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an Evidence-Based Decision Making Model 
Designed for Curricular Change
Gary L. Stafford, D.M.D.
Abstract: This article introduces an innovative decision making model for adapting evidence-based practice to the specific needs 
of a department in a dental school. The design encourages suggestions for curricular change directly from the faculty members, 
while providing a mechanism that allows them to actively participate in the process through the use of evidence-based principles 
and practice. The nucleus of this model is an Advisory Council comprised of nine full-time departmental faculty members who, 
when charged, act as independent task force leaders who recruit other faculty members and lead small teams that investigate 
suggestions for curricular change. Following an accelerated investigative process, recommendations to the Advisory Council are 
made; if approved, these changes are integrated into the curriculum. The incorporation of an interdisciplinary Advisory Council 
of key departmental faculty members structured to investigate questions or concerns posed by students, administrators, or other 
faculty members through the use of evidence-based methodologies has proved to be a successful management tool. Well received 
by the participants, this model has the potential to further develop and calibrate the school’s faculty, increase the timeliness of the 
decision making process, and lessen the time required to incorporate a proposed change into the curriculum. 
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Cognitively, decision making is a very com-
plicated process fraught with many personal 
biases.1 Every instruction we give, every 

course of action we set, every result we desire starts 
with a decision, but unfortunately this decision mak-
ing process is often based upon what we think we 
know.2 It is common knowledge that many practicing 
clinicians have closely held professional opinions or 
beliefs regarding the delivery of oral health care that 
could have a negative impact on their treatment out-
comes. The evidence-based dentistry (EBD) model 
was specifically designed for the clinician to more 
easily navigate the wealth of available literature in 
order to circumvent the continuation of practice based 
more on this professional opinion rather than on sci-
entific fact.3 Chairs of academic departments can also 
suffer from making decisions based on these same 
types of closely held opinions or beliefs. However, 
the consequences of using a preconceived notion as a 
basis for decision making will have an exponentially 
greater negative effect when one is responsible for 
educating the next generation of dentists. Disturb-
ingly, the very individuals empowered with the great 
responsibility of making these decisions are more 
likely to bring their previously formed beliefs or 

hypotheses into the decision making situation with 
a tendency to overlook information or evidence that 
would counter their preconception.4 In addition, it is 
not only one’s personal biases that can be problematic 
when making important departmental decisions. If 
faculty members’ work requires them to make dif-
ficult decisions all day long, at some point they will 
look to avoid or postpone decisions. They will look 
for the safest and easiest option, which is often to 
stick with the status quo.5 In the continuous effort 
to stay abreast of best practices, best evidence, and 
the ever-changing world of clinical materials and 
techniques required to maintain curricular currency 
with professional advances, preserving the status 
quo is oftentimes the least acceptable alternative 
when an educational institution is contemplating 
curricular change.

The curriculum of any academic dental institu-
tion is not, and should not be, a static entity. As such, 
it must continually be reviewed and modified to meet 
the changing demands of the profession. Department 
chairs, acting as agents of change in their respective 
institutions, should share in this desire to seek out 
opportunities to provide innovative strategies for 
improving curricular content, while helping to foster 
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The purpose of this article is to describe an 
innovative organizational model of how Marquette 
University School of Dentistry adapted evidence-
based practice (EBP) to its specific needs—an evo-
lution in the use of evidence-based methodologies 
that was predicted in 1996.10 It will illustrate how an 
organization, department, or program can institute a 
relatively simple structural design that will help to 
create consensus for, and increase faculty acceptance 
of, departmental decisions. This evidence-based 
decision making (EBDM) model alternatively acts 
as a management tool, a faculty consensus builder, 
a strategic faculty development method, and a way 
to facilitate more rapid changes in the department. 
The combined use of EBDM by key departmental 
faculty members who lead small task-oriented teams 
has led to a deeper understanding and appreciation 
of the advantages of EBD, with the added advantage 
of educating and calibrating the faculty in EBP. The 
use of EBDM at the highest level of departmental 
administration has also helped to reinforce what 
we teach our predoctoral students by showing that 
we follow the principles of EBP in seeking the best 
external evidence when making decisions that have 
an impact on the curriculum. Ultimately, however, 
this model’s greatest strength lies in its ability to 
foster collaboration among those individuals who 
participate in the investigative process.     

Background
The adoption of a new curricular model in 2000 

following Dean William K. Lobb’s 1999 Report of 
Curricular Revision highlighted the importance of 
EBD as a key component of contemporary dental 
education. The concept and practice of EBD were 
first introduced to the D1 (first-year) dental students 
as part of this new curriculum in 2002 and, to this day, 
remain an integral part of the dental rounds education 
model in which we link the basic sciences to clini-
cal care. Building on the curriculum established in 
2002 and wishing to further enhance the teaching and 
practice of EBD, I attended a workshop on evidence-
based methodologies at the University of Oxford, 
UK, in May 2007 (courtesy of a federal grant) in 
order to become more proficient in the practice of 
EBD. Utilizing the skills and knowledge gained by 
this experience, we began work in earnest to develop 
a model that would integrate EBD into the curriculum 
in a way in which it would be taught and used in an 
authentic clinical application. 

an academic environment that values intellectual cu-
riosity by both the students and the faculty members 
who train them.

A department chairperson functions in part 
to oversee the content associated with the courses 
within his or her department, but a chairperson is 
not merely a steward of the curriculum designed by 
the Curriculum Committee. A department chair must 
also be actively engaged in ensuring that curricular 
content remains relevant and that it supports the goals 
of the department. Ongoing periodic reviews should 
be initiated that can lead to the changing of courses, 
updating of course content, selecting different clinic 
materials, or modifying clinical techniques. Depart-
ment chairs in a fast-changing world must be knowl-
edgeable about directions and tendencies; they must 
be avid readers and observers of new professional 
developments; and they must be persuasive enough 
to engage their faculty members in this pursuit. 
Similarly, in order to attain a degree of success in 
their position, they must lead by building consensus 
with faculty members who need to be involved in 
changes in the department.6 Building consensus is 
often problematic due to the fact that resistance to 
change is a natural human reaction.7 For a department 
chair or a leader in any capacity, overcoming these 
natural tendencies is paramount in achieving the goal 
of successful implementation of curricular change.8 
Involving the faculty in the decision making process 
may help to create a sense of ownership that should 
help to overcome some of the natural resistance to 
change and allow for a higher degree of acceptance 
and ultimately a higher degree of success.

Just as it has become increasingly difficult for a 
practicing dentist to stay current with changes related 
to oral health care, so it is for the chairperson who 
is contemplating curricular revisions in his or her 
department. A 2009 survey of dental school curricula 
analyzed what triggered curricular change in dental 
institutions. With 86 percent of North American den-
tal schools (fifty U.S. and five Canadian) responding, 
80 percent indicated that they relied on educational 
best practices reported in the literature as either 
highly important or important catalysts for change.9 
Similarly, 77 percent of the same schools responded 
that it was new scientific evidence they wished to 
incorporate into the curriculum that motivated them 
to make a change. The results of this survey make 
it clear that there is a need for the same systematic 
approach to the discovery of best external evidence 
for either educational practices or scientific evidence 
as there is for dentists in clinical practice.
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the curriculum and ultimately into clinical practice 
continued to be a highly successful educational 
experience. Although the students were exhibiting 
greater skills and comfort in EBP, it became apparent 
that the part-time and many of the full-time faculty 
members were not at the same level of proficiency 
as some other full-time faculty members. Analysis 
of the problem suggested that this shortcoming was 
due to a lack of involvement by the less proficient 
faculty members, stemming from their not fully 
understanding the mechanics of EBD. This simple 
lack of understanding led to negative personal biases, 
reluctance to participate with the students, and un-
derappreciation of the value of EBDM. This analysis 
also revealed an opportunity to address these faculty 
shortcomings as well as to create a mechanism that 
would improve the department’s decision making 
ability when managing curricular change. 

Methods
Although its philosophical origins go back cen-

turies, evidence-based practice is a relatively young 
discipline. It has been predicted that as predoctoral, 
postdoctoral, and continuing medical education pro-
grams adopt its approach and adapt it to their specific 
needs, continued evolution in its use will be seen.10 
One such evolutionary advancement has been the 
integration of EBDM in handling curricular issues 
in the Department of General Dental Sciences at the 
Marquette University School of Dentistry. 

EBDM has been defined as the formalized 
process of using the skills of identifying, searching 
for, and interpreting the results of the best scientific 
evidence, which is considered in conjunction with 
the clinician’s experience and judgment, the patient’s 
preferences and values, and the clinical/patient cir-
cumstances when making patient care decisions.13 
This systematic process of critically appraising the 
best external evidence is not only an integral com-
ponent of EBP, but these fundamental principles can 
also be applied in making decisions as they relate to 
changes in an academic department’s curriculum, 
both didactically and clinically.

In an effort to educate and involve the faculty, 
a three-step, “top-down” approach was designed 
to complement the successful “bottom-up” student 
education approach. Unveiled at the department’s 
annual meeting in January 2011, the first step in this 
approach was a brief overview of why EBD was 
important, where we currently were in our teaching, 

Time and location in the curriculum had been 
established, and a model was close to completion 
when during the 2008 annual meeting of the Ameri-
can Dental Education Association’s Commission 
on Change and Innovation in Dental Education 
(ADEA CCI) liaisons, Marquette’s liaisons heard 
John D. Rugh, Ph.D., from the University of Texas 
Health Science Center at San Antonio Dental School 
(UTHSCSA), speak on “Assessment of Student 
Search and Critical Appraisal Skills.” This presen-
tation complemented the discoveries I had made 
at the University of Oxford and provided a tested 
framework for implementation of EBD into our cur-
riculum. Using the UTHSCSA model as a reference, 
our existing model was modified into a more robust 
series of EBD lectures and projects, which, beginning 
with the fall semester of 2008, were integrated into 
the existing D3 (third-year) curriculum. Designed to 
work in concert with didactic instruction, the tasks 
assigned to students were to formulate a clinical 
question that directly related to one of their patients 
and then convert the clinical question into a PICO 
format. This format, which identifies the patient, 
problem, or population (P), the intervention (I), the 
comparison (C), and the measurable outcomes (O), 
helps focus the question on the single most important 
issue and outcome. The students conducted a search 
for the best available evidence and were then required 
to assess the quality of the studies they selected. At 
the end of the fall semester, the students defended 
their findings in presentations to their peers in which 
they outlined their path of discovery in uncovering 
the scientific support for their clinical question. The 
students gave such positive reviews of this portion of 
the course that a decision was made to maintain it as 
part of the curriculum, to further enhance the model, 
and to begin calibrating and/or further educating the 
full-time faculty in EBP.

Due to his influence on the Marquette liaisons 
in attendance at the 2008 ADEA CCI liaisons’ meet-
ing, in December 2009, Dr. Rugh was invited to 
speak at the school’s Faculty Development Day on 
“Strategies to Deal with the Information Explosion in 
Education and Practice” in an attempt to further the 
full-time faculty members’ exposure to EBDM. This 
presentation provided a solid overview of EBDM 
and not only gave our full-time faculty members an 
overview of methodologies and student assessment, 
but also illustrated how best to categorize and format 
the results via the use of the Critically Appraised 
Topics (CATs) template.11,12 Over the next two years, 
this “bottom-up” approach of integrating EBD into 
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in length. In an effort to provide transparency for 
these key departmental decisions, monthly reports 
are made available to all full- and part-time faculty 
members after each meeting.

Curricular suggestions or specific clinical 
questions are encouraged, may be posed by anyone 
at the School of Dentistry, whether faculty, staff, or 
student, and are brought directly to the department 
chair’s attention (Figure 1). Ideas or questions may 
be submitted anonymously, verbally, or in written 
form, and each is taken to the next GDS AC meeting 
for discussion. If the suggestion is deemed appropri-
ate by vote of the sitting members, a task force team 
leader is chosen and charged based on the specialty 
or discipline to which the question most closely 
relates. The task force team leader (TFTL) is then 
responsible for selecting task force team members 
(ideally no more than three) to perform the required 
research and find the best external evidence necessary 
to answer the question. In choosing the task force 
team members, every effort is made to encourage in-
volvement by our part-time faculty members as well 
as those full- and part-time members from outside of 
the department. The expectation is for the task force 
team to meet at least weekly in order to facilitate 
a timely completion of the assigned task and to be 
ready to update the GDS AC with its progress or a 
final recommendation at the next monthly meeting. 

Once a task is complete, a slightly modified 
version of the student’s CATs template is prepared 
and brought to the GDS AC’s monthly meeting. 
The TFTL delivers a summary report, and should 
the recommended change relate to dental biomate-
rials or a specific clinical procedure, the TFTL also 
outlines the specifics of the clinic protocol or tech-
nique that would be integrated into the curriculum. 
Following a discussion addressing any questions 
or concerns, a vote on whether or not to implement 
the task force’s recommendation is made, with the 
department chair retaining the right to overrule any 
recommendation should he feel it is not in the best 
interest of the department. Once a recommendation is 
approved, it falls upon the department chair to create 
a department-wide strategy for implementation of the 
approved change. This strategy includes when and 
where the necessary didactic instruction will occur, 
timing for faculty education and calibration, and 
defining a timeline for clinical introduction. 

To complete the cycle of investigation and 
change, should the task relate directly to clinical ma-
terials, methods, or techniques, as they often do, an 
update is made to the students’ and faculty members’ 

where we were headed, what the expectations of fac-
ulty members were, and how they could participate 
in the process. The second step was to provide an op-
portunity for faculty members to further enhance their 
knowledge and understanding of EBD. A date was 
selected for a continuing education course, which I 
presented soon after the department’s annual meeting. 
This course, titled “Fundamentals of Evidence-Based 
Decision Making,” provided foundational knowl-
edge related to EBD to the department’s faculty. 
To encourage attendance, both full- and part-time 
faculty members received complimentary tuition and 
credit courtesy of our school’s Office of Continuing 
Education. 

The third and final step in this “top-down” ap-
proach was much broader in scope and entailed the 
creation of a new organizational body. This body was 
designed to act as the major decision making group 
for the department, base its decisions on the best 
available evidence, use methods that mirrored those 
of the students, engage both full- and part-time fac-
ulty members, and possess the ability to affect rapid 
change. The name chosen for this new organizational 
group was the Department of General Dental Sci-
ences Advisory Council (GDS AC). The department 
chair serves as the de facto leader of the GDS AC, 
which is comprised of nine full-time faculty mem-
bers representing all of the department’s predoctoral 
programs, graduate programs, and disciplines (Table 
1). Each member, when charged, organizes and leads 
a task force until the assigned task is complete.

The GDS AC meets on a monthly basis to as-
sign new tasks, review the progress of previously 
assigned tasks, discuss and vote on specific task 
force recommendations, and create a department-
wide action plan for implementation of any approved 
recommendations. These meetings, held prior to the 
start of the clinic day, run approximately one hour 

Table 1. Programs and disciplines represented on the 
Department of General Dental Sciences Advisory 
Council

Advisory Council 

Biomaterials 
Fixed Prosthodontics 

Implants 
Oral Medicine and Radiology/TMD 
Quality Control/Quality Assurance 

Removable Prosthodontics 
Restorative 

Treatment Planning
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instituted in a timely, structured manner. As a result 
of the large number of daily decisions a department 
chair must make and the likelihood that decision 
fatigue will lead to postponement or avoidance of 
making any decision at all, it would seem advanta-
geous to delegate the task of seeking out the best 
available evidence related to the decision at hand 
to key, hand-selected individuals. Without a defined 
system, the ability to separate best evidence from 
opinion is difficult, especially for those of us who 
have the responsibility of making decisions for an 
academic department. Fortunately, most department 
chairs have a depth and breadth of experience that 
qualifies them to be considered experts in their field.14 
Unfortunately, due to the cognitive conflicts that can 
arise due to prior perceptions, one can more easily 
understand why a department chair, when making any 
decision, might automatically assume it to be correct 
due to this vaunted position as an expert. 

Academic life appeals to those individuals 
who enjoy being recognized as experts, who like 
being professionally challenged, and who appreciate 

primary clinical resource manual, “The Marquette 
Way.” Once this occurs, the change is considered to 
be the School of Dentistry’s standard for that specific 
clinical procedure. The assessment of an individual 
Task Force performance in the use of evidence-based 
methodologies is performed by the department chair 
using a rubric similar to the one designed for evalu-
ation of the students. This rubric (Table 2) enables 
the department chair to identify strengths and weak-
nesses that can be discussed with task force leaders 
after a summary report and recommendation are 
made to the GDS AC. Any necessary modifications 
to the summary report are made prior to its posting 
on the School of Dentistry’s intranet site. 

Discussion
Making departmental curricular decisions de-

mands a systematic approach that seeks out the best 
available evidence or best educational practices as 
well as a sound mechanism by which change can be 

Figure 1. Process by which a curricular idea is introduced, researched, approved, and implemented as policy
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institution as a whole. In essence, the act of making 
decisions is at the heart of a department chair’s job 
description. 

Facilitating change by building consensus 
among departmental faculty members requires act-
ing primarily in the comprehensive role as Leader 
of the department. It has been suggested that it may 
be useful to approach leadership from the point of 
view of four different perspectives, lenses, or “frame-
works”: a structural framework, a human resources 
framework, a political framework, and a symbolic 
framework.18 These frameworks help agents of 
change conceptualize different approaches in how 
best to deal with a specific issue, while the strategies 
for choosing one or more of these frameworks are 
dictated by circumstances of the situation in which 
leaders find themselves. Given the desire to develop 
a “top-down” approach in teaching EBD and expand-
ing the use of EBP, use of the structural lens provided 
focus for the conceptualization and development of 
an innovative organizational structure that helped us 
achieve our departmental goals.

The concept and design for the GDS AC arose 
from not only recognizing the critical importance 
and impact that decisions made on behalf of the de-
partment could have, but also the desire to engage, 
motivate, and involve the faculty in EBP and the 
need to reach these conclusions in a timely manner. 
Having a clear vision and a sense of purpose that 
EBDM in a “top-down” approach was the strategy to 

working in an environment that affords intellectual 
stimulation and growth.15 This innate intellectual 
inquisitiveness is a desirable trait of those who wish 
to seek out the best scientific evidence or the best 
educational practices when making curricular deci-
sions. However, without a systematic approach in 
dealing with the volume of scientific and educational 
information available, the decision maker will face 
an overwhelming challenge when trying to parse 
through all of the data at his or her disposal. The 
enormity of this task is much too time-consuming 
for a single individual to manage, especially when 
one has multiple areas of responsibility in a variety 
of disciplines. One thing is certain: department chairs 
are incredibly busy people. One extensive review of 
the duties of a department chair by a University of 
Nebraska research team listed ninety-seven different 
activities in which a chair has some form of responsi-
bility.16 In an effort to consolidate these activities into 
broader, more encompassing categories, a relatively 
recent survey of over 800 department chairs revealed 
four comprehensive roles a department chair plays 
that are critical to department productivity and faculty 
survival. These roles, in no particular order, were 
listed as Faculty Developer, Manager, Leader, and 
Scholar.17 When acting in each of these separate yet 
interdependent roles, judgments must be made about 
why we teach, what we teach, and how we teach, 
with the department chair remaining cognizant of the 
cost a poor decision has on the students, faculty, and 

Table 2. Summary report rubric

Unacceptable (1) Needs Improvement (2) Acceptable (3) Above Average (4) Exceptional (5)

Key information/data 
omitted, incomplete 
of incorrect. Irrelevant 
information detracted 
from report. Outcome 
measure not achieved.

Some key information 
partially complete, 
missing, or incorrect. 
Some extraneous 
information detracts 
from report. Outcome 
measure partially 
achieved.

Minor omissions of key 
information or irrel-
evant information did 
not detract from report. 
Outcome measure 
basically achieved.

Includes all key impor-
tant information. Extra-
neous information did 
not detract from case. 
Outcome measure 
clearly achieved.

Exceptionally com-
plete with presentation 
of key information. No 
omissions/extraneous 
information. Excellent 
outcome measure.

Outcome Measure Score ____ /35 Comments

Clinical question is stated clearly in PICO format.  1         2         3         4         5

Literature search is complete/documented.  1         2         3         4         5

Report is clear, organized, comprehensive.  1         2         3         4         5

Summary synthesis statement is clearly presented.  1         2         3         4         5

MESH terminology is clear and focused.  1         2         3         4         5

Evidence is critically appraised for validity and use.  1         2         3         4         5

Overall impression  1         2         3         4         5

Total score
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individuals with this level of maturity, the Hersey-
Blanchard theory suggests that they respond best to 
a Participating/S3 style of leadership (Table 5). This 
leadership style, in which the leader fosters relation-
ships, works along with the team, and shares in the 
decision making responsibilities, meshed perfectly 
with my vision for the GDS AC.

When applied to managing a planned change, 
the Bolman and Deal framework approach to leader-
ship can also be a useful tool.18 Seeing developments 
through a structural lens allows a manager to focus on 
practical implications of change such as developing 
and implementing a clear division of labor for ac-
complishing the tasks necessary to move the change 
process forward, creating appropriate mechanisms 
for integrating individual, group, and unit efforts, 
and providing effective and diligent overall manage-
ment of the change process.20 With these practical 
implications serving as guides, the design of our 
model entered its second phase: operational design 
and function.

Bringing faculty members together in such a 
way as to facilitate, not hinder, the decision mak-
ing process can be a challenge, and meeting this 
challenge requires effective management strategies. 
When acting in the comprehensive role of Manager of 
the department, the proposed model acts as a manage-
ment tool that helps to create a structured, collabora-
tive, interdisciplinary working environment along 
with specific timelines and clear expectations. This 
allows any faculty member to not only have a voice in 
questioning what, when, where, why, and how we are 
currently teaching, but also an opportunity to actively 
participate in answering his or her own question and 
discovering new instructional methodologies using 
a non-threatening, well-defined process.

Intellect and desire are no substitute for ac-
tion, and there is no better way to get something 
done in a timely manner than to have a small group 
of individuals focus on a specific objective with 
well-defined expectations and deadlines.21 The task 
force concept, as opposed to the more formal, slower 
moving, traditional committee design, is the key to 
this model’s success. The effectiveness of a task force 
is firmly grounded in the group dynamics concept, 
which refers to a system of small-group behaviors 
based on interactions fostered through the relation-
ships of members and leaders in connection with 
the complexities of the task involved. Therefore, 
the outcome of a successful task force assignment is 
greater than the product it produces; it also has the 
positive and much desired outcome of promoting 

be employed, the first phase in designing the model 
was to structure a group that would help to advance 
this plan. Given the time restraints placed on a de-
partment chair as a result of multiple roles, duties, 
and responsibilities, it becomes readily apparent that 
any decisions pertaining to the curriculum cannot, 
and should not, be made unilaterally and that these 
decisions require significant input from other key 
departmental faculty members. As such, it was con-
cluded that a collective effort involving departmental 
leaders would be required in order to have a reason-
able expectation of success. Employing a reversed 
organizational hierarchy, nine experienced full-time 
faculty members who represented every program, 
specialty, or discipline within the department were 
selected for participation.

Having chosen the individual representatives, a 
decision making style for the GDS AC needed to be 
selected. The most common decision making style is 
the Collective-Participative style in which the leader 
involves the members of the organization and they in 
turn share information, ideas, and perceptions with 
the leader. However, the leader alone makes the de-
cision, thereby maintaining total control, and is also 
solely responsible for the consequences. This is the 
standard academic committee model that is easily 
recognizable and one with which virtually every 
academician is familiar. The major disadvantage of 
this style is that it is most often a slow, time-intensive 
process due to the number of people involved in 
making the decision. The slow and somewhat au-
tocratic nature of this style of decision making was 
completely contradictory to my vision of faculty 
engagement and timely decision making.

Successful administration of a department 
should not be about a singular voice; rather, a depart-
ment chair should strive to pull people together to get 
the very best out of them. It seems as though there 
are as many leadership styles as leaders, but they 
all appear to be variations of a theme. The Hersey-
Blanchard Situational Leadership Theory19 defines 
four main leadership styles (Table 3) and states that 
their specific use should be based upon the level of 
maturity of those who are being led (Table 4). The 
group of individuals selected to participate in the 
GDS AC each had high skills within their specific 
areas of expertise but lacked confidence in the execu-
tion of EBP. As described in the Hersey-Blanchard 
Situational Leadership Theory, these individuals, 
who were ready and willing to participate in the task, 
would be categorized at an M3 level of maturity. 
When acting in the comprehensive role of Leader for 
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the decision making body and are actively engaged 
in implementing their own recommendations.

The actual decision making process is left to 
the GDS AC based upon recommendations made by 
the specific task force leaders. The decision making 
effectiveness of a group is the result of many inde-
pendent factors, but three main conditions have been 
identified that enable a group to make “high-quality” 
decisions.23 Those conditions are as follows: 1) exer-
tion of sufficient effort to accomplish the task at an 
acceptable level of performance; 2) possession of 
adequate knowledge and skill relevant to the task at 
hand; and 3) utilization of task performance strate-
gies that are appropriate to the work and to the setting 
in which it is being performed.

The GDS AC was designed to address each of 
these parameters in an effort to make high-quality 
decisions. The work ethic of the key departmental 

collaboration among individuals working together 
toward a common goal. 

This collaborative task force follows the basic 
premise of group dynamics in the sense that the 
“whole becomes greater than the sum of its parts.” 
This premise takes on greater importance and mean-
ing when the group is coming to conclusions and 
making recommendations through the use of EBP 
methods. It is important to note that the task force 
teams do not make any decisions, but only make 
recommendations to the GDS AC. This highlights a 
point crucial to the success of task forces: the mecha-
nisms set up to respond to task force recommenda-
tions. The more involvement task force members 
have in actually implementing their own recom-
mendations, the more likely the recommendations 
are to be implemented.22 This model is designed in 
such a manner that the task force leaders are part of 

Table 3. Hersey-Blanchard situational leadership theory: leadership styles

Behavior Type	 Description

S1: Telling	 Leaders tell their people exactly what to do and how to do it.
S2: Selling	� Leaders provide information and direction, but there’s more communication with followers. Leaders 

“sell” their message to get their team on board.
S3: Participating	� Leaders focus more on the relationship and less on direction. The leader works with the team and 

shares decision making responsibilities.
S4: Delegating	� Leaders pass off most of the responsibilities onto the follower or group. The leaders still monitor prog-

ress, but they are less involved in the decision.
	 Either Democratic, Autocratic, Collective-Participative, or Consensus

Table 5. Hersey-Blanchard situational leadership theory: maturity level/leadership style map

Maturity Level	 Leadership Style

M1: Low maturity	 S1: Telling/directing
M2: Medium maturity, limited skills	 S2: Selling/coaching
M3: Medium maturity, higher skills but lacking confidence	 S3: Participating/supporting
M4: High maturity	 S4: Delegating

Table 4. Hersey-Blanchard situational leadership theory: maturity levels

Maturity Level	 Description

	 M1	� These followers are at the bottom level of the scale. They lack the knowledge, skills, or confidence to 
work on their own, and they often need to be pushed.

	 M2	� At this level, followers might be willing to work on the task, but they don’t possess the skills to do it 
successfully.

	 M3	� Followers are ready and willing to help with the task. They have more skills than the M2 group, but 
they are still not confident in their abilities.

	 M4	� These followers are able to work on their own. They have high confidence and strong skills, and they 
are committed to the task.
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In addition to the three comprehensive roles 
discussed, a department chair, when acting in the 
comprehensive role of Scholar, must maintain his 
or her academic identity by continuing to teach. 
Whether this teaching occurs at the predoctoral level 
or by helping to educate colleagues, the discovery, 
enhancement, and transference of knowledge remain 
the essence of scholarly activity.

Conclusions
The creation of the Marquette University 

School of Dentistry’s Department of General Dental 
Sciences Advisory Council introduced evidence-
based decision making to the departmental faculty in 
an interdisciplinary workgroup environment that has 
fostered collaboration between colleagues. Although 
it is beyond the scope of this article to provide ob-
jective outcomes, early data suggest that this model 
has the potential to accelerate the decision making 
process, increase faculty consensus and acceptance 
of curricular changes, and calibrate the faculty by 
allowing them to participate throughout the process 
while learning or supplementing their knowledge 
of the fundamentals of evidence-based practice. As 
more measurable outcomes are generated, opportuni-
ties exist for a longitudinal assessment of the data to 
further analyze the model’s success. Outcomes data 
being collected include, but are not limited to, the 
number of faculty ideas or suggestions for curricular 
change, the number of task force recommendations, 
the level of participation by full- and part-time faculty 
members, and the time frame required to complete a 
task, as well as a survey of faculty perceptions about 
the process. With the introduction of this model’s 
design at our institution, members of the faculty have 
been able to witness that decisions related to changes 
in the department’s curriculum are not made in an 
arbitrary manner or based upon personal biases, but 
rather on a systematic, evidence-based method of 
decision making that includes the voices of a broad 
cross-section of faculty members within the School 
of Dentistry.
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