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ABSTRACT 

Ethics as applied to medico-dental practice and associated research is called bioethics. 

From the Journal's inception, contributing authors have explored recurrent themes 

pertaining to bioethics. This early interest is a tribute to the keen foresight and 

enduring pride in professionalism that has persisted throughout the evolution of 

orthodontics. 
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INTRODUCTION 

Briefly bioethics has 4 principles:  

1. AUTONOMY 
Autonomy deals with fully explaining to the patient, the diagnosis and all options of 

treatment modalities including their risks and benefits. In the end, patient is given the 

autonomy (final decision authority to choose the treatment option  

2. BENEFICENCE 

This requires that the procedure be provided with the intent of doing good for the patient 

involved.  

3. JUSTICE 

After diagnosis and treatment, it must be evident that justice was done toward the patient 

cause. The efforts and monetary input of the patient should meet its worth. The idea is that 

burdens and benefits of new or experimental treatments must be distributed equally among all 

groups in society. The health care provider must consider 4 main areas when evaluating 

justice:  

(a) fair distribution of scarce resources,  

(b) competing needs,  

(c) rights and obligations,  

(d) and potential conflicts with established legislation.  

A patient who undergoes fixed orthodontic treatment should hence meet the goals of esthetic 

harmony, structural balance, and functional balance.  

4. NONMAL EFICENCE 
This requires that a procedure does not harm the patient involved or even others in society. 

This principle is intended to be the end goal for all of a practitioner’s decisions, and means 
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that medical providers must consider whether other people or society could be harmed by a 

decision made, even if it is made for the benefit of an individual patient.
1 

 

THE DOCTOR-PATIENT RELATIONSHIP  

Malpractice is a form of negligence, and negligence is a type of tort. A tort is defined as a 

civil wrong based on a special relationship or implied by law. This special relationship is the 

doctor-patient relationship. The law imposes certain duties and obligations on specific parties 

based on this special relationship. One unique difference between the doctor-patient 

relationship and most others is that ours is bilaterally consensual.
2 

The patient seeks out and subsequently authorizes the doctor to provide care, and the doctor 

agrees to accept and treat the patient. We have the right to accept or reject any prospective 

patient as long as any such discrimination is not because the person is a member of a legally 

protected class (race, religion, age, sex, sexual orientation, handicapping condition). 

Consent or authorization is a threshold issue; without consent, there can be no doctor-patient 

relationship and hence no duty to adhere to any given or established standard of care. For 

consent to be valid, it requires the patient to present himself voluntarily, that he be mentally 

competent, and that he be of legal age. The requirement that the patient be of legal age 

impacts orthodontics when in midtreatment our teenage patient reaches the age of majority 

and has significantly different views about remaining in treatment than do his parents, who 

initially authorized treatment and probably paid a handsome fee up to that point. 

 

INFORMED CONSENT 

The doctor-patient relationship is an unequal one. The practitioner has the skill, knowledge, 

expertise, experience, and education concerning the matters at hand, whereas the patient is 

merely the recipient of these professional services upon agreeing to compensate the 

practitioner for his ministrations. Because of this unequal balance between the parties, 

because the patient relies so heavily on the practitioner for advice, and because of the doctor's 

fiduciary relationship to the patient, over time, the concept of informed consent has morphed 

from the intentional tort of battery to the unintentional tort of professional negligence. 

It needs to be appreciated that we don't give informed consent—we receive it. What we give 

is information. The duty to obtain one's informed consent is ongoing and may change as the 

patient's clinical picture changes. 

From the text of Shapiro and Spece, in which they made a distinction regarding the need for 

and the depth of information disclosed as related to informed consent between necessary 

high-risk procedures vs those with far less invasiveness or risk. The bottom line here is that 

the more elective the procedure, the more the need for informed consent. Since orthodontic 

treatment for the most part is almost always elective, it behooves the practitioner to realize 

that obtaining informed consent becomes heightened because the risks inherent in orthodontic 

treatment, in reality, would almost never need to be encountered, nor would they manifest 

themselves without treatment. 

 

PATIENT TRANSFER 

Transfer of orthodontic care from one practitioner to another has consistently elucidated an 

array of ethical topics. Ranging from discussions of patient autonomy (self-rule) to veracity 

(truth telling) and to justice (providing the patient with that which he deserves), the issue of 

patient transfer retains a contemporary application.
3 

Transfers involving patient relocation were also potentially problematic. Although it was then 

common courtesy for the second orthodontist to accept the fee schedule established by the 

initiating orthodontist, Dr Dewey objected to this practice. He recommended that the fees and 

choice of the appliance should be the prerogative of the second orthodontist. 



European Journal of Molecular & Clinical Medicine 

 

ISSN 2515-8260 Volume 9, Issue 8, 2022 
 

2234 

 

Rathbone and Reynolds proposed an interesting classification system that included various 

types of transfer patients including student, permanent, and temporary transfers (eg, the 

summer tourist). Their recommendations pertaining to patient transfer were as follows.  

The mobility of the American people for vocational and educational purposes has greatly 

increased the number of orthodontic transfer cases... The management of transfer cases 

provides the greatest challenge to our professional behavior, and the public's image of 

orthodontics rests upon our ability to meet this challenge... Inherent in all transfer cases is the 

basic problem of who assumes responsibility; that the referring orthodontist is always correct 

in the eyes of the parents; that appliance design and treatment procedures will vary from 

operator to operator; that treatment will take longer and require more service; and that fee 

schedules are not uniform… Transfer cases offer the orthodontist the greatest opportunity to 
prove the existence of professional ethics and to demonstrate professional courtesy.. In 

conclusion, there is no one answer to the many problems that confront the orthodontist in the 

management of transfer cases... In the final analysis, the only real answer lies in the 

individual integrity of the orthodontists involved and the moral obligation which their 

consciences dictate. 

 

FEE SPLITTING 

Contributors to the Journal have consistently viewed fee splitting, or commissions paid to a 

referral source, as unethical behavior. Early articles cited fee splitting as emanating from 2 

origins. In 1923, Dr Dewey advised against referring patients to those commercial 

radiographic laboratories that paid the highest commissions to referring orthodontists. These 

were laboratories that produced diagnostic films as prescribed by orthodontists. He advised 

against the use of dental radiology laboratories in which the operators were not licensed 

physicians or dentists. 

Dr Dewey warned that extending professional fee courtesies to dentists and physicians as a 

“bid for patronage” might infringe on the American Dental Association's ethical code. In the 

orthodontist's quest for new patients, Alstadt stated that “There have been but few instances 

where financial returns have not kept pace with ethical practices... A gradual increase in 

clientele must follow, with augmented prestige in the community and in the profession” 

leading to respect and support within the community in which the professional practices. He 

advocated an ethical approach to marketing as the winning strategy for practice growth. 

 

ETHICAL CODES 

Medicine's first formal ethical code was written in 1803 in England by Thomas Percival. The 

first American medical code was drafted in 1847. It was not until 1866, however, that a 

dental ethical code was developed.
4
 Although our specialty had no formalized ethical code 

until 1954, the Code of Ethics of the American Dental Association served as the respected 

reference until an orthodontic ethical code was established. 

Until our specialty established its own ethical code, the code of the American Dental 

Association was used as the basis for addressing ethical violations. Ethical violations are still 

addressed via disciplinary measures in local dental societies rather than by legal recourse. In 

the event of an appeal of an alleged ethics violation, committees from constituent societies 

can become involved. 

 

COLLEGIALITY AND PROFESSIONALISM 

The ethics of interprofessional relationships remained a pervasive topic in early issues of the 

Journal. The topic of patient transfer again served as a common forum for the discussion of 

professionalism. Some authors suggested that the specialist should decline the opportunity to 

receive patient transfers from general practitioners. Others disagreed. The consensus was that 
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the provider must refrain from making disparaging comments about the quality of previous 

care, based on both ethical concerns and an effort to avoid legal reprisal against the initiating 

orthodontist. 

Dewel's editorial explained the American Dental Association's revision of its Principles of 

Ethics from a “specific rules and regulations” approach to a principle-based code in an effort 

to provide applicable professional standards to parallel the Hippocratic philosophy. This 

principle-based strategy permitted clinicians to use their knowledge of bioethics in a 

cognitive manner toward resolving ethical dilemmas and to conduct themselves 

professionally. Access to dental care irrespective of race, ethnicity, or financial status 

(justice) was also advocated. Integrity to maintain the specialty's professional reputation was 

highlighted. Maintenance of professionalism remains especially pertinent since the Federal 

Trade Commission's 1975 ruling permitting professional advertising. Discretion in 

advertising is paramount. 

 

EMERGENCY TREATMENT 

Advice pertaining to appropriate fees for emergency treatment for visiting patients was 

discussed. Recommendations varied and spanned an unlimited “gratis” service based on 

respect for an orthodontic colleague, to fee assessment for all emergency visits after the first.
5
 

Again, preservation of collegiality and maintenance of trust in the specialty were highlighted 

 

LABORATORY-GENERATED TREATMENT PLANNING 

The mid-20th century saw the challenge of the “mail-order orthodontist,” reminiscent of 

available commercial procedures of today. In the early 1940s, laboratory services arose in 

which dentists could submit diagnostic records to a laboratory, without prescription or 

directives on appliance specifications. The dentist would then receive a diagnosis and 

treatment plan with a preformed appliance. According to AJO Editor Dr H. C. Pollock, “The 

dentist [would] take an impression and send it to the dental supply house. He in turn would 

receive bands, arches and ligatures for the particular case in hand, a case ensemble, so to 

speak, all artistically arranged in a plush box, much like jewelry.”6 

The process of laboratory-dictated treatment was viewed as detrimental to the profession as 

well as to the public. “The state dental board should revoke his license and issue the [dental] 

license to the laboratory,” recommended Dr Pollock of the patron of the mailorder 

orthodontic laboratory. He further stated that “the trained orthodontist never followed these 

methods, for the good reason that such methods worked just about like ... catalogue 

eyeglasses, and just about as efficiently.” 

Legislation eventually emerged in which formal prescription forms and a clear description of 

the laboratory work were required from orthodontists and dentists, after treatment planning 

by the practitioner. 

 

INCREASED FOCUS ON THE VALUE OF ETHICS 

In the autumn of 1995, AJO-DO Editor-in-Chief Thomas M. Graber enlisted Dr Laurance 

Jerrold as editor of the Litigation, Legislation, and Ethics section in the Journal, emphasizing 

the value of these topics. Dr Jerrold's column continues to be an invaluable feature of the 

Journal. His dual education as both an orthodontist and an attorney, coupled with his 

experience in clinical practice and academia, provides the readership with a timely 

perspective on ethical and legal issues.  
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CHANGES IN ORTHODONTICS DURING THE COVID-19 PANDEMIC THAT 

HAVE COME TO STAY 

The coronavirus disease 2019 (COVID-19) pandemic has posed such a threat to public health 

around the world that even when we have managed to defeat the infection through effective 

treatment and/or vaccination, dramatic and long-lasting changes are expected to affect the 

way we live, work, and relate to each other. This will have a direct impact on all social 

settings and professions, and orthodontics will be no exception. 

In orthodontics, as in all health professions, the biopsychosocial approach to the patient's 

pathology has always been important. At present, and presumably more so in the future, this 

broad vision will be essential. Many families may be victims of unemployment and the 

financial repercussions of this pandemic that may extend over time. Orthodontists must 

consider these circumstances when deciding on issues regarding suitable times to begin 

treatments or the advisability of postponing them, or when assessing the cost-effectiveness of 

some treatments.
7,9,10 

 

MEASURES TO REINFORCE INFECTION TRANSMISSION CONTROL  

EXTENDED USE OF PERSONAL PROTECTIVE EQUIPMENT (PPE) 

In our regular practice, orthodontists and clinical staff use gloves, surgical masks, and gowns, 

but as a result of the pandemic, the routine use of complete personal protective equipment 

may be advisable, not only when required by the health authorities in each country, but also 

because of an increase in demand moved by a traumatized society experiencing the effects of 

COVID19.  

 

NEW CLEANING AND STERILIZATION PROCEDURES 
In addition to the thorough cleaning and sterilization of instruments and other supplies, which 

are routinely carried out in dental offices, during the pandemic it has been considered 

paramount to implement other systematic cleaning protocols between patients regarding the 

waiting room furniture, toilets, floors, and other surfaces. These new protocols will probably 

continue to be applied, at least partially, in the future, even if they slow down the pace of 

practice. 

 

MINIMIZE THE USE OF AEROSOL GENERATING PROCEDURES 
Many orthodontic procedures such as the bonding and debonding of brackets and attachments 

generate a substantial amount of aerosols which, in turn, pose potential risks of infection 

transmission. Depending on the size of the office, it will be advisable to designate an isolated 

and adequately equipped space to carry out those procedures that require the use of rotatory 

instruments as handpieces or ultrasonic scalers and, if possible, concentrate these 

appointments when organizing the agenda. 

 

MEASURES TO INCREASE SOCIAL DISTANCING 

REDISTRIBUTION OF SPACES 

Orthodontic clinics often have several chairs that are relatively close together in open spaces 

sharing common facilities. To achieve the appropriate physical distance, may be necessary to 

rearrange chairs and place partitions between them. In many cases, this will require costly 

structural refurbishments, which can make it difficult for the orthodontist and their staff to 

move around the clinical area.  

 

DECREASING THE NUMBER OF PATIENTS IN THE CLINIC 
In orthodontics practice, it is common for the orthodontist to treat several patients 

simultaneously, especially if they are children. The need to increase interpersonal distances 
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may require changing this form of collaborative and dynamic work in addition to reducing 

the number of patients seen per day. This approach could potentially have a negative 

economic impact at a time when the expenses derived from adaptations hinder the survival of 

many practices.
11,12,13 

 

CONCLUSIONS  
Dr Martin Dewey's original emphasis on maintaining professional ethics in our specialty was 

written during World War I. He challenged our specialty to remain professional—a challenge 

that remains pertinent almost a century after his first editorial was published in the 

International Journal of Orthodontia. Since that first issue published in 1915, the specialty of 

orthodontics has grown from a fledging, mechanistic discipline within dentistry to a vast 

reservoir of knowledge spanning clinical practice and research, constantly advancing via 

developments from an array of medical, dental, and scientific disciplines. 

Whatever it is we do should not be undertaken because it advances our professional or 

personal needs. Rather, what we choose to do should only be undertaken because it further 

advances the needs of the public we serve.
14,15, 16 
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