations)
Proper verbiage spoken and written( parent letter written stating treatment,OHI and
referral, if indicated )
Clinician conduct was professional concerning patient management, rapport,
compassionate at all times

Instructor's Signature _________________

Possible 23 points

Score _____________

Note: This competency must be completed successfully in order for student to be able to take their Lab Final
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Adolescent Patient Competency Clinic I, IA,II,III

13-17 years

Student Name & Student Name and Number _______________________________
Passed at Clinic I competency level
Evaluation Criteria: S= Satisfactory

Date_________________

Type of Pt. NP or RC
U=Unsatisfactory

N/A=Not Applicable

Assessment:
Health/Medical History and vitals recorded and checked with instructor
prior to proceeding
2.
Performed E/I exam according to clinic protocol within 45 minutes with
an appropriate treatment plan
3.
Charted existing dentition, restorations, and caries accurately
4.
Identify all patient classifications appropriately (ASA,AAP, CNCC, Perio
Risk Assessment)
5.
Identify all patient classifications CAMBRA ( caries risk assessment)
Planning:

Student
Evaluation

Instructor
Evaluation

1.

Appropriate OHI for the patient to meet needs of the pt.
Demonstrated and evaluated patient's comprehension & abilities to
perform OHI Skill
3.
Planning for adolescent prophylaxis, radiographs, sealants, and
appropriate fl.
Implementation:

Student
Evaluation

Instructor
Evaluation

Student
Evaluation

Instructor
Evaluation

Student
Evaluation

Instructor
Evaluation

Student
Evaluation

Instructor
Evaluation

Student
Evaluation

Instructor
Evaluation

Student
Evaluation

Instructor
Evaluation

1.
2.

1.
2.
3.

Thorough calculus/scaling,and biofilm removal
Complete polishing/stain removal
Radiographs are diagnostic, mounted correctly and displayed during
treatment , if indicated
4.
Applied sealants appropriately, if indicated
5.
Appropriate fluoride application procedure and type
Evaluation:
1.
2.

Patient treatment was completed in one appt.
Treatment implemented appropriately and within timeframe

Documentation:
1.

Student noted all services rendered accurately, spelled correctly in pt.
chart, including ledger
2.
Identified all medical and/or behavorial alerts and entered correctly in pt.
chart
QA (quality assurance):
1.
Proper asepsis practiced and observes universal precautions
Professionalism:
1.
2.
3.
4.

Student is dressed in clinic attire, professional appearance
Patient safety throughout appt.
HIPPA is practiced (correct chart, documentation, conversations)
Proper verbiage spoken and written( parent letter written stating
treatment,OHI and referral, if indicated)
5.
Clinician conduct was professional concerning patient management,
rapport, compassionate at all times
Instructor's Signature _________
Possible 23 points
Score _____________
Note: This competency must be completed successfully in order for student to be able to take their Lab Final
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Geriatric Patient Competency Clinic I, IA,II,III
Student Name and Number _______________________________
Passed at Clinic I competency level
Evaluation Criteria: S= Satisfactory

65-+ years
Date_________________

Type of Pt. NP or RC
U=Unsatisfactory

N/A=Not Applicable

Assessment:

Student
Evaluation

Instructor
Evaluation

Planning:
1.
Developed a complete treatment plan
2.
Obtained a written and signed informed consent
3.
Appropriate OHI to meet the needs of the pt.
4.
Demonstrated and evaluated patient's comprehension & abilities to perform OHI Skill
5.
Planning for Adult prophylaxis, SRP, number and length of appt.s and appropriate fl.
6.
Planning: pain management local anesthesia and/or nitrous oxide sedation, as needed

Student

Instructor

Implementation:
1.
Thorough calculus/scaling, and biofilm removal
2.
Complete polishing/stain removal, if indicated
3.
Radiographs are diagnostic, mounted correctly and displayed during treatment
4.
Appropriate fluoride application, if indicated
5.
Appropriate modifications to treatment, if indicated

Student

Instructor

Evaluation:
1.
Patient treatment completed in appropriate number of appts. As indicated in tx. Plan
2.
Treatment implemented appropriately and within timeframe
3.
Modifications were appropriately implemented, if necessary

Student

Instructor

Documentation:
1.
Student noted all services rendered accurately, including any modifications to treatment

Student

Instructor

QA (quality assurance):
1.
Proper asepsis practiced and observes universal precautions
Professionalism:
1.
Student is dressed in clinic attire, professional appearance
2.
Patient safety throughout appt.
3.
HIPPA is practiced (correct chart, documentation, conversations)
4.
Proper verbiage spoken and written
5.
Clinician conduct was professional concerning patient management, rapport,
compassionate at all times

Student

Instructor

Student

Instructor

1.
2.
3.
4.
5.
6.
7.
8.

Health/Medical History and vitals recorded and checked with instructor prior to
proceeding
Identified all medical and/or behavioral alerts and entered correctly in pt. chart
Radiographs: correct type and amount, correct technique & diagnostic
Charted existing dentition, restorations, and caries accurately
Accurate and complete periodontal assessment charted: FMP, gingival recession,
furcations
Identify all patient classifications accurately (ASA,AAP, CNCC, Perio Risk Assessment)
Identify all patient classifications CAMBRA ( caries risk assessment)
Identified any treatment modifications that may be necessary to complete treatment

Instructor's Signature _________

Possible 23 points

Score _____________

Note: This competency must be completed successfully in order for student to be able to take their Lab Final
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Special Needs Competency Clinic I, I-A, II, III
Student Name and Number _______________________________
Passed at Clinic I competency level
Evaluation Criteria: S= Satisfactory

4+ years
Date_________________

Type of Pt. NP or RC
U=Unsatisfactory

N/A=Not Applicable

Assessment:
1.
2.
3.
4.
5.
6.
7.
8.

Student
Evaluation

Instructor
Evaluation

Health/Medical History and vitals recorded and checked with instructor prior to
proceeding
Identified all medical and/or behavioral alerts and entered correctly in pt. chart
Radiographs (correct type and amount), if indicated
Charted existing dentition, restorations, and caries accurately
Accurate and complete periodontal assessment charted: full mouth probing, gingival
recession, furcations
Identify any modifications that are necessary to provide appropriate treatment, if
indicated
Identify all patient classifications accurately (ASA,AAP, CNCC, Perio Risk Assessment)
Identify all patient classifications CAMBRA ( caries risk assessment)

Planning:
1.
Developed a complete treatment plan
2.
Obtained a written and signed informed consent from patient, parent or caregiver
3.
Appropriate OHI to meet the needs of the pt.
4.
Demonstrated and evaluated patient's, parent or caregiver comprehension & abilities to
perform OHI Skil
5.
Planning for prophylaxis, SRP, adjust number and length of appt.s and appropriate fl.
6.
Planning: pain management local anesthesia and/or nitrous oxide sedation, as needed
Implementation:
1.
Thorough calculus/scaling, and biofilm removal
2.
Complete polishing/stain removal, if indicated
3.
Radiographs are diagnostic, mounted correctly and displayed during treatment
4.
Appropriate fluoride application, if indicated
5.
Appropriate modifications to treatment, if indicated
6.
Modified treatment, if indicated

Student

Instructor

Student

Instructor

Evaluation:
1.
Patient treatment completed in appropriate number of appts. As indicated in tx. Plan
2.
Treatment implemented appropriately and within timeframe
3.
Modifications were appropriately implemented, if necessary

Student

Instructor

Documentation:
1.
Student noted all services rendered accurately ,spelled correctly in pt. chart, including
ledger
2.
Correctly charted any modifications necessary for thorough and complete treatment
QA (quality assurance):
1.
Proper asepsis practiced and observes universal precautions
Professionalism:
1.
Student is dressed in clinic attire, professional appearance
2.
Patient safety throughout appt.
3.
HIPPA is practiced (correct chart, documentation, conversations)
4.
Proper verbiage spoken and written throughout t to patient, parent or caregiver
5.
Clinician conduct was professional concerning patient management, rapport,
compassionate at all times
Instructor's Signature _________
Possible 23 points
Score _____________

Student

Instructor

Student

Instructor

Student

Instructor

Note: This competency must be completed successfully in order for student to be able to take their Lab Final
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CNCC Dental Hygiene Program
Calculus Detection Competency – Quads 1 & 4 or 2 & 3
Student Name & #:_________________________________________________________(CIRCLE ONE)

CL I-A(75%)

CL II (80%)

CL III (85%)

1st Attempt Date:___________________ PATIENT NAME:______________________________________________________________________
INSTRUCTOR SIGNATURE:_______________________________________________________SCORE:______________/12PTS___________
2ND Attempt Date:__________________ PATIENT NAME:_______________________________________________________________________
INSTRUCTOR SIGNATURE:_______________________________________________________SCORE:______________/12PTS___________
COMPETENCY CRITERIA
1.
You must pass off on this competency on a patient during a clinic session.
2.
The rotation instructor must determine the acceptability of the patient for this competency by the presence
of discernable sub- and supragingival calculus deposits. Patient MUST be a CNCC class II patient.
3.
This competency must be passed at > 75% for Clinic I-A, 80% for Clinic II, or a 85% for Clinic III before
taking the clinic final exam.
4.
Please get plenty of practice before attempting this competency.
Explorer Use in Calculus Detection

1st Attempt
Date:

S
1. State the various “tools” we use in calculus detection.
2. Describe how and why air is used in calculus detection.
3. Select the appropriate explorer used in calculus
detection.
4. Correctly demonstrate which part of the explorer is most
effectively used in locating calculus.
5. Correctly describe and demonstrate the grasp used in
calculus detection.
6. Correctly demonstrates use of an explorer for calculus in
an anterior sextant (adaptation, activation, stroke).
7. Correctly demonstrates the use of an explorer in a
posterior sextant (adaptation, activation, stroke).
8. Demonstrates the use of air in detecting calculus.
*9. Successfully detects 75% of the calculus present in two
quadrants.
10. Demonstrates proper care of patient’s tissues during
the procedure.
11.Maintains proper ergonomics throughout the
demonstration.
12. Students follows instructions regarding competency.

2nd Attempt
Date:

U

S

U
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1ST ATTEMPT CHART

Student: use blue to chart areas of calculus.

Instructor: use red to chart areas of calculus.

2ND ATTEMPT CHART

Student: use blue to chart areas of calculus.

Instructor: use red to chart areas of calculus
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Calculus Detection Protocol
Test Point

Criteria

1. State the various “tools” we use in calculus detection.

Air, ears, eyes, explorer, scalers, radiographs

2. Describe how and why air is used in calculus detection.

To make calculus more visible and easier to
detect; isolate tooth from saliva, apply slow
steady stream of air until thoroughly dry

3. Select the appropriate explorer used in calculus

11/12 or Orban

detection.
4. Correctly demonstrate which part of the explorer is most

Side of tip; anterior 1-2mm

effectively used in locating calculus.
5. Correctly describe and demonstrate the grasp used in

Light modified pen grasp

calculus detection.
6. Correctly demonstrates use of an explorer for calculus in
an anterior sextant (adaptation, activation, stroke).
7. Correctly demonstrates the use of an explorer in a
posterior sextant (adaptation, activation, stroke).

Adapts outer edge for all surfaces, longer,
lighter stroke than working stroke, covering
every square mm of root surface
Adapts inner edge for distal surfaces, outer
edge for all other surfaces, same stroke as
above

8. Demonstrates the use of air in detecting calculus.

See test point 2 above

*9. Performs a subgingival calculus detection

Self-explanatory

Procedure in one quadrant, and successfully detects

Critical Test Point

75% of the calculus present.
10. Demonstrates proper care of patient’s tissues during

Self-explanatory

the procedure.
11.Maintains proper ergonomics throughout the

Self-explanatory

demonstration.
12. Students follows instructions regarding competency.

Self-explanatory

*Critical Test Point: This test point must be passed in order to pass this competency.
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Case Presentation Competency
Student Name & #:___________________________________________________

CL II (80%) CL III (85%)

1st Attempt Date:___________________ PATIENT NAME:________________________________________________________________
INSTRUCTOR’S SIGNATURE:____________________________________________________ SCORE:__________/17PTS_________
2ND Attempt Date:__________________ PATIENT NAME:________________________________________________________________
INSTRUCTOR’S SIGNATURE:____________________________________________________ SCORE:__________/17PTS_________
COMPETENCY CRITERIA
** The competency requires a Periodontally Involved Patient who has extenuating risk factors.
**These requirements are to be determined by your clinical instructor BEFORE you pass off this competency.
Case Presentation Competency
1. Completes all necessary data gathering.
2. Seats patient appropriately.
3. Provides patient with a brief description of his\her oral conditions.
4. Present patient with information that individually categorizes
his\her AAP case type.
5. Explains relevance of his\her health to case type status.
6. Has available and all necessary aids to help patient visualize
his\her oral condition.
7. Provide brief explanation of the treatment procedures and
expected outcomes, including how non-surgical periodontal therapy
(NSPT) differs from “routine cleaning” if necessary.
8. Provide information relative to all treatment options and mention
the possible need for future referral to periodontist if appropriate.
9. Advise patient of risks/benefits, if any, of all treatment options
involved with NSPT.
10. Discuss the patient’s responsibility as a co-therapist, including the
necessity for compliance with self-care, appointments, and
maintenance recommendations.
11. Ask patient if he/she has any questions.
12. Answer patient's questions accurately and appropriately, taking
into consideration patient’s level of understanding.
13. Fill’s out Informed Consent form properly and present it to
patient.
14. The Informed Consent address’s specifics regarding estimated
time and cost involved.
15. Explains patient’s right to decline treatment while presenting
informed consent.
16. Requests patients consent and obtains signature on informed
consent.
17. Has complete treatment plan and Schedules necessary
appointments.

1st Attempt
Date:
S
U

2nd Attempt
Date:
S
U
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Case Presentation Protocol
Criteria

Definition

Rationale

1. Completes all necessary data
gathering.

1. Observe student examine and
assess all aspects of patients oral
health.

1. To adequately determine
patients periodontal status and
to adequately assess all of the
patients oral health needs.

2. Seats patient appropriately.

2. Patient is seated comfortably in an
upright position.

2. To discuss case and facilitate
communication.

3. Provides patient with a brief
description of his\her oral
conditions.

3. Observe student informing
Patient about existing oral
Conditions, particularly any
Problems such as periodontal
disease, caries, etc.
4. Observe student review patient’s
periodontal evaluation findings with
patient, to include:
-probing depths
-recession
-LOA
-deposits
-bleeding & suppuration
-mobility
-furcation involvement
-mucogingival involvement
-caries
-risk & contributing factors
5. Discuss relationship of any health
factors present to patient’s
periodontal status.

3. It is necessary for the
patient to
Have an understanding of
his/her oral conditions.

6. Make use of the following aids in
informing patient:
-x-rays, study models, photos
-typodont-flip charts,
printed materials.
7. Observe student explaining
prognosis and differences between
routine prophylaxis and periodontal
therapy, including such things as
treating a disease, intensity of work,

6. In order to help patient
better understand his/her
periodontal health status.

4. Present patient with
information that individually
categorizes his\her AAP case type.

5. Explains relevance of his\her
health to case type status.

6. Has available and all necessary
aids to help patient visualize
his\her oral condition.

7. Provide brief explanation of the
treatment procedures and
expected outcomes, including how
non-surgical periodontal therapy
(NSPT) differs from “routine
cleaning” if necessary.

4. To educate the patient
regarding his/her oral and
periodontal health.

5. To create awareness in the
patient regarding the
connection between
periodontal health status and
general health.

7. It is important for the
patient to understand that
there is a difference between
the preventive service of a
prophylaxis, and the definitive
therapeutic treatment of a
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time involved, more root surface to
address, etc.

disease, as well as the expected
outcome of therapy.

8. Provide information relative to
all treatment options and mention
the possible need for future
referral to periodontist if
appropriate.
9. Advise patient of risks/benefits,
if any, of all treatment options
involved with NSPT.

8. Student should mention options
patient has, including no treatment,
seeing another clinician, etc.

8. It is important for the
patient to understand there are
options available.

9. Student informs patient of likely
risks as well as benefits of agreeing to
therapy, as well as declining therapy.

9. This information is legally
and ethically important and
necessary for the patients to
know.

10. Discuss the patient’s
responsibility as a co-therapist,
including the necessity for
compliance with self-care,
appointments, and maintenance
recommendations.

10. Student clearly delineates the
role the patient must play in his/her
own therapy, including compliance
with self-care, appointments, and
maintenance recommendations.

10. The patient needs to know
and understand that no
therapy provided will result in
optimal outcomes without the
patient’s active participation in
his/her own care.

11. Ask patient if he/she has any
questions.

11. Ask patient if he/she has any
questions regarding his/her
periodontal health.

11. To ascertain patient’s
comprehension of his/her
periodontal health status.

12. Answer patient's questions
accurately and appropriately,
taking into consideration patient’s
level of understanding.

12. Answer questions patient has
regarding his/her periodontal health,
responding in such a way as to
educate the patient.
13. Student has correctly and
thoroughly filled out Informed
Consent form and presents it to the
patient.
a. Include estimated time and cost.

12. To ensure the patient
understands
all aspects of his/her
periodontal status.
13. This is a legal document,
and
must be thoroughly and
accurately
filled out.
a. Patient must be made aware
of the estimated time and cost
commitment he/she is making.
b. patient must understand
and sign a declination of
treatment if they decide to
select that option.
c. Patient must consent and
sign to opt to have the
recommended treatment.
14. To ensure patients
understand the time and cost
needed to complete treatment.

13. Fill’s out Informed Consent
form properly and present it to
patient.

b. Explain that the patient has the
right to decline treatment.

c. Requests consent and patient
signature.

14. The Informed Consent
address’s specifics regarding
estimated time and cost involved.

14. Student address’s the time
estimated for treatment and the cost
involved and communicates clearly
and effectively to the patient.
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15. Explains patient’s right to
decline treatment while
presenting informed consent.

15. Student address’s patients right
to decline treatment to patient, it is
communicated clearly and effectively.

15. To ensure patient
understands that they have a
choice to proceed with
treatment or to decline
treatment.

16. Requests patients consent and
obtains signature on informed
consent.

16. Student clearly communicates
request for patients consent for
treatment.

16. To ensure patients consent
for treatment.

17. Has complete treatment plan
and Schedules necessary
appointments.

17. Student has formulated complete
treatment plan for the patient and
schedules necessary appointments
needed.

17. To ensure patients
treatment appointments within
treatment plan.

*Critical Test Point: This test point must be passed in order to pass this competency.
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Gracey’s Instrumentation Competency
Student Name & #:____________________________________________________ CL I-A(75%)
CL II (80%) CL III (85%)
1st Attempt Date:___________________ PATIENT NAME:______________________________________________________________________
INSTRUCTOR’S SIGNATURE:_________________________________________________________ SCORE:___________/30PTS_________
2ND Attempt Date:__________________ PATIENT NAME:_______________________________________________________________________
INSTRUCTOR’S SIGNATURE:__________________________________________________________ SCORE:__________/30PTS__________
COMPETENCY CRITERIA
1.
You must pass off on this competency on a patient during a clinic session.
2.
The rotation instructor must determine the acceptability of the patient for this competency by the presence
of discernable sub- and supragingival calculus deposits. Patient MUST be a CNCC class II patient.
3.
This competency must be passed at > 75% for Clinic I-A, 80% for Clinic II, or a 85% for Clinic III before
taking the clinic final exam.
4.
Please get plenty of practice before attempting this competency.
1st Attempt Date:
2nd Attempt Date:
Gracey Instrumentation Competency
S
1. Describe the 4 differences between a Gracey curette and a Universal curette
2. State the area(s) where a Gracey 1-2 is used.
3. State the area(s) where a Gracey 7-8 is used.
4. State the area(s) where a Gracey 11-12 is used.
5. State the area(s) where a Gracey 13-14 is used.
6. State the area(s) where a Gracey 15-16 is used.
7. State the area(s) where a Gracey 17-18 is used.
8. Describe and state the purpose of mini-Graceys.
9. Select and maintain well sharpened instruments.
10. Select instruments best suited to tooth number and surface being scaled.
11. Evaluate and implement proper patient/operator positioning.
12. Uses modified pen grasp.
13. Maintains an effective instrument fulcrum at all times.
14. Use’s closed angulation for insertion of blade into the sulcus.
15. Grasp’s instrument lightly during exploratory strokes.
16. Tighten grasp and increase lateral pressure during working strokes.
17. Utilize a controlled and deliberate stroke.
18. Use’s fingers, hand, wrist and arm as a continuum.
19. Use’s correct zone of instrumentation.
20. Adapt blade of instrument to contours of teeth.
21. Demonstrates adequate of strokes into interproximal areas.
22. Use’s a systemic order of progression from one tooth to the next.
23. Use’s a mirror effectively.
24. Use’s explorer to check a section when scaling has been completed in that area.
25. Perform procedure with minimal tissue trauma and patient discomfort.
26. Use’s air to check for residual.

27. Irrigate sulci or pocket’s when necessary.
28. Debride instrument during use and before returning it to bracket table.

28. Use 2 X 2 gauze sponges to control hemorrhage.
29. Clean patient’s face before dismissal.
30. Recommend appropriate postoperative procedures.

U

S

U
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Graceys Instrumentation Competency Protocol
Criteria\Test Point

Definition\ Rationale

1. Describe the 4 differences between a Gracey curette and a
Universal curette.

1. 2 Cutting Edges, Area Specific, Offset Blade,
Student is familiar with differences.

2. State the area(s) where a Gracey 1-2 is used.

2. Anterior Areas

3. State the area(s) where a Gracey 7-8 is used.

3. Buccal\Lingual Areas

4. State the area(s) where a Gracey 11-12 is used.

4. Posterior Mesial Surfaces

5. State the area(s) where a Gracey 13-14 is used.

5. Posterior Distal Surfaces

6. State the area(s) where a Gracey 15-16 is used.

6. Posterior Mesial Surfaces

7. State the area(s) where a Gracey 17-18 is used.
8. Describe and state the purpose of mini-Graceys.

7. Posterior Distal Surfaces

9. Select and maintain well sharpened instruments.

10. Select instruments best suited to tooth number and
surface being scaled.
11. Evaluate and implement proper patient/operator
positioning.
12. Uses modified pen grasp.
13. Maintains an effective instrument fulcrum at all times.

14. Use’s closed angulation for insertion of blade into the
sulcus.
15. Grasp’s instrument lightly during exploratory strokes.
16. Tighten grasp and increase lateral pressure during
working strokes.

17. Utilize a controlled and deliberate stroke.
18. Use’s fingers, hand, wrist and arm as a continuum.

8. Better access in smaller diameter deep pockets, access root
furcations better, smaller toe – less tissue trauma accessing
deep pockets.
9. Observe student checking for sharpness of instrument
blades ; observe student sharpening instruments when
necessary. To provide greater precision of operation, to
increase tactile sensitivity, to increase patient comfort, and to
decrease tissue trauma.
10. Observe student selecting instruments best suited to tooth
number and surface being scaled. To facilitate access and
reduce tissue trauma.
11. According to the area being instrumented, the operator and
patient should be positioned in the ideal arrangement to meet
all treatment variables. To erase operator fatigue, make for
optimal accessibility and ensure patient comfort.
12. Observe student using modified pen grasp during all
instrumentation. To provide control, stability and better tactile
sensitivity during instrumentation.
13. Observe student maintaining an instrument fulcrum at all
times. The ring finger should be resting on a stable tooth close
to the tooth being scaled. A fulcrum should be in the same arch
as the tooth being scaled whenever possible. a. Opposite arch
fulcrums are sometimes necessary. b. Extraoral fulcrums are
permissible if the student demonstrates proper control and
stability. c. Reinforced fulcrums are permissible. To provide
control, stability, and patient comfort.
Observe the student adapt as much of the face of the blade as
possible to the tooth surface being scaled for insertion into the
sulcus. To eliminate painful distention of gingival tissue.
Observe students fingers in relaxed light grasp during
exploratory strokes. To provide maximum tactile sensitivity.
Observe the student tightening or tensing the finger during
working strokes. Increased lateral pressure can be observed
be feeling the muscles of the fingers, hand and/ or forearm of
the student. To allow maximum amount of calculus to be
removed with a minimal amount of strokes. To prevent
incomplete calculus removal.
Observe control in students stroke. To provide control,
stability, and patient comfort.
Observe the student using fingers, hand, wrist, and arm as a
continuum. This should be a rocking or rotating of hand on the
fulcrum. There should be no independent finger motion. To
reduce operator fatigue and increase efficiency of strokes.
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19. Use’s correct zone of instrumentation.

20. Adapt blade of instrument to contours of teeth.
21. Demonstrates adequate extension of strokes into
interproximal areas.
22. Use’s a systemic order of progression from one tooth to
the next.
23. Use’s a mirror effectively.

24. Use’s explorer to check a section when scaling has been
completed in that area.

25. Perform procedure with minimal tissue trauma and
patient discomfort.
26. Use’s air to check for residual.

27. Irrigate sulci or pocket’s when necessary.
28. Debride instrument during use and before returning it to
bracket table.

28. Use 2 X 2 gauze sponges to control hemorrhage.
29. Clean patient’s face before dismissal.
30. Recommend appropriate postoperative procedures.

Observe student using correct zone of instrumentation. a.
strokes should go from base of pocket (epithelial attachment)
to most coronal border of submarginal deposit. b. Curet blade
should not leave sulcus or pocket at the completion of each
working stroke. Repeated removal and reinsertion is not
acceptable. c. Blade may be removed if debridement or
irrigation is necessary. To increase efficiency of
instrumentation. To prevent laceration of gingival tissues by
tip or toe of the blade.
Observe student roll the handle of instrument in fingers as toe
of blade moves around line angles, convexities. To prevent
laceration of gingival tissues by toe of the blade.
Observe student extend interproximal strokes at least halfway
across proximal surfaces. To ensure complete removal of
interproximal deposits.
Observe the student working in a systematic order of
progression from one tooth to the next. To ensure
thoroughness in deposit removal and increase efficiency.
Observe the student using the mouth mirror effectively. a.
Observe use of modified open grasp and fulcrum. b. Observe
use of mirror for indirect vision. c. Observe use of mirror for
tissue retraction. d. Observe use of mirror for illumination. e.
Observe use of mirror for retraction of cheeks and tongue. f.
Observe mirror edge away from soft tissue. To ensure
operator control and patient comfort. To maintain proper
position and avoid fatigue. To ensure maximum visibility
during instrumentation. To facilitate better visibility. To
provide better access for instrumentation. To ensure patient
comfort.
Observe student using an explorer to check a section when
scaling has been completed in that section: a. Observe the tip of
the explorer against the tooth surface wall of the sulcus. b.
Observe the adaptation of the explorer tip by watching the
rolling action of the fingers at the line angles. c. Observe a light
grasp. To ensure complete calculus removal and a smooth
tooth surface.
Observe the students ability to respond to the patients
nonverbal cues of discomfort and tissue trauma. Observe the
students ability to adapt and angulate blade position to correct
the problem. To ensure patient comfort.
Observe the student using the air syringe to check for residual
calculus. To make the calculus visible and ensure removal.
Observe student irrigating sulci or pockets when necessary. To
prevent implantation of calculus and bacteria in tissue lining
the sulci. To increase patient comfort.
Observe student wiping instrument blade on 2x2 gauze sponge
to control hemorrhage. Observe student debride instrument
before returning it to the bracket tray. To prevent
implantation of calculus and bacteria in tissue lining the sulci.
To maintain a clean bracket tray set-up.
Observe student applying pressure with a 2x2 gauze sponge to
control hemorrhage. To stop bleeding and allow better
visibility, tactile sense and instrument control.
Observe student clean patients face before dismissal. To
prevent patient embarrassment when leaving the clinic.
Observe the student recommending postoperative procedures
to the patient. a. Hypertonic salt solution is recommended for
all patients for discomfort (1tsp. salt in 1 cup of warm water).
b. Observe student explaining to the patient that some
discomfort might result. To ensure patient comfort and aid in
tissue response and healing.
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Patient Education Competency
Student Name & #:____________________________________________________ CL I-A(75%)

CL II (80%)

CL III (85%)

1st Attempt Date:___________________ PATIENT NAME:______________________________________________________________________
INSTRUCTOR’S SIGNATURE:__________________________________________________________ SCORE:_________/22PTS__________
2ND Attempt Date:__________________ PATIENT NAME:_______________________________________________________________________
INSTRUCTOR’S SIGNATURE:__________________________________________________________ SCORE:_________/22PTS___________
COMPETENCY CRITERIA
**ALL PROCEDURES IN THE EVALUATION ARE TO BE DONE WITH THE PATIENT IN AN UPRIGHT POSITION.
Patient Education Competency

1st Attempt Date:

S
Preliminary procedure:
1. Review and prepare patient's medical history.
2. Complete patient’s extraoral/intraoral examination.
3. Question patient as to personal goals for oral health.
4. Ascertain patient's knowledge regarding the role of bacteria as it
pertains to dental diseases.
5. Determine patient’s instructional needs, amount of information per
appointment and number of projected appointments.
Appointment procedures:
6. Position patient in an upright position.
7. Use patient mirror and light effectively.
8. Evaluate patient’s present oral hygiene routine and techniques.
9. Use a disclosing agent.
10. Encourage patient assessment of the location and amount of
plaque.
11. Record plaque index if appropriate.
12. Accurately assess the plaque control needs of the patient.
13. Discuss selected plaque control concepts with patient and
demonstrate proper use of recommended dental hygiene aids.
14. Patient demonstrates his/her understanding of instruction back
to student.
15. Utilize additional patient educational materials as needed.
16. Modify patient’s oral hygiene technique to remove remaining
plaque.
Have patient identify appropriate oral health:
17. Short-term goal(s)
18. Long-term goal(s)
19. Ascertain patient’s comprehension of plaque control.
20. Adjust treatment plan to include all of the patient’s needs.
Post appointment procedures:
21. Schedule patient for reevaluation.
22. Record appointment procedures on patient's record.

U

2nd Attempt Date:

S

U
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Criteria\Test Point
Preliminary procedure:
1. Review and prepare patient's medical
history.
2. Complete patient’s extraoral/intraoral examination.

3. Question patient as to personal goals for oral health.
4. Ascertain patient's knowledge regarding the role of
bacteria as it pertains to dental diseases.
5. Determine patient’s instructional needs, amount of
information per appointment and number of projected
appointments.

Appointment procedures:
6. Position patient in an upright position.
7. Use patient mirror and light effectively.
8. Evaluate patient’s present oral hygiene routine and
techniques.
9. Use a disclosing agent.

10. Encourage patient assessment of the location and
amount of plaque.
11. Record plaque index if appropriate.
12. Accurately assess the plaque control needs of the
patient.
13. Discuss selected plaque control concepts with patient
and demonstrate proper use of recommended dental
hygiene aids.

14. Patient demonstrates his/her understanding of
instruction back to student.
15. Utilize additional patient educational materials as
needed.

Definition\ Rationale
Definition: Observe Student reviewing and/or preparing
patients medical history as required under basic records and
procedures of the clinic manual. Rationale: To identify
patients for whom modifications are required in treatment
planning.
Definition: Observe Student reviewing and/or preparing
patients medical history as required under basic records and
procedures of the clinic manual. Rationale: To identify
patients for whom modifications are required in treatment
planning.
Definition: Observe student questioning/discussing with the
patient his/her personal goals for oral health. Rationale: To
design and implement an effective patient education/plaque
control treatment plan based on the individual patient’s needs.
Definition: Observe student questioning/discussing with the
patient the role of bacteria in dental disease. Rationale: To
design and implement an effective patient education/plaque
control treatment plan based on the individual patient’s needs.
Definition: Observe student in discussion with patient
determining instructional needs. This includes at a cognitive
level. Sequence of techniques and treatment plan to include
number of projected appointments. Short term goals to include
reduction of plaque index scores and/or reduction of quantity
and quality of pathogenic microbes. Long term goals to include
recall interval (established upon completion of patient
education/ plaque control) and projected patient classification
at recall. Rationale: To actively involve patient in decision
and planning of short-term and long-term goals. To assist the
patient in improved oral health status.
Definition: Observe student bringing patient chairs to upright
position. Rationale: In order to allow better communication
between clinician and patient.
Definition: Observe student correctly and appropriately
utilizing unit light and patient mirror. Rationale: In order to
allow patient to see procedures being demonstrated in his/her
mouth.
Definition: Observe student evaluating the patient’s present
oral hygiene routine and techniques by watching the patient’s
toothbrushing and/or flossing techniques. Rationale: To
provide baseline data and assess dexterity.
Definition: Observe the student using a disclosing solution or
tablet for visualization of plaque. Note: If phase microscopy is
planned, the plaque sample should be collected prior to
disclosing. Rationale: To enable patient to observe the
presence of bacterial plaque.
Definition: Observe the student encouraging the patient to
assess the location and amount of plaque. Rationale: To
ensure patient participation and assumption of personal
responsibility.
Definition: Observe student recording a plaque index (for
example – the PHP). Rationale: TO establish baseline data
and monitor patient progress.
Definition: Observe student appropriately determining
plaque control needs of the patient. Rationale: In order to
properly plan for patient education for the individual patient.
Definition: Observe student discussing plaque control
concepts with the patient to the level of his/her understanding
and as related to the patient’s condition. For example;
gingivitis, periodontitis, ect. This could include any
combination of the following: Toothbrushing, flossing,
disclosing tablets, perio-aids, and interproximal devices.
Rationale: To ensure patient cooperation and to encourage
regular use of recommended plaque control aids.
Definition: Observe patient demonstrating back to student
those techniques that were demonstrated to him/her.
Rationale: To ensure proper understanding of technique and
ability to perform technique.
Definition: Observe student utilizing additional patient
educational materials, as needed, which may include; typodont,
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printed pamphlets/brochures, flip charts, operator drawings.
Rationale: To reinforce plaque control concepts.

16. Modify patient’s oral hygiene technique to remove
remaining plaque.
Have patient identify appropriate oral health:
17. Short-term goal(s)

18. Long-term goal(s)

19. Ascertain patient’s comprehension of plaque control.
20. Adjust treatment plan to include all of the patient’s
needs.
Post appointment procedures:
21. Schedule patient for reevaluation.
22. Record appointment procedures on patient's record.

Definition: Observe student modifying patients oral hygiene
technique to remove remaining plaque. Rationale: To allow
active participation and immediate feedback.
Definition: Observe student in discussion with patient
determining instructional needs. This includes at a cognitive
level. Sequence of techniques and treatment plan to include
number of projected appointments. Short term goals to include
reduction of plaque index scores and/or reduction of quantity
and quality of pathogenic microbes. Rationale: To actively
involve patient in decision and planning of short-term and
long-term goals. To assist the patient in improved oral health
status.
Definition: Observe student in discussion with patient
determining instructional needs. This includes at a cognitive
level. Sequence of techniques and treatment plan to include
number of projected appointments. Long term goals to include
recall interval (established upon completion of patient
education/ plaque control) and projected patient classification
at recall. Rationale: To actively involve patient in decision
and planning of short-term and long-term goals. To assist the
patient in improved oral health status.
Definition: Observe the student ascertaining the patient’s
comprehension of plaque control. This may be accomplished
by the use of the plaque control aids. Rationale: To ensure
small step size and encourage behavior modification.
Definition: Observe student making appropriate changes in
treatment plan as indicated. Rationale: In order to
thoroughly address all of patients disease control needs.
Definition: Observe the student scheduling the patient for
reevaluation. Patient should be scheduled for re-evaluation at
times agreed upon by the hygienist and the patient. Rationale:
To provide reinforcement and ensure optimal maintenance of
oral health.
Definition: Observe the student recording appointment
procedures on patients services rendered documenting both
the patients attitude and ability to perform techniques.
Rationale: To provide a written record and to monitor patients
progress.
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Perio Files Instrumentation Competency
Student Name & #:___________________________________________________

CL II (80%)

CL III (85%)

1st Attempt Date:___________________ PATIENT NAME:______________________________________________________________________
INSTRUCTOR’S SIGNATURE:____________________________________________________________ SCORE:_________/15PTS________
2ND Attempt Date:__________________ PATIENT NAME:_______________________________________________________________________
INSTRUCTOR’S SIGNATURE:____________________________________________________________ SCORE:_________/15PTS_________
COMPETENCY CRITERIA
1. You must pass off on this competency on an appropriate patient during a clinic session. The patient must meet
the following criteria: 1) have area(s) of pocket depth on molars and anterior teeth that are fairly inaccessible to
hand scalers; 2) have subgingival calculus in those pockets.
2. The rotation instructor must determine the acceptability of the patient for this competency by determining the
presence of periodontal pockets and discernable subgingival calculus deposits.
3. This competency must be passed at > 80% in clinic II, or at >85% in clinic III before taking the clinic final exam.
4. Please get plenty of practice with these instruments before attempting this competency. If you fail it the first
time, you may retake it, but the maximum score you can receive is 75%.
1st Attempt Date:
2nd Attempt Date:
Perio Files Instrumentation Competency
S
1. Have appropriate armamentarium readily available.
2. State rationale and criteria for using the periodontal file.
3. Identify the appropriate file for use anterior teeth.
4. Demonstrate the use of the file on anterior teeth.
Identify the appropriate file for use on the following surfaces on a
mandibular or maxillary molar:
5. Mesial
6. Distal
7. Buccal
8. Lingual
Demonstrate the use of files on the following surfaces on a
mandibular or maxillary molar:
9. Mesial
10. Distal
11. Buccal
12. Lingual
13. Demonstrate proper sharpening technique for files.
14. Demonstrates proper care of patient’s tissues during the
procedure.
15. Maintains proper ergonomics throughout the
demonstration.

U

S

U
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Periodontal File Protocol
Test Point

Criteria

1. Have appropriate armamentarium readily available.

Periodontal and calculus chartings, appropriate
instruments
Used to crush or fracture large deposits; to
remove deposits inaccessible to other scalers
H9/10
Refer to Nield; Modified pen grasp; 2-point
contact; face of file flat against deposit; firm
lateral pressure using a pull stroke vertically

2. State rationale and criteria for using the periodontal file.
3. Identify the appropriate file for use anterior teeth.
4. Demonstrate the use of the file on anterior teeth.
Identify the appropriate file for the following surfaces on
mandibular or maxillary molar:
5. Mesial
6. Distal
7. Buccal
8. Lingual
Demonstrate the use of files on the following surfaces
on a mandibular or maxillary molar:
9. Mesial
10. Distal
11. Buccal
12. Lingual
13. Demonstrate proper sharpening technique for files.

14. Demonstrates proper care of patient’s tissues during
the procedure.
15. Maintains proper ergonomics throughout the
demonstration.

H5
H11
H3/7
H3/7
Refer to Nield; Modified pen grasp; 2-point
contact; face of file flat against deposit; firm
lateral pressure using a pull stroke vertically
“
“
“
“
Use tanged file; places file horizontally along
first cutting edge on surface away from handle;
use back and forth motion; repeat for all cutting
edges; use test stick to check sharpness
Self-explanatory
Self-explanatory
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Periodontal Probing Competency
Student Name & #:___________________________________________________

CL I-A(75%)

CL II (80%)

CL III (85%)

1st Attempt Date:___________________ PATIENT NAME:______________________________________________________________________
INSTRUCTOR’S SIGNATURE:_________________________________________________________ SCORE:_________/25PTS___________
2ND Attempt Date:__________________ PATIENT NAME:_______________________________________________________________________
INSTRUCTOR’S SIGNATURE:_________________________________________________________ SCORE:_________/25PTS____________
COMPETENCY CRITERIA
1.
2.
3.
4.
5.

You must pass off on this competency on a patient during a clinic session.
**The rotation instructor must determine the acceptability of the patient for this competency by the presence of discernable suband supragingival calculus deposits per bulk or slim tip use.**
Patient MUST be a CNCC class II patient.
This competency must be passed at > 75% for Clinic I-A, 80% for Clinic II, or a 85% for Clinic III before taking the clinic final exam.
Please get plenty of practice before attempting this competency.

Periodontal Probing Competency

1st Attempt Date:

S
Preliminary Procedures:
1. Review patient’s medical history.
2. Explain procedure and rationale to patient.
3. Ask patient if he/she has any questions about the procedure.
4. Explain procedure and rationale to instructor.
5. Have available all necessary forms and armamentarium.
Periodontal Probing and Charting Procedure Performance:
6. Correctly note missing teeth on chart before beginning procedure.
7. Use appropriate periodontal probe.
8. Use modified pen grasp.
9. Walk probe around tooth.
10. Adapt probe properly to tooth surface.
11. Change angle of probe as needed while progressing around tooth contours.
12. Angle probe properly and adequately in col area.
13. Use systematic order of progression from one tooth to the next.
14. Correctly record probing depths for each tooth.
15. Correctly record bleeding on gentle probing.
16. Correctly record suppuration.
17. Correctly record and classify mobility.
18. Correctly record and classify furcation involvements.
19. Correctly record recession.
20. Correctly record mucogingival problems.
21. Perform procedure with minimal trauma and discomfort to patient.
Maintenance of Operating Field:
22. Rinse patient’s mouth when necessary.
23. Debride instrument during use and when finished.
Postoperative Procedures:
24. Answer all patient questions regarding the procedure.
25. Offer appropriate postoperative recommendations.

U

2nd Attempt Date:

S

U
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Periodontal Probing Competency Protocol

Criteria\Test Point

Definition\ Rationale

Preliminary Procedures:
1. Review patient’s medical history.
2. Explain procedure and rationale to patient.

1. Review with the student, the patient's medical history. To
adequately plan for the medically compromised patient.

3. Ask patient if he/she has any questions about the
procedure.
4. Explain procedure and rationale to instructor.

3. Observe student asking patient if he/she has any questions,
and answering them fully. 3. So patient feels fully informed
about the procedure and rationale.
4. Observe and question student’s knowledge of technique and
interpretation of findings. To ensure accurate data gathering
for assessment purposes.
5. Observe that student has all appropriate forms, instruments,
etc., necessary. In order to ensure efficient procedure.

5. Have available all necessary forms and armamentarium.

2. Observe student explaining procedure and rationale to
patient, using appropriate terminology. To reduce the patient’s
anxiety and ensure cooperation.

Periodontal Probing and Charting Procedure
Performance:
6. Correctly note missing teeth on chart before beginning
procedure.

6. Observe student correctly charting missing teeth on
periodontal charting form. To ensure accuracy of periodontal
charting and maximize efficiency.

7. Use appropriate periodontal probe.

7. Observe student using appropriate probe for that particular
procedure. To ensure accurate results
for that procedure.
8. Observe student using modified pen grasp during entire
procedure. To provide contact, stability, and
better tactile sense during probing.
9. Observe student walking probe around tooth. To ensure
accurate sounding of depth of pocket/sulcus around entire
circumference of tooth.

8. Use modified pen grasp.
9. Walk probe around tooth.

10. Adapt probe properly to tooth surface.
11. Change angle of probe as needed while progressing
around tooth contours.
12. Angle probe properly and adequately in col area.
13. Use systematic order of progression from one tooth to
the next.
14. Correctly record probing depths for each tooth.
15. Correctly record bleeding on gentle probing.
16. Correctly record suppuration.
17. Correctly record and classify mobility.
18. Correctly record and classify furcation involvements.
19. Correctly record recession.
20. Correctly record mucogingival problems.

10. Observe student adapting tip of probe to tooth surface for
insertion into sulcus. To eliminate painful distention of
tissue.
11. Observe student changing angle of probe as needed. To
eliminate danger of tissue laceration, pain, and inaccurate
probing.
12. Observe student angling probe properly and adequately in
col area. To ensure detection of the true depth of
pocket/sulcus under contact in col area.
13. Observe student working in systematic order of
progression from one tooth to the next. To ensure
thoroughness in probing and maintain efficiency.
14. Observe student correctly recording 6 perio readings for
each tooth. To ensure thorough, accurate data for accurate
assessment of patient’s periodontal status.
15. Observe student correctly recording areas of bleeding on
probing. To ensure thorough, accurate data for accurate
assessment of patient’s periodontal status.
16. Observe student correctly recording areas of suppuration.
To ensure thorough, accurate data for accurate assessment
of patient’s periodontal status.
17. Observe students correctly recording degree of mobility.
To ensure thorough, accurate data for accurate assessment of
patient’s periodontal status.
18. Observe students correctly recording furcations and
degree of involvement on indicated teeth. To ensure thorough,
accurate data for assessment of patient’s periodontal status.
19. Observe student correctly recording recession on involved
teeth. To ensure thorough, accurate data for accurate
assessment of patient’s periodontal status.
20. Observe student correctly recording mucogingival
problems on involved teeth. To ensure thorough, accurate data
for accurate assessment of patient’s periodontal status.
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21. Perform procedure with minimal trauma and discomfort
to patient.

Maintenance of Operating Field:
22. Rinse patient’s mouth when necessary.
23. Debride instrument during use and when finished.
Postoperative Procedures:
24. Answer all patient questions regarding the procedure.
25. Offer appropriate postoperative recommendations.

21. Observe student’s ability to respond to patient’s nonverbal
cues of discomfort and tissue trauma; observe student’s ability
to reposition probe accurately to correct the problem if
possible. To perform procedure with as little discomfort as
possible to patient, to lessen anxiety, and increase patient
rapport and cooperation
22. Observe student rinsing patient’s mouth when necessary.
To rinse debris from sulcus.
23. Observe student debriding instrument during use and
when finished, if necessary. To increase patient comfort. For
optimum vision and efficiency, and to maintain a clean, orderly
bracket tray set up.
Self-explanatory
Observe student verbalizing to patient postoperative
instructions.
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CNCC Dental Hygiene Program
Placement of Arestin Local Antimicrobial Competency
Student Name & #:_______________________________________________

(CL II (80%)

CL III (85%)

1st Attempt Date:___________________ PATIENT NAME:______________________________________________________________________
INSTRUCTOR’S SIGNATURE:_________________________________________________________ SCORE:_________/13PTS___________
2ND Attempt Date:__________________ PATIENT NAME:_______________________________________________________________________
INSTRUCTOR’S SIGNATURE:_________________________________________________________ SCORE:_________/13PTS____________
**THIS COMPETENCY MUST BE COMPLETED WITH A PATIENT WHO PRESENTS WITH ACCEPTABLE
SUITABILITY OF AREA PLANNED FOR PLACEMENT OF THE CHOSEN ANTIMICROBIAL**
COMPETENCY CRITERIA
ARESTIN Placement Criteria

1st Attempt Date:

S
PRELIMINARY PROCEDURES AND PREPARATION:
1. Explain procedure to patient.
2. Explain rationale for use, indications and contraindications, and
expected outcomes to the evaluator.
3. Determine suitability of area(s) planned for placement.
4. Select and prepare appropriate armamentarium.
PLACEMENT PROCEDURE:
5. Remove the unit-dose cartridge of Arestin from the package and
connect it to the cartridge handle.
6. Insert the cannula of the cartridge to the base of the pocket.
7. Deposit the antimicrobial powder by depressing the thumb ring of
the handle while gradually withdrawing the tip from the base of the
pocket.
SAFETY PROCEDURES:
8. Patient wore safety glasses throughout patient appointment.
9. Appropriate PPE was worn.
10. Materials were handled carefully and appropriately
POSTOPERATIVE PROCEDURES:
11. Recommend appropriate postoperative procedures.
12. Returns reusable armamentarium to dispensary for indicated
sterilization and handles disposable materials properly.
POSTOPERATIVE EVALUATION:
13. Evaluates results within appropriate time frame for the patient
seen and makes appropriate documentation in patients chart.

U

2nd Attempt Date:

S

U
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ARESTIN Antimicrobial Placement Protocol

Criteria

Definition

Rationale

PRELIMINARY PROCEDURES AND
PREPARATION:
1. Explain procedure to patient.

Student communicates with patient effectively on
the procedure and answers any questions.

Uses terminology that ensures patient
understands procedure.

2. Explain rationale for use, indications and
contraindications, and expected outcomes to
the evaluator.

Rationale & Indications for use: Adjunct for scaling
& root planning procedures and periodontal
maintenance programs for a reduction in pocket
depths in patients with adult periodontitis.
Contraindications: Hypersensitivity to minocycline
or tetracyclines and acutely abscessed periodontal
pockets.
Expected outcomes to instructor to be verbalized.
Periodontally involved patients at the time of SRP,
or periodontal maintenance appointments. Pockets
must be free of detectable biofilm and calculus.
Confirms depth of 5-8mm pocket with periodontal
probe.
Proper PPE, explorer, periodontal probe, mouth
mirror, subgingival scaling instruments, ARESTIN
handles, ARESTIN patient education materials,
ARESTIN cartridge kit, and ARESTIN handles.
Assembles armamentarium correctly

Verbalization to instructor signifies
students knowledge of procedure.

5. Remove the unit-dose cartridge of Arestin
from the package and connect it to the cartridge
handle.

Self-explanatory

Self-explanatory

6. Insert the cannula of the cartridge to the base
of the pocket.

Self-explanatory

Self-explanatory

7. Deposit the antimicrobial powder by
depressing the thumb ring of the handle while
gradually withdrawing the tip from the base of
the pocket.
SAFETY PROCEDURES:
8. Patient wore safety glasses throughout
patient appointment.

Self-explanatory

Self-explanatory

Self-explanatory

Self-explanatory

9. Appropriate PPE was worn.

Student wore scrubs, lab coat, safety glasses, gloves,
mask.

Self-explanatory

10. Materials were handled carefully and
appropriately

Self-explanatory

Self-explanatory

Provides patient with appropriate post treatment
instructions including no brushing in the site area
for 12 hours and no interdental cleaning in area for
10 days. Instructs patient to abstain from eating
hard, crunchy, or sticky foods.
Self-explanatory

To ensure that ARESTIN stays in pocket.

Sites noted in chart, with re-eval date set.

Self-explanatory

3. Determine suitability of area(s) planned for
placement.

4. Select and prepare appropriate
armamentarium.

Self-explanatory

Self-explanatory

PLACEMENT PROCEDURE:

POSTOPERATIVE PROCEDURES:
11. Recommend appropriate postoperative
procedures.

12. Returns reusable armamentarium to
dispensary for indicated sterilization and
handles disposable materials properly.
POSTOPERATIVE EVALUATION:
13. Student makes appropriate documentation
in patients chart, to ensure evaluation at the
appropriate time frame.

Self-explanatory

*Critical Test Point: This test point must be passed in order to pass this competency.
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CNCC Dental Hygiene Program
Risk Assessment Competency
Student Name & #:_________________________________________________________

CL II (80%)

CL III (85%)

1st Attempt Date:___________________ PATIENT NAME:______________________________________________________________________
INSTRUCTOR’S SIGNATURE:____________________________________________________________ SCORE:________/19PTS_______
2ND Attempt Date:__________________ PATIENT NAME:_______________________________________________________________________
INSTRUCTOR’S SIGNATURE:_____________________________________________________________ SCORE:________/19PTS_________
COMPETENCY CRITERIA
1. You must pass off on this competency on a patient during a clinic session.
2. **Pt must have 3 or more of the risks listed below.
3. This must be performed at the patient’s initial assessment appointment.
Risk Assessment

1. Inform patient of your plans for risk assessment, and
explain significance of these procedures.
2. State the criteria this assessment tool uses.
3. Differentiates between factors that are modifiable and
those that aren’t.
4. Properly assess all relevant criteria.
Accurately document all criteria findings:
5. % pockets with bleeding on probing
6. # of pockets > 5mm
7. # of missing teeth
8. amount of bone loss compared to age
9. systemic/genetic predisposition
10. # of cigarettes/day
11. other factors
12. Accurately determine risk level for each criterion.
13. Accurately determine overall risk.
14. Professionally present findings to patient, emphasizing risk factors that
the patient can modify in order to enhance treatment outcomes.
15. Answer any questions the patient may have.

1ST ATTEMPT
INSTRUCTOR
EVALUATION
S
U

2ND ATTEMPT
INSTRUCTOR
EVALUATION
S
U
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16. Demonstrate proper care of patient’s tissues and well-being during the
assessment procedure and presentation of the information.
17. Maintain proper ergonomics and patient/operator positioning
throughout the procedure.
18. Document risk findings in progress notes.
19. Student utilized www.perio-tools.com and printed and scanned risk
assessment into d43entrix document center

FILL THIS OUT
Criteria
Low
% pockets with bleeding
on probing
# of pockets > 5mm
# of missing teeth
amount of bone loss
compared to age
systemic/genetic
predisposition
# cigarettes/day
other factors

Risk Level
Moderate

High/Severe
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Risk Assessment Protocol
Test Point
1. Inform patient of your plans for risk assessment, and
explain significance of these procedures.
2. State from memory the criteria this assessment tool
uses.
3. Differentiates between factors that are modifiable and
those that aren’t.
4. Properly assess all relevant criteria.
Accurately document all criteria findings:
5. % pockets with bleeding on probing
6. # of pockets > 5mm
7. # of missing teeth
8. amount of bone loss compared to age
9. systemic/genetic predisposition

10. # cigarettes/day
11. other factors

12. Accurately determine risk level for each criterion.
13. Accurately determine overall risk.
14. Professionally present findings to patient, emphasizing
risk factors that the patient can modify in order to enhance
treatment outcomes.
15. Answer any questions the patient may have.
16. Demonstrate proper care of patient’s tissues and wellbeing during the assessment procedure and presentation of
the information.
17. Maintain proper ergonomics and patient/operator
positioning throughout the procedure.
18. Document risk findings in progress notes.
19. Utilize ww1.periotools.com

Criteria
Tell patient what you will be doing and why it is
important in order to accurately assess his/her
risk.
Listed below on Test Point 5.
Tobacco use and lifestyle behaviors are alterable;
others aren’t.
Use proper techniques in all data gathering.
# of pockets with bleeding ÷ total # of probe
depths
Self-explanatory
Self-explanatory
Self-explanatory
Presence of systemic disease with periodontal
manifestation; familial history of periodontal
disease.
Self-explanatory
Medications, hormones, stress, osteoporosis,
nutrition, alcohol, obesity, infrequent or lack of
regular professional care, presence of biofilm and
other local contributing factors.
See chart below.
See below.
Self-explanatory

Self-explanatory
Self-explanatory

Self-explanatory
Record determined risk level in progress notes.
Self-explanatory
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Criteria
% pockets with
bleeding on probing
# of pockets > 5mm
# of missing teeth
amount of bone loss
compared to age
systemic/genetic
predisposition
# cigarettes/day
other factors

Low
<9

Risk Level
Moderate
10 – 25

High/Severe
> 26

<4
<4
< 0.5

5–8
5–8
0.5 – 1.0

>9
>9
> 1.0

No

Unsure/unknown

Yes

< 10

10 – 19

> 20

Overall risk: The fewer the moderate – high risk factors present, the less likelihood of presence and/or severity of
disease.
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CNCC Dental Hygiene Program
Treatment Planning Competency
Student Name & #:_________________________________________________________

CL II (80%)

CL III (85%)

1st Attempt Date:___________________ PATIENT NAME:______________________________________________________________________
INSTRUCTOR’S SIGNATURE:___________________________________________________________ SCORE:_________/10PTS_________
2ND Attempt Date:__________________ PATIENT NAME:_______________________________________________________________________
INSTRUCTOR’S SIGNATURE:__________________________________________________________ SCORE:_________/10PTS__________
COMPETENCY CRITERIA
1.
You must pass off on this competency on a patient during a clinic session.
2.
Patient must be a new periodontally involved patient.
3.
This competency must be passed at > 80% for Clinic II, or a 85% for Clinic III before taking the clinic final
exam.
4.
Please get plenty of practice before attempting this competency.
Treatment Planning Competency

1st Attempt Date:

S
Preliminary Procedures
1. Gather all indicated assessment data.
2. Utilizing a Case Management Form, analyze assessment data
to determine patient needs/dental hygiene diagnoses.
Formulation of the Treatment Plan
3. From the patient needs/dental hygiene diagnoses, determine
indicated dental hygiene interventions.
4. Prioritize patient’s needs.
5. From prioritization list, determine sequence of dental hygiene
interventions.
Synthesize Comprehensive Treatment Plan to include all
indicated dental hygiene interventions in appropriate sequence:
6. Allows for adequate time to perform interventions
7. There is appropriate intervals between appointments.
8. Collaborate with patient and/or other healthcare professionals
to formulate an individualized plan based on current, scientific
evidence.
9. Include in the Comprehensive Treatment Plan, a process for
evaluation of outcomes, showing modifications to the plan with
indicated outcomes.
Maintenance Recommendation
10. Determine recommended interval for maintenance,
and inform patient.

U

2nd Attempt Date:

S

U
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CNCC DEPARTMENT OF DENTAL HYGIENE
CASE MANAGEMENT FORM
Patient Name:
Patient Profile:

Assessments
(Significant Findings)
Quantify

Student Signature:

Student Name & #:

Anticipated
Outcomes

Interventions

(Goals)

Evaluation
Methods

Evaluation
Actual Outcomes

(with time component)

Faculty Signature:

Modify, Continue,
or Maintenance
Explain Decision

Faculty Signature:

Date:
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Treatment Planning Competency Protocol

Criteria\Test Point
Preliminary Procedures
1. Gather all indicated assessment data.
2. Utilizing a Case Management Form, analyze assessment data
to determine patient needs/dental hygiene diagnoses.
Formulation of the Treatment Plan
3. From the patient needs/dental hygiene diagnoses, determine indicated
dental hygiene interventions.
4. Prioritize patient’s needs.

Definition\ Rationale
Observe student performing any and all indicated assessment procedures, and accurately and
comprehensively document findings. To accurately gather all of the information related to the
patients oral health, and any systemic health conditions that may require attention or consultation
with another healthcare professional.
Observe student utilizing the Case Management Form and listing all significant findings needing to
be addressed. To accurately determine which findings indicate a need for intervention.
Observe student addressing each significant finding with appropriate interventions on the Case
Management Form. To ensure that any oral health needs of the patient will not be overlooked.

Observe the student prioritizing the needs of the patient from that requiring most urgent attention
to that requiring least urgent attention. To facilitate patient care in a logical, timely manner.

5. From prioritization list, determine sequence of dental hygiene
interventions.
Synthesize Comprehensive Treatment Plan to include all
indicated dental hygiene interventions in appropriate sequence:
6. Allows for adequate time to perform interventions
7. There is appropriate intervals between appointments.

Observe student sequencing interventions to appropriately meet prioritized needs of the patient.
To facilitate patient care in logical, timely manner.

8. Collaborate with patient and/or other healthcare professionals
to formulate an individualized plan based on current, scientific evidence.

Observe student consulting and collaborating with patient and/or other healthcare professionals
when indicated, to plan care that is tailored to that patients needs. To ensure that the plan for the
patient is safe, specific, and comprehensive for his/her needs, and based on current scientific
evidence.
Observe the student planning for and scheduling an evaluation process for any dental hygiene
intervention performed. To determine whether or not the desired outcome has been reached, or if
any modification of therapy is needed to improve the outcomes so fare attained.

9. Include in the Comprehensive Treatment Plan, a process for evaluation
of outcomes, showing modifications to the plan with indicated outcomes.
Maintenance Recommendation
10. Determine recommended interval for maintenance,
and inform patient.

Observe student utilizing Master Treatment Plan to schedule and sequence all appropriate dental
hygiene interventions for the patient. To ensure all the patient’s indicated needs are going to be
met in an appropriate, logical, and timely sequence.
Self- explanatory

Observe patient recommend and inform patient the interval for maintenance. To make patient
aware of maintenance re-care needed to maintain oral health.

Revised 11/18/19

CNCC Dental Hygiene Program
Ultrasonic Instrumentation Competency
Student Name & #:_________________________________________________________

CL I-A(75%)

CL II (80%)

CL III (85%)

1st Attempt Date:___________________ PATIENT NAME:______________________________________________________________________
INSTRUCTOR’S SIGNATURE:_____________________________________________________________SCORE:________/18PTS_________
2ND Attempt Date:__________________ PATIENT NAME:_______________________________________________________________________
INSTRUCTOR’S SIGNATURE:_____________________________________________________________SCORE:________/18PTS__________
COMPETENCY CRITERIA
1.
2.
3.
4.
5.

You must pass off on this competency on a patient during a clinic session.
**The rotation instructor must determine the acceptability of the patient for this competency by the presence of discernable suband supragingival calculus deposits per bulk or slim tip use.**
Patient MUST be a CNCC class II patient.
This competency must be passed at > 75% for Clinic I-A, 80% for Clinic II, or a 85% for Clinic III before taking the clinic final exam.
Please get plenty of practice before attempting this competency.

**ULTRASONIC TIP YOU ARE USING TODAY (circle one)
Ultrasonic Instrumentation Competency

BULK
S

Preliminary Procedures and Preparation:
1. Explain to the evaluator the rationale and indications/
contraindications for use of an ultrasonic device.
2. Explain procedure and operation of the ultrasonic equipment to the
patient.
3. Select and assemble appropriate ultrasonic unit and tips.
4. Tune ultrasonic device correctly.
5. Use appropriate power setting.
Procedure:
6. Obtain the aid of an assistant for high suction vacuuming OR utilize
saliva ejector at all times.
7. Use a modified pen grasp.
8. Establish a fulcrum.
9. Use wrist-forearm/digital motion, orientation like the probe.
10. Activate ultrasonic device before contacting deposits.
11. Keep tip in motion at all times.
12. Maintain proper tooth-tip relationship at all times.
13. Use correct zone of instrumentation.
14. Evaluate results with an explorer.
Safety Procedures:
15. Provide plastic drape for patient and protective eyewear.
16. Wear protective eyeglasses and face mask.
Postoperative Procedures:
17. Disassemble and sterilize/disinfect ultrasonic unit and tips
according to manufacturer's directions.
18. Recommend postoperative procedures/instructions.

SLIM

1st Attempt Date:

U

POSTERIOR
2nd Attempt Date:

S

U
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Ultrasonic Instrumentation Competency Protocol

Criteria\Test Point
Preliminary Procedures and Preparation:
1. Explain to the evaluator the rationale and indications/
contraindications for use of an ultrasonic device.

2. Explain procedure and operation of the ultrasonic
equipment to the patient.
3. Select and assemble appropriate ultrasonic unit and tips.

4. Tune ultrasonic device correctly.
5. Use appropriate power setting.
Procedure:
6. Obtain the aid of an assistant for high suction vacuuming
OR utilize saliva ejector at all times.
7. Use a modified pen grasp.

Definition\ Rationale
Question the student concerning rationale and
indications/contraindications for use of the ultrasonic device:
a. Rationale-debridement. b. Indications- overhanging
restorations, orthodontic cement removal, supra and
subgingival calculus and stain removal. c. Contraindications –
pacemaker, child, rampant caries. To ensure a thorough
understanding of the role ultrasonic scaling units play in
dental hygiene treatment.
Observe the student explaining the procedure and operation of
the ultrasonic equipment to the level of the patients
understanding. To ensure patient cooperation and
understanding.
Observe the student selecting and assembling the appropriate
ultrasonic unit and tips as presented in Clinic II & III lecture
and according to the manufacturers directions. To ensure
proper operation of ultrasonic units with maximum
effectiveness.
Observe the student tuning the ultrasonic device correctly .
The water spray should appear as a “starburst” from the tip.
To ensure maximum debridement effectiveness.
Observe student uses no higher than medium setting for slim
tips and medium to high for bulk tips. To ensure safety,
effectiveness, and longevity of slim tips.
Observe the student utilizing an assistant for high vacuuming
suctioning OR utilizing the saliva ejector at all times for
removal of water. To reduce aerosol production and increase
patient comfort.
Observe student using a modified pen grasp during the entire
procedure. To provide stability and control.

8. Establish a fulcrum.

Observe the student using a fulcrum during the entire
procedure. To ensure control, stability, and patient comfort.

9. Use wrist-forearm/digital motion, orientation like the
probe.
10. Activate ultrasonic device before contacting deposits.

Observe the student using a wrist-forearem and/or digital
motion during the entire procedure. To reduce fatigue and
increased efficiency.
Observe student activating the ultrasonic device before
contacting deposits. To ensure maximum efficiency of the
operation.
Observe student keeping the tip in motion at all times when
contacting deposits. To reduce frictional heat and ensure
maximum efficiency of strokes. To prevent injury to tooth
structure.
Observe student maintaining a tooth/tip relationship of 0-15
degrees with the tooth surface at all times. To ensure optimum
debridement and avoid damage to the tooth structure.
Observe student using the correct zone of instrumentation,
debriding cervical areas, line angles and interproximal areas.
To ensure maximum debridement.
Observe student evaluating the results with an explorer. To
evaluate surface for the presence of any remaining deposits.

11. Keep tip in motion at all times.
12. Maintain proper tooth-tip relationship at all times.
13. Use correct zone of instrumentation.
14. Evaluate results with an explorer.
Safety Procedures:
15. Provide plastic drape for patient and protective eyewear.
16. Wear protective eyeglasses and face mask.
Postoperative Procedures:
17. Disassemble and sterilize/disinfect ultrasonic unit and
tips according to manufacturer's directions.
18. Recommend postoperative procedures/instructions.

Observe student having provided a plastic drape to cover the
patient and protective eyewear. To protect from aerosol spray
and reduce cross-contamination.
Observe student wearing protectice eyeglasses and face mask
for entire procedure. To protect self from aerosol and reduce
cross-contamination.
Observe the student disassembling the ultrasonic unit
following the manufacturer’s directions including: a. All hoses
are cleared by running water through them for 1 minute. b. All
tips are cleaned and prepared for sterilization. c. Disinfects
ultrasonic unit, hoses and lines. To ensure proper maintenance
of equipment. To ensure proper disinfection and sterilization.
Observe student recommending a postoperative saline rinse
and cautioning the patient regarding postoperative sensitivity.
a. hypertonic saline rinse – 1 tsp. salt -1cup warm water. b.
Tylenol for discomfort. c. Continue plaque control- floss and
brush. To alleviate apprehension due to postoperative
discomfort.
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CNCC Dental Hygiene Program
Universal’s Instrumentation Competency
Student Name & #:_____________________________________________________

CL I-A(75%)

CL II (80%)

CL III (85%)

1st Attempt Date:___________________ PATIENT NAME:______________________________________________________________________
INSTRUCTOR’S SIGNATURE:___________________________________________________________ SCORE:_________/24PTS_________
2ND Attempt Date:__________________ PATIENT NAME:_______________________________________________________________________
INSTRUCTOR’S SIGNATURE:___________________________________________________________ SCORE:_________/24PTS__________
COMPETENCY CRITERIA
1.
2.
3.
4.

You must pass off on this competency on a patient during a clinic session.
The rotation instructor must determine the acceptability of the patient for this competency by the presence of discernable sub- and supragingival
calculus deposits. Patient MUST be a CNCC class II patient.
This competency must be passed at > 75% for Clinic I-A, 80% for Clinic II, or a 85% for Clinic III before taking the clinic final exam.
Please get plenty of practice before attempting this competency.

Universal Instrumentation Competency

1st Attempt Date:

S
1. Select and maintain well sharpened instruments.
2. Select instruments best suited to tooth number and surface being
scaled.
3. Evaluate and implement proper patient/operator positioning.
4. Uses modified pen grasp.
5. Maintains an effective instrument fulcrum at all times.
6. Use’s closed angulation for insertion of blade into the sulcus.
7. Grasp’s instrument lightly during exploratory strokes.
8. Tighten grasp and increase the appropriate lateral pressure during
working strokes.
9. Maintains correct adaptation and angulation.
10. Utilize a controlled and deliberate stroke.
11. Use’s fingers, hand, wrist and arm as a continuum.
12. Use’s correct zone of instrumentation.
13. Adapt blade of instrument to contours of teeth.
14. Demonstrates adequate of strokes into interproximal areas.
15. Uses a systemic order of progression from one tooth to the next.
16. Uses a mirror effectively.
17. Use’s explorer to check a section when scaling has been completed
in that area.
18. Perform procedure with minimal tissue trauma and patient
discomfort.
19. Use’s air to check for residual.
20. Irrigate sulci or pocket’s when necessary.
21. Debride instrument during use and before returning it to bracket
table.
22. Use 2 X 2 gauze sponges to control hemorrhage.
23. Clean patient’s face before dismissal.
24. Recommend appropriate postoperative procedures.

U

2nd Attempt Date:

S

U
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Universal Instrumentation Competency Protocol

Criteria\Test Point
1. Select and maintain well sharpened instruments.

2. Select instruments best suited to tooth number and
surface being scaled.
3. Evaluate and implement proper patient/operator
positioning.
4. Uses modified pen grasp.
5. Maintains an effective instrument fulcrum at all times.

6. Use’s closed angulation for insertion of blade into the
sulcus.
7. Grasp’s instrument lightly during exploratory strokes.
8. Tighten grasp and increase lateral pressure during
working strokes.

9. Maintains correct angulation & adaptation.

Definition\ Rationale
1. Observe student checking for sharpness of instrument
blades ; observe student sharpening instruments when
necessary. To provide greater precision of operation, to
increase tactile sensitivity, to increase patient comfort, and to
decrease tissue trauma.
2. Observe student selecting instruments best suited to tooth
number and surface being scaled. To facilitate access and
reduce tissue trauma.
3. According to the area being instrumented, the operator and
patient should be positioned in the ideal arrangement to meet
all treatment variables. To erase operator fatigue, make for
optimal accessibility and ensure patient comfort.
4. Observe student using modified pen grasp during all
instrumentation. To provide control, stability and better tactile
sensitivity during instrumentation.
5. Observe student maintaining an instrument fulcrum at all
times. The ring finger should be resting on a stable tooth close
to the tooth being scaled. A fulcrum should be in the same arch
as the tooth being scaled whenever possible. a. Opposite arch
fulcrums are sometimes necessary. b. Extraoral fulcrums are
permissible if the student demonstrates proper control and
stability. c. Reinforced fulcrums are permissible. To provide
control, stability, and patient comfort.
6. Observe the student adapt as much of the face of the blade as
possible to the tooth surface being scaled for insertion into the
sulcus. To eliminate painful distention of gingival tissue.
7. Observe students fingers in relaxed light grasp during
exploratory strokes. To provide maximum tactile sensitivity.
8. Observe the student tightening or tensing the finger during
working strokes. Increased lateral pressure can be observed
be feeling the muscles of the fingers, hand and/ or forearm of
the student. To allow maximum amount of calculus to be
removed with a minimal amount of strokes. To prevent
incomplete calculus removal.
9. Observe student maintaining the correct adaptation and
angulation of the instrument. To ensure patient comfort.

10. Utilize a controlled and deliberate stroke.

10. Observe control in students stroke. To provide control,
stability, and patient comfort.

11. Use’s fingers, hand, wrist and arm as a continuum.

11. Observe the student using fingers, hand, wrist, and arm as a
continuum. This should be a rocking or rotating of hand on the
fulcrum. There should be no independent finger motion. To
reduce operator fatigue and increase efficiency of strokes.
12. Observe student using correct zone of instrumentation. a.
strokes should go from base of pocket (epithelial attachment)
to most coronal border of submarginal deposit. b. Curet blade
should not leave sulcus or pocket at the completion of each
working stroke. Repeated removal and reinsertion is not
acceptable. c. Blade may be removed if debridement or
irrigation is necessary. To increase efficiency of
instrumentation. To prevent laceration of gingival tissues by
tip or toe of the blade.
13. Observe student roll the handle of instrument in fingers as
toe of blade moves around line angles, convexities. To prevent
laceration of gingival tissues by toe of the blade.
14. Observe student extend interproximal strokes at least
halfway across proximal surfaces. To ensure complete removal
of interproximal deposits.
15. Observe the student working in a systematic order of
progression from one tooth to the next. To ensure
thoroughness in deposit removal and increase efficiency.
16. Observe the student using the mouth mirror effectively. a.
Observe use of modified open grasp and fulcrum. b. Observe
use of mirror for indirect vision. c. Observe use of mirror for
tissue retraction. d. Observe use of mirror for illumination. e.
Observe use of mirror for retraction of cheeks and tongue. f.
Observe mirror edge away from soft tissue. To ensure
operator control and patient comfort. To maintain proper

12. Use’s correct zone of instrumentation.

13. Adapt blade of instrument to contours of teeth.
14. Demonstrates adequate extension of strokes into
interproximal areas.
15. Use’s a systemic order of progression from one tooth to
the next.
16. Use’s a mirror effectively.
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17. Use’s explorer to check a section when scaling has been
completed in that area.

18. Perform procedure with minimal tissue trauma and
patient discomfort.
19. Use’s air to check for residual.

20. Irrigate sulci or pocket’s when necessary.
21. Debride instrument during use and before returning it to
bracket table.

22. Use 2 X 2 gauze sponges to control hemorrhage.
23. Clean patient’s face before dismissal.
24. Recommend appropriate postoperative procedures.

position and avoid fatigue. To ensure maximum visibility
during instrumentation. To facilitate better visibility. To
provide better access for instrumentation. To ensure patient
comfort.
17. Observe student using an explorer to check a section when
scaling has been completed in that section: a. Observe the tip of
the explorer against the tooth surface wall of the sulcus. b.
Observe the adaptation of the explorer tip by watching the
rolling action of the fingers at the line angles. c. Observe a light
grasp. To ensure complete calculus removal and a smooth
tooth surface.
18. Observe the students ability to respond to the patients
nonverbal cues of discomfort and tissue trauma. Observe the
students ability to adapt and angulate blade position to correct
the problem. To ensure patient comfort.
19. Observe the student using the air syringe to check for
residual calculus. To make the calculus visible and ensure
removal.
20. Observe student irrigating sulci or pockets when necessary.
To prevent implantation of calculus and bacteria in tissue
lining the sulci. To increase patient comfort.
21. Observe student wiping instrument blade on 2x2 gauze
sponge to control hemorrhage. Observe student debride
instrument before returning it to the bracket tray. To prevent
implantation of calculus and bacteria in tissue lining the sulci.
To maintain a clean bracket tray set-up.
22. Observe student applying pressure with a 2x2 gauze
sponge to control hemorrhage. To stop bleeding and allow
better visibility, tactile sense and instrument control.
23. Observe student clean patients face before dismissal. To
prevent patient embarrassment when leaving the clinic.
24. Observe the student recommending postoperative
procedures to the patient. a. Hypertonic salt solution is
recommended for all patients for discomfort (1tsp. salt in 1 cup
of warm water). b. Observe student explaining to the patient
that some discomfort might result. To ensure patient comfort
and aid in tissue response and healing.
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Process Evaluation: Administration of Local Anesthesia
Course: 133, IA, II, III Competency Process Required- 90%
Student Name & Number _________________________________Date__________________
Patient’s Name: __________________________ Evaluator’s Signature_________________
Injection #1

_______Pass

______Fail

Injection #4 _______Pass

______Fail

Injection #2

_______Pass

______Fail

Injection #5 _______Pass

______Fail

Injection #3

_______Pass

______Fail

Injection #6 _______Pass

______Fail

PATIENT MANAGEMENT
1.
2.

Medical history reviewed for any precautions and/or contraindications
to the administration of local anesthetic
Treatment Plan is appropriate to meet the needs of the patient.

3.

Explained the procedure to the patient.

4.

The patient is positioned properly and injection site illuminated
properly for specific injection to be given.
KNOWLEDGE OF ANATOMY
5.

Demonstrates and verbalizes knowledge of the nerves and region to
be anesthetized.
6. Demonstrates and verbalizes knowledge of the landmarks for the
injection site.
ARMAMENTARIUM
7.

Selects proper armamentarium and medication for injection.

8.

Assembles armamentarium correctly.

INJECTION TECHNIQUE
1.

Dries injection site.

2.

Applies topical anesthetic

3.

High/Low speed suction and air/water accessible

4.

Handles syringe properly with safety in mind.

5.

Angulation is correct for injection

6.

8.

Stabilizes syringe and verbalizes all individual steps of the procedure
and waits until instructor states proceed.
Aspirates prior to deposition and responds appropriately to positive
aspiration.
Injects the proper amount of anesthetic at the proper rate.

9.

Depth of penetration appropriate and consistent.

7.

10. Withdraws the syringe carefully, and recaps the needle safely and
appropriately.
11. Observes the patient for any adverse reaction.
12. Administers post-op instructions. Evaluates and responds
appropriately to patients comfort level.
13. Record the injection properly in the patients chart.

1

2

3

4

5

6
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PROCEDURE: Administration of Local

TEST POINT: A. Patient Management:

CRITERIA
1. Review the medical history for any
precautions and/or contraindications to the
administration of a local anesthetic.
2. Treatment plan appropriate to patient
needs .

COURSE: Clinic IA - III

DEFINITION

RATIONALE

1. Review with the student, the patient's
medical history.
2.

1. To adequately treatment plan the
medically compromised patient.
2.

Observe proper treatment planning
of patients who manifest or have a
history of:
a.

Psychogenic
complications: history
or signs and symptoms
of extreme anxiety
manifested by






palpitations
cold sweat
restlessness
excitation
fainting.

b. Toxic complications:
 severe kidney or liver
dysfunction.
 Prior hx of excess epi
reaction.

2. To safeguard against any
medical emergencies.

a.
To reassure the
patient by listening to the
patient's concerns and
acknowledging them. Plans to
recline the patient to a semisupine position prior to
injection of anesthetic to
decrease chance of syncope.
To schedule short
appointments.

b. To prevent otherwise
NORMAL amounts of drug or
medication from
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PROCEDURE: Administration of Local
Application

TEST POINT: A. Patient Management:

CRITERIA

COURSE: Clinic IA - III

DEFINITION

2. Treatment plan appropriate to patient
needs .

e. High blood pressure.

f. Cardiovascular
disease:
 myocardial
infarctions
within last 6
months
 unstable angina
 unstable cardiac
arrhythmias.
g. Clinical evidence of
hyperthyrodism:
 exopthalmus
 diaphoresis
 tremor
 irritability
 nervousness
 increased body
temperature
 low heat tolerance
 hypertension
 tachypnia
.

RATIONALE
e. To prevent increase
in blood pressure.
f.

To prevent cardiovascular accident.

g. To prevent hyperthyroid
crisis. To reduce patient
stress. To eliminate or
greatly decrease the use of
vasoconstrictors.
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PROCEDURE: Administration of Local
Application

TEST POINT: A. Patient Management:

CRITERIA

DEFINITION

2. Treatment plan appropriate to patient
needs .

h. Other contraindications as
noted in the CNCC Rules
and Regulations Regarding
Treatment of the Medically
Compromised Patient

3.

Explain the procedure to the patient. 3.

4.

Position the patient properly for the
injection to be given.

5. Demonstrate knowledge of the
nerves and region to be
anesthetized
6. Demonstrate knowledge of
anatomy (landmarks) for the
injection and site technique.

COURSE: Clinic IA - III

Observe the student explaining the
procedure to the patient, using
positive terminology.

4.

Observe the student positioning the
patient properly in a semi supine
position for the injection to be given.
5. Question the student's knowledge of
nerves and region to be anesthetized.

6.Observe and question the student's
knowledge of anatomy (landmarks) for the
injection technique and site as presented
in Handbook of Local Anesthesia,
Malamed, Stanley F., D.D.S.; C.V. Mosby
Co.

RATIONALE
h.

To avoid emergency
situations. NOTE : The
student must consult their
instructor and obtain their
written approval of the
patient’s treatment plan
before any treatment is
started.

3. To reduce the patient's anxiety and
ensure cooperation.

4. To facilitate vision and access.
to reduce chance of syncope.
5. To ensure proper results.
To prevent redundant
injections and potential
over-dosage
6. To ensure proper results.
To minimize damage
surrounding structures
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PROCEDURE: Administration of Local
Application

TEST POINT: A. Patient Management:

CRITERIA
1. Select the proper armamentarium
and medication for the type of
injection to be given.

DEFINITION
1.

Observe the student
selecting the proper
armamentarium for the
injection to be given:
a.
Sterile aspirating syringe.
b.

c.

2.

Assemble the armamentarium
correctly.

COURSE: Clinic IA - III

2.

Disposable needle
(proper length and
gauge)

Choose amide-type local
anesthetic with vaso-constrictor
EXCEPT where medical history
contra- indicates vasoconstrictor
and with a specific restriction in
that articaine 4% solutions are
not to be used for I/A blocks by
student clinicians

Observe the student
assembling the
armamentarium correctly
following criteria as outlined
in Handbook:
a.
Loading the carpule.
b.
Imbedding harpoon.
c.
Attaching needle to
syringe.
d.
Assuring free flow
of the solution.

RATIONALE
1.

To ensure efficiency.

a.
b.

c.

2.

To eliminate crosscontamination.
To reduce chances of
needle breakage. To
ensure a more accurate
aspiration. To promote an
atraumatic injection. To
eliminate crosscontamination.

To reduce chances of toxic,
allergic, or paresthesia
reactions and to select
anesthetic best suited to
anticipated procedure
To ensure proper aspiration
technique, and to reduce the
chance of cartidge breakage
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PROCEDURE: Administration of Local
Application

TEST POINT: A. Patient Management:

CRITERIA

COURSE: Clinic IA - III

DEFINITION

RATIONALE

1. Dry the injection site.

1. Observe the student drying the injection
site with 2 x 2 gauze or cotton roll.

2.

Apply topical anesthetic to the
injection site

2.

Observe the student applying
topical anesthetic to the
injection site with a cotton
tipped applicator or cotton
roll for a minimum of 1
minute.

1. To remove saliva, to maximize
absorbsion and efficacy of the topical
anesthetic at the injection site.
2.
To ensure patient's comfort,
to keep topical anesthetic at
the injection site and minimize
distant effects, and to
minimize possible toxic
reactions.

3.

Vacuum and air/water accessible

3.

4

Handles the syringe properly and
verbalizes all individual steps of the
procedure.

4.

Both items within easy reach
of clinician for prompt rinsing
Observes the student
handling the syringe
properly; Hears steps related
correctly .

5.Angulation is correct for injection

6.Stabilize the syringe.

5. Observe and question the
student's knowledge of
anatomy (landmarks) for the
injection technique and site
as presented in Handbook of
Local Anesthesia, Malamed,
Stanley F., D.D.S.; C.V.
Mosby Co.
6. Observe the student where
possible is using a finger rest
or other stabilization
technique such as the
drawing their syringe arm in
against their body.

3.

To maximize patient comfort

4.

To ensure safety and comfort
to the patient and operator.
Helps imprint and standardize
delivery.

5. To ensure proper results.
To minimize damage
surrounding structures

6. Helps ensure accuracy in
placement and dosage of
anesthetic
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PROCEDURE: Administration of Local
Application

TEST POINT: A. Patient Management:

CRITERIA
Aspirates prior to deposition and
responds appropriately to positive
aspiration

COURSE: Clinic IA - III

DEFINITION
Observe the student aspirating by
placing pressure on the thumb ring
with the back of the thumb for
momentarily and observing for
backflow. Repeat aspiration 2-3
times with each injection Student
responds to positive aspiration
correctly and promptly
7. 8. The student injects the
anesthetic at the proper rate
( approx. 1 minute per carpule)
and discontinues upon delivery
of appropriate dose.

7.

9. Depth of penetration
appropriate and consistent

9. Needle stays at appropriate
depth throughout injection

9. Reduces risks of
hematoma, inadvertent
intravascular injection, and
tissue trauma

10. Withdraws the syringe carefully and
recaps the needle safely and
appropriately.

10. Observe the student
withdrawing the syringe in a
controlled manner.
Immediately after the injection,
observe clinician smoothly using
either “one hand sweep technique”
or a shield/holder for one-handed
technique when recapping .
Upon completion of treatment
and without capping the
hub end of the needle, the needle is
disposed of in

10. To ensure patient and operator
comfort and safety.To
prevent injury and
contamination from needle
"stick".

7.

8. Injects the proper amount of anesthetic
at the proper rate

7.

RATIONALE
To minimize the possibility of
intravascular injection.
Helps ensure that needle position
has not changed.

8. To prevent overdose reactions; to
ensure patient comfort; and to prevent post
operative trismus.
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sharps container.
11. Observes the patient for any
adverse reactions.

12. Administers post-op instructions.
Evaluates and responds appropriately to
patients comfort level.
13. Records the injection properly in the
patients chart

11. Observe the student watching
the patient for any adverse
reaction to the anesthetic.
Note: Patients should never
be left unattended following
local anesthetic
administration. (Wait at least
5 minutes before getting up
from the patient.)
12. The student explains the postop instructions to fit patients
understanding.
13. Check the "Services Rendered"
to see that proper
documentation of the
injection was made. Entry
should include:
a. % and amount of local
anesthetic delivered.
b. The vasoconstrictor and
its concentration, if any.
c. Name and location of
injection
d. Any adverse reactions
e. type of topical

11. To ensure proper results of the
injection and to be ready to render
emergency care if needed.

12.Ensure Patient comfort level and
minimize post-op discomfort
to obscene and adverse
effects
13. To ensure proper medico- legal
documentation and provide
future reference for treatment
planning.
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PROCESS EVALUATION: ADMINISTRATION OF NITROUS OXIDE-OXYGEN 1st, 2nd, 3rd, add

COURSE COMPETENCY PROCESS REQUIRED: All Clinics 90% level
STUDENT NAME & NUMBER: ______________________DATE:___________________
PATIENT NAME:______________________________ TOTAL POINTS POSSIBLE: 22
EVALUATOR'S NAME: ___________ PASS:_____ FAIL:_____
SCORING:

1.
2.
3.

All items marked P/F are automatic failure if not satisfactory w/o instructor prompting
Mark a + for every procedure correctly completed without instructor assistance
Mark a 0 for every procedure incorrectly completed.

A. Preparation This portion signed off by clinic dentist only
1. Review session scheduled appropriately and equip check prior to seating pt.
2. Med Hx if available shows patient has no contraindications for treatment
3. Clinician demonstrates knowledge of procedure to clinic dentist
.
B. Patient Management1. Pt evaluation and/or med hx shows no contraindications
2. Informed consent obtained in writing
3. Explain the procedure to the patient.
4. Position the patient and operator for comfort and visibility.
5. Pre-op vitals satisfactory
C.

D.

Armamentarium:
1. Monitor the armamentarium for safety and proper functioning.
2. Pulse-Oxymeter is present and properly functioning.
Performance Guide: Steps 1-5 must be in correct order
1. Turn on the scavenger and set properly

2. Start the oxygen flow.

____
P/F
P/F

____
P/F
_____
_____
_____

_____
_____

P/F _____

_____

3.
4.
5.
6.
7.
8.

Place the nose piece.
Proper expansion of reservoir bag
.
Start the nitrous oxide flow.
Titrates the patient to proper level of sedation w/o exceeding 50% N2O
Monitor the patient and equipment continuously.
Terminate the procedure with appropriate duration of pure oxygen

_____
_____
_____
P/F _____
_____
P/F

9.
10.
11.
12.

Post op vitals satisfactory prior to dismissal and after d/c of O2
Proper documentation of procedure in the patient's chart.
Store equipment properly-5 nasal hood pieces assembled in ster. bag
Pulse-oxymeter returned to clinic dentist

P/F
_____
_____
_____
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PROCEDURE: Administration of Nitrous

TEST POINT: A. Patient Management:

COURSE: Clinic IA - III

Oxide-Oxygen
CRITERIA

DEFINITION

RATIONALE

A-1 Student notifies clinic dentist of appt in
advance via e-mail and meets with dentist 2
hours prior to seating patient

2 hour advance notice is required for review of
technique, review of medical history (if
available), and verification of equipment
availability and proper function. Dentist may
waive 2 hour requirement when pt’s need for
N2O is unexpected or it is a recently treated
pt.

Patients often travel a considerable distance
for appointment and must be notified prior to
travel if the N2O will not be available for their
visit

A-2

Preliminary review of MH satisfactory

No underlying chronic medical conditions are
noted which would contraindicate procedure,
i.e emphysema, mental illness, severe COPD,
recovering addict, etc. If patient is a new
patient or a patient returning to care, then
dentist will review MH with student and
patient. For patients obtaining ongoing care,
regular suite instructor may update MH.

Same as above- this is a patient courtesy.
Helps prevent adverse reactions and
inappropriate administration of N2O.

A-3

Written informed consent obtained

IC specific for N2O must be in patient chart.
IC is required once only- a new one is not
necessary for subsequent visits

Meets medico-legal requirements of written
IC. Helps create and mediate patient
expectations.

A-4

Clinic dentist approval to proceed
obtained

Meets medico-legal requirements.
Ensure that dentist is present on-site, aware of Encourages professional demeanor with
procedure, and that student has
preparation prior to initiating treatment
demonstrated sufficient grasp of technique to
administer safely in our clinic setting.
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PROCEDURE: Administration of Nitrous

TEST POINT: A. Patient Management:

COURSE: Clinic IA - III

Oxide-Oxygen
CRITERIA

DEFINITION

RATIONALE

B-1
Obtain current medical status with
visual, verbal, and tactile evaluation of
patient.

Review prior MH with pt if available. Update
with any recent changes to health status.

Helps prevent adverse reactions and
inappropriate administration of N2O.
.

B-2

Explains procedure and continues to
communicate with pt throughout
procedure

Explains procedure prior to initiating gas
admin.
Utilizes yes/no communication frequently as
gases are titrated and administered.

B-3

Proper positioning

B-4

Pre op vitals assessed and evaluated

Maintains patient comfort.
No crossed legs for pt.
Operator attitude is within usual clinical
standards relating to envelope of ergonomic
positioning and motion
Obtain pre-op vitals including BP, Pulse, and
Respirations
BP within clinical treatment protocol

Meets medico-legal requirements of verbal IC.
Allows monitoring of pt response through
verbal clues.
Helps prevent adverse reactions and
inappropriate administration of N2O
Pt comfort aids relaxation
Prevents unwarranted loss of circulation
Prevents excess strain of clinician, reduces
fatigue, and enhances visibility

C-1

Armamentarium regularly inspected

No kinks in hoses
Scavenger functioning correctly
Patient is comfortable and seal is reasonable
Flow meters functional and utilized properly

C-2

Pulse/oximeter

Obtained from clinic dentist after completion
of part A-preparation
Batteries are providing sufficient power
Clinician interprets BP/ pulse properly.
Monitors before N2O and regularly thereafter

Baseline vital signs are critical for assessment
of response to N2O.
N2O not intended to abate a severe
medical condition
Necessary for proper gas flow
Protects clinicians and other patients
Maximizes efficacy of administration
Allows proper titration of dosage
Allows continual monitoring of vital signs.
Assures constant read-out
Minimizes chances of inadvertent patient
distress.
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PROCEDURE: Administration of Nitrous

TEST POINT: A. Patient Management:

COURSE: Clinic IA - III

Oxide-Oxygen
CRITERIA

DEFINITION

RATIONALE

D-1

Scavenger set and functioning

Black ball is floating on green indicator

Protects clinicians and other patients

D-2

Oxygen flow started first

Level initially set to 3-5 L/min

Prevents dyspnea when nose-piece applied

D-3

Nose piece positioned properly

Nestled on patient nose.
Eye protection in place for pt
Tubing tightened to minimize dislodging

Prevents abrasion of nasal tissues
Minimizes trauma from airborne debris
Reduces interruptions to administration

D-4

Proper expansion of reservoir bag

D-5

Start N2O and begin titration

D-6

Anxiolysis w/o exceeding 50% N2O

Contracts visibly on each respiration without
deflating completely. No visible contraction is
acceptable if O2 is at 2 L/min or below.
Initiate at 10-20 percent N2O
Evaluate response as level increases
Continue communication w/ short answer Q’s
Patient demeanor is altered without dizziness.
Pt able to responds correctly to verbal
requests
Pt able to communicate fully, albeit slowly
Airway reflexes normal

Ensures adequate tidal volume of gases
Minimizes expense of wasted gas
Allows visual confirmation of respiratory vitals
Rapid induction not acceptable at CNCC
Essential to ascertain proper dosage
Best method of monitoring effects of N2O
All factors relate to achieving anxiolysis
without descending into sedated state.
As a safety margin, even if full anxiolysis not
obtained, N2O must not exceed 50 %

D-7

Monitor equipment continuously

No kinks in hoses.
Oximeters and scavengers remain functional.
Flow meters show consistent gas levels

Operator or patient movement may alter
functionality of equipment
Ensures inhaled dose = titrated dose
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D-8
Terminate procedure with pure O2

100% O2 must be administered for 5 minutes
minimum after cessation of N2O

Minimizes post tx nausea
Helps ensure full return to alert state

D-9

Post op vitals

Within 20% of levels of previous baseline

Ensures that pt has recovered fully

D-10

Proper documentation

IC obtained, vital signs recorded pre and post
Time and Max % of N2O administered
L/min O2 and N2O
5 min post-op 100% O2 confirmed in record
If driving, pt in clinic for 30 min post N2O
“Pt dismissed alert and ambulatory”
Adverse events (if any) fully annotated
Signed by clinic instructor

Fulfills medico-legal requirements
Confirms tx within clinic protocol
Assists in directing future care
Confirms tx within clinic protocol
Allows time for all effects to dissipate
Confirms observation of pt post-op
Assists in directing future care
Confirms application of all protocols

D-11

Prepare, return and secure equipment

All 5 portions of nose-piece assembly are fully
assembled and in autoclave bag in dispensary.
Hoses off floor and unit covered with poly bag
Unit stored next to autoclaves in dispensary.
(When clinics not in session) Tanks turned off

Prevents loss of any portion of nasal hood

4 stored in cabinet of dentist faculty office
1 stored in emergency oxygen case

Allows re-use without loss
Accessible for clinic emergency

D-12 Return Pulse/ox

Minimizes chances of foreign matter in tubing
Locked equipment prevents unauthorized
usage
Prevents unauthorized access
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Practice #1 _________

Practice #2 _________

LASER ASSISTED PERIODONTAL THERAPY/ LASER DECONTAMINATION/ COAGULATION COMPETENCY

Student Name & #:_______________________________________________________________
(CL II (80% needed to pass)

MUST BE COMPLETED ON AT LEAST A TYPE II/4600 PATIENT

1st Attempt Date:__________________________SCORE:________/27PTS________
INSTRUCTOR’S SIGNATURE:__________________________________________PATIENT NAME:________________________________

2ND Attempt Date:_________________________SCORE:________/27PTS________
INSTRUCTOR’S SIGNATURE:__________________________________________PATIENT NAME:________________________________

SCORING:

1.

Mark a ( + ) for every procedure correctly completed.

2.

Mark a ( - ) for every procedure incorrectly completed.

3.

Mark a NA for every procedure that does not apply to this students evaluation.

PRELIMINARY PROCEDURES AND PREPARATION:
1.

Explain procedure to patient.

2.

Explain rationale for use, indications and contraindications, and expected
outcomes to the evaluator.

_______

_______
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3.

4.

Explain the type of LASER used; wavelength; fiber size;
Power setting; Continuous or Pulsed; initiated or non- initiated

_______

Select and prepare appropriate armamentarium.

_______

(including a correctly cleaved and stripped fiber, please show; wet 2x2, HVE ON
AND PRESENT)
PROCEDURE:
LAPT/LD

5.

Clinician chooses appropriate power setting for LAPT/LD.
(1.4- 1.6 W pulsed or .5-.7 W continuous)

6.

Clinician decides if the patient will need anesthesia or not and uses
Appropriately

7.

_______

Clinician uses systematic approach and moves throughout the mouth in an
Appropriate manner

8.

_______

_______

Clinician initiates the fiber tip by either using Accufilm or by placing fiber in
The most diseased pocket

_______

9.

Clinician has the perio chart up and visible

_______

10.

Clinician addresses pocketing that are 4mm or greater

_______

11.

Clinician places fiber at the base, and moves back 1 mm (6 mm pocket, start at
5 mm) calibrate tip to measure 1 mm less than pocket

12.

_______

Fiber tip is placed in each pocket for 10-15 sec at a time
Total tx time 15 sec- 1 min/ pocket

_______

13.

Clinician uses J Strokes that are rapid and multi- directional, fiber aimed at tissue

_______

14.

Clinician removes build up on the tip of the fiber with wet 2x2

_______

COAGULATION (only done as needed. Assists in achieving clotting)

15.

Clinician switches to coagulation settings
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(.5-.8 continuous mode)

_______

16.

Cleave fiber (after LAPT), angle laser fiber at gingival tissue

_______

17.

Performed at the end of the procedure

_______

18.

Tx time: 10 sec per buccal aspect/ 10 sec per lingual aspect

_______

19.

Uses gauze to apply digital pressure to deep pockets

_______

SAFETY PROCEDURES:
20.

Patient and clinician wore safety glasses throughout patient appointment.

_______

21.

Appropriate PPE was worn.

_______

22.

Materials were handled carefully and appropriately

_______

23.

The high speed suction was present and turned on.

_______

POSTOPERATIVE PROCEDURES:
24.

Recommend appropriate postoperative procedures.

25.

Returns reusable armamentarium to dispensary for indicated sterilization

26.

_______

and handles disposable materials properly.

_______

Cleaves and sanitizes LASER, DOES NOT USE BIREX ON SAFETY GLASSES

_______

POSTOPERATIVE EVALUATION:
27.

Evaluates results within appropriate time frame for the patient seen and
makes appropriate documentation in patients chart.

_______
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Practice #1__________

Practice #2__________

LASER BACTERIAL REDUCTION COMPETENCY

Student Name & #:_______________________________________________________________
(CL II (80% needed to pass)

1st Attempt Date:__________________________SCORE:________/16PTS________
INSTRUCTOR’S SIGNATURE:__________________________________________PATIENT NAME:________________________________

2ND Attempt Date:_________________________SCORE:________/16PTS________
INSTRUCTOR’S SIGNATURE:__________________________________________PATIENT NAME:________________________________

SCORING:

1.

Mark a ( + ) for every procedure correctly completed.

2.

Mark a ( - ) for every procedure incorrectly completed.

3.

Mark a NA for every procedure that does not apply to this students evaluation.

PRELIMINARY PROCEDURES AND PREPARATION:
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1.

Explain procedure to patient.

2.

Explain rationale for use, indications and contraindications, and expected
outcomes to the evaluator.

3.

4.

_______

_______

Explain the type of LASER used; wavelength; fiber size;
Power setting; Continuous or Pulsed; initiated or non- initiated

_______

Select and prepare appropriate armamentarium.

_______

(including a correctly cleaved and stripped fiber, please show)
PROCEDURE:
LBR

5.

Clinician chooses appropriate power setting for LBR.
(1.4- 1.6 W pulsed or .5-.7 W continuous)

6.

Clinician uses systematic approach and moves throughout the mouth in an
Appropriate manner

7.

_______

Fiber tip is placed below the gumline .5-1mm and is used in a sweeping
Motion horizontally and vertically against the tissue wall AWAY from the tooth

8.

_______

_______

5-10 seconds per sulcus (buccal, lingual, mesial, and distal) total time of
3-5 minutes

_______

SAFETY PROCEDURES:
9.

Patient and clinician wore safety glasses throughout patient appointment.

_______

10.

Appropriate PPE was worn.

_______

11.

Materials were handled carefully and appropriately

_______

12.

The high speed suction was present and turned on.

_______

POSTOPERATIVE PROCEDURES:
13.

Recommend appropriate postoperative procedures.

_______
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14.

15.

Returns reusable armamentarium to dispensary for indicated sterilization
and handles disposable materials properly.

_______

Cleaves and sanitizes LASER, DOES NOT USE BIREX ON SAFETY GLASSES

_______

POSTOPERATIVE EVALUATION:
16.

Evaluates results within appropriate time frame for the patient seen and
makes appropriate documentation in patients chart.

_______

