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ABSTRACT
This study aimed to develop and validate the content and face of a scale of attitudes related to dental
competencies (SA-DC). It was a methodological development study involving the design and
validation of a scale, using a quantitative and qualitative approach. The theoretical framework for the
construct of the scale involved the concept of attitude in the field of Social Psychology and that of
competence in the field of Education, qualified by the National Curriculum Guidelines for Dentistry
Programs, thus providing the following indicators: Empathy in the professional-patient relationship,
Lifelong learning, Readiness for interprofessional education, Protection of patients’ rights, Social
responsibility and Emotional intelligence. Ten experts participated in the face validation of the matrix
of indicators (Nominal Group Technique) and of the items (Questionnaire), and the preliminary
version was pilot tested with 17 undergraduate dentistry students. There was consensus on the
permanence of the indicators, except for Emotional Intelligence. The scale (5-point Likert type)
resulted in 53 items, 13 of which were modified from the original version. SA-DC was developed
and met the content and face validation criteria used in the study.
Descriptors: Education, Dental. Attitudes of Health Personnel. Professional Competence.
Educational Measurement. Validation Studies.
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1 INTRODUCTION
There is a great challenge in assessing
professionals’ attitudes and competencies,
especially those in health care professions. In the
social field, attitudes are conceptualized as beliefs
and feelings that predispose to an action1. In the
educational field, attitudes correspond to one of the
key elements for observing performance2 even in a
real situation resulting from complex learning and
the combination of cognitive, attitudinal and
psychomotor skills stemming from mental transfer
processes carried out in different contexts
throughout life3-7.
Attitudes in health care professionals’
training have been highly valued in national7-9 and
international documents10,11. The National
Curriculum Guidelines (DCNs)9 for Dentistry
programs, published in 2002, have required
comprehensive, humane, citizenship-oriented and
reality-transforming training, including changes in
the teaching-learning process that would enable the
mastery of six general competencies by students:
Health Care, Communication, Decision Making,
Continuing
Education,
Leadership
and
Administration and Management. The curriculum
proposed by the DCNs requires that graduate
students should have a profile with cognitive,
affective and psychomotor domains in the areas of
general education, professional training and
citizenship.
When considering attitude as a learning task,
the ten aspects related to the phenomenon called
learning ecology, namely, learners themselves, the
educational context, the curriculum, learning and
institutional assessment systems, teaching
methodologies and teaching materials, the teacher
and the organization of the educational institution,
must not be neglected12.
Thus, the literature emphasizes the
importance of attitude evaluation in specific
situations13-16, especially as a component of
practice evaluations17.

Brazilian researchers18-20 in the medical
education field have developed instruments with
the purpose of assessing relevant aspects to the
practice of the profession and the concepts
presented in the DCNs, as well as emphasized the
relevance of the application of such tools in order
to support discussions on curricula21.
Other instruments based on self-report
scales have been developed and subsequently
validated in Portuguese to measure characteristics
of students in the health education process that refer
to the profile of contemporary graduates. This is the
case of validation of instruments that measure
empathy in the professional-patient relationship22
and lifelong learning15. The latter proposes to
evaluate students’ commitment to their continuing
and practical training based on evidence. There are
also guidance measures for collaborative
interprofessional learning23,24.
Despite the publications in education for
health care professionals, attitudes and behaviors
related to general training competencies are often
neglected by higher-education assessment systems
in Brazil, where students’ performance is assessed
through cognitive testing, program offer
conditions, as well as by internal and external
institutional assessments25.
When analyzing health care programs, there
is no analysis of attitudes in a global view of
curricular competencies from the perspective of
training assessment14 or as a resource for
institutional self-assessment in Dentistry, although
such construct is essential. Hence, there is a
demand for an instrument that allows, through the
self-assessment of behaviors, to measure the degree
of development of attitudinal skills and,
consequently, to guide knowledge construction in
order to achieve the desired competencies for
professional training, thus helping in the discussion
on Dentistry curricula.
Given this premise, this study aimed to
describe the process of preparing the matrix of
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2 METHODOLOGY
This is a methodological development
26
study to design and validate the content and face
of a scale. It was conducted with a group of experts
and a sample of students (pilot) and integrated a
doctoral study carried out by the first author of this
article.
Following the project approval by the
Research Ethics Committee (CAAE 50727215.6.
0000.5208), the methodological procedures for
validating the scale began, involving seven steps
(Figure 1).
The methodology for systematizing the
theoretical model27 resulted in the design of a
matrix with six indicators, which were established
based on the education literature for health care
professionals and guiding documents for the dental
surgeon profession (Table 1).
The methodology used for the experts’
consensus was the Nominal Group Technique
(NGT)27,28 with the participation of dentists with at
least ten years of work experience in management
(n=3, in the field of education), care provision
(n=3, working in primary, secondary or tertiary
care, with experience in preceptorship) or teaching
(n=4), who attended, at least once, the Annual

Meeting of the Brazilian Association of Dental
Education (ABENO ) in the past five years.
After the initial contact, NGT was conducted
at two moments: virtual judgment performed in an
independent, asynchronous and virtual fashion
(Time 1 - T1) and, after 15 days, (Time 2 - T2) onsite discussion with the objective of converging the
answers, thus reaching a consensus.
The analysis of indicators was approached
qualitatively (according to their relevance and
importance as “indispensable”, “necessary” or
“expendable”) and quantitatively (score from 0 to
6: 0 = “not important”, 1 = “almost unimportant”,
2 = “not very important”, 3 = “medium
importance”, 4 = “important”, 5 = “very
important”; and 6 = “the most important”)27. It also
required the completion of a matrix in which the
expert correlated the indicator with the dental
competency(ies).
At T2, there was a moment of on-site
consensus and individual responses. The indicator
was excluded when, at T2, it received a
classification of “expendable” by qualitative
analysis or obtained, in its quantitative
classification, a percentage equal to or greater than
50% as the maximum grade attributed (6) among
the group members27. A synthesis of the discussion
occurring at T2 was prepared and sent to the group
of experts for the ratification of its content.

Researcher

indicators and the items developed to compose a
scale of attitudes related to dental competencies.

Design of the
Scale of
Attitudes
related to
Dental
Competencies
(SA- DC)

Figure 1. Methodological steps for designing and validating the scale
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Chart 1. Theoretical model and matrix of indicators of the scale of attitudes related to dental competencies (EA-DC)

Indicator

Concept adopted in the Theoretical Model

Authors
(Year)

HC

DM

COM

LEA

ADMG

CE

Dental Competencies
DCN*

Empathy in the
professionalpatient
relationship

Considering empathy as a predominantly cognitive attribute (as opposed to affective or
emotional) that involves an understanding (as opposed to feeling) of patients’ pain,
experiences, complaints and perspectives, combined with the ability to communicate
such understanding and the intention to help it, through the prevention and relief of
pain and suffering.

Hojat et al.
(2002) 13;
Hojat e
Lanoue
(2014)43.

X

X

X

X

Lifelong learning

Motivation, capacity and behaviors necessary to maintain and develop competence in
terms of the latest knowledge, technology and practices.

Salgueira et
al. (2009)15.

X

X

X

X

X

X

Readiness for
interprofessional
learning

Positive actions in a proposal where two or more professions learn together about joint
work and the specifics of each one in improving the quality of patient care.

Williams et al.
(2012)16;
Aguilar da
Silva et al.
(2011)23.

X

X

X

X

X

X

Protection of
patients’ rights

Ethical aspects of professional behavior during information provision to patients and
their autonomy in deciding the treatment plan.

Chiu et al.
(2010);44 CFO
(2012)45.

X

X

X

X

Social
Responsibility
(SR):

Guarantee of care at all levels of complexity, interaction with the community, rational
use of diagnostic and therapeutic resources and disease prevention.

X

X

Miranda et al.
(2009)20.

X

X

Emotional
Arora et al.
It involves the perception, processing, regulation and handling of emotions.
X
X X
Intelligence (EI):
(2010)52.
HC: Health Care; DM: Decision Making; COM: Communication; LEA: Leadership; ADMG: Administration and Management; CE: Continuing Education
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The same theoretical framework served as a
source for the design of items by the researcher,
thus composing methodological step 3. Each
indicator originated from 10 to 11 items, according
to the concepts established in the theoretical model
validated by the experts, resulting in preliminary
version 1 with 53 items. We tried to outline items
that were easy to understand, objective as well as
relevant29,30 and that would behaviorally represent
attitudes related to competencies (latent traits). A
professional from the psychology field ensured
their behavioral character.
In step 4, the face validation of the analyzed
scale items occurred. The methodology used was
the application of an online questionnaire on the
SurveyMonkey® platform with a qualitative
analysis of the relevance of the theoretical model
(“indispensable”, “necessary” or “expendable”).
Space was offered for comments with suggestions
for new wording, corroborating for a better
understanding or inclusion of a new item. The
experts classified the scope of the construct and its
domains. The analysis was qualitative and occurred
at a single time, so that a cutoff point was adopted
for exclusion when the item showed disapproval
above 50% (“expendable” category).
After the adjustments suggested by the
experts, the researcher prepared preliminary
version 2 of the scale with five Likert-type answer
choices: “I totally disagree” (1), “I partially
disagree” (2), “I neither agree nor disagree” (3) , “
I partially agree” (4) and “ I totally agree” (5) (step
5), which was applied to a pilot sample of students,
members of the target population in the present
study (step 6). Thirty students from one of the
higher education institutions (HEIs) participating
were invited to a meeting prior to an event
organized by the institution, requesting attendance
four hours in advance. Representation of all terms
and both genders was sought.
In step 6, the students answered the scale and
the questionnaire with the sociodemographic

information required by study, and the answering
time was recorded. Then, a questionnaire was
applied to analyze preliminary version 2 of the
scale for clarity, formatting and completion
guidelines, number of questions and understanding
of terms, as well as the scope of the objective and
fidelity of answers. The discussion on these aspects
took place collectively, exploring solutions for
greater clarity and understanding in order to ensure
the quality of answers at all stages of dental
training. Step 7 comprised the editing of the final
version of the scale of attitudes related to dental
competencies.
3 RESULTS
Face validation of the indicator matrix
It was observed that the Emotional
Intelligence indicator received a percentage below
the established cutoff point, both in the qualitative
analysis (relevance) (Graph 1) and in the
quantitative analysis (degree of importance)
(Graph 2), thus corroborating for its exclusion from
the model, after NGT.
The difficulty of relating the indicators to
only one competency was discussed, since they are
not isolated, but rather complement each other.
Both the indicators and the competencies, among
themselves, have an important correlation, making
it almost impossible to fragment them.
The Emotional Intelligence (EI) indicator
showed divergence in the evaluation process. As
for the concept: initially, it was questioned by one
of the experts regarding what was proposed in the
model, which was not clear enough. As for its
importance: many reports showed the importance
of EI in professional life: in problem-solving, in
dealing with terminally ill patients, in facing the
death of patients, in working on multiprofessional
teams and in primary care. Concerning the
pertinence in the proposed model: it was
questioned as regards the size of the instrument
necessary to measure this construct and also as
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regards the priorities of which attitude should be
included in the assessment, so that this indicator

could be partially interpreted by others already
existing in the model.

100%
90%

Empathy in the Professional-Patient Relationship

T2
10% T1

90%
80%

Readiness for Interprofessional Learning

10% T2
20%
T1

100%
Readiness for Interprofessional Learning

60%
100%
90%

Protection of Patients’ Rights

T2
10% T1

80%
70%

Social Responsibility
20%
Emotional Intelligence

T2
T1

20%

T2
T1

50%

20%

Indispensable

20%
30%
60%

50%
0%

T2
T1

40%

40%

Necessary

60%

80%

100%

120%

Expendable

Graph 1. Distribution of answers in the qualitative analysis by experts before (T1) and after (T2) the
on-site discussion

90%
90%

Empathy in the Professional-Patient Relationship

10%
10%

80%
Readiness for Interprofessional Learning

40%
20%

60%

Protection of Patients’ Rights

70%
60%

Social Responsibility

70%
70%

Emotional Intelligence

10%
20%
0%

T2
T1

20%
20%

T2
T1

20%
60%

40%

Critically important

Very important

Important

Little important

Almost unimportant

Unimportant

10%

T2
T1

20% 10%
30%

T2
T1

20%
40%

50%
20%

20%
60%

80%
Readiness for Interprofessional Learning

60%

T2
T1

10% 10%
20%
80%

T2
T1
100%

120%

Medium importance

Graph 2. Distribution of answers in the quantitative analysis by experts before (T1) and after (T2) the
on-site discussion
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It was found that there was an
improvement in the consensus for the other
indicators. These were related to competencies in

a representative way, considering the means of
the proportions attributed to the indicators at T1
and T2 (Graph 3).

Empathy in the Professional-Patient
Relationship

75%
55%

Readiness for Interprofessional
Learning

73%
62%

Disponibilidade para Aprendizagem
Interprofissional

75%
53%
60%
60%

Proteção aos Direitos do Paciente

80%

Responsabilidade Social

62%
0%

20%

T2

40%

60%

80%

100%

T1

Graph 3. Means of the proportions established in the relationship between indicators x dental
competencies before (T1) and after (T2) the on-site discussion
One of the experts was favorable, as quoted:
“because we are human beings, this indicator must
be evaluated in students”, as “we are all reason
and emotion, and knowing how to deal with
emotions is essential for comprehensive and
human education.”
The arguments against the inclusion of EI in
the model were: “uncertainty about the possibility
of measuring and working cognitively in teaching”
(educational manager), “difficulty in teaching and
influencing students” (teacher), “lack of stability”
(manager), “for being the result of personal
maturation with little influence from teachers and
being susceptible to changes during training and
mental health status” (teacher) and for the
“possibility of being influenced by genetics”
(teacher).
Face validation of the scale items
The experts considered the composition of
preliminary version 1 of the scale to be relevant,

and 100% considered it comprehensive in relation
to the construct. However, they suggested changes
in the wording of nine of the 53 items.
Pilot study with the target population of the
scale
The pilot sample comprised 17 of the 30
invited students, distributed, according to their
training stage, in: Initial (from the 1st to the 3rd
terms) (41.2%); Medium (from the 4th to the 6th
terms) (29.4%); and Final (from the 7th to the 10th
terms) (29.4%). The age group was from 19 to 27
years old; most of them worked on the day shift
(n=12/70.6%) and were males (n=9/52.9%).
They reported satisfaction about the formatting
of the instrument (88.2%), clarity and objectivity
of the items (94.1%), the objective of the scale
(100%) and the number of questions (58.8%),
which ensured fidelity in their answers (70.6%).
It is noteworthy that 58.8% of students found at
least one item with unknown terms, which were
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later adapted.
Regarding the fidelity of answers, most
managed to answer the instrument by “thinking
about/feeling what their attitudes were or would
be in the situations presented”, with 29.4% of
students’ reporting that “their answers
corresponded to the most accepted attitudes by
society, which also represented their own
attitudes”.
In order to resolve the misunderstanding of
terms, four items were edited which, after
alterations, generated the final version of the
scale of attitudes related to dental competencies
(Chart 2).
The time to answer the study questionnaire
with sociodemographic and educational data and
the scale ranged from five minutes and 10
seconds to 11 minutes and 30 seconds, with a
mean of approximately 8 minutes.
4 DISCUSSION
The proposal to create a scale for
evaluating
attitudes
related to
dental
competencies meets a demand in the field of
Dentistry education and health care in the
Unified Health System (SUS). There is an
excessive number of professionals trained from a
technicist
perspective,
while
attitudinal
competencies are neglected in care provision31,
curricular practice32 and governmental25 and
institutional14,32 assessment systems.
Nevertheless, publications coordinated by
representatives of the Brazilian Dental Education
Association33,34 have emphasized the difficulty
of Brazilian institutions in adopting the curricular
proposal of DCNs, which presented innovations
both in pedagogical aspects and in the
composition of general competencies in nontechnical fields of the profession. This can be
exemplified in a study32 that analyzed the ethical
dimension in Dentistry programs, in which the
inexpressiveness of such dimension was

observed in tutorial and evaluation experiences.
This study intended to contribute to
improving the scenario described and looked at
the evidence of validity of a scale of attitudes
related to dental competencies. To that end,
national26,35 and international36,37 parameters
were considered in the methodological steps.
For an instrument to present good quality,
during its content validation phase, it must
clearly show its objective; the target population
for which it is intended; an adequate definition
and theoretical foundation of concepts based on
relevant literature, in addition to mentioning how
the selection of items occurred, in such a way that
facilitates the reading and understanding of the
instrument, involving the target population and
experts on the subject36. All of these aspects were
addressed in the methodology steps in the present
study.
It is noteworthy that, regarding the
objective of the scale, it has an evaluative and
educational character, since the intention is that
teachers and students pay attention to the issues
concerning attitudes related to competencies,
from the beginning to the final stages of training.
Self-report measures on attitudes in the
educational field are only effective when they
work as an educational assessment2. The latter, in
turn, promotes the development of individualized
skills and with increasing degrees of complexity,
and should be accompanied by feedback38-40.
Another possibility would be to use the
data originated by the scale with the objective of
evaluating curricular practices, as occurred with
the instrument previously developed20, which
intended to evaluate attitudes of medical students
and was applied in a longitudinal fashion in a
later study21, pointing out both individual and
collective strengths and weaknesses.
As for the construct of the instrument, a brief
discussion about the attitude concept included in
the model is appropriate. Although a concept from
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Chart 2. Final version of the items for the instrument for assessing attitudes related to dental competencies after face validation by experts and a pilot sample of the target
population

ITEMS

TA

Empathy in the ProfessionalPatient
Relationship13,20,22,43,58,59,60
Adoption
of
perspective;
Providing
humane
care;
Communication and interaction
1. I notice it when my patient is
scared/anxious
during
the
consultation.
2. I believe that by perceiving my
patients’ feelings, I am more likely
to achieve better therapeutic results.
3. I listen carefully to patients'
complaints in order to develop an
individualized plan.
4. I use non-verbal expressions,
such as shaking hands and shaking
my head affirmatively, during the
consultation in order to improve
communication with patients.
5. I understand what a patient feels
with his illness, without feeling his
pain.
6. My attitude towards patients
does not depend on their
appearance (physical or social
condition).
7. During a patient’s anamnesis
consultation (disease history), I
listen more than I speak.
8. I am attentive to the tone of my
voice during anamnesis and other
consultations.
9. I show to patients that I
understand their complaints.
10. I greet patients at the beginning
of the consultation.
TA: Thematic areas

Protection of Patient’s
Rights44,45

Lifelong Learning15,20,48

Readiness for Interprofessional
Learning16,20,23,24,49,61

Motivation and learning-related
beliefs; Attention to learning
opportunities; Self-learning

Teamwork and collaboration; Teamwork;
Cooperative learning

Resolutivity; Health education
Intersectoriality; Social and
awareness

health

Patient
information;
Patient
autonomy in therapeutic decisions

11. When I see an unknown and
interesting subject, I try to find out
more about it.
12. Even if I don't like a subject, I
study it to be a good professional.
13. My school motivates me to study
to be a good professional.
14. I know how to evaluate my
performance in an academic activity.
15. My college assessments help me
learn from mistakes.
16. Participating in scientific
research, even without a grant,
motivates me.
17. I consider extension activities to
be a learning opportunity.
18. Participating in dentistry
meetings/conferences is stimulating.
19. I intend to continue studying after
I graduate.
20. I use a variety of information
sources (abstracts, books, scientific
articles, the Internet) to study.
21. I believe that even 20 years after
graduation, I will still be studying
dentistry topics to update myself.

22. Studying with students from other
undergraduate programs improves my dental
practice.
23. I respect the knowledge of students from
other programs.
24. I think that the different fields of health care
contribute to improving patients’ health equally.
25. Multi/interprofessional teamwork allows
me to learn to relate to people.
26. Experience on multi/interprofessional teams
is essential for my training as a dentist.
27. To discuss a clinical case with professionals
from other fields, I need to study more.
28. When seeking to solve a problem, I work
better in a small group of students than in a large
group.
29. I believe that collaborative work in
multi/interprofessional groups is more likely to
achieve positive results for patients.
30. Sharing experiences with students from
other health care programs makes me a better
person.
31. My interprofessional communication
improves if, in undergraduation, I have
academic experience with students from other
programs.
32. I believe that the leadership of a
multi/interprofessional team can be practiced by
professionals from any health care field.

33. I am attentive to the residues produced
during the dental consultation so as not to
pollute the environment.
34. I consider that working in children’s
education is a role to be played by dentists,
thus promoting health education.
35. As a health care professional, I need to be
knowledgeable about health care policies.
36. Having experience in different
communities is important for my dental
education.
37. I recognize that it is the dentist’s
responsibility to avoid dental overtreatment,
that is, to avoid unnecessary therapeutic
procedures.
38. I know how to advise people on basic
general health care.
39. I participate/have participated in
meetings/seminars/lectures on higher
education.
40. I answer/have answered institutional
self-assessment questionnaires from my
college.
41. I am knowledgeable about the Dentistry
Services regulatory agencies.
42. I understand that compulsory notification
diseases are also a dentist’s responsibility.
43. I know how to refer patients to any of the
three levels of SUS care provision services.

44. I believe that the existence of
associations for protection of dental
training clinic users is valid.
45. I understand that discharge from
dental treatment must be agreed upon
with patients.
46. I allow my patients to participate
in decision-making regarding their
treatment.
47. My patients have the right to
knowing about more than just one
therapeutic option for their disease.
48. I do not publish photos of my
patients without their written consent.
49. If a patient requests it, I provide
him/her with his/her dental records
and keep a copy of them on file.
50. I only start routine dental
treatment when my patient signs a
consent form.
51. I believe that patients with serious
diseases need to know about their
condition, as long as they want to.
52. When providing care for a child, I
direct pertinent information to
him/her and to his/her guardian.
53. When participating in scientific
research, I perform data collection
only after a consent form is signed by
the patients involved.

Social Responsibility20,31
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from social psychology1 has been used, it is
coherent with the concept in the educational
field, under the perspective of functioning as
essential
elements
for
developing
2,7,14
competencies
. The network articulation of
the general DCN competencies is mentioned in
the literature41,34, and it was evident when
indicators that could indirectly represent them
were searched. The results in the face validation
of the indicator matrix portray such
inseparability of competencies when the group of
experts affirms the difficulty in relating them to
only one of the competencies.
As for the scale indicators, the term
empathy appears in the DCNs in the description
of the concept of competency Leadership,
certainly considering its importance in the
process of communication with peers. The
proposal from the model in this study
emphasized empathy in the professional-patient
relationship as it encompasses the competencies
of Health Care and Communication. When
professional-patient communication is taught,
empathy is cited as a key element for building a
relationship that can be taught during the training
of health care professionals42. Indirectly, by
knowing how to respect and value patients, the
relationship with peers and that in a leadership
situation would be ensured. Numerous
instruments address such relationship, presenting
evidence of validity13,43.
Protection of Patient’s Rights was included
in the proposal, emphasizing patient information
and autonomy in therapeutic decisions44 and by
documents that regulate the profession of
Brazilian dentists45. Emphasis on the relationship
with patients is observed with the inclusion of
indicators that provide patient safety in their
relationship with health care professionals. Such
a relationship is mostly paternalistic, and an
instrument that assesses attitudes should

discourage that culture both in training and in
professional practice. In the literature, these
components are added to the assessments of
clinical competence, and their value is
recognized46,47.
The inclusion of the Lifelong Learning
(LL) indicator has evidence in the literature on
health care professionals’ training, and there is a
specific instrument validated in Portuguese that
portrays the combination of professionalism,
motivation and beliefs related to learning,
academic activities, attention to learning
opportunities and technical competencies to seek
information for doctors15,48. In the DCNs, this
need was evidenced in the description of the
general competencies Permanent Education, and
Decision Making and, indirectly, in Health Care,
since the quality of the care provided involves
constant updating and access to information.
The group questioned the possibility of
overestimating the relevance of LL in the model,
as it is a group of highly educated experts;
however, it is expected that, when graduating,
students will be “general dentists, with solid
technical and scientific training, and active in the
permanent construction of their own
knowledge”34,41.
The
indicator
Readiness
for
Interprofessional Learning addressed the reality
of working on multiprofessional teams,
considered as a guarantee of quality in the health
care provision for individuals and the community
since the implementation of the Unified Health
System. The term interprofessional was preferred
so that such performance, in an integrated
manner among different professions, can occur
concurrently, aiming to achieve collaborative
practice and better therapeutic results49.
Detecting Readiness for interprofessional
learning in undergraduate students, as proposed
in the model, provides feedback related to the
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subject, which, in Dentistry, is extremely
restricted50. This indicator is consistent with
guidelines for interprofessional extension
practices, a challenge for undergraduate
curricula51.
Complementing the analysis of the
established indicators and the DCNs, the word
responsibility appears in the description of three
of the six general DCN competencies: Health
Care, Leadership and Permanent Education.
Notwithstanding, Social Responsibility (SR) is
mentioned in the attitudes assessment instrument
created for medical students20, which justified the
concept present in the model, corroborating the
reality of the DCNs9 and the extension
guidelines51.
The exclusion of Emotional Intelligence
from the model was mostly due to technical
reasons, given that the concept was not devalued
by the group of experts, as shown in the Results
section; however, it was considered quite broad,
which, in itself, would require a range of
dimensions52,53, thus making its inclusion in the
model unfeasible.
In addition to the recommendation to
include the objective and adequate definition of
the construct and its domains in the instrument
design process, the literature advises that, during
the face validation of the scale items, three
aspects must be observed: the scope of the items
on relevant aspects of the content, as well as that
of its domains, and the theoretical basis for a
clear description of the construct and its theory of
reference37. The authors of the present study met
this criterion by following methodological steps
carefully, as described in the specific section of
this article. The results are exemplified for the
establishment of a uniform number of items per
indicator (Graph 3), combined with the
orientation of satisfactorily meeting the
theoretical scope of the concepts35.
With the participation of the target

population in the validation process through a
pilot study, it is possible to measure the degree of
understanding of the items on the scale. The
reporting of the reliability of answers, as well as
the discussion about the indicators in the
theoretical model, increased the evidence of
validity regarding the scope and formatting of the
items. The perception of dental students in the
curriculum analysis and competencies acquired
from the perspective of the DCNs has been
described in the literature with 91 students from
the last year of an HEI program in southern
Brazil54. The authors found, after a curricular
reform, positive results, in decreasing order, for:
1) the development of health prevention,
promotion, protection and rehabilitation actions;
2) willingness for continuous learning; 3)
decision making; 4) and performance in
multiprofessional teams. In contrast, the
graduates insufficiently rated the issues that
involved the planning, leadership and
administration and management of health care
services.
As for the unknown terms, the fact that the
expression “agreed discharge” was unanimously
misunderstood, even by students in the final
stages of the program, is emphasized. Agreed
discharge in Oral Health means the sharing of
therapeutic decisions between the professional
and a patient, the latter being a subject who is
capable of practicing his/her autonomy55. It is
suggested that this lack of knowledge may
represent a model of professional-patient
relationship centered on the patient, which has
not yet been culturally experienced by
Brazilians56,57. The possible difficulty in
achieving the DCN competencies that advocate a
change in such a model, both in Health Care and
in pedagogical practices, is questioned9,31.
Another aspect to be discussed in this
methodological step was the students’
satisfaction concerning the number of questions.
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41.2% classified it as regular by answering:
“Yes, the number was exaggerated, but I thought
the presence of all items in the questionnaire was
important”. This finding may be related to an
answer bias associated with a long questionnaire.
On the other hand, the number of items should
not obey mathematical rules, but the scope of the
theory involved in the construct35.
This study culminated in the validation of
a scale composed of 53 items and five indicators,
according to criteria established in national and
international recommendations. Its application in
different scenarios with psychometric property
testing and in a longitudinal fashion is suggested.
5 CONCLUSION
SA-DC was developed and met the content
and face validation criteria used in the study.

RESUMO
Escala
de
atitudes
relacionadas
às
competências odontológicas: desenvolvimento
e validação
O objetivo do presente estudo foi desenvolver e
realizar a validação de conteúdo e de face de uma
escala de atitudes relacionadas às competências
odontológicas (EA-CO). Tratou-se de estudo de
desenvolvimento metodológico envolvendo
construção e validação de uma escala, com
abordagem quanti e qualitativa. O referencial
teórico para o construto da escala envolveu o
conceito de atitude no campo da Psicologia
Social, e o de competência, no campo da
Educação,
qualificada
pelas
Diretrizes
Curriculares Nacionais para os cursos de
Odontologia, originando os indicadores: Empatia
na relação profissional-paciente, Aprendizagem
ao longo da vida, Disponibilidade para
aprendizagem interprofissional, Proteção aos
direitos do paciente, Responsabilidade social e
Inteligência emocional. Dez especialistas
participaram da validação de face da matriz de
indicadores (Técnica do Grupo Nominal) e dos
itens (Questionário) e a versão preliminar foi

testada em piloto com 17 estudantes de
Odontologia. Houve consenso para permanência
dos indicadores, exceto para Inteligência
emocional. A escala (tipo Likert, 5 pontos)
resultou em 53 itens, sendo 13 alterados da
versão original. A EA-CO foi desenvolvida e
atendeu aos critérios de validação de conteúdo e
de face utilizados no estudo.
Descritores: Educação em Odontologia. Atitude
do Pessoal de Saúde. Competência Profissional.
Avaliação Educacional. Estudos de Validação.

REFERENCES
1. Myers, D G. Psicologia. Rio de Janeiro:
LTC; 2012.
2. Brown G, Manogue M, Rohlin M. Assessing
attitudes in dental education: is it
worthwhile? Br Dent J. 2002;193(12):703-7.
3. Perrenoud P. Construir as competências
desde a escola. Porto Alegre: Artmed; 1999.
4. Morin E. Os sete saberes necessários à
educação do futuro. São Paulo: Cortez;
2000.
5. Lucchese, R, Barros, S. Pedagogia das
competências - um referencial para a
transição paradigmática no ensino de
enfermagem – uma revisão da literatura.
Acta Paul Enferm. 2006;19(1):92-9.
6. Merriënboer JJG, Kirschner PA. Ten Steps
to Complex Learning. Reprinted (2009).
New Jersey: Lawrence; 2007.
7. Brasil. Ministério da Educação (MEC).
Conselho Nacional de Educação. Parecer
CNE/CES nº 116 de 3 de abril de 2014.
Diretrizes Curriculares Nacionais do Curso
de Graduação em Medicina. Diário Oficial
da União 2014; abr 3.
8. Brasil. Ministério da Saúde (MS). Conselho
Nacional de Saúde. Resolução nº 569 de 8 de
dezembro de 2017. Diário Oficial da União
2018; 26 fev.
9. Brasil. Ministério da Educação (MEC).

Revista da ABENO • 20(1):52-67, 2020 – DOI: 10.30979/rev.abeno.v20i1.943
63

Scale of attitudes related to dental competencies: development and validation

Conselho Nacional de Educação. Resolução
nº 3 de 19 de fevereiro de 2002. Diretrizes
Curriculares Nacionais do Curso de
Graduação em Odontologia. Diário Oficial
da União 2002; 4 mar.
10. Field, JC, Cowpe, JG, Walmsley, AD. The
Graduating European Dentist: A New
Undergraduate Curriculum Framework. Eur
J Dent Educ. 2017; 21(Suppl. 1):2-10.
11. American Dental Education Association
(ADEA) House of Delegates. ADEA
Competencies for the New General Dentist.
J Dent Educ. 2011; 75(7): 932-5.
12. Ringsted C, Hodges B, Scherpbier A. 'The
research compass': an introduction to
research in medical education: AMEE Guide
no. 56. Med Teach. 2011;33(9): 695-709.
13. Hojat M, Gonnella JS, Mangione1 S, Nasca
TJ, Veloski JJ, Erdmann JB, Callahan CA,
Magee M. Empathy in medical students as
related to academic performance, clinical
competence and gender. Med Educ. 2002;
36:522-7.
14. Nosow V, Püschel AVA. O ensino de
conteúdos atitudinais na formação inicial do
enfermeiro. Rev Esc Enf USP. 2009;
43(Esp2):1232-7.
15. Salgueira AP, Frada T, Aguiar P, Costa MJ.
Aprendizagem ao longo da vida do médico:
Tradução e Adaptação da Escala de
Jefferson. Acta Med Port. 2009; 22:247-56.
16. Williams B, McCook F, Brown T, Palmero
C, McKenna L, Boyle M et al. Are
Undergraduate Health Care Students
‘Ready’ for Interprofessional Learning? A
Cross-Sectional Attitudinal Study. IJAHSP.
2012;10(3):1-11.
17. Jahangiri L, Mucciolo TW, Choi M,
Spielman AI. Assessment of teaching
effectiveness in U.S. Dental schools and the
value of triangulation. J Dent Educ.
2008;72(6): 707-18.

18. Colares MFA, Troncon LEA, Figueiredo JF,
Cianflone ARL, Rodrigues MLV, Piocinato
CE, et al. Construção de um instrumento
para avaliação das atitudes de estudantes de
Medicina frente a aspectos relevantes da
prática médica. Rev Bras Educ Med.
2002;26(3):194-203.
19. Mascia AR, Silva FB, Lucchese AC, De
Marco MA, Martins MCFN, Martins LAN.
Atitudes frente a aspectos relevantes da
prática
médica:
estudo
transversal
randomizado com alunos de segundo e sexto
anos. Rev Bras Educ Med. 2009;33(1):41-8.
20. Miranda SM, Pires MMS, Nassar SM, Silva
CAJ. Construção de uma escala para avaliar
atitudes de estudantes de medicina. Rev Bras
Educ Med. 2009;33(1)supl 1:104-10.
21. Andrade SC, Deus JA, Barbosa ECH,
Trindade
EMV.
Avaliação
do
desenvolvimento de atitudes humanísticas
na graduação médica. Rev Bras Educ Med.
2011;35(4): 517-25.
22. Paro HBMS, Daud-Gallotti, RM, Tibério IC,
Pinto RMC, Martins MA. Brazilian version
of the Jefferson Scale of Empathy:
psychometric properties and factor analysis.
BMC Med Educ. 2012;12:73.
23. Aguilar-da-Silva RH, Scapin LT, Batista
NA.
Avaliação
da
formação
interprofissional no ensino superior em
saúde: aspectos da colaboração e do trabalho
em
equipe.
Avaliação
(Campinas).
2011;16(1):165-84
24. Peduzzi M, Norman I, Coster S, Meireles E.
Adaptação transcultural e validação da
Readiness for Interprofessional Learning
Scale no Brasil. Rev Esc Enferm USP. 2015;
49(2): 7-15.
25. Brasil. Ministério da Educação (MEC).
Secretaria de Educação Superior. Comissão
Especial da Avaliação da Educação Superior
(CEA). Sistema Nacional de Avaliação da

Revista da ABENO • 20(1):52-67, 2020 – DOI: 10.30979/rev.abeno.v20i1.943
64

Scale of attitudes related to dental competencies: development and validation

Educação Superior SINAES: Bases para
uma Nova proposta da Educação Superior.
Brasília: Ministério da Educação; 2003.
[Cited Dec. 28, 2013]. Avaiable at:
http://www.unifesp.br/reitoria/orgaos/comis
soes/avaliacao/sinaes.pdf.
26. Góes PSA, Fernandes LMA, Lucena LBS.
Validação de Instrumentos de Coleta de
Dados. In: Antunes JLF, Peres MA (eds).
Fundamentos
de
Odontologia
Epidemiologia da Saúde Bucal. Rio de
Janeiro: Guanabara Koogan; 2006. p. 390-7.
27. Bezerra TCA, Falcão MLP, Goes PSA,
Felisberto E. Avaliação de Programas de
Formação
Profissional
em
Saúde:
construção e validação de indicadores. Trab
Educ Saúde. 2016; 14(2): 445-72.
28. Jones J, Hunter D. Consensus methods for
medical and health services research. BMJ.
1995; 311:376-80.
29. Streiner DL, Norman GR. Health
Measurement Scales. 2 ed. New York:
Oxford University Press; 1995.
30. Terwee CB, Bot SDM, Boer MR, van der
Windt DAWM, Knol DL, Dekker J, Bouter
LM, de Vet HCW. Quality criteria were
proposed for measurement properties of
health status questionnaires. J Clin
Epidemiol. 2007;60(1): 34-42.
31. Brasil. Ministério da Saúde (MS). Diretrizes
da política nacional de saúde bucal. Brasília:
Ministério da Saúde; 2004.
32. Finkler M, Caetano JC, Ramos FRS. A
dimensão ética da formação profissional
em saúde: estudo de caso com cursos de
graduação em odontologia. Cienc Saude
Coletiva. 2011;16(11):481-92.
33. Brasil. Ministério da Saúde. Ministério da
Educação. A aderência dos cursos de
graduação em enfermagem, medicina e
odontologia às diretrizes curriculares
nacionais. Brasília: Ministério da Saúde;

2006.
34. Morita MC, Kriger L, Carvalho ACP,
Haddad AE. Implantação das diretrizes
curriculares nacionais em odontologia.
Maringá: Dental Press: ABENO: OPAS:
MS: 2013.
35. Pasquali L. Testes referentes a construto:
teoria e modelo de construção. In: Pasquali
L, organizador. Instrumentação psicológica:
fundamentos e prática. Porto Alegre:
Artmed; 2010. p. 165-98
36. Mokkink A LB, Terwee CB, Patrick DL,
Alonso J, Stratford PW, Knol DL, Bouoter
LM, de Vet HCW. International consensus
on taxonomy, terminology, and definitions
of measurement properties: results of the
COSMIN study. J Clin Epidemiol. 2010;
63:737-45.
37. Mokkink LB, Terwee CB, Patrick DL,
Alonso J, Stratford PW, Knol DL, Bouter
LM, de Vet HCW. The COSMIN checklist
for assessing the methodological quality of
studies measurement properties of health
status measurement instruments: an
international Delphi study. Qual Life Res.
2010;(19):539-49.
38. Nicol DJ, Macfarlane‐Dick D. Formative
assessment and self‐regulated learning: a
model and seven principles of good
feedback practice. Stud High Educ.
2006;31(2):199-218.
39. Norcini J, Anderson B, Bollela V, Burch V,
Costa MJ, Duvivier R, Galbraith R, Hays R,
Kent A, Perrott V, Roberts T. Criteria for
good assessment: consensus statement and
recommendations from the Ottawa 2010
Conference. Med Teach. 2011;33:206-14.
40. Borges MC, Miranda CH, Santana RC,
Bollela VR. Avaliação formativa e feedback
Como ferramenta de aprendizado na
formação de profissionais da saúde.
Medicina (Ribeirão Preto). 2014;47(3): 324-

Revista da ABENO • 20(1):52-67, 2020 – DOI: 10.30979/rev.abeno.v20i1.943
65

Scale of attitudes related to dental competencies: development and validation

31.
41. Morita MC, Scavuzzi AIF, Carcereri DL,
Fontanella VRC. Documento orientador da
ABENO para qualidade dos cursos de
graduação em Odontologia. Rev ABENO.
2018; 18 (supl.2):1-38.
42. Alexandre NMC, Colusi MZO. Validade de
conteúdo nos processos de construção e
adaptação de instrumentos de medidas.
Cienc Saude Coletiva. 2011; 16(7):3061-8.
43. Hojat M, Lanoue M. Exploration and
confirmation of the latent variable structure
of the Jefferson scale of empathy. Intern J
Med Educ. 2014; 5:73-81.
44. Chiu C, Lu H, Arrigo LG, Wei CJ, Tsai D.
A Professionalism Survey of Medical
Students in Taiwan. J Exp Clin Med.
2010;2(1): 35-42.
45. Conselho Federal de Odontologia (CFO).
Resolução n°. 118 de 11 maio de 2012.
Código de Ética Odontológica. Rio de
Janeiro: CFO; 2012.
46. Albino JEN, Young SK, Neumann LM,
Kramer KA, Andrieu SC, Henson L et al.
Assessing Dental Students’ Competence:
Best Practice Recommendations in the
Performance Assessment Literature and
Investigation of Current Practices in
Predoctoral Dental Education. J Dent Educ.
2008;72(12):1405-35.
47. Braccialli LAD, Oliveira II, MAC. Desafios
na Formação Médica: a Contribuição da
Avaliação. Rev Bras Educ Med. 2012; 36(2)
:280-8.
48. Hojat M, Veloski J, Nasca TJ, Erdmann JB,
Gonnella JS. Assessing Physicians’
Orientation Toward Lifelong Learning.
JGIM. 2006:931-6.
49. World Health Organization (WHO). Health
Professional
Network
Nursing
and
Midwifery.
Department
of
Human
Resources for Health. Framework for Action

on
Interprofessional
Education
&
Collaborative
Practice.
Geneva:
WHO/HRH/HPN/10.3; 2010.
50. Thannhauser J, Russell-Mayhew S, Scott C.
Measures of interprofessional education and
collaboration. J Interprof Care. 2010;24(4):
336-49.
51. Brasil. Ministério da Educação (MEC).
Conselho Nacional de Educação. Câmara de
Educação Superior. Resolução Nº 7 de 18 de
dezembro de 2018. Diretrizes para a
Extensão na Educação Superior Brasileira.
Brasília: Ministério da Educação; 2018
52. Arora S, Ashrafian H, Davis R, Athanasiou
T, Darzi A, Sevdalis N. Emotional
intelligence in medicine: a systematic review
through the context of the ACGME
competencies. Med Educ. 2010; 44:749-64.
53. Bueno JMH, Correia FMDL, Gomes
MAYA, Júnior FSP. Competências
emocionais: estudo de validação de um
instrumento de medida. Aval Psicol. 2015;
14(1):153-63.
54. Fadel CB, Baldani MH. Percepções de
formandos do curso de odontologia sobre as
diretrizes curriculares nacionais. Trab Educ
Saúde. 2013;11(2):339-54.
55. Pezzato LM, L’Abbate S. Uma PesquisaAção-Intervenção em Saúde Bucal Coletiva:
contribuindo para a produção de novas
analyses. Saúde Soc. 2012; 21(2):386-98.
56. Ribeiro MMF, Krupat E, Amaral CFS.
Brazilian medical students’ attitudes
towards patient-centered care. Med Teach.
2007;29:(6):e204-8.
57. Mota LDQ, Santos TAD, Magalhães DBL.
Humanização no atendimento odontológico:
acolhimento da subjetividade dos pacientes
atendidos por alunos de graduação nos
campos de estágio. RBCS. 2012;16(4): 53744.
58. Hojat M, Mangione S, Nasca TJ, Cohen

Revista da ABENO • 20(1):52-67, 2020 – DOI: 10.30979/rev.abeno.v20i1.943
66

Scale of attitudes related to dental competencies: development and validation

MJM, Gonnella JS, Erdmann JB, et al. The
Jefferson Scale of Physician Empathy:
Development
and
preliminary
psychometrics. Educ Psychol Meas.
2001;61:349-65.
59. Silverman J, Kurtz S, Draper J. Skills for
Comunicating with Patients. Oxford:
Radcliffe; 2005.
60. Brasil. Ministério da Saúde (MS). Secretaria
de Atenção à Saúde. Núcleo Técnico da
Política Nacional de Humanização. Clínica
ampliada, equipe de referência e projeto
terapêutico singular. Brasília: Ministério da
Saúde [Série B. Textos Básicos de Saúde];
2008.

61. Parsell J, Bligh G. The development of a
questionnaire to assess the readiness of
health care students for interprofessional
learning (RIPLS). Med Educ. 1999; 33:95100.

Correspondence to:
Manoela Almeida Santos da Figueira
e-mail: mf@fps.edu.br; manufigueira@hotmail.com
Avenida Mal. Mascarenhas de Morais, 4861,
Imbiribeira
51.150-000 - Recife/PE Brazil

Revista da ABENO • 20(1):52-67, 2020 – DOI: 10.30979/rev.abeno.v20i1.943
67

