COMMISSION ON DENTAL ACCREDITATION

OROFACIAL PAIN RESIDENT QUESTIONNAIRE

Instruction to Residents

The Commission on Dental Accreditation periodically conducts on-site evaluations of educational programs to determine whether they meet established standards and to make suggestions and/or recommendations for program improvement.  Commission site visitors seek information through a variety of methods:  inspecting facilities, reviewing patient records and program documentation, and interviewing key program personnel, including the program director, faculty and residents.

The Commission has found that those currently enrolled in a program are an invaluable source of information about the program.  For this reason, the Commission asks that you provide information requested in this questionnaire.

Based on your experience in the program thus far, please answer all questions.  Please be frank.  The purpose of this questionnaire is not to assess your knowledge or abilities, but to find out more about the program.  If you expect to receive specific training or experiences but have not yet, please indicate this in the comment section at the end of each question.
ABOUT CONFIDENTIALITY:  The source of information obtained in this questionnaire and during interviews will remain CONFIDENTIAL.  Your completed form will not be shared with personnel at your institution.  Please do not sign or otherwise identify yourself on the form.  This questionnaire is intended to assist the Commission site visitors in their evaluation of the program.

You will have an opportunity to discuss your answers privately with Commission site visitors in a scheduled interview during the site visit.  Please bring the completed questionnaire with you and return it directly to the site visitor(s) at that time.

NOTE: 
Please answer all the questions based on your experience in the program by circling YES or NO or completing the blanks as appropriate.  Space is provided after each question for comments.

	STANDARD 1 - INSTITUTIONAL SUPPORT AND PROGRAM EFFECTIVENESS



	1.
	Do you have the same privileges and responsibilities provided students/residents in other professional education programs?

Comments:  ______________________________________________________

________________________________________________________________
	YES
	NO

	
	
	
	
	

	2.
	Are you aware of the program’s overall goals and objectives?

Comments:  ____________________________________________________

______________________________________________________________


	YES
	NO


	3.
	Do the goals and objectives emphasize the following?


	
	
	

	
	a. orofacial pain,
	YES
	NO

	
	b. resident education,
	YES
	NO

	
	c. patient care, and
	YES
	NO

	
	d. research
	YES
	NO



	
	Comments:_________________________________________________

__________________________________________________________


	
	
	


	4.
	Have you been given the opportunity to evaluate if the program has met its stated goals and objectives?

Comments:  ______________________________________________________

________________________________________________________________


	YES
	NO
	


	5.
	Have you been provided instruction and/or training to ensure you are able to demonstrate principles of ethical reasoning, ethical decision making and professional responsibility?

Comments:  ______________________________________________________

________________________________________________________________


	YES
	NO
	


STANDARD 2 – EDUCATIONAL PROGRAM
	6.
	Do you believe the program is designed to provide advanced knowledge and skills beyond those gained in DDS or DMD training? 

Comments:_________________________________________________

__________________________________________________________


	
	YES
	NO

	7.
	Does the program describe the goals and objectives for each area of resident training or list the competencies that describe the intended outcomes of resident education? 

Comments:_________________________________________________
__________________________________________________________


	
	YES
	NO

	8.
	Are you aware of written goals and objectives for all instruction included in this curriculum?

	
	YES
	NO

	
	Comments: _________________________________________________
__________________________________________________________


	
	
	

	9.
	Does the program have a curriculum plan that includes structured clinical experiences and didactic sessions to achieve the program’s goals and objectives for resident training or the program’s competencies?   
	
	YES
	NO

	
	Comments: ___________________________________________________

_____________________________________________________________


	
	
	

	10.
	Have you received formal instruction in each of the following:   
	
	
	

	
	a) 
Gross and functional anatomy and physiology including the musculoskeletal and articular system of the orofacial, head, and cervical structures;

	
	YES
	NO

	
	b)
Growth, development, and aging of the masticatory system;
 
	
	YES
	NO

	
	c) 
Head and neck pathology and pathophysiology with an emphasis on pain;
	
	YES
	NO

	
	d) 
Applied rheumatology with emphasis on the temporomandibular joint (TMJ) and related structures; 

	
	YES
	NO

	
	e)
Sleep physiology and dysfunction;

	
	YES
	NO

	
	f) 
Oromotor disorders including dystonias, dyskinesias, and bruxism;

	
	YES
	NO

	
	g)    Epidemiology of orofacial pain disorders;

	
	YES
	NO

	
	h)    Pharmacology and pharmacotherapeutics; 

	
	YES
	NO

	
	i)    Principles of biostatistics, research design and methodology, scientific writing, and critique of literature;

	
	YES
	NO

	
	j)    Cognitive-behavioral therapies including habit reversal for oral habits, stress management, sleep problems, muscle tension habits and other behavioral forces;

	
	YES
	NO

	
	k)    The recognition of pain behavior and secondary gain behavior;

	
	YES
	NO

	
	l)    Psychologic disorders including depression, anxiety, stomatization and others as they relate to orofacial pain, sleep disorders, and sleep medicine; and

	
	YES
	NO

	
	m)    Conducting and applying the results of psychometric tests.
Comments:____________________________________________________

_____________________________________________________________


	
	YES
	NO

	11.
	Has the program provided instruction to allow you to develop knowledge in functional neuroanatomy and neurophysiology of pain including:   

	
	
	

	
	a) 
The neurobiology of pain transmission and pain mechanism in the central and peripheral nervous systems;

	
	YES
	NO

	
	b)
Mechanisms associated with pain referral to and from the orofacial region;
 
	
	YES
	NO

	
	c) 
Pharmacotherapeutic principles related to sites of neuronal receptor specific action pain;


	
	YES
	NO

	
	d) 
Pain classification systems; 

	
	YES
	NO

	
	e)
Psychoneuroimmunology and its relation to chronic pain syndromes;

	
	YES
	NO

	
	f) 
Primary and secondary headache mechanisms;

	
	YES
	NO

	
	g)    Pain of odontogenic origin and pain that mimics odontogenic pain; and

	
	YES
	NO

	
	h)    The contribution and interpretation of orofacial structural variation (occlusal and skeletal) to orofacial pain, headache, and dysfunction.
	
	YES
	NO

	
	Comments:____________________________________________________

_____________________________________________________________


	
	
	

	12.
	Is the majority of the total program time devoted to providing orofacial pain patient services, including direct patient care and clinical rotations?
Comments: __________________________________________________

____________________________________________________________


	
	YES
	NO

	13.
	Has the program provided instruction and clinical training to ensure you are able to do the following upon completion of the program:   

	
	
	

	
	a) 
Conduct a comprehensive pain history interview;
	
	YES
	NO

	
	b)
Collect, organize, analyze and interpret data from medical, dental, behavioral, and psychosocial histories and clinical evaluation to determine their relationship to the patient’s orofacial pain complaints;
 
	
	YES
	NO

	
	c) 
Perform clinical examinations and tests and interpret the significance of the data;


	
	YES
	NO

	
	d) 
Function effectively within interdisciplinary health care teams, including the recognition for the need of additional tests or consultation and referral; and 

	
	YES
	NO

	
	e)
Establish a differential diagnosis and a prioritized problem list;
	
	YES
	NO

	
	Comments:__________________________________________________
___________________________________________________________

	
	
	

	14.
	Has the program provided instruction and clinical training in multidisciplinary pain management to ensure you are able to do the following upon completion of the program:   

	
	
	

	
	a) 
Develop an appropriate treatment plan addressing each diagnostic component on the problem list with consideration of cost/risk benefits;
	
	YES
	NO

	
	b)
Incorporate risk assessment of psychosocial and medical factors into the development of the individualized plan of care;
 
	
	YES
	NO

	
	c) 
Obtain informed consent;


	
	YES
	NO

	
	d) 
Establish a verbal or written agreement, as appropriate, with the patient emphasizing the patient’s treatment responsibilities; and 

	
	YES
	NO

	
	e)
Have primary responsibility for the management of a broad spectrum of orofacial pain patients in a multidisciplinary orofacial pain clinic setting or interdisciplinary associated services.

	
	YES
	NO

	
	Comments:__________________________________________________
___________________________________________________________

	
	
	

	15.
	Have you participated in clinical experiences in other healthcare services (not to exceed 30% of your total training period)? 

Comments:  _________________________________________________

___________________________________________________________


	
	YES
	NO

	16.
	For each assigned rotation or experience, the following has occurred:


	
	
	
	

	
	a. Objectives developed in cooperation with the department chairperson, service chief, or facility director


	YES
	NO
	

	
	b. Resident supervision by designated faculty who are familiar with the objectives of the rotation or experience


	YES
	NO
	

	
	c. Evaluations performed by designated faculty
	YES
	NO
	

	
	Comments:  _______________________________________________

_________________________________________________________

	
	
	
	


	17.
	Have you gained experience in teaching orofacial pain?

Comments:  _______________________________________________

_________________________________________________________

	
	YES
	NO

	18.
	Do you actively participate in the collection of history and clinical data, diagnostic assessment, treatment planning, treatment, and presentation of treatment outcome?

Comments:  _______________________________________________

_________________________________________________________

	
	YES
	NO

	19.
	Are structured patient care conferences held?

Frequency:  __________________________________________________

Comments:  _________________________________________________


	
	YES
	NO

	20.
	Are you given assignments that require critical review of relevant scientific literature?

Comments:  _______________________________________________

_________________________________________________________

	
	YES
	NO

	21.
	How often are you evaluated on your progress toward achieving the program’s written training goals and objectives? 

Frequency:  __________________________________________________

Comments:  _________________________________________________


	
	
	


	22.
	Are you provided an assessment/feedback on your performance after each evaluation? 

Comments:  _________________________________________________

___________________________________________________________


	
	YES
	NO

	23.
	Does the program provide instruction in the principles of practice management? 

Comments:  _________________________________________________

___________________________________________________________


	
	YES
	NO


STANDARD 3 - FACULTY AND STAFF
	24.
	Do you believe the faculty is collectively competent in all areas of oral medicine included in the program? 

Comments: __________________________________________________

____________________________________________________________


	
	YES
	NO


	25.
	Is adequate support staff, including allied dental personnel and clerical staff, consistently available? 

Comments:  _________________________________________________

___________________________________________________________


	
	YES
	NO


	26.
	Are you given the opportunity to evaluate the faculty?


	
	YES
	NO

	
	If the answer above is no, do you know if there is an evaluation process in place that annually evaluates the performance of faculty members? 

Comments:  _________________________________________________

___________________________________________________________
	
	YES
	NO


	27.
	Approximately what percent of time is there a faculty member present in the clinical care area for consultation, supervision and active teaching when students/residents are treating patients?
Comments:  ___________________________________________________

_____________________________________________________________


	
	_________%


	
	


STANDARD 4 – EDUCATIONAL SUPPORT SERVICES
	28.
	Does the sponsoring institution provide adequate and appropriately maintained facilities and learning resources?

	
	YES
	NO

	29.
	Are the following available and accessible:

A conference area for rounds, discussions, and case presentations?

 
	
	YES
	NO

	
	Dental and medical laboratory, dental and medical imaging and resources for psychometric interpretation?

	
	YES
	NO

	
	Lecture, seminar, study space, and administrative office space?

	
	YES
	NO

	30.
	Are you aware of specific written criteria, policies and procedures followed when admitting students/residents?

Comments:  _________________________________________________________

_________________________________________________________

	
	YES
	NO
	

	31.
	Are you aware of specific written due process policies and procedures for adjudication of academic and disciplinary complaints?

Comments:  _________________________________________________________

_________________________________________________________


	
	YES
	NO
	

	32.
	Were you encouraged to be immunized against and/or tested for infectious diseases, such as mumps, measles, rubella and hepatitis B, prior to contact with patients and/or infectious objects or materials.

Comments: ___________________________________________________

_____________________________________________________________
	
	YES
	NO
	


PATIENT CARE SERVICES

	
	
	
	
	
	

	33.
	Have you had adequate patient experiences to allow you to achieve the program’s stated goals and objectives OR competencies for resident training?

Comments: ___________________________________________________

_____________________________________________________________


	
	YES
	NO
	

	
	
	
	
	
	

	34.
	Have you been involved in a structured system of continuous quality improvement for patient care?

Comments: ___________________________________________________

_____________________________________________________________


	
	YES
	NO
	

	
	
	
	
	
	

	35.
	Prior to providing direct patient care, were you required to be certified in basic life support procedures, including cardiopulmonary resuscitation?

Comments: ___________________________________________________

_____________________________________________________________


	
	YES
	NO
	

	
	
	
	
	
	

	36.
	Have you been provided with the institution’s policies on radiation hygiene and protection, ionizing radiation, hazardous materials, and blood-borne and infectious diseases?

Comments: ___________________________________________________

_____________________________________________________________


	
	YES
	NO
	

	
	
	
	
	
	

	37.
	Does the program have policies that ensure that the confidentially of information pertaining to the health status of each individual is strictly maintained?

Comments: ___________________________________________________

_____________________________________________________________


	
	YES
	NO
	


STANDARD 6 - RESEARCH

	38.
	Have you been engaged in research or scholarly activity?
Comments:  __________________________________________________

____________________________________________________________


	
	YES
	NO
	


In your opinion, what are the strengths of the program?

In your opinion, what are the weaknesses of the program?

	
	Would you recommend this program to others?

Comments: ___________________________________________________

_____________________________________________________________


	
	YES
	NO
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