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Abstract
Informed consent is often perceived as a regulatory obligation without recognizing
its educational potential in the dynamic provider/patient relationship. This article dis-
cusses the complex interaction of ethics, society, and law through a historical and
practical perspective. The purpose is to provide general dentists and specialists with
a comprehensive understanding of the complexity and practical dimensions of in-
formed consent.

Healthcare professions tend to view informed consent as an
obligatory prescription instead of a tool for educating patients.
From this perspective, it is primarily an impersonal legal event
document. As a process document, information integrated in
the dialogue between the provider and patient over the course
of the diagnosis and treatment creates a dynamic healthcare
relationship.

Professionals are fiduciaries who place a patient’s best in-
terests above personal interests. This fiduciary relationship is
based on the ethical principles of duty1 and trust,2 and begins
with the process of informed consent at the diagnosis and treat-
ment planning phase. This planning phase requires providing
patients with a calculated prognosis of outcomes and expected
longevity.

Informative and understandable communication is required
for patients with complex dental needs. Therefore, the purpose
of this article is for general dentists and specialists to have a
comprehensive understanding of the ethical, societal, medical,
legal, and practical dimensions of informed consent. The intent
is to use a process-based consent in the establishment of a mu-
tually respectful dialogue and relationship between patient and
provider.

Discussion
Ethics and law

The process of informed consent is both an ethical3 and le-
gal imperative. “Laws enforce the behavior we are expected
to follow, while ethics suggests what we ought to follow, and
helps us explore options to improve decision-making.”4 In
other words “law sets minimum standards of behavior while
ethics sets maximum standards.”5 Clear delineation between
law and ethics is not always possible.4 There are many behav-
iors “that would be condemned as unethical are not prohibited
by law.”4

In general, the courts have determined how ethical principles
translate into the requirements for how healthcare providers
obtain a patient’s consent for treatment.6 Consent from a le-
gal perspective involves respecting the “bodily integrity of
the individual.”6 This dimension emanates from the philoso-
phy of personal autonomy,7 defined as “an individual’s capac-
ity for self-determination or self-governance” or “the capacity
to decide for oneself and pursue a course of action in one’s
life.”8 The courts view the informed consent requirement for
a healthcare provider as a requirement to disclose sufficient
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information for the patient to make a “controlled decision be-
fore undergoing irreversible treatment.”6,9 A patient’s consent
must be voluntary, meaning “no coercion or unfair persuasion
and inducements”7 and can be withdrawn at any time.

The dentist-patient relationship2 has several legal
components based in law, one of which is to obtain the
patient’s consent for treatment. Informed consent is a process
of communication, comprehension, and understanding. It is
not just a signature. Failure to obtain consent is considered
a breach of duty, specifically battery.9 This component also
requires the dentist to provide the patient with sufficient “infor-
mation about their condition that allows them to choose among
potential interventions, including the option of no treatment.”9

Without providing this information the dentist breaches their
duty, resulting in potential negligence/carelessness.9,10

However, a competent adult patient may choose informed
refusal, and “decide to forego a recommended test or
treatment.”9 Informed refusal9 occurs when a patient decides
not to proceed with a test or treatment because, in the patient’s
estimation, the risks outweigh the benefits. In turn, the provider
does have the right to end the doctor-patient relationship if the
informed refusal will cause the provider to be in breach of the
standard of practice (state practice act) or standard care (tort
case law). A procedure is unauthorized if performed without
a patient’s consent, or if it exceeds the scope of the patient’s
consent. Under civil tort law, negligence can be alleged if the
practitioner performs the wrong procedure or treats the wrong
anatomic location.9

By law, consent can be written or verbal. However, “verbal
is not necessarily best practice.”6 Written consent should be
obtained,9 giving the patient sufficient time to review, research,
and deliberate before agreeing to the proposed treatment.6

There are only a few exceptions including a life-threatening
event or trauma and an intervention to prevent mortality. In
general, case law has deferred to the ability of the patient to un-
derstand (health literacy), including primary language in each
element of the informed consent process. It is the ethical and le-
gal responsibility of the provider to assure language and health
literacy comprehension.

Legal history

In English law, medical informed consent originated in 1767
in England, when the principles of self-determination and indi-
vidual autonomy, were acknowledged by the courts.6 The legal
case evolution through the years shows the progression of the
requirements to provide the appropriate level of information.
But, much remains in this complex intersecting of society, in-
dividual rights, law, and healthcare.6

1. 1767 – English law – Slater v. Baker and Stapleton7 –
Surgery was performed without informing the patient.
“…because the professional custom among surgeons
was to obtain consent from their patients before begin-
ning treatment, it was only fair to impose liability on a
physician who failed to meet this standard of care.”6

2. 1917 – Schloendorff v. Society of New York Hospital
– Justice Cardozo noted, “Every human being of adult
years and sound mind has a right to determine what
shall be done with his own body.”

3. 1932 – The T.J. Hooper – The court ruled, “If there is
a practice that is reasonable but not universally ‘cus-
tomary’ it may still be used as a measure of standard of
care.”

4. 1934 – Garthe v. Ruppert – Started the process of defin-
ing standard of care. When someone does not follow a
proven customary way of doing things then they have
not met a required community standard. A jury was to
decide if the deviation reached an unreasonable level.

5. 1955 – Hunt v. Bradshaw - North Carolina Supreme
Court –The Plaintiff contended “the surgeon was not
reasonably careful and diligent in making use of his
knowledge, skill and ability, in advising the operation,
…”11 The ruling stated that the ‘‘failure to explain sur-
gical risks “may be considered a mistake on the part of
the surgeon.”6

6. 1957 – Salgo v. Leland Stanford Junior University
Board of Trustees7 – Stated a physician had an affirma-
tive duty of disclosure. The ruling stated ‘‘a physician
violates his duty to his patient and subjects himself to
liability if he withholds any facts which are necessary
to form the basis of an intelligent consent by the patient
to the proposed.12

7. 1960 – Mitchel v. Robinson – The court said the duty
of disclosure required the physician “to inform [the
patient] generally of the possible serious collateral haz-
ards.” In other words, possible bad results of a partic-
ular procedure. Courts have described these as side ef-
fects, collateral hazards, dangers, and perils – i.e., risks
of the procedure.6

8. 1960 - Natanson v. Kline – This ruling went further
than the Mitchel v. Robinson ruling. The court applied
adequacy of information as a “professional community
standard.” Furthermore, it specified “disclosure of the
nature of the ailment, the nature of the proposed treat-
ment, the probability of success, and the possible alter-
native treatments.”6

9. 1969 – Petterson v. Lynch – “… informed consent the-
ory of liability shall be imposed upon dentists as well
as physicians.”6

10. 1972 - Canterbury v. Spence – Court rejected “pro-
fessional community standard” and adopted the “rea-
sonable patient standard.” Established absolute right of
individuals to self-determination in matters of health
care.

11. 1974 – Helling v. Carey – During the appeals process,
the Washington Supreme Court ruled that even if cus-
tomary practice is followed, the physician could still be
liable. Meaning, “if there is a practice that is reasonable
but not universally ‘customary’ it may still be used as
a measure of the standard of care.”11 This ruling sug-
gested the legal profession and the jury decides what is
“reasonable” and “unreasonable.”

12. 1975 - Zeleznik v. Jewish Chronic Disease Hospital –
“The physician’s obligation is to make reasonable dis-
closure of the available choices and the potential dan-
gers, and the test of such reasonableness is for the jury
to decide. The jury should not be bound by the conclu-
sions of the medical community.”
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13. 1975 - Mohr v. Williams – “The patient must be the
final arbiter whether he will take his chance with the
operation or take his chance of living without it.”

14. 1985 – Hall v. Hilbun – Helped to define standard of
care.

Standards of care13

Medical malpractice falls under state civil tort law, specifically,
negligence. Negligence is “the standard of conduct to which
one must conform …” In order for a plaintiff (typically a pa-
tient) to successfully file a lawsuit, four conditions must be
present:

1. duty (there must be evidence of a sustained provider-
patient relationship and evidence of a substantial medi-
cal condition),

2. breach of that duty12 (not meeting the standard of care
when a provider by omission or commission fails to meet
what prudent individual with the knowledge, skills, and
experience would do*),

3. harm, (there must be a permanent alteration of structure
form or function), and

4. causation (the harm must be proximate in time and space
to the act of omission or commission). Legal issues
evolve as a result of court rulings since “Courts must
determine, on a case-by-case basis, what information
is significant and material on the particular case and
what level of disclosure is necessary to satisfy” duty and
breach of duty.14

*Note the adage that one is held to the level of a specialist
regarding the definition of “knowledge, skills, and experience”
varies state to state, therefore “standard of care” tends to vary
state to state.

Prior to 1932, the standard of care was legally defined by
the concept of ‘custom’ meaning the customary way of doing
things. If a business followed, what other like businesses did in
providing customer service, then that custom was considered
reasonable. The 1932 ruling said that, if customer service could
reasonably eliminate hazards “then this practice can be used to
define the standard of care.”11

In 1974, this legal ruling applied to the medical profession
when the Washington State Supreme Court ruled against an
ophthalmologist (i.e., Helling v. Carey) for not providing a
tonometry test for a patient under 40 years of age, despite glau-
coma being more prevalent in patients over 40. Both of these
rulings suggested that the legal profession and the jury deter-
mines what is reasonable and unreasonable. In addition, these
rulings prompted state legislatures to develop statues defining
standard of care. For example, the State of Washington defined
professional negligence when a health care provider “failed to
exercise that degree of care, skill, and learning expected of
a reasonably prudent health care provider at that time in the
profession or class to which he or she belongs, in the state of
Washington, acting in the same or similar circumstances.”15

Court rulings have trended away from malpractice law to-
ward general negligence law.1 States have abandoned custom-
based norms to a reasonable practitioner standard. Previ-
ously courts leaned towards customs-based standards whereby

traditional civil tort law ‘‘gives the medical profession …
the privilege,1 which is usually emphatically denied to other
groups, of setting their own legal standards of conduct,
merely by adopting their own practices. Culturally, public
faith in medicine is losing its’ ‘special’ standing as a “secu-
lar priesthood”1 and continues to be perceived as more of a
business/industry1 than a healthcare profession.

Legal theory evolves through lawsuits that are supposed
to add more certainty and clarity to each specific law cat-
egory. Recent cases suggest a healthcare provider must use
“minimally sound judgement and render minimally competent
care.”11 A 1995 ruling stated, “Negligence may not be inferred
from a bad result. Our law says that a physician is not an in-
surer of health,1 and a physician is not required to guarantee
results.”1,11 Thus, it is prudent as a dentist to know the stan-
dards of care for the state they practice in and what are the
current court rulings on informed consent.

The dentist/patient relationship places a responsibility of
duty on the dentist. The duty of sufficient disclosure is in-
formed consent law that originated from medical malpractice.
Usually, there are two components of a malpractice claim: (1)
departure from standard of care resulting in a proximate mate-
rial injury and (2) failure to secure sufficient informed consent
information.16 Informed consent is rarely the sole basis for a
dental related lawsuit. An exception is in the Roybal v. Bell
ruling involving “alleged failure to obtain informed consent in
connection with an apicoectomy on tooth #20 resulting in pain
and paresthesia.”17 The plaintiff claimed the dentist “failed to
advise her adequately”17 and that she could have had the tooth
extracted instead of her choice of an apicoectomy to retain the
tooth. Summary judgment was granted to the defendant but
was reversed to the plaintiff upon appeal.17

The appeal ruling refers to Twerski and Cohen’s18 article that
focused on the adequacy of information to make an intelligent
choice in reference to treatment and invasive diagnostic proce-
dures. They criticize the Canterbury v. Spence ruling (“reason-
able patient” standard) as a confluence of the standards of dis-
closure and causation. In other words, the courts would have to
determine hypothetical patient decisions using a hypothetical
decision-making process, i.e., would a patient choose a differ-
ent course of action based on additional risk disclosure? Thus,
providers would be liable for all outcomes not expected be-
cause of inadequate information. They appropriately reasoned
that the complexity and variability of human decision-making
could not accurately predict, “how people perceive and process
information for close-call decisions.”18 Simple things like how
you frame treatment outcome data will affect a patient’s deci-
sion to accept or forgo invasive treatment. They recommended
moving away from personal injury to valuing process rights
with greater patient involvement in the treatment dialogue pro-
cess, thereby enhancing the dentist/patient relationship.

Chinn v. Firorucci19 is a dental malpractice case dealing with
negligence, standard of care, and informed consent. The plain-
tiff claimed breach of standard of care in misdiagnosis, i.e. neg-
ligent diagnosis and negligence in performing extraction of two
wisdom teeth and failure to promptly refer to a neurosurgeon.
Post operatively the patient experienced bleeding, numbness,
and sinus pain. All resolved in several weeks except the lower
left numbness (i.e. permanent damage to the inferior alveolar
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nerve). The lower court ruled in favor of the plaintiff and ruled
that the signed informed consent documents and the discus-
sions the patient had with the defendant were inadmissible ev-
idence. The defendant appealed to the Virginia Supreme Court
for admission of the informed consent documents and discus-
sions as evidence. The Court reaffirmed the lower court deci-
sion that the documents and discussion were inadmissible as
evidence because they were “neither relevant nor material to
the issue of standard of care.”19 The plaintiff’s choice to pro-
ceed was based on the defendant’s recommendation of surgery
and misdiagnosis of decay when the upper wisdom tooth was
fused to the bone with signs of benign resorption. Further, the
court said a patient may consent to the risks of surgery but
the patient is “not consenting to negligent diagnosis and negli-
gence care.”19

Evidence-based dental practice

Inherent in applying standards of care for dentistry is the de-
cision of treatment or no treatment20 when considering irre-
versible treatment. In some situations a shortened dental arch,
e.g. remaining anterior teeth in addition to first and second pre-
molars, may be sufficient.20 Treatment goals should include
providing “the most conservative procedure possible that is in
the patient’s best interest,”21 controlling disease progression,
and preservation of existing oral structures.20 The next consid-
eration is what evidence can justify a particular treatment?

Evidence-based dental practice is a “balanced mix of sci-
ence, clinical expertise and patient needs, to optimize patient
care.”22,23 However, dentistry lacks standardization regard-
ing definitions of outcomes.24 Dentistry, like medicine is not
a pure science, meaning not all answers are available23 and
treatment uncertainties occur frequently. For many patient sit-
uations, there is limited or no available evidence other than
anecdotal or clinical experience. This cannot prevent one from
making a treatment decision.23 Tooth prognosis and prosthetic
level data is available in the literature.20,25–28 There are many
articles in the periodontics literature27–29 on tooth prognosis
and a few from the prosthodontic literature.20 ,25,30–32 However,
with the success of dental implants, teeth are being removed
on the assumption that implants are better than natural teeth.
Levin’s systematic review found that “implant survival rates do
not exceed those of compromised but adequately treated and
maintained teeth.”26 Before extracting asymptomatic teeth, a
thorough prognostic risk assessment should be done and ex-
plained to the patient.33 Edentulating a patient has long-term
oral health implications.

Zygomatic dental implants have been used to rehabilitate
patients with severe atrophic maxillae or oncologic defects.34

While more zygomatic implants are available, they are still a
relatively new implant solution. Therefore, what data is avail-
able should be shared35,36 with patients as to complications37,38

and survival rates for this type of implant.
The levels of evidence grading system of the Journal of

Evidence-Based Dental Practice39 is a valuable tool for as-
sessing the quality of evidence in the literature.40,41 Using
this knowledge in combination with the American College of
Prosthodontists Diagnostic Prosthodontic Index42, tooth level
prognosis25,27,29 and a decision matrix43 can be developed to

inform the patient of the risks, level of evidence and prognosis
of their treatment options.

Prognosis, risks, outcomes, and uncertainties

Prognostic factors are “any intrinsic or extrinsic characteristic
associated with a likely outcome of a condition.”44 Risk fac-
tors are characteristics associated with the, “initiation of a con-
dition or a disease.”44 Risk factors and prognostic factors are
similar but do not necessarily have the same predictive capa-
bility. Risk factors typically have low predictive probabilities
since appearance of an event may take a long time while prog-
nostic factors are associated with frequent events.44 Prognostic
and risk factors involve dimensions of uncertainty that “creates
difficult challenges for clinicians and patients.”45,46 Predicting
treatment outcomes is not an exact science due to these uncer-
tainties. Clinicians have the responsibility to inform patients of
uncertainties that apply to their situation. Also, patients should
understand that unexpected outcomes are not necessarily a re-
sult of deviation from standard of care.10

Dentists have a duty to provide patients with, “the most
objective available knowledge and data relative to the
prognoses”44 of dental therapies. This also applies to patients
who decide not to be treated. Evidence-based “prognostic val-
ues should reflect the potentials of different dental therapies
under optimal conditions.”44 Biological or technical problems
can occur, but the incidence of adverse events in dentistry is
low.44

Requirements for informed consent

There are three basic types of informed consent: implied, ver-
bal, and written. Implied consent is suggested by a patient’s
actions,47 for example, in emergency situations. Use verbal
consent for routine treatment such as diagnostic procedures
and prophylaxis. Written consent is used for extensive inter-
vention, such as use of anesthesia or conscious sedation, ir-
reversible/invasive restorative procedures, surgical procedures,
and administering medications with known high risks.48

A signed document does not tell us if the patient fully
understands3 everything in a consent form.15 Also, a signed
document does not “constitute actual consent”15 or prove that
consent occurred. According to English law, true consent re-
quires that a patient: (1) have capacity,7 (2) have sufficient in-
formation, (3) have understood this information, and (4) give
consent without duress.15 Consent is a moral, ethical, and pro-
fessional duty.15

While jurisdictions vary from state to state, a Pennsylva-
nia Supreme Court overturned a lower court by rejecting “the
defendant’s assertion that disclosures by a physician’s sub-
ordinate to a patient regarding treatment satisfies the duty
of informed consent.”49,50 The patient was diagnosed with a
nonmalignant brain tumor that recurred and was affecting the
patient’s eyesight and impinging on the carotid artery. The neu-
rosurgeon warned of possible damage to the carotid artery and
the optic nerve, but the patient did not make a decision at their
face-to-face meeting. Two months later the patient met the neu-
rosurgeon’s physician’s assistant to review the medical history,
complete a physical examination, and discuss the surgery. Dur-
ing the surgery, the carotid artery was perforated resulting in
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partial blindness, hemorrhage, stroke, and brain injury. At trial
the patient could not remember being informed about the rela-
tive risks of the surgery. The court ruled in the physician’s favor
and the patient appealed to the Pennsylvania Supreme Court
which ruled “a physician cannot rely upon a subordinate to dis-
close the information required to obtain informed consent.”50

They reasoned, “Without direct dialogue and a two-way ex-
change between the physician and patient, the physician cannot
be confident that the patient comprehends the risks, benefits,
likelihood of success, and alternatives.”50 The take away from
this case is not to allow office management issues to restrict
proper provider/patient interactions and communication.50

Ensuring a high level of communication between patients
and dentist requires robust dialogue between provider and
patient. The dentist must provide sufficient information with
transparent documentation6 and in a language the patient can
understand.51 Informed consent should be a process, not pre-
scriptive or at an administrative level,15 but individualized for
each patient’s “calculation of the best course of action.”14,52

Errors of understanding occur too often during the consent
process7 because a patient’s capacity to comprehend is chal-
lenged by the overwhelming amount of information. The more
time taken interacting with patients during treatment presen-
tations, the more patients can increase their rational capac-
ity to understand and comprehend.15 If done accurately and
thoroughly, these interactive patient sessions generate a mutual
understanding7 that elevates the dentist/patient relationship to
a healthcare partnership.

Consent mandates the provider to inform the patient about
their diagnosis, refer them when indicated, and initiate treat-
ment once the patient approves by signing the consent agree-
ment.

Requirements of informed consent:

1. The nature of the chief complaint/condition.
2. Outline the proposed treatment and procedures em-

ployed.
3. Prognosis - probability of success and risks of negative

consequences (i.e. risks and benefits).
4. Any material risks or dangers associated with necessary

follow-up care.
5. Any reasonable alternative treatment options and associ-

ated risks and benefits.
6. Risks and consequences of having no treatment as well

as any benefits.7

General recommendations

1. Use a process-based consent that is individualized to
the specific conditions and patient needs. This will pro-
mote a relationship of understanding and mutual re-
spect.

2. “Provide the most conservative procedure possible that
is in the patient’s best interest.”21

3. Refer patients when necessary.
4. Use appropriate radiographic imaging to aid diagnosis,

planning, and treatment, for example, full-mouth radio-
graphs, panoramic, CBCT (with the appropriate field of
view), etc.

5. Thoroughly document the condition of each natural
tooth and use prognostic criteria to determine potential
long-term survival of natural teeth.24,26

6. Communicate informed consent using language pa-
tients can understand.7,51

7. Provide a sufficient amount of time for patients to make
an intelligent decision about their condition, prognosis,
and proposed treatment.

8. Continually provide an opportunity for patients to ask
questions and have them answered.

9. Outline the treatment sequence and estimated time to
complete treatment.

10. Provide patients with estimated costs, as well as the
cost of treatment options.

11. Establish an individualized recall program; educate pa-
tients on the self-care involved with the care and main-
tenance of their prosthodontic treatment.

12. Reserve the right to change the diagnosis and treatment
plan due to unforeseen circumstances.

13. Offer no guarantees of treatment outcomes53 except
one; guarantee to do the best to provide dental care and
guarantee that without home maintenance care and a
regular professional recall program, prosthesis failure
will most likely occur.

14. Document all interactions with patients, including
phone calls, emails, text messages, written notes, etc.

15. For complex treatment plans, encourage patients to get
second opinions.

16. Educate office staff on the basic principles of informed
consent and emphasize the critical nature of communi-
cation.

17. Carry adequate malpractice insurance.
18. Be familiar with the 2020 American College of

Prosthodontists’ Parameters of Care55 including the 21
Parameters of Prosthodontics and their respective, (1)
indications, (2) therapeutic goals, (3) risk factors af-
fecting clinical assessment, and the three specialty per-
formance assessment criteria, (1) standards of care, (2)
favorable outcomes and (3) known risks and complica-
tions.

Process-based informed consent

From the patient perspective, consent educates them about
their oral health condition and helps them make rational deci-
sions while recognizing “their right to participate and respects
their dignity and autonomy.”54,56 A form is not informed con-
sent. It “occurs when a patient and provider discuss their oral
condition and choose an intervention together, a process that
may take place in one sitting or over the course of several
encounters.”43 It is a shared decision43 that is part of the dy-
namic dentist-patient model of communication.54

The value of informed consent is in the implementation. Pre-
ston and Sheppard’s57 prescient discussion of a confirmation
of understanding letter as a follow-up to a face-to-face patient
treatment planning meeting, closely approximates the princi-
ples of process-based informed consent. Their conclusion sums
up the goals, “The patient confirmation letter should be viewed
as an opportunity to inform and educate the patient rather than
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regarded as a legal necessity…”57 Informed consent as a legal
doctrine must disclose all material information in regards to a
patient’s ability to decide whether to “undergo or forego a pro-
posed treatment or diagnostic procedure.”58 Values and goals
are the ethical perspective of informed consent with the intent
to promote provider/patient collaboration in the development
and evaluation of treatment options.58 Lidz et al58 recognized
two informed consent models: the traditional event model that
views consent as a procedure and the process model that in-
tegrates information into the “continuing dialogue between the
[dentist] and the patient that is the routine part of diagnosis and
treatment.”

“Informed consent is an integral part of the therapeutic
alliance,”54 that should be the structural basis of the in-
formation/communication relationship between provider and
patient. It is an active and continual relationship process
aimed at the crucial diagnostic/therapeutic decision aspect
of provider care. This is process-based informed consent as
opposed to the typical event (procedure)-based boilerplate
document.

Establishment of this empowerment43 process between pa-
tient/provider requires both parties to work at clarification
of values, expectations, and illness attitudes58 to a mutually
agreeable working level. This “mutual monitoring”58 is con-
tinual through the diagnosis, treatment, and follow-up care.
Establishing this mutually respectfully dialogue and relation-
ship aligns all communicative efforts and prioritizes therapeu-
tic efforts to individual and realistic outcomes. This complex
provider/patient process “promotes better patient satisfaction,
compliance and treatment outcomes.”56

The authors propose a generalized process-based outline for
establishing process-based consent to supplement your com-
prehensive diagnostic data collection and treatment propos-
als. Templates tend to revert to event/procedure forms so un-
derstand that these are suggestions that should be modified
to suit individual provider’s style/preferences and additional
statements that address the patient’s condition and circum-
stances.

Affirmation of Understanding and Commitment to Personal
Oral Health Care

1. Declaration of purpose – State diagnostic and therapeu-
tic goals.

2. Confirmation of understanding – Verify patient partici-
pation in the decision process to the level necessary for
understanding the certainties/uncertainties and what can
and cannot be done in dealing with them.

3. Expected benefits – Are the expected benefits of treat-
ment mutually agreeable by the clinician and patient?

4. Understanding biomaterials, procedures and positive
long-term outcomes – Provide reasonable and under-
standable information about the properties and limita-
tions of the biomaterials used in the diagnostic and ther-
apeutic processes.

5. Risk disclosure – Discuss the reasonable and probable
risks anticipated and possible means to mitigate them if
they occur.

6. Acknowledgement of responsibilities – Establish a mu-
tually agreeable patient commitment to their general

and oral health, with emphasis on how their compliance
affects long-term positive treatment outcomes.

7. Disclaimers – Do not provide warranties or assurances
of outcomes, provide a warning of unforeseen circum-
stances that affects predictability of outcomes allowing
the provider to reserve the right to alter the diagnosis and
treatment plan, request consent for photographic and ra-
diographic documentation, and provide the patient with
the option to revoke their consent at any time in writing.

8. Attestation – Affirmation that all questions have been
answered, the patient will adhere to all patient instruc-
tions, there has been enough time to review all the in-
formation discussed, the patient gives timely notifica-
tion of changes in address, phone numbers, medications,
health, hospitalizations, and certifies consent to the cho-
sen treatments.

9. Dated Signatures – Allow for space at the end of the
consent form for the provider and patient signatures in-
cluding date signed.

Some helpful guidelines: “be reasonable, readable and flex-
ible when writing consent documents, prioritize pain control
and comfort for the patient during and after procedures and
delivery of prostheses, promote process-based dialogue, clar-
ify issues that may arise, use evidence-based data to support
decisional dialogue and recognize that a small number of pa-
tients exhibit behaviors that prevent establishment of trust and
mutually respect with providers and should not be engaged in
treatment.”59

Conclusion

Informed consent is a complex process involving a dynamic
interaction of society, ethics, individual rights, law, and health-
care. Court rulings help advance certainty, clarification, and
understanding to this process for the benefit of the public. It is
imperative that general dentists and specialists stay vigilant and
up-to-date with current informed consent rulings. Promoting
provider/patient collaboration in the treatment decision process
improves communication and understanding. Making the den-
tist/patient relationship a healthcare partnership can improve
quality of care.
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