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DISCUSSION PAPER

CURRICULUM STRUCTURE AND ECTS

This paper will be discussed at the working groups at the ADEE Annual Meeting in Cardiff in September 2004
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Appendices

1.  Introduction

As a result of the Bologna Declaration, there are moves under way in a number of countries to revise their dental degree structures. Exchange of staff and students, harmonization of curricula, introduction of the European Transfer Credit system and introduction of the Bachelor-Master system are examples of this major trend. Within the DentEd Thematic Network Project (funded by the European Union) attempts have been made together with the ADEE to work on the harmonization of the dental curricula of the dental schools in Europe. At the Dresden meeting in September 2003, it was decided that ADEE and DentEd will work actively on the tuning of the Bologna project for Dental Education in Europe.  In order to do so, a management group has been installed by the Executive Committee of ADEE and by DentEd, consisting of: Anders Nattestad, Fons Plasschaert (chairman), Derry Shanley and Mariano Sanz.

The management group in its turn has installed two taskforces and has agreed on the objectives and procedures of the two taskforces as follows:

Taskforce I on Competences for Dental Education in Europe: Eilis Delap, Peter Holbrook (rapporteur), Concha Martinez, Fons Plasschaert (chairman), and Damien Walmsley. The objective of this working party is to draft a document on competences for the European Dental Curriculum, to arrange feedback on the first draft of the document from all European dental schools and to prepare the document for final approval and acceptance by the General Assembly of ADEE at the Annual Meeting in September 2004. The first draft document on competences for the graduating European dental student has already been prepared, and sent to all dental schools in Europe. The reactions have been received and processed, leading to the final version that will be approved by the General Assembly of ADEE at the Annual Meeting in Cardiff in September 2004.

Taskforce II on Curriculum Structure and ECTS for the European Dental Schools: Christina Lindh, Michael Manogue (rapporteur), Anders Nattestad, Fons Plasschaert (chairperson), and Mariano Sanz. The objective of this working party is to draft a document on the Curriculum Structure for European Dental Schools, to arrange feedback on the first draft of the document from all European dental schools at the General Assembly of ADEE at the Annual Meeting in Cardiff in September 2004, and to redraft it into a final text for approval at the General Assembly of ADEE in Athens 2005.  This current document serves as the discussion paper for the working groups in Cardiff.

2.  ADEE’s Suggested Framework of a Dental Programme
This discussion document provides a suggested framework for a model of on ‘Educational Programme in Dentistry’, which could serve as a template for use within various national systems. The framework includes the aspects of learning outcomes, content, methods of teaching and learning, assessment procedures and quality assurance.
It must be made clear that ADEE is keen to preserve diversity in order to give Universities and learners real choice in their dental education. However, this should be accomplished within a common framework, and with a high degree of transparency, in order to achieve cohesion in Dental Education within Europe.  Dental degree programmes offered by individual institutions will thus logically have their own particular characteristics. The depth in which individual aspects are treated will vary with the nature of specific dental programmes. 
We consider that this suggested ADEE framework will stimulate productive discussion concerning the framework necessary to provide young Europeans with tertiary educational structures that have a genuine European, rather than a purely national, background. 

Although the Bologna “recommendation” introduces the “3-5-8” model (bachelor-master-doctor) for tertiary education, there are specific professions, mainly professions in the health sector, that are regulated by sectorial directives that regulate not only how titles and degrees are recognised across borders, but also which are the minimum educational requirements for obtaining such degrees. The Commission has recently sent for approval to the European Parliament a proposal (Brussels 07/03/02) for a common directive on recognition for professional qualifications. This Directive includes the educational requirements from the previous Sectorial Directive (78/686/EEC of 25 July 1978) concerning the mutual recognition of diplomas, certificates and other evidence of the formal qualifications of practitioners of dentistry, including measures to facilitate the effective exercise of the right of establishment and freedom to provide services published in OJ L 233 of 24.8.78, p. 1, and last amended by the SLIM (Simpler Legislation for the Internal Market) Directive.  

Under this new general directive, freedom of movement and the mutual recognition of the evidence of formal training of doctors, nurses responsible for general care, dental practitioners, veterinary surgeons, midwives, pharmacists and architects must be based on the fundamental principle of automatic recognition of the evidence of formal qualifications on the basis of coordinated minimum conditions for training. Therefore, under this provision the professional activity of the dental practitioner must be carried out by holders of a qualification as dental practitioner set out in the Directive, which establishes that dental education and training shall comprise a total of at least five years of full-time theoretical and practical study, given in a university, in a higher institute providing training recognised as being of an equivalent level or under the supervision of a university. 

The possibility of a bachelor degree in dentistry following the model of The Bologna Declaration, with a 3-4 years duration (180-240 European credits) and providing a qualification relevant to the European labour market poses a problem, since it conflicts with this European Directive which states:  “Member States must ensure that the training given to dental practitioners equips them with the skills needed for prevention, diagnosis and treatment relating to anomalies and illnesses of the teeth, mouth, jaws and associated tissues and must fulfil the minimum training recommendations defined in the Directive”. Based on these legal provisions the proposed ADEE’s Dental Programme will be comprised of 5 years of full time education, equivalent to 300 ECTS credits. A bachelor degree in dentistry is possible at the three year level without leading to any legitimation to practise within clinical dentistry. The Bachelor degree is then a pure academic degree that could lead to establishing joint degrees for students taking a bachelor at one school and a master after two following years at another school. It could also be possible for students not wanting to become a dentist to quit after three years and yet have a degree that could be followed with studies at the master level in another area than dentistry.


Do you agree with the assertions made in section 2?  If not, please identify alternative strategies.  Some of the statements are controversial.  Please identify alternative strategies, if appropriate.

3. Outcomes 

Each school and each country may have different approaches to education and training influenced by structures, cultures and resources. However, all aspire to achieve the highest possible standards in educational outcomes and appropriate clinical competences. In European third level education the Bologna Declaration advocates for the modularisation of programmes with mutual recognition across national boundaries whilst implementing a European Credit Transfer and Accumulation System (ECTS) in order to promote student exchange but also to identify student work load required to achieve the objectives of a programme preferably specified in terms of learning outcomes and competences to be acquired. The identification of agreed common outcomes presents a particular challenge to dentistry where the new graduate is required to undertake safely the independent practice of dentistry but where the educational and training programmes greatly differ particularly in the existing (before May 2004) and new member states of the EU.  We believe this is best achieved by agreeing on an overall profile for the European dentist. The Association for Dental Education in Europe in collaboration with the DentEd thematic network (taskforce 1) has elaborated a set of domains with specific competences that once agreed will serve as the model of this European Dental Graduate.


Do you agree with the assertions made in section 3?  If not, please identify alternative strategies.  Some of the statements are controversial.  Please identify alternative strategies, if appropriate.

4. Content

The European Union’s Advisory Committee on the Training of Dental Practitioners (ACDTP) agreed a document on Core Knowledge and Understanding (XV/E/8011/3/97-EN) as a prerequisite to achieving the Clinical Competences (XV/E/8316/8/93) set as a guideline for Europe by the ACDTP. Considerable information was gleaned from the DentEd visits to dental schools both in the EU and in those countries about to join the EU. These in turn were the subject of a Report on Dental Education in Europe in 1999, and the publication of a special issue of the European Journal of Dental Education published in 2002 following a Global Congress on Dental Education held in Prague. Since then, the United Kingdom’s General Dental Council has published “The First Five Years” that embraces EU legislation and guidelines setting domains in different aspects of the undergraduate training programme. The challenge to tune dental education in Europe according to the Bologna Declaration is best addressed by combining and applying these sources and taking advantage of the joint efforts of ADEE and the DentEd Thematic Network to identify a common content based on an agreed professional profile with a defined set of competences and modular dental curriculum based on the credit transfer system and the current educational trends in learning and assessment. 

Historically, there have been two major approaches to dental education in Europe, the so-called ‘Stomatological Model’ and the ‘Anglo-Saxon Model’. The first model evolved from “stomatology”, which is a speciality of Medicine and thus, the curriculum was usually organised as the classical general medical curriculum. The basic and medical sciences were concentrated in the first years and there after, the clinical dental courses were developed. This model has been the basis for dental education mainly in southern and eastern European countries. The second (Anglo-Saxon) model has the philosophical approach to integrate basic, medical and dental clinical sciences, aiming to start early in the curriculum with preclinical and clinical dental courses. This model has been the basis for dental education mainly in Nordic and western European countries.

The discussions held within DentEd and ADEE, as well as within the TAIEX (Technical Assistance and Information Exchange unit of the Directorate General for the Enlargement of the EU) missions from Brussels to the accession countries, indicate a current tendency to move both models towards each other. According to modern educational principles, the need for an early introduction to development of psychomotor skills and early contact with patients is clear. Similarly, current epidemiological trends in Europe stress the need for more understanding and knowledge of how medical disorders ands diseases influence individuals’ oral health or the care of dental patients. More emphasis is placed in the curricula of European dental schools on a core curriculum with elective courses, on scientific training and on integrated comprehensive patient care in the last part of the curriculum.

Following the Bologna recommendations, it is proposed that the dental curricular model proposed should be organised in a modular form, where proposed modules are encouraged to break down the traditional barriers between the classical dental sub-disciplines. These modules should correspond to at least 5 credits, although large modules including several subjects are encouraged.


Do you agree with the assertions made in section 4?  If not, please identify alternative strategies.  Some of the statements are controversial.  Please identify alternative strategies, if appropriate.

5. ECTS and Student Exchange

Mobility of students and academic/administrative staff is the basis for establishing a European Higher Education Area.  Erasmus is one of eight actions within the Socrates programme for education, dealing with higher education, letting students spend a study period (from 3 to 12 months) in another participating country in the framework of agreed arrangements between universities.  Full academic recognition of the study period carried out abroad must be ensured before departure.  Student mobility and the recognition of studies or study periods abroad have encountered difficulties because of the different teaching and learning traditions of European dental schools.  All dental schools should put effort to remove obstacles to mobility and there should be a commitment of organisers of courses at dental schools to compare their courses with those of colleagues in other countries so that home and guest students would develop a sense of common value.  
The European Community Course Credit and Accumulation Transfer System (ECTS), has been developed by the Commission of the European Communities in order to provide common procedures to guarantee academic recognition of studies abroad. It provides a way of comparing learning achievements, and transferring them from one institution to another. ECTS is a decentralised system based upon the principle of mutual trust between participating institutions, student-centred and based on the student work-load required. The few rules of ECTS, which concern information (on courses available), agreement (between the home and host institutions), and the use of credits (to indicate student workload), are intended as reinforcements of this mutual trust. 

ECTS guarantees academic recognition of studies abroad by providing a way of measuring and comparing the student's learning achievements and transferring them from one institution to another through the award of credits, which reflect the quantity of work, and grades, which represent the quality of work.  The performance of a student is documented by a local/national grade. It is good practice to add an ECTS grade, in particular in case of credit transfer.

This workload of a year of study is represented by a total number of 60 credits. ECTS is a credit system based on student workload. Student workload refers to the time spent attending lectures and seminars, doing practical work and independent study (library, at home). It includes all work needed to prepare for examinations and meet requirements. The basic allocation of academic credits in ECTS is: 

· ECTS is based on the convention that 60 credits measure the workload of a full-time student during one academic year. The student workload of a full-time study programme in Europe amounts in most cases to 36/40 weeks per year and in those cases one credit stands for 24 to 28 working hours. Workload refers to the notional time an average learner might expect to complete the required learning outcomes. 

· Credit is also a way of quantifying the outcomes of learning. Learning outcomes are sets of competences, expressing what the student will know, understand or be able to do after completion of a process of learning, short or long. Credits in ECTS can only be obtained after completion of the work required and appropriate assessment of the learning outcomes achieved.

· The allocation of ECTS credits is based on the official length of a study programme cycle. The total workload necessary to obtain a dental degree following the proposed model and lasting officially five years is expressed as 300 credits.

· Student workload in ECTS includes the time spent in attending lectures, seminars, independent study, practical and clinical work, preparation for and taking of examinations, etc.

· Credits are allocated to all educational components of a study programme (such as modules, courses, placements, group discussions, seminars, clinical sessions, dissertation work, etc.) and reflect the quantity of work each component requires in relation to the total quantity of work necessary to complete a full year of study in the programme considered.

ECTS was set up initially for credit transfer. The system facilitated the recognition of periods of study abroad and thus enhanced the quality and volume of student mobility in Europe.  ECTS is developing into an accumulation system to be implemented at institutional, regional, national and European level.  This is one of the key objectives of the Bologna Declaration.

ECTS makes study programmes easy to read and compare for all students, local and foreign, facilitates mobility and academic recognition and could be of help for schools to organise and revise their study programmes.  It can make dental education in Europe more attractive for students from other continents. 

The key documents of ECTS are:
-Information package/course catalogue of the institution is to be published in two languages (or only English for programmes taught in English) on the web and/or in hard copy in one or more booklets. The Information package must contain items of a checklist, including information for host students from abroad. 

-Learning agreement contains the list of courses to be taken and agreed upon by the student and the responsible academic body of the institution concerned. In case of credit transfer, the Learning agreement has to be agreed upon by the student and the two institutions concerned before the student’s departure and to be updated immediately when changes occur. 

-Transcript of records documents the performance of a student by showing the list of courses taken, the credits gained as well as the local grades and possibly ECTS grades awarded. In case of credit transfer, the Transcript of Records has to be issued by the home institution for outgoing students before departure and by the host institution for incoming students at the end of their period of study.  

-Diploma supplement is the document attached to a higher education diploma providing a standardised description of the nature, level, context and status of the studies that were pursued and successfully completed by the graduate.


Do you agree with the assertions made in section 5?  If not, please identify alternative strategies.  Some of the statements are controversial.  Please identify alternative strategies, if appropriate.

6. Methods of Teaching and Learning 

The traditional educational methodology is a combination of lectures, group sessions and clinical sessions. Most of the theoretical content is traditionally taught in lectures.  The advantage of lectures is that they are very cost-effective since the educational content is delivered to a large group of students at one time. The recent decade has however shown an explosion of knowledge and information transfer, so the educational philosophy can no longer be to fill the heads of students with knowledge, facts and figures and to force them to memorize and reproduce these facts and figures during the assessment process. The lecture promotes this passive nature of the interaction between the lecturer and the student‚ leads to limited understanding and retention of knowledge. The students have limited options to associate the knowledge with experience or to understand the subject relationships.

During the last two decades an increased insight into the learning process has lead to the development of the problem-based learning (PBL) educational methodology. In this method the focus in the learning is shifted from the teacher to the student who is stimulated to a process of self-directed learning, which is based on the previous knowledge the student has in the domain under study. The students learn to learn. The problem-based learning methodology allows the students to develop their ability to analyse problems in the domain under study, to learn efficient communication with peers as well as to learn how to think critically and apply content knowledge to a hypothesis relating to a specific problem.

Current research into the outcome of problem-based learning relative to lecture-based teaching provides limited information concerning the efficacy of the PBL methodology. Most studies show similar achievements with the two principally different pedagogies. Students appear to appreciate the challenge and stimulation of PBL and long-term retention of knowledge is somewhat better for students who have studied using PBL. There are, however, also financial and structural implications of going to a PBL curriculum. In some schools where the traditional PBL approach has been fully implemented, it has been decided to go back to a mixture of PBL and traditional lecture based curriculum. Rather than choosing between traditional lecture-based or PBL curriculum, there are a multitude of educational methodologies, which are student centred, project-based or case-based. The philosophy of the mixture of educational methods is that the choice of educational methodology should be based on the educational setting and the content, and not an overall political decision.  Students should be empowered by having responsibility for their own learning. The immediate availability of scientific knowledge through the web creates new modes of evidence based integrated learning.

Traditional methods of passive learning should therefore, be replaced by student-centred and project-based learning and this, inevitably, will result in different methods of assessment. Students should be empowered by having responsibility for their own learning. In addition, the learning of theory should be in context with the clinical problems, whereby the students can associate the knowledge with experience. This has vast implication on the structure of the curriculum and if implemented will mean 

abolishing the traditional separation of the basic sciences from the clinical sciences (the horizontal curriculum structure). The ideal composition will therefore be a mixture where the clinical sciences and the basic sciences are totally integrated in a so-called vertical curricular model. 

Do you agree with the assertions made in section 6?  If not, please identify alternative strategies.  Some of the statements are controversial.  Please identify alternative strategies, if appropriate.

7. Assessment Procedures and Performance Criteria 

The rapid growth in knowledge in the health sciences demands competence in information and communication technology, prioritisation and management of knowledge acquisition and these competences must be an integral part of assessments applied. Wherever possible, the assessment of the biological sciences should also be incorporated into the clinical part of the programme in order to stress the relevance of the biological sciences. Each school or national competent authority may define different methods to assess the acquisition of requisite knowledge and competences.  However, in general terms, the assessment of dental student performance should be based on a combination of different assessment methods depending on the learning outcome evaluated. 

All assessments should be meaningful, relevant, timely and appropriate as they influence student behaviour and determine what and how students learn. Assessment practices should form part of the continuum of curriculum alignment, in that they should be linked, clearly, with content, methods of learning and teaching, and the learning outcomes of a particular course and the programme overall.  Assessment should be linked with effective marking procedures and be matched to the use of agreed criteria and the provision of meaningful feedback to students on their performance.  It is important that the assessment load placed on students and staff (faculty) is balanced, equitable and manageable throughout. Adoption of a “modular” approach must not result in artificial packaging of knowledge or skills into discrete units that are not easily applicable in a broader environment; hence the need for over-arching, integrated assessments that determine progression and culminate in integrated assessments. The goal of an effective assessment strategy should be that it provides the springboard for a positive approach to effective independent practice and reflective learning.

There should be a balance between formative and summative assessments.  Clearly, the majority of in-course assessments should be developmental.  Students should be fully aware of the criteria that determine success in a particular environment and ideally be involved in the generation of those criteria (at clinical, professional levels, as well as procedural or academic). One of the purposes of undergraduate dental education should be to encourage students to become effective and accurate in the practice of self-assessment: this provides one of the keys to lifelong learning and the application of broadly agreed criteria can help achievement of this goal.

Agreement must be reached on the approach to be adopted in relation to the acquisition of competence.  One mode of thought would suggest that it may be beneficial to the learner that explicit clinical guidelines indicate that, “by this stage (year/level) of the programme students should be able to …”.  An alternative view is that competence has only one level and that all undergraduate experience builds towards that goal – hence students may be given detailed feedback about their reasons for lack of “competent” achievement throughout their junior years. It may only be in the final year that the necessary ‘level’ of performance is reached. Taskforce 1 has used this approach.

Clinical assessment: Day-to-day clinical progress should be criterion-based and there should be a move towards structured self-assessment by all students before input from tutors.  It is not necessary for marks or grades to be awarded on a day-to-day basis as they cannot be standardised: the degree of inter-personal and intra-personal tutor variation is wide and training does not eliminate it.  It is, however, imperative that detailed discussion occurs between student and tutor and that an agreed record is kept of the feedback which occurs. At the completion of a course of clinical treatment, students, patients and tutors could be involved in the assessment of the success of the outcome.  A contributory factor to the determination of acceptability of student performance would be related to the accuracy of their self-assessment.  Clinical assessments should include an estimate of performance of knowledge, skills and observed behaviours.  Similar practice should be applied to real-time tests of clinical competence.  

Consideration should be given to the determination of the passing score, where one is used.  It may be that this varies according to the relative proportion of essential (“core”) elements within courses.  For example, it could be argued that where basic life support skills are assessed, very high passing scores would be required.  Alternatively, a decision must be made that confidence can be expressed in the determination and assessment of absolute statements (for example, competent or not competent) and mechanisms must be in place to make this clear to all involved.  Standard setting is integral to success.  Credible standards are derived from: using the expertise of several colleagues who understand the learning outcomes of the course/programme; ensuring the methods used are fit for purpose and feasible; and that the outcomes of assessment have the support of ‘stakeholders’ (students/staff/employers) and are reasonable.

Assessment guides should be provided.  The principles adopted should remain the same throughout but individual assessments should be explained in terms of individual requirements. Guidance should be provided about what is required to “pass” (be competent) and what will happen if a students fails to achieve a required level of performance.

Consideration should also be given to aspects of validity and reliability.  Validity relates to accuracy and appropriateness; reliability concerns precision and the consistency of results obtained.  The use of ‘blueprinting’ is recommended at the individual assessment level to ensure appropriate content and coverage. 

External examiners should be given the opportunity to see and comment on all proposed methods of assessment and be involved in the evaluation of appropriateness (see Quality Assurance and Enhancement).


Do you agree with the assertions made in section 7?  If not, please identify alternative strategies.  Some of the statements are controversial.  Please identify alternative strategies, if appropriate.

8.  Quality Assurance

The Prague agreement foresees that the European Network of Quality Associations (ENQA) will, in future, play an important role in establishing and maintaining European standards in university education. It is important to put trans-national quality assurance procedures into place in order to achieve greater transparency. In Dentistry, considerable information was gleaned from the DentEd visits to dental schools both in the EU and in those countries about to join the EU. Through this visit a template of a dental school visit was created and a catalogue of good practices was generated. It is envisaged that this information will be the bases of the future quality assurance in Dentistry. The essential elements of effective quality assurance and enhancement include:

· Internal, regular monitoring and review of the provision (at course and programme level) which is also scrutinized at a higher level within the parent University (that is, remote from Dentistry) 

· Peer review of teaching to enhance quality (an issue which needs to be handled sensitively, particularly if issues arise in terms of quality of teaching)

· A strategy for staff development in learning and teaching – for example, access to high-quality, in-depth courses for those new to higher education but also regular updating ‘ enhancing mechanisms for experienced teachers

· Requests for major changes to the provision to be sought and approved from the University in advance of implementation

· Periodic (say five-yearly) review by the local University with a team drawn from member in cognate discipline areas and more broadly, with external representation (a dental academic from a University dental school of the same country/state)

· Periodic overview of the provision by, for example, a national body to ensure consistency among dental schools in the state / country and that patients’ interests and safety are protected

· Use of external examiners (academics from other dental schools in the same country/state) who are approved to visit curricula / examinations and are prepared to comment on the appropriateness of the programme and its component courses as compared to other institutions (e.g. DentEd)

· External review of the academic content of new programme proposals

· Formal agreements to be agreed with providers of “outreach” or placement education – for example, in clinics / hospitals remote from the main local site in terms of student support, staff development

· A committee structure in the School and University that supports this mode of operation

· Central University administrative support, where appropriate


Do you agree with the assertions made in section 8?  They are potentially controversial.  Please identify alternatives where appropriate.

APPENDIX: ECTS GRADING SYSTEM

Adaptation to a group-referenced grading system is contradictory to recommended educational principles. The grading system should be criterion referenced.
Grades are assigned among students with a pass grade as follows:

A 
best 10%

· Knowledge base is extensive and extends well beyond the work covered in the programme. Conceptual understanding is outstanding. 

· Problems of a familiar and unfamiliar nature are solved with efficiency and accuracy; problem-solving procedures are adjusted to the nature of the problem. 

· Practical, clinical and patient management skills are exemplary with appropriate suggestions for improvements. 

· Performance in transferable skills is generally very good. 

B
next 25%

· Knowledge base covers all essential aspects of subject matter dealt with in the programme and shows some evidence of enquiry beyond this. Conceptual understanding is good. 

· Problems of a familiar and unfamiliar nature are solved in a logical manner; solutions are generally correct or acceptable. 

· Practical and clinical work is carried out in a reliable and efficient manner. 

· Performance in transferable skills is sound and shows no significant deficiencies. 

C
next 30%

· Knowledge base is sound, but is largely confined to the content of the programme. Level of conceptual understanding is generally sound. 

· Problem-solving ability is sound in relation to problems of a familiar type or those that can be tackled through the straightforward application of standard procedures and/or algorithms. 

· Practical and clinical work is generally satisfactory and reliable. 

· Performance in transferable skills is largely sound. 

D
next 25%

· Knowledge and understanding of the content covered in the course are basic. 

· Problems of a routine nature are generally adequately solved. 

· Standard practical and clinical works are usually carried out with reasonable success though any complex situation may not be fully undertaken. 

· Transferable skills are at a basic level. 

E
next 10% 

· Knowledge base is acceptable in relation to some of the content covered in the programme. 

· Problem-solving ability extends to simple 'standard' problems, following routine procedures. 

· Practical and clinical skills are rudimentary. 

· Transferable skills are rudimentary.

A distinction is made between the grades FX and F that are used for unsuccessful students. FX means: “fail- some more work required to pass” and F means: “fail – considerable further work required”. The inclusion of failure rates in the Transcript of Records is optional.
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