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Abstract: Purpose of the study was to evaluate the dimensionality of ethical perceptions of 

principle of autonomy with Dental Practitioners in Delhi NCR in India. A cross sectional 

survey was conducted by non-probability purposive sampling method to ensure pro rata 

representation of all categories of practicing dentists of 500 DPs in Delhi NCR from a list 

available at Dental Council of India available online. 340 DPs responded to the 11 item 

questionnaire on the three dimensions of ethical principle of Autonomy. The three 

dimensional structure was extracted by exploratory factor analysis and validated through 

confirmatory factor analysis thus providing support for the component dimensions of 

Patient involvement, Informed consent and Patient Records and Confidentiality. The results 

of post hoc analysis show that Dental Practitioners s age, education level and work 

experience have significant effect on ethical perceptions of specific dimensions of Informed 

consent and Patient Confidentiality and records.  The study addresses the paucity of studies 

on this theme and provides guidance by identifying the ethical perception gaps to be 

addressed by the Profession for better delivery of quality and standards. The study also 

contributes by identifying the factors influencing ethical perceptions of DPs which can be 

addressed by the regulatory authorities  

 

Introduction:  

Ethics is the branch of philosophy that studies morality, moral behaviors and actions which can 

be evaluated as right or wrong based on reasoning and objective criteria [1] Ethics are 

voluntarily accepted for establishing maintaining acceptable standards of behavior, 

Professional conduct and Judgment by members of a community [ 2]. 

Dental ethics are guided by the principles enumerated and accepted by the American Dental 

Association and guides the dentists conduct and relationships with patients, other 

professionals, the public, and staff in the office. Unethical conduct seriously compromises the 

ability to provide quality service to patients and the ability to serve as professionals.  

Professional ethics is determined by the moral rule, ‘do your duty’ in dentistry. Dentists in 

their relationship with society promise/profess/vow to ‘do good’ for society by employing their  

acumen and skill of oral health for benefit of all [3].  

The statutory body of Dental Council of India (DCI) has the responsibility to ensure that code 

of ethics is followed by Dental Professionals in India as related to Professional conduct and 

Judgement.  Though, whether dental practitioners are following ethical practices or not, is not 

indicated. [4] 

Every dental practitioner has to register with DCI while applying for practicing license with 

the state council and adhere to the regulations. Every registered Dentist is duty bound to read 

these regulations, understand his responsibilities, and abide by the same. [5] 
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The dentists (Code of Ethics) regulations were laid down by the Dental Council of India (DCI) 

in 1976 and later revised in 2014.  However, the regulations were framed in 1976 and may not 

be adequate in today’s context. Further, many of the norms are being flouted or bent (Ministry 

of health and Family Planning) and there are very few studies which have explored this issue 

in Indian context [6]. The Dental Council of India has taken steps to educate dentists on ethics 

in forensic odontology which includes jurisprudence and ethics [7] However, various studies 

with Indian Dental Practitioners show that most dentists fail to take informed consent from 

their patients despite being theoretically aware of their professional, legal and ethical 

obligations to take their patients consent. [8] . 

Patient-Doctor relationship in India is majorly determined by trust, with doctor being in 

position of authority [9]. Patients ability to gain informed consent is further aggravated by 

inadequate health services, poor levels of literacy [10] and low awareness about consumer 

rights [11]. Various studies in Indian and global context show that there is wide variance as 

regards Dental Practitioners (DP) ethical perceptions about necessity of Informed consent (IC) 

In a study,  59.9% DP’s considered IC as important  for practicing in Delhi NCR [12], 100% in 

study conducted in Belgaum [13] and 97.5% in  study conducted [14] in Bulgaria. Further the 

response of DPs also varied with respect to the type of treatment for which Informed Consent  

was taken [15], despite the applicability of Principle of Autonomy in India which gives full 

right to the patient to decide on treatment. However, the treatment decision is a shared or joint 

decision of the dentist, patient and his family[16]  

 

Dentists face complex issues and dilemmas [17] on account of their multiple roles as 

professionals, business entrepreneurs and managers [18].  They may confront ethical dilemmas 

based on divergence between their knowledge of latest practices for best dental treatment and 

respect for the decision of the patient. Professional paternalism has been replaced by regard for 

the independent and informed decision of the patient in recent years. Dentists face challenges 

when patients make voluntary decisions or opt for suboptimal or inadequate treatment [19] on 

account of autonomy in decision making for both patients and dentists, under influence of third 

parties, managed care and commercialization of Dentistry [20] 

Ethical dilemmas of Dentists may arise out of divergent ethical beliefs, duties, principles and 

theories [21]. Ethics promotes autonomy and self-determination for protection of the 

vulnerable, and to enable equality and welfare of human beings. The ethical foundation of 

dentist–patient relationship depends on honesty, trust, confidentiality, privacy, quality and care 

[22] Dentists face more complexities in ethical decision making than those faced by dentists in 

the past [23] mainly due to their dual role as health professionals and business persons which 

may give rise to specific and conflicting ethical demands [24] especially related to  their moral 

obligations of Professional paternalism and patients Autonomy  

The purpose of this study is to measure and assess the perceptions related to ethical principle 

and practices of Autonomy amongst practicing and registered Dentists in the National capital 

region of Delhi NCR (Delhi NCR), India.  According to the Supreme Court of India “A doctor 

must request consent of the patient before initiating treatment. The consent thus received must 

be real and valid. The nature and modus operandi of treatment and its purpose, benefits and 

effect, any alternative treatment if available, a run through of substantial risks and adverse 

consequences of refusing treatment must be included” as per [25] Supreme court of India,. 

Hence dental professionals need to be constantly updated regarding changes in morally or 

ethically acceptable behavior as per standards of society so that they can maintain the  highest 

ethical values [26]. There are very few studies of perceptions of biomedical ethics of general 

practitioners, in South Asia, [27] 

Informed consent which is a significant ethical dimension of Principle of autonomy, is 

important from legal and ethical perspective [28]. However, dentist’s face various scenarios of 

ethical dilemmas arising out of divergent ethical principles of autonomy, benefecence, 
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malefecence, Justice and Veracity.  For example Dentist’s may have to provide adequate, 

relevant and valid information to the patient, despite patient being unaware of and being 

incompetent to evaluate the treatment outcomes. Should The Dentist inform and guide the 

patient about the consequences to take an appropriate decision [29] as  recommended by the 

concept of minimal risk in solving such problems.  

 Dentists ethical perceptions and sensitivity as regards principle of autonomy which comprises 

of ethical dimensions of Patient involvement, Informed Consent and Patient Confidentiality 

and records have also been found to vary with respect to age, Education, and Total years of 

Work Experience [30].  

This study aims to address the issue of what constitutes ethical perceptions of Principle of 

Autonomy amongst dental practitioners in India. What are its dimensions? Do these 

perceptions vary with regard to age, education and Work experience? The study would provide 

guidance for Practitioner’s, Policy makers and researchers as regards the content and strategies 

of providing education, development and training for Dentists. The literature with respect to 

Ethics, Dental Ethics and issues related to autonomy are reviewed followed by methodology 

adopted for the study and findings and conclusions. 

 

Literature Review  

The word “ethics” has originated from the Greek word “ethos”, meaning character or conduct 

[31]. It’s the philosophy and principles of Human conduct for evaluation and resolution of 

human problems.[32]. It provides guidance for ideal human character and behavior so that one 

can distinguish between wrong and right and duty can be conducted while maintaining good 

interpersonal relations [33]. Ethics is an intellectual discipline within the field of philosophy 

which can be taught 

It is sometimes used as synonymous with the word “moral”. “Moral” means customs of habits 

and owes its origin to the Latin word “mores”. Ethics is a code of conduct which determines 

Professional conduct and Judgement and is imposed by moral obligations in character, 

conduct, and motivations involving moral acts. The dentist reputation obliges her to conduct 

her practice  in ethical manner as her responsibility to her professional affiliates and society. 

 [34], Code of Ethics for dental hygienists provides for five core values to be fundamental 

namely autonomy, non-maleficence, beneficence, justice and veracity.  

Dental ethics [35] is “a philosophy of human conduct, a way of stating and evaluating 

principles by which problems of behavior can be solved”. Professional ethics are accepted and 

imposed by members of a Profession themselves for establishing and maintaining acceptable 

patterns of behavior as defined by their community. They are not imposed by law or 

legislation.[36,37] . 

The American Dental Association (ADA) has defined five ethical Principles of Autonomy, 

Benefecance, Malefecence, Justice and Veracity as guidelines and for information for dental 

professionals [38]. The Dental Council of India (DCI) is the statutory body responsible for 

ensuring professional ethics in Dentists in India and has enumerated the duties and rights of 

dental practitioners in form of code of ethics [39]. 

The Principle of Autonomy is the first principle and requires the Dental Practitioner to respect 

the patient’s ability and right to self determination, involvement in a meaningful way, 

confidentiality and informed consent as regards their treatment with due consideration for the 

patients needs, desires, abilities and safeguards for their privacy. Autonomy (“self-

governance” is derived from the Greek word “Autos” (self) and Nomos (rule, governance, or 

law). According to John Stuart Mill, individual liberty and personal self determination are 

inseparable and it requires acknowledging patient’s right to make informed choices without 

coercion or undue influence from others and as per one’s own values and wishes.  

Patients need to have enough opportunity for exercising autonomy [40] and Dentists are 

obliged  to protect their confidentiality, respect their privacy, and to be truthful. Patients are 
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obliged to be informed of their condition the options for treatment , including its advantages 

and risks, and whether they need a referral with another specialist, based on their needs and 

interests. For mentally challenged patients, a competent surrogate can be considered. 

Dentists are often challenged by how much information to provide for informed consent, 

whether patient is competent to make appropriate decisions about his healthcare and if not, 

who should make the decision. In such situations, Dentists may adopt the concept of 

paternalism, implying parent or father [41] by over ruling the independent decision of a patient 

for his or her own benefit. Conflict between the patient’s values and dentists recommendations 

may result in decisions based on paternalism. However, the principle of autonomy requires the 

dentist to provide all relevant information to a competent patient, by taking note of patients 

values and choices and involving him or her in the decision making process. The core idea of 

autonomy is that it’s is one’s action and decisions are one’s own [42] 

In case patients are incapable of comprehending  the consequences of their actions or have 

unrealistic expectations, it’s the Dentists duty to educate the patient or their surrogate. The 

principle of respect for autonomy requires dentists not to treat their patients under coercion or 

undue influence, as per their needs, desires and abilities and within the boundaries of 

acceptable treatment and with regard to their privacy 

The Principle of autonomy as per ADA comprises  of the dimensions of Patient Involvement, 

Informed Consent and Patient confidentiality and records.  

Informed Consent requires Dentists to have respect for patient autonomy, to disclose adequate 

material risks, to discuss alternatives for treatment and residua, and to develop the ability of 

the patient for retaining information and making informed choice. [43]. Informed consent is a 

part of mandated and ethical dental practice and involves the information sharing with patients 

as per their abilities to enable them to make informed choices from various options according 

to their perceived best interest [44]. The essential condition for informed choice is patient’s  

competence which implies, her capability and legal capacity to comprehend and take decisions   

;declaration of relevant and material information by dentist; patients understanding and 

Voluntariness and  consent or patient authorization to proceed)[45]. 

The applicable goals of the philosophy of informed consent are to achieve the six purposes of 

protection of individual autonomy, preservation of patient’s status of human being, prevention 

of fraud or coercion, encouraging care and consideration in Doctor decision, enabling  

reasoned decision-making  by the patient and involvement with society in medicine”.[46] 

Literature shows that dentists are normally lacking as regard implementation of informed 

consent process though they are supportive of it. [47]. Literature also shows that patients are 

likely to be influenced by manipulation, persuasion and/or coercion [48] and that consent 

process is often not adequate and patients are unable to understand that the purpose is to 

enhance their understanding and facilitate autonomous decision making about their treatment 

choices [49] Various factors in literature such as inadequate attention to quality of care and its 

evaluation,[50], lack of universal standards,lack of focus on ethical standards, preference for 

unlimited professional autonomy, [51] and improper implementation of evidence-based dental 

treatment.[52] create barriers in effective adoption of principle of autonomy. 

Patients fail to properly peruse consent forms before signing them [53] and even if they have 

read the consent form, they may not have adequately understood it [54].  In a study, 60% of 

Dental Practitioners thought that informed consent forms were for protection of the 

dentist/hospital, 10-16% thought that they relinquish their rights by signing the consent form 

and 10% thought that they could not ask questions  after signing the consent form, [55].  

In the study done by Jafferey and Farooqui, (2005),[56], majority of the participants were of 

the opinion that it  was the physician’s responsibility to  involve the patient in the decision 

making process. The majority also felt that the process of informed consent needs to be 

individualized. Starting from giving basic information related to patient diagnosis and 

treatment procedures and the patient’s demand for oral healthcare, most participants agreed 



 

 

European Journal of Molecular & Clinical Medicine 
ISSN 2515-8260                 Volume 07, Issue 07, 2020 

4329 

 

that it was perfectly acceptable to use alternative or deceptive words since the patients were 

already aware of or suspected what was wrong with them. This, they thought, would help keep 

the patient calm and less anxious about the oral health status and treatment procedures.[57] 

 

Confidentiality: Dentists are responsible for providing best dental care in patient’s best 

interest. Hence, according to Bioethicists no information should be disclosed to anyone 

without the patient’s permission except to relevant ancillary personnel, such as record keepers. 

One should know the limit of confidentiality…”[58] such as fear of  infectious diseases which 

is also an ethical issue in healthcare practice.[59]. In a study done by Rosenbaum et al., 

resident dental practitioners were not only untruthful but also manipulated information due to 

influence of families, patients, and peers. [60] Doctors and Nurses identified everyday ethical 

issues as consisting of informing patients about wrongdoing, and informed consent[61]. 

However, Dentists need to disclose information of illness to concerned persons who may be 

affected and  if  Physician consultation or opinion is solicited.   

Ethical practices have also been found to vary with age, and peer influence (both in dentistry 

and in business literature). Age has been found to have most influence on ethical behaviour 

with older professionals displaying higher ethical behavior, and attitudes (they are less likely to 

hide errors or make false reports),[62]. Older dentists have been found to have fewer ethical 

issues as compared to younger dentists. One of the reasons identified for same is that older 

dentists have higher security and financial stability, an established career and face higher risk. 

They have higher knowledge of professional standards and are willing to maintain the status 

quo. [63].Gender has been found to be unrelated in ethical situations which do not involve 

relationships, e.g., in hiding errors or distorting reports [64]. Competitiveness has been found 

to have a negative influence on ethical differences [65]. Ethical decision making has not been 

found to be correlated with quantum and attributes of a dental practice though Suburban 

dentists are reported to have faced more ethical problems (especially third party related ) 

compared to urban dentists. More dentist related issues have been reported by Specialists as 

compared to more dentist patient problems being reported by general practitioners  

 

Accordingly, following hypotheses are proposed based on the literature reviewed.  

H1a: Respondents ethical perceptions as regards Patient Involvement do not differ   

significantly with respect to  Age (S1) 

H2b: Respondents ethical perceptions as regards Patient Confidentiality and records do not  

differ significantly  with  respect  to  Age  (S2) 

H2c: Respondents ethical perceptions as regards Patient Informed consent do not differ 

significantly with respect to Age (S3) 

H2a: Respondents ethical perceptions as regards Patient Involvement do not differ   

significantly with  respect to  Education  (S1) 

H2b: Respondents ethical perceptions as regards Patient Confidentiality and records do not  

differ significantly  with  respect  to  Education (S2) 

H2c: Respondents ethical perceptions as regards Patient Informed consent do not differ 

significantly with respect to Education (S3) 

H3a: Respondents ethical perceptions as regards Patient Involvement do not differ   

significantly with  respect  to  Work Experience of dentist  (S1) 

H3b: Respondents ethical perceptions as regards Patient Confidentiality and records do not  

differ significantly  with  respect  to  Work Experience of dentist  (S2) 

H3c: Respondents ethical perceptions as regards Patient Informed consent do not differ 

significantly with respect to Work Experience of dentist  (S3) 

Methodology  

For purpose of sampling, Delhi NCR region, two stage sampling method was adopted. In the 

first stage, Delhi NCR data was divided into East Zone (East Delhi and Ghaziabad), West 
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Zone (West Delhi), North Zone (North Delhi) and South Zone (South Delhi, Faridabad, Noida 

and Gurgaon) to ensure proportionate representation of Dentists from each zone.  Equal 

number  of dentists were selected for sampling from each zone ie 125.  Sampling frame 

consisted of population of 10,000 registered dental professionals in Delhi NCR listed in the 

dental registered (www.ddc.org.in) [66] with Dental Council of India (DCI500 dental 

professionals were identified based non-probability purposive sampling method to ensure pro 

rata representation of all categories of practicing dentists. 320 valid questionnaires were 

selected for data analysis, forming a valid response rate of 64%, from the self administered 

questionnaires completed by the respondents. The survey data was summarized through 

descriptive statistics and analyzed by Student t test and one-way analysis of variance with p

ost hoc Bonferroni test. 

The questionnaire consisted of 11 items related to 3 ethical dimensions identified from literature 

and corresponding to the Principle of Autonomy as defined by American Dental Association. Each 

dimension was measured with 3 to 4 statements with a 5 point scale . The initial questionnaire was 

validated by 40 dental professionals and 10 experts (Head of Department) for  content validity/ 

face validity of the research instrument. The final instrument consisted of 11 items (Table 1.0)  

Table 1.0 : Dimensions and attributes of Ethical Principle of Autonomy 

Principles Dimensions                     Items 

Autonomy 

Patient Involvement 

(S1) 

*Dentist  should  carry  out  the  treatment proposed   by   

the   accompanying   son/guardian for elderly patients 

Dentist should undertake the treatment that he feels is right 

even if not desired by patient. 

Dentist should give rate concessions so that patient can 

undertake  treatment proposed by dentist 

Patient Records and 

Confidentiality (S2) 

*Dentist should divulge status of patients pre existing 

diseases to referred consultant without patients consent 

Dentist  should  discuss  the 

condition of the minor patient like pregnancy with her 

mother? 

Dentist Should continue with the treatment of medically 

compromised patient without revealing her medical status 

to family? 

Its fair for Dentist  to charge nominal fee to handover 

dental records of the patient for his/her future treatment by  

another treating dentist. 

Informed Consent (S3) 

*Its  fair to display patient’s X-rays in a dentist’s website, 

for publication (case reports), presentations without consent 

 

*Dentist has the right to use patient’s case photograph, 

without  consent  for presentation or publication 

*Dentist should disclose The “rare” risks/complications 

involved with a particular procedure prior to performing it 

in all situations. 

*Dentist should take consent of parent/guardian In case of a 

minor patient,for the minutest treatment modalities like oral 

prophylaxis etc. 

 

 

Results: 
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The demographic profile of the respondents was representative of the population. With 5.63% less 

than less than 25 years comprised above 25 to 34 years was 30% of the sample, above 35 to 44 

years, 36.87% & above 44 years 27.5% (Table 3.0) were 42.18 %. Of the 135 respondents, 42.18% 

were graduates and the 185 i.e. 57.82% were post-graduates. 21 respondents i.e. 6.56% work 

experience was less than 5 years; 92 respondents i.e. 28.75% work experience was between 5-10 

years; 120 respondents i.e. 37.5% had work experience of 10-15 years & 87 respondents i.e. 27.18 

% had more than 15 years of total work experience. 

Data was analyzed using exploratory factor analysis (EFA), Principal Component Analysis (PCA) 

and Varimax method of factor rotation to minimize the number of variables and extract the 

relevant dimensions.  Data was found suitable for EFA based on the Kaiser-Meyer-Olkin (KMO) 

value of 0.835 which is greater than 0.6  as measure for sampling adequacy and the Bartlett’s test 

of sphericity (Pallant, 2007) Value of 4281.98,  P=0.000.The dimensions of autonomy were found 

acceptable based on reliability tests (Table 2.0 ) with each of the dimensions cronbach alpha value 

> 0.7 

 

Table 2.0 Reliability test of Ethical dimensions of Autonomy 

Principle Ethical issue Statement/ 

Items code 

No.   of 

items 

Cronbach’s 

alpha value 

Average 

value 

 

 

Patient Involvement(S1) Q1- Q3 3 .914 

 

  

 

Patient Records and Confidentiality(S2) 

Q4-Q7 4 .910  

P1 

   

0.926 

Informed Consent(S3) Q8-Q11 4 .954   

      

 

Varimax method of rotation was adopted to minimize the correlation across factors and maximize 

within  factors variance. Table 3.0 shows the rotated component matrix. Values close to 1 

represent high loading and those close to 0, low loadings. Attributes with  loadings greater than 0.5 

were  assigned to that particular factor. Total variance explained by the three dimensions was 

89.1% thus providing support for the three dimensional structure of Principle of Autonomy.  

 

 Table 3.0: Rotated Component  Factor Matrixa 

  Component 

1 2 3 

1 *Dentist  should  carry  out  the  treatment proposed   by   the   accompanying   

son/guardian for elderly patients 
.114 .065 .896 

2 Dentist should undertake the treatment that he feels is right even if not desired by 

patient. 
.126 .086 .946 

3 Dentist should give rate concessions so that patient can undertake  treatment 

proposed by dentist 
.099 .125 .903 

4 *Dentist should divulge status of patients pre existing diseases to referred 

consultant without patients consent 
.141 .924 .074 

5 Dentist  should  discuss  the condition of the minor patient like pregnancy with her 

mother? 
.120 .951 .084 
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6 Dentist Should continue with the treatment of medically compromised patient 

without revealing her medical status to family? 
.114 .952 .059 

7 Its fair for Dentist to charge nominal fee to handover dental records of the patient 

for his/her future treatment by  another treating dentist. 
.040 .862 .117 

8 *Its  fair to display patient’s X-rays in a dentist’s website, for publication (case 

reports), presentations without consent 

 

.942 .090 .111 

9 *Dentist has the right to use patient’s case photograph, without  consent  for 

presentation or publication 
.961 .111 .114 

10 *Dentist should disclose The “rare” risks/complications involved with a particular 

procedure prior to performing it in all situations. 
.972 .111 .095 

11 *Dentist should take consent of parent/guardian In case of a minor patient,for the 

minutest treatment modalities like oral prophylaxis etc. 
.944 .113 .109 

  

  

The results (Table 3.0 ) show that Factor 1 consists of attributes 8,9,10 and 11. Factor 2 consists of 

attributes 4,5,6 and 7 while Factor 3 consists of attributes 1,2 and 3.  

 

The effect of demographic characteristics on dimensions of ethical perceptions of principle of 

autonomy of practicing  Dental Professionals were evaluated by One Way Analysis of Variance. 

Significance value less than 0.05 indicated existence of effect of the independent variable 

(Demographics) on dependent variables (Ethical dimensions of Autonomy).  

 

Table 4.0  Effect of Age on perceptions of ethical dimensions of Principle of Autonomy of Dental 

Professionals. 

 

Ethical Dimensions 

Sum of 

df 

Mean 

F Sig. 

 

Squares Square 

 

     

       

Patient involvement 3.521 3 1.174 1.449 .228  

Informed consent 21.045 3 7.015 4.340 .005  

       

Patient records & confidentiality 12.728 3 4.243 3.484 .016  

       

 

Hypothesis H1a was accepted while Hypothesis H1b and H1c were rejected based on results of 

ANOVA (Table 4.0 ). Results of Post Hoc tests (Multiple comparisons using LSD (Least 

Significant Difference Method, (Tables 5.0, 6.0 and 7.0) show that Respondents of age group 

greater than 45 years differ significantly from the people of age group less than 25 years (p=0.012) 

Dental Professionals above 44 years age gave higher importance to patient records and 

confidentiality as compared to Dentists less than 25 years old. Dental Professionals in the age 

group above 44 years were more mature and responsible vis a vis  of 25-34 years. 

Based on Post-hoc analysis (Table 6.0) Dental Professionals between 35-44 years  gave higher 

importance to informed consent as compared to Dental Professionals of age group less than 25 

years . 
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Table No: 5.0  Post-hoc analysis of age on Patient records and confidentiality 

 

(I) 

(J) AGE 

Mean Difference 

(I-J) Sig. 

95% Confidence Interval  

Lower Bound Upper Bound 

 

AGE 

 

 

  

<25 yrs 

25-34 yrs -.28772 .311 -.8459 .2704 

 

  

 35-44 yrs 

-.45658 .103 -1.0057 .0925 

 

   

 

>44 yrs -.72348* .012 -1.2851 -.1618 

 

  

25-34 

<25 yrs .28772 .311 -.2704 .8459 

 

yrs 

 

35-44 yrs 

-.16886 

.267 -.4676 .1299 

 

   

 

>44 yrs -.43577* .008 -.7570 -.1145 

 

  

35-44 

<25 yrs .45658 .103 -.0925 1.0057 

 

yrs 

 

25-34 yrs .16886 .267 -.1299 .4676 

 

  

 

>44 yrs -.26690 .086 -.5722 .0384 

 

  

>44 yrs 

<25 yrs .72348* .012 .1618 1.2851 

 

  

 25-34 yrs .43577* .008 .1145 .7570  

       

 

35-44 yrs .26690 .086 -.0384 .5722 

 

  

Table 6.0 Post-hoc analysis of age on Informed Consent 

 

(I) 

(J) AGE 

Mean 

Sig. 

95% Confidence Interval  

AGE Difference (I-J) 

   

  Lower Bound Upper Bound  

       

<25 yrs 25-34 yrs -.35673 .276 -.9997 .2863  

       

 35-44 yrs -.87021* .007 -1.5028 -.2376  

       

 >44 yrs -.52778 .110 -1.1748 .1193  

       

25-34 <25 yrs .35673 .276 -.2863 .9997  

yrs 

      

35-44 yrs -.51349* .004 -.8576 -.1693  

       

 >44 yrs -.17105 .364 -.5411 .1990  

       

>34-44 <25 yrs .87021* .007 .2376 1.5028  
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25-34 yrs .51349* .004 .1693 .8576  

       

 >44 yrs .34244 .056 -.0092 .6941  

       

>44 yrs <25 yrs .52778 .110 -.1193 1.1748  

       

 25-34 yrs .17105 .364 -.1990 .5411  

       

 35-44 yrs -.34244 .056 -.6941 .0092  

       

 

Table 7.0: One way Anova results for effect of Dentists education on Ethical perceptions of 

dimensions of Autonomy 

Ethical Dimensions 

Sum of 

df 

Mean 

F Sig. 

 

Squares Square 

 

     

       

Informed consent 31.494 1 31.494 20.018 .000  

       

Patient involvement 5.845 1 5.845 7.331 .007  

       

Patient selection 10.869 1 10.869 8.485 .004  

       

Hypothesis H2a, H2b and H2c were rejected based on ANOVA test results (Table) . Results of 

Post Hoc analysis showed that post-graduate Dental Professionals were more mature and 

responsible as regards all the ethical dimensions of autonomy. 

TABLE 8.0  Effect of Total Work Experience on ethical dimensions of Autonomy of Dental 

Professionals. 

 

 

Ethical Issues Identified 

Sum of 

df 

Mean 

F Sig. 

 

Squares Square 

 

     

       

Informed consent 21.310 3 7.103 4.397 .005  

       

Patient records & confidentiality 12.282 3 4.094 3.358 .019  

       

Patient involvement 3.315 3 1.105 1.364 .254  

       

 

Hypothesis H3a. and H3b were rejected while H3c was accepted based on results of ONE 

WAY ANOVA test (Table 8.0 ). Post Hoc analysis (Tables 9-11) show that Dentists with 

Work Experience of 10-15 years feel more responsible with respect to the issue of informed 

consent (p=0.005). Post-hoc analysis revealed that Dental Professionals having work 

experience of less than 5 years and greater than 15 years feel more responsible with respect to 

the issue of patient records and confidentiality (p=.008 and .0014 respectively)  
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Table 9.0  Post-hoc analysis of effect of Total Work Experience(TWE) on Informed Consent 

 

  

Mean Difference 

 95% Confidence Interval  

(I) TWE (J) TWE Sig. 

   

(I-J) 

Lower Upper  

   

Bound Bound 

 

     

       

< 5 yrs 5-10 yrs -.34432 .264 -.9497 .2611  

       

 10-15 yrs -.85434* .005 -1.4462 -.2624  

       

 >15 yrs -.51471 .096 -1.1214 .0920  

       

5-10 yrs < 5 yrs .34432 .264 -.2611 .9497  

       

 10-15 yrs -.51002* .004 -.8583 -.1618  

       

 >15 yrs -.17039 .369 -.5432 .2024  

       

10-15 yrs < 5 yrs .85434* .005 .2624 1.4462  

       

 5-10 yrs .51002* .004 .1618 .8583  

       

 >15 yrs .33963 .057 -.0108 .6901  

       

>15 yrs < 5 yrs .51471 .096 -.0920 1.1214  

       

 5-10 yrs .17039 .369 -.2024 .5432  

       

 3.00 -.33963 .057 -.6901 .0108  

       

 

 

Table 10: Post-hoc analysis of Total Work Experience on Patient records and confidentiality 

 

  

Mean 

 95% Confidence Interval  

(I) TWE (J) TWE Sig. 

   

Difference (I-J) 

Lower Upper  

   

Bound Bound 

 

     

       

< 5 yrs 5-10 yrs -.30403 .256 -.8300 .2219  

       

 10-15 yrs -.45658 .082 -.9708 .0576  

       

 >15 yrs -.71161* .008 -1.2387 -.1846  

       

5-10 yrs < 5 yrs .30403 .256 -.2219 .8300  
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 10-15 yrs -.15255 .322 -.4551 .1500  

       

 >15 yrs -.40758* .014 -.7315 -.0837  

       

10-15 yrs < 5 yrs .45658 .082 -.0576 .9708  

       

 5-10 yrs .15255 .322 -.1500 .4551  

       

 >15 yrs -.25503 .100 -.5595 .0494  

       

>15 yrs < 5 yrs .71161* .008 .1846 1.2387  

       

 5-10 yrs .40758* .014 .0837 .7315  

       

 10-15 yrs .25503 .100 -.0494 .5595  

       

 

Conclusions  

The results provide support for the three dimensional structure of Principle of autonomy 

consisting of dimension one of Informed consent consisting of attributes 8,9,10 and 11. 

Dimension two of Patient confidentiality and privacy consisting of attributes 4,5,6 and 7 while 

dimension three of Patient involvement  consisting of attributes 1,2 and 3. 

It was found that Dentists age had a significant influence on informed consent, patient records 

and confidentiality, Dental Professionals of age group greater than 44 years gave higher 

importance to patient records and confidentiality; Dental Professionals of age group 35-44 

years gave higher importance to informed consent as compared to DPs less than 35 years. . The 

results provide support for earlier empirical findings by Hasegawa et al, 1988 that older 

Dentists give more importance to autonomy in practice and their judgment. Younger dentists 

either consider it as an issue of legal accountability only and hence treat it as insignificant or 

are paternalistic in their approach and do not consider it important enough especially as regards 

records keeping and confidentiality. DPs above 44 years of age gave more importance to 

Patient records and confidentiality as compared to DPs below 44 years. DPs in age group of 

35-44 were significantly more concerned about issues of Informed consent as compared to 

other age groups. As regards Patient involvement, no significant differences were found 

amongst the age groups. Thus it can be concluded that with maturity, DPs show higher 

sensitivity to the ethical dimensions of patient confidentiality and records and Informed 

consent of autonomy and become less paternalistic. Reasons may be linked with their financial 

status, higher concerns of legal accountability or higher ethical sensitivity.   

Education was found to have significant influence over ethical dimensions of Informed 

consent, and Patient records and confidentiality. Results of Post Hoc analysis showed that 

post-graduate Dental Professionals were more mature and responsible as regards all the ethical 

dimensions of autonomy. The results provide support for influence of education on the ethical 

sensitivity of DPs.  

It was found that total work experience had influence over Informed consent, Patient records 

and confidentiality, Dental Professionals having work experience of 10-15 years feel more 

responsible with respect to the issue of informed consent. Dental professionals having work 

experience of greater than 15 years feel more responsible with respect to the issue of patient 

records and confidentiality. Thus sensitivity towards Patient records and confidentiality is 

highest when DPs are at the peak of their career which could be due to concerns about legal 

accountability. However, it declines with over 15 years of work experience which could be 

attributed to reasons of financial security, and/or irreverence for their patients.  However, DPs 
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with over 15 years of work experience show higher sensitivity to informed consent which 

could be due to their awareness and concern for medico legal risks.  

However, the results show that age and DPs education do not affect their ethical perceptions of 

Patient Involvement which provides evidence for the prevalence of paternalistic attitude of 

DPs in their relationship with their patients. 

The results thus show that DPs ethical perceptions of autonomy are higher for older DPs as 

regards the dimensions of Informed consent and Patient records and Confidentiality which 

could be on account of their financial stability, higher awareness of ethical dilemmas and/or 

higher concern for medico-legal risks. The results also provide evidence of positive influence 

of higher professional education on ethical perceptions. The study also indicates that DPs are 

still paternalistic in their approach to their patients and judgments about treatment irrespective 

of their age or work experience. 

Implications for Research and Practice 

The study indicates the need for further research into the causes of variations in ethical 

perceptions of older DPs so that appropriate measures can be adopted to remedy the same. 

Further research is required to understand how education affects ethical perceptions and what 

pedagogical approaches would be best suited to enhance the ethical perceptions of DPs. 

Further research in other cultural and economical contexts could substantiate the results as 

very few studies have been conducted on this theme.  

The study provides guidance to the Dental profession and regulatory authorities regarding the 

gaps in ethical perceptions of principle of autonomy which need to be addressed. The 

Profession needs to reflect and understand the reasons for their paternalistic attitude and how 

to enhance their ethical perceptions especially as regards Patient involvement which could 

contribute to better standards of quality and create trust. DPs need to be made aware of the 

positive relationship between professional ethics and business results in the long term for 

which research may be conducted.  

 

References 
 

[1] Tillich P. Morality and beyond. New York: Harper and Row, 1962. 

[2] DA Nash. , “On ethics in the Profession of Dentistry,” European Journal of Dental 

Education 11 (2), 64-74, 2007. 51, 2007 

[3] Prasad D K, Hegde C, Jain A, Shetty M. Philosophy and principles of ethics: Its 

applications in dental practice. J Educ Ethics Dent 2011;1:2-6. 

[4] Schwartz B, Bhan A. Professionalism and challenges in dental education in India. 

[10]Indian J Med Ethics. 2005;2(4):119-21 

[5] Dentist (Code of Ethics) Regulations. Gaz India 1976;2:2223-7. 

[6] Nayak, P. P,  Vamsee Krishnam Raju, Vanishree Nanjundaiah,  Ramesh Laksmikantha, 

Sushma Shankar Nayak5, Nandita Kshetrimayum, Journal of Clinical and Diagnostic 

Research. 2016 Aug, Vol-10(8): ZC84-ZC87 

[7] Dental Council of India ,www.dciindia.gov.in/ 

[8] Schwartz B, Bhan A. Professionalism and challenges in dental education in India. 

[10]Indian J Med Ethics. 2005;2(4):119-21. 

[9] Kotrashetti VS, Kale AD, Hebbal M, Hallikeremath SR. Informed consent: [12]a survey of 

general dental practitioners in Belgaum city. Indian J Med Ethics. 2010;2(5):90-94. 

[10] Bansal Y S, Singh D. Medico-legal aspects of informed consent. Ind J Forensic Med 

Toxicology. 2007;1:19-23. 

http://www.dciindia.gov.in/
http://www.dciindia.gov.in/


 

 

European Journal of Molecular & Clinical Medicine 
ISSN 2515-8260                 Volume 07, Issue 07, 2020 

4338 

 

[11] Bal A. Informed consent – legal and ethical aspects: a review of the case law. Issues Med 

Ethics 1999;7:56-7. 

[12] Pradhan S, Prasad S, Khurana S, Chinmaya BR, Tandon S. The practice of informed 

consent among dental practitioner of NCR. Int J Adv Health Sci 2015;1:1-5. 

[13] Kotrashetti , V .s., Indian J Med Ethics. 2010 Apr-Jun;7(2):90-4 

[14] Avranova N, Yaneva K. Patients’ informed consent in dental practice in Bulgaria. Oral 

Health Dent Manage 2011;10:80-7 

[15] Kakar, H., Gambhir, R. S., Singh, S., Kaur, A., & Nanda, T. (2014). Informed consent: 

corner stone in ethical medical and dental practice. Journal of family medicine and primary 

care, 3(1), 68–71. doi:10.4103/2249-4863.130284 

[16] Kemparaj , 2017, Qualitative assessment of ethical issues in dental practice: An expert 

opinionJournal of Education and Ethics in Dentistry , Wolters Kluwer  Medknow 

[17] Kress GC, Hasegawa TK Jr., Guo IY. A survey of ethical dilemmas and practical 

problems encountered by practicing dentists. J Am Dent Assoc 1995;126:1554-62. 

[18] Doyal L, Cannell H. Informed consent and the practice of good dentistry. Br Dent J. 1995 

24;178(12):454-60 

[19] Kay EJ, Blinkhorn AS. A qualitative investigation of factors governing dentists’ treatment 

philosophies. Br Dent J 1996;180:171-176. 

[20] Peltier B. Practical ethics in the managed care era. J Calif Dent Assoc 1996;24:29-35 

[21] Mitchell C. Ethical dilemmas. Crit Care Nurs Clin North Am. 1990;2(3):427-30. 

[22] Prasad K, Hegde C, Jain A, Shetty M. Philosophy and principles of ethics: Its 

[2]applications in dental practice. J Educ Ethics Dent. 2011;1:2-6. 

[23] Ozar DT, Sokol DJ. Dental ethics at chairside: professional principles and practical 

applications. 2nd ed. Washington, DC: Georgetown University Press; 2002.; 

[24] Beemsterboer P. Ethics and law in dental hygiene. 2nd ed. St Louis, MO: Saunders 

Elsevier; 2010. 

[25] Supreme Court of India. Judgments, the judgment information system of India. [17]Civil 

appeal no: 1949 of 2004. Supreme Court of India [internet]. 2008 Jan 16 [cited 2010 Mar 16]. 

[26] Prasad D K, Hegde C, Jain A, Shetty M. Philosophy and principles of ethics: Its 

applications in dental practice. J Educ Ethics Dent 2011;1:2-6 

[27] Qidwai W, Qureshi H, Azam SI, Ali SS, Ayub S. Perception of bioethics among general 

practitioners in Karachi. Pak J Med Sci. 2002;18:221–6 

[28] Beauchamp TL, Childress JF. Principles of Biomedical Ethics. 5th edn. Oxford: Oxford 

University Press; 2001 

[29] Porter SA, Grey WL. Ethical dilemma/not able to decide confronting dentists in 

Queensland, Australia. Aust Dent J. 2002;47(3):241-8. 

[30] Id.Meese E, III, Ortmeier PJ, editors. Leadership, ethics, and policing: challenges for the 

21st century. 2nd ed. Prentice Hall; 2009:61-83 

[31] Soben P. Essentials of Preventive and Community Dentistry. 3rd ed. India: Arya (Medi) 

Publishing House; 2006 



 

 

European Journal of Molecular & Clinical Medicine 
ISSN 2515-8260                 Volume 07, Issue 07, 2020 

4339 

 

[32] Mallela KK, Walia R, Tm CD, Das M, Sepolia S, Sethi P. Knowledge, attitudes and 

practice about research ethics among dental faculty in the North India. J Int Oral Health 2015;7 

. 

[33] Sabarinath B, Sivapathasundharam B. Ethics in dentistry. [15]J Educ Ethics Dent. 

2011;1:24-27. 

[34] Nash DA.(2010), Ethics, empathy, and the education of dentists.[3] J of Dent Educ. 

;74(6):567-78. 

[35] American Dental Association,“Transactions of the American Dental Association 6th 

Annual Session,” The Dental Cosmos 8, no. 2 (1866): 88-90. 

[36] Nash DA. (2007), On ethics in the profession of dentistry and dental education. Eur J 

Dent Educ 2007;11:64-74. 

[37] New York State Dental Association. The Principles of Ethics and Code of [5]Conduct. 

Albany, NY; 1999. 

[38] Ministry of Health and Family Planning, Department of Health. Dentists (Code of 

[8]Ethics) Regulations. Part II, Section 3, 6(h–o). New Delhi: The Gazette of India; 

1976:2223–222 Available from: http://www.dciindia.org/annoncment_pdf_files/pdf_files/ 

[39] ETHICAL ISSUES 5 Online Journal of Health Ethics Vol. 8, No 2, December 2012 

[40] American collegem of dentist, ethics handbook . 

[41] Patil AM, Anchinmane VT (2011) Medicolegal aspects of consent in clinical practice. 

Bombay Hospital Journal 53: 203-208. 

[42] Jafarrey, 2009 Jafarey AM. Informed consent in research and clinical situations. J Pak 

Med Assoc. 2003 May;53(5). 

[43] Ford RC, Richardson WD. Ethical decision-making: A review of the empirical literature. J 

Bus Ethics 1994;13:205-221. 

[44] Reid, K.I., “Respect for Patient’s Autonomy,” Journal of American Dental Association 

140, no. 4 (2009): 470-474. 

[45] A. Capron, “Informed Consent in Catastrophic Disease Research and Treatment,” 

University of Pennsylvania Law Review 340 (1974): 365-376. 

[46] King, J.,  “Informed Consent: Does Practice Match Conviction” Journal of the American 

College of Dentists 72, no. 1 (2005): 27-31. 

[47] Orasky, I., “Dr. Know,” The New Republic (2008): 20-21; D. W. Chambers, “Evidence 

Based Dentistry,” Journal of American 

[48] J. T. Rule, “How Dentistry Should Approach Its Problems,” Journal of the American 

College of Dentists 77, no. 4 (2010): 59-74;  

 [49] Curley A.W. and B. Peltier, B., “Standard of Care: The Legal View,” Journal of 

American College of Dentists 8, no. 1 (2014): 53-58. 

[50] W. J. M. Van der Sanden, D. G. Mettes, A. J. M. Plasschaert, M. A. van’t Hof, R. P. T. M. 

Grol, and E. H. Verdonschot, “Clinical Practice Guidelines in Dentistry: Opinios of Dental 

Practitioners on Their Contribution to the Quality of Dental Care,” Quality and Safety in 

Healthcare 12, (2003): 107-111R. W. McCluggage, A History of the American Dental 

Association (Chicago: American Dental Association, 1959). 

https://www.bhj.org.in/journal/2011-5302-april/download/203-208.pdf
https://www.bhj.org.in/journal/2011-5302-april/download/203-208.pdf


 

 

European Journal of Molecular & Clinical Medicine 
ISSN 2515-8260                 Volume 07, Issue 07, 2020 

4340 

 

[51] Orasky,I,  “Dr. Know,” The New Republic (2008): 20-21; D. W. Chambers, “Evidence 

Based Dentistry,” Journal of American College of Dentists 77 (2010): 68-80. 

[52] C. Lavelle-Jones, D. J. Byrne, and A. Rice, “Factors Affecting Quality of Informed 

Consent,” British Medical Journal 306 (1993): 885-890. 

[53] Falaga,M.E.,  I. P. Korbila, K. P. Giannopoulou, B. K. Kondilis, and G. Peppas, 

“Informed Consent: How Much and What Do Patients Understand?” American Journal of 

Surgery 198 (2009): 420-435. 

[54] Jafarey AM, Farooqui A.(2005), ‘ Informed consent in the Pakistani milieu: The 

physician’s perspective. J Med Ethics, ;31:93‑ 6. 

[55] J. V. M. Welie, M. Simpson, and G. H. Westerman,“The Troubled History of Dental 

Advertising. Part 4: Ethical Reflections,” Bulletin of the International Dental Ethics and Law 

Society 2, no. 2 (2002): 8-11. 

 [56] Hariharan S, Jonnalagadda R, Walrond E, Moseley H. Knowledge, attitudes and practice 

of healthcare ethics and law among doctors and nurses in Barbados. BMC Med Ethics 

2006;7:E7 

[57] Tai, Ming-Cheng & Lin, Chung. (2001). Developing a culturally relevant bioethics for 

Asian people. Journal of medical ethics. 27. 51-4. 10.1136/jme.27.1.51. 

[58] Kress GC, Hasegawa TK Jr., Guo IY. A survey of ethical dilemmas and practical 

problems encountered by practicing dentists. J Am Dent Assoc 1995;126:1554-62. 

 

[59] Hariharan S, Jonnalagadda R, Walrond E, Moseley H. Knowledge, attitudes and practice 

of healthcare ethics and law among doctors and nurses in Barbados. BMC Med Ethics 

2006;7:E7. 

[60] Gross ML. Ethics education and physician morality. Soc Sci Med 1999;49:329-342. 

[61] Sikula A, Costa, AD. Are age and ethics related? J Psychol 1994;128:659-665. 

[62] Thumin FJ, Johnson JH Jr, Kuehl C, Jiang WY. Corporate values as related to occupation, 

gender, age, and company size. J Psychol 1995;129:389-400. 

[63] Caughron, J. J., Antes, A. L., Stenmark, C. K., Thiel, C. E., Wang, X., & Mumford, M. D. 

(2013). Competition and Sensemaking in Ethical Situations. Journal of applied social 

psychology, 43(7), 1491–1507. 

[64] Nash DA. Ethics, empathy, and the education of dentists.[3] J of Dent Educ. 

2010;74(6):567-78. 

 [65] List of Dental practioners.[Internet]. Dental Council of India. Available from: 

http://www.dciindia.org.in 

 

 

 

 

 

 

 

http://www.dciindia.org.in/

