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Invited Commentary

The legal necessity to compensate individuals for care
received that caused injury due to negligence gave rise

to the concept of standard of care. In the health profes-
sions, this has proved to be of some benefit when pro-
tecting patients, especially in the area of research and
where it may contradict or not reflect prevailing services.
However, a standard of care may also imply or even im-
pose a treatment regimen that, when not followed, would
be considered negligent. This invited commentary for the
IJP explores briefly the history of the development of this
concept and proposes a contrarian view, using by way of
example the McGill consensus statement on the standard
of care for the treatment of the edentulous mandible.

When I put the phrase “standard of care” into the
Google search engine I received 22,100,000 possible hits.
In PubMed, I received 37,842 items. Putting “criteria AND
standard of care” into PubMed gave me 9,296 items.
When I limited the search to only dental journals, there
were 948 items for “standard of care” and 236 for “crite-
ria AND standard of care.”

If you were to look at some of these papers you would
be confused; and indeed, many of them start with the
phrase (or something similar to): “This is a confusing
area and is changing all the time.” So in order to try to un-
ravel this confusion, this commentary will look at the
concept of standard of care from three different aspects
(legal, research, and practice), and contrast it with what
in my opinion is a more useful concept—that of a
Minimum Acceptable Protocol (or set of principles), a
MAP for different treatment modalities.

This entire debate began as a legal necessity to prove
negligence. An 1856 United Kingdom court case found
that in order to not breach a duty of care, the
defendant must have generally met the standards of a
“reasonable man.”1 In 1873, another court case in the
United States described the actions of a “reasonable man
of ordinary prudence.”2 In 1933 in the United Kingdom, a
“reasonable person” was defined as “the man on the
Clapham omnibus” and in 1999, Lord Steyn described the
term as “commuters on the London underground.”1

Of course, the commuter on the underground may
possess a variety of skills (and in many cases may be con-
sidered unreasonable and imprudent), and may even be
a dentist. When it comes to the professions, a higher
standard is automatically required, especially for those
professions regulated by their own bodies as well as in-
dependent councils (which in itself gives the courts some
concern since they generally only accept professional
opinion if it is deemed logical).

The definition of standard of care from a legal point of
view has therefore emerged from claims of malpractice,
and is to be found in the elements that define negligence2,3:

• A duty of care was owed to the patient
• The applicable standard of care was violated
• A compensatable injury was in fact suffered
• Injury was caused by substandard conduct 

All of these elements must be proven to claim negli-
gence and win the case of malpractice. From a dentist’s
(or any other health professional’s) point of view, it could
therefore be argued that the concept of a standard of care
was an evil born of a legal necessity to protect the patient.

However, there is an area where it could be said that
a standard of care is a good born of humanitarian ne-
cessity and is also to protect the patient. That area is in
research involving human subjects. This has given rise to
some lively debates in the bioethics literature,4–11 espe-
cially when dealing with the human immunodeficiency
virus and AIDS. In dentistry, dental researchers must also
answer to local ethics committees and much of the den-
tal research that has been carried out in the past would
most certainly not be allowed today. For example, in 1949
liquefied phenol was placed onto exposed pulps of human
teeth prior to capping in order to follow, by histology, the
healing pattern and any new dentin formation. This can
only be done by extracting the experimental teeth after
various time periods, which is precisely what was done
whether the procedure had failed or succeeded!12

In modern times we are required to practice evidence-
based levels of care, but in a clinical discipline such as
dentistry, this causes problems when it comes to treatment
options. A randomized and blind offering of treatment to
some patients is sometimes refused on the grounds that
the patients wanted only one type of treatment in the first
place, and not that which was offered.13 It is precisely the
dilemma over choice of treatment that affects researchers
searching for evidence-based comparisons and creates
another and more pressing problem with the concept of
standard of care: It is increasingly being used to assume
a standard of treatment without taking into account re-
sources available to provide that treatment. This has prob-
lems on two fronts, both in the research and practice
contexts.

In the research context, there has been an interesting
debate concerning the definitions of standard of care in
a developing country. The US National Bioethics Advisory
Commission’s report on clinical trials in developing coun-
tries6 noted that a standard of care could describe types
or levels of treatment in a clinical setting, but may not
serve as a justification for what should be provided in a
research trial, and especially in a situation where there
may be no care currently being experienced at all.10 To this
end, it has been argued that there may be a distinction
between de facto standards set by the medical practices

Standards of Care: Good or Evil?

328_Invited Commentary  6/29/09  11:21 AM  Page 328

© 2009 BY QUINTESSENCE PUBLISHING CO, INC. PRINTING OF THIS DOCUMENT IS RESTRICTED TO PERSONAL USE ONLY. NO PART OF THIS ARTICLE 
MAY BE REPRODUCED OR TRANSMITTED IN ANY FORM WITHOUT WRITTEN PERMISSION FROM THE PUBLISHER.



329

for a community, and de jure standards of what inter-
ventions have proven to be more effective for that com-
munity.5 It has been argued further that the standard of
care in research should go beyond specific treatments to
include political, economic, and social conditions.4 There
would therefore seem to be a compelling argument in re-
search design for including the exigencies of the health
care system within which such research is taking place,
since that system is most likely to be responding to local
conditions and resources.10

What then of the practice context—are there parallels
here? To return for a moment to the legal issues founded
on malpractice suits, it is accepted that, provided the
treatment remains within the standard of care, proof of
negligence is not dependent on an unfavorable outcome.
The doctrine of “error of judgment” holds that the health
professional has the “right to choose amongst reasonably
acceptable therapeutic approaches” even if the choice
turns out to be less than beneficial.2 This then raises the
issue of the use of the term “standard of care” in relation
to the choice of treatment, which would from a legal
point of view seem to be subsumed within that standard.
This has the potential to create many dilemmas in terms
of the manner in which any particular standard of care is
determined. A recent infamous example will illustrate
this.

In 2002 a prosthodontic conference in Montréal con-
cluded with the so-called McGill consensus statement on
the standard of care for the treatment of the edentulous
mandible, which was an overdenture retained by two im-
plants.14 This was described as the “first choice” standard
of care, an astonishingly insensitive statement to those of
us working in developing countries. All contributors were
from highly industrialized countries and seemed to have
forgotten that the majority of the world’s population is poor,
almost certainly contains the majority of the world’s eden-
tulous population, and lives on less than US$2 per day. As
Fitzpatrick15 has pointed out, does this mean that patients
who have adapted and are satisfied with their mucosa-
borne dentures (which just happens to be the majority of
complete denture wearers) are wrong? That the provider
of those dentures is providing less-than-adequate treat-
ment? Or indeed, that a fixed implant-supported prosthesis
is overtreatment?  

This resonates well with the bioethical concerns of re-
search cited above, and one could conclude that in this
sense the concept of standard of care may be an evil born
of the complacency of professionals stuck in the comfort
zones of their high socioeconomic lives and circumstances
with apparently no sense of what is happening in the rest
of the world. I would suggest that this blinkered approach
to health care is in itself negligent. My hope is that with

the new world economic order that has inevitably to
emerge from the current disastrous global economic melt-
down, people will not remain silent and will engage with
the needs of the many and retract from the complacency
of the few, and also start to listen to the patient and their
own choice and opinion. As Dr Martin Luther King, Jr once
said, “Our lives begin to end the day we become silent
about things that matter.” I therefore call upon the pro-
fession to denounce such statements as that from McGill
and for those who were part of it to reflect on its conse-
quences, and to have the moral, ethical, and professional
courage to retract.

My indignation aside, is there an alternative to standard
of care when it comes to choice of treatment? My thesis
is simple: there is, and that is to develop a series of prin-
ciples gathered together into a protocol for each treat-
ment modality for which there is a need to determine a
minimum standard (which is just about everything). I
have referred to this as a Minimum Acceptable Protocol,
or MAP,16,17 where the “P” is also synonymous with
Principles. These can be agreed upon by the profession
or a specialist branch of the profession using the best
agreed evidence available, even if the highest available
is expert opinion or “eminence-based” (Osswald MA, un-
published data, 2007). Now this is similar, but not identi-
cal, to clinical practice guidelines, because as Preston has
pointed out, these often have a narrow focus, can have
time-dependent limitations, and also, like standards of
care, fail to recognize different therapeutic solutions.18 So
the difference is this: the standard of care (meaning treat-
ment) implies that anything else is inferior, whereas a
MAP does not specify a standard from the point of view
of care (meaning treatment), but allows for a variety of
treatments provided the principles are complied with. A
standard of care that specifies treatment assumes the
availability of resources to comply with that treatment,
whereas a MAP, although absolute, allows the resources
to be adapted to circumstances whilst at all times com-
plying with the principles. This is also in accordance with
the suggestion that guidelines should be combined with
economic analyses to maximize treatment outcomes while
minimizing outlay of resources.18

This issue of what standard of care we mean has be-
come a kind of Garden of Good and Evil, and I would con-
clude that a MAP is most definitely a good born of the
needs of the many. For the many in this world are poor and
have as much right to a high standard of treatment as
those who are rich. That standard can be maintained
within a set of agreed-upon principles and can be applied
in a more cost-effective manner. For example, it is possi-
ble to construct a set of mucosa-borne complete dentures
in a few visits using inexpensive materials and techniques,
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while at the same time complying with the principles set
out in the guidelines17 of a MAP for complete dentures. I
have referred to this concept or philosophy of providing
cost-effective treatment without violating any principles
as “appropriatech”—the use of appropriate technology
cost-effectively—and I believe it is the means by which we
can provide high standards of treatment for the many, not
just for the few.

In summary, the concept of standard of care was born
originally of the necessity of the legal court process to un-
derstand a commonly accepted level of care when hav-
ing to deal with alleged negligence and malpractice. This
concept in the health professions has proved to be of
some benefit when protecting patients, especially in the
area of research and in circumstances where care is lack-
ing because of resource constraints. However, the phrase
“standard of care” has come to be used all too frequently
to imply a particular treatment regimen; furthermore, it
imposes a treatment regimen and implies that anything
less is inferior and therefore negligent. This view takes no
account of the resource constraints that usually affect the
majority of people in this world who may require such
treatment, for the majority are poor. It also takes no ac-
count of the patient’s own preferences, nor does it allow
for the fact that treatment options change with time.15,18

An alternative concept is proposed: that of a Minimum
Acceptable Protocol, which describes a set of principles
that allow resources and therefore treatment to be
adapted to those principles. It would be the violation of
those principles that would be negligent, not the manner
of complying with them.

C. Peter Owen, BDS, MScDent, MchD
Department of Prosthodontics, School of Oral Health
Sciences, Faculty of Health Sciences, University of
Witwatersrand, Johannesburg, South Africa.
Peter.Owen@wits.ac.za

References

1. Standard of care in English law. http://encyclopedia.
thefreedictionary.com/Standard+of+care+in+English+law.
Accessed June 7, 2008.

2. Graskemper JP. The standard of care in dentistry: Where did it
come from? How has it evolved? J Am Dent Assoc 2004;135:
1449–1455.

3. Regan LJ. The Dentist and Malpractice. J Prosthet Dent 1956;6:
259-271.

4. Benatar SR, Singer PA. A new look at international research ethics.
BMJ 2000;321:824–826.

5. London AJ. The ambiguity and the exigency: Clarifying ‘standard
of care’ arguments in international research. J Med Philos 2000;
25:379–397. 

6. National Bioethics Advisory Commission. Ethical and Policy Issues
in International Research: Clinical Trials in Developing Countries,
vol I. 2001;II:A1–E30.

7. Lie RK, Emanuel E, Grady C, Wendler D. The standard of care de-
bate: The Declaration of Helsinki versus the international con-
sensus opinion. J Med Ethics 2004;30:190–193.

8. McMillan JR, Conlon C. The ethics of research related to health
care in developing countries. J Med Ethics 2004;30:204–206.

9. Schüklenk U. The standard of care debate: Against the myth of an
“international consensus opinion”. J Med Ethics 2004;30:194–197.

10. Hyder AA, Dawson L. Defining standard of care in the developing
world: The intersection of international research ethics and health
systems analysis. Dev World Bioeth 2005;5:142–152.

11. Schüklenk U. Protecting the vulnerable: Testing times for clinical
research ethics. Soc Sci Med 2000;51:969–977.

12. Zander HA, Glass RL. The healing of phenolized pulp exposures.
Oral Surg Oral Med Oral Pathol Oral Radiol Endod 1949;2:803–810.

13. Walton JN, MacEntee MI. Choosing or refusing oral implants:
A prospective study of edentulous volunteers for a clinical trial.
Int J Prosthodont 2005;18:483–488.

14. Feine JS, Carlsson GE, Awad MA, et al. The McGill consensus
statement on overdentures. Mandibular two-implant overden-
tures as first choice standard of care for edentulous patients.
Montreal, Quebec, May 24-25, 2002. Int J Oral Maxillofac Implants
2002;17:601–602.

15. Fitzpatrick B. Evidence-based dentistry—It subdivided: Accepted
truths, once divided, may lack validity. Int J Prosthodont 2008;
21:358-363.

16. Owen CP. Appropriatech: Prosthodontics for the many, not just for
the few. Int J Prosthodont 2004;17:261–262.

17. Owen PC. Guidelines for a minimum acceptable protocol for the
construction of complete dentures. Int J Prosthodont 2006;
19:467–474.

18. Preston K. Standards of Care. In: Zarb G, Albrektsson T, Baker G,
et al (eds). Osseointegration: On Continuing Synergies in Surgery,
Prosthodontics, and Biomaterials. Chicago: Quintessence
Publishing Co, 2008:165–170. 

The International Journal of Prosthodontics330

Invited Commentary

328_Invited Commentary  6/29/09  11:21 AM  Page 330

© 2009 BY QUINTESSENCE PUBLISHING CO, INC. PRINTING OF THIS DOCUMENT IS RESTRICTED TO PERSONAL USE ONLY. NO PART OF THIS ARTICLE 
MAY BE REPRODUCED OR TRANSMITTED IN ANY FORM WITHOUT WRITTEN PERMISSION FROM THE PUBLISHER.




