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ABSTRACT 

Beneficence means doing only good and by definition, it is as an act of charity, 

mercy and kindness with a strong connotation of doing good to others 

including moral obligation. All health care professionals like us have the 

logically moral imperative of doing things in a rightful manner. In the context of 

the doctor-patient relationship, the professional is obligated to, always and 

without exception, favour the well-being and interest of the patient as per 

ethical, medico-legal considerations and the law. Non-maleficence, by definition 

means non-harming or inflicting the least harm possible to reach a beneficial 

outcome to the patient. Beneficence along with non-maleficence is two of the 

many fundamental and foundational ethics of health care. An understanding of 

these two foundational ethics of care compels the individual health professional 

to consider these as an integral part of his work as a calling to the high 
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standards of professionalism as a moral imperative, the one that advocates for 

high standards and strives for the greater good. 

 

INTRODUCTION 

Beneficence is a concept in ethics that medical and dental professionals would 

always practice as it may seem as natural to most patients but, in fact, every 

health intervention has a potential to harm the patient as well. The 

term beneficence connotes acts or personal qualities of mercy, kindness, 

generosity and charity. It is suggestive of altruism, love, humanity, and 

promoting the good of others. In ordinary language, the notion is broad, but it 

is understood even more broadly in ethical theory to include effectively all 

norms, dispositions and actions with the goal of benefiting or promoting the 

good. The language of principle of beneficence refers to a normative statement 

of a moral obligation to act for the others’ benefit, helping them to further their 

important and legitimate interests, often by preventing or removing possible 

harms. Many dimensions of applied ethics may appear to incorporate such 

obligatory beneficence, even if only implicitly and this falls under the ambit of 

the following four concepts about beneficence: 

 
1. One should not practice evil or do no harm, often stated in Latin as 

Primum non nocere 

2. One should prevent evil or harm 

3. One should remove evil or harm 

4. One should practice good 

The principle of beneficence is a moral obligation to act for the benefit of 

others. There are 2 aspects of beneficence: 

1. Providing benefits 

2. Balancing benefits and risks/harms. 
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The principle of beneficence supports a few moral rules or obligations: 

1. Protect and defend the rights of others. 

2. Prevent harm from occurring to others. 

3. Remove conditions that will cause harm. 

4. Help persons with disabilities. 

5. Rescue persons in danger. 

Non-Maleficence is the sister to beneficence and is often considered as an 

inseparable component. It states that a medical or dental practitioner has a 

duty to do no harm or allow harm to be caused to a patient through neglect. 

Any consideration of beneficence is likely, therefore, to involve an examination 

of non-maleficence. The principle of non-maleficence holds that there is an 

obligation to not inflict harm on others. It is closely associated with the 

maxim primum non nocere (first do no harm). The principle of non-maleficence 

supports the following rules: 

1. Do not kill. 

2. Do not cause pain or suffering. 

3. Do not incapacitate. 

4. Do not cause offense. 

There is no objective evidence which dictates the best course of action when 

health care professionals disagree about the best course of action for patients 

except that most people agree that the discussions about ethics should 

happen. 
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REVIEW 

While ethics is something that we are all supposed to know and follow, often we 

do not know what is ethical, and what is not; and often, ethics is not followed 

even when we know better. A Chinese proverb says, - ‘Do not judge a man till 

you have walked a mile in his shoes'. This is a simple, and yet profound 

thought. Judging a decision, or a situation, is easy in retrospect – living it in 

the moment, not so much. In this day of professional jousting and ghost 

boxing, establishing some baseline, of what is better professional behaviour, 

and what is not, makes sense and is warranted. However, establishing this is 

not easy and it is a dynamic that changes and evolves all the time. 

Let’s enlist a few different scenarios which can set your thinking buds alight as 

to what should be your suggestible path of action: 

1. One: An 18-year-old patient comes to you with crooked teeth and wants 

instant treatment. She does not want to wear braces and has read about 

the 'marvels of Cosmetic Dentistry', on the Internet. What will you do – will 

you take time to guide and explain that Orthodontics is required and that 

veneers and elective root canals will not be in her best interest? If she 

shows a disinclination towards Orthodontic based treatment, will you 

convince yourself that you are doing irreversible reduction of her teeth, to 

place veneers, because it is her ask? Would you think that, if you refuse to 

change your treatment plan, to suit her thoughts, she will go to someone 

else; and if that person is going to make money, you might as well make 

the money? What would you do? 

2. Two: A patient comes to you, with a deflective contact, due to a faulty 

prosthesis on one side, requesting treatment on another tooth, on the 

opposite side. What does the book say – ‘before giving a new prosthesis 

eliminate faulty occlusion due to another prosthesis in the mouth by 

replacing that prosthesis also’. It is the end of the month and you have 
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looming expenses round the corner. Your mind struggles, with the thought 

that says, if I suggest more treatment, which may not be in agreement 

perceptually, with the patient's thoughts, will I lose the patient, for the 

patient may misinterpret my concerns to being of a motive to making more 

money for myself? What would you do? Would you inform the patient 

honestly? Would you skitter along the topic? Would you keep completely 

mum? 

3. Three: You practice in an area where the socio-economic status is 

extremely low. Would you extract, or do quick albeit badly done RCTs, 

which you know will fail in some time, for you cannot give enough time to 

do better work for the money that people can afford to pay in the area? 

What would you do? 

4. Four: The lab wants you to repeat your impression. Do you tell them – 

‘just manage with this one’? Or do you call the patient back and repeat the 

impression? 

5. Five: An NRI patient is flying back home in the night, on the day of 

prosthetic delivery, and the lab work that comes to you is faulty and needs 

to be repeated. Do you inform the patient of this? The patient still owes 

you a large chunk of money, to be paid at the time of delivery, and may 

not be back for a number or years. What goes through your mind? What 

approach would you take? Would your actions change depending on the 

nature of the patient – aggressive or passive? 

6. Six: Three radiology centres exist in your neighbourhood. Two of them 

offer you commission. One of those has higher charges to accommodate 

your commission. The other does not increase the charges, but still offers 

you commission albeit a little less. The quality of OPGs or scans of all 
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three centres are equally good. Who do you refer to? Do you accept the 

referral fees?  

On the flip side, do you offer referral fees to someone? Do you increase 

your fees to accommodate referral fees? Do you consider this a marketing 

expense? If you were a patient and your doctor took and gave referral fees, 

would you feel outraged or would you be accepting of the same?  

Is there a difference in your perception based on the words used – ‘Cut’, 

‘Commission’, ‘Incentive’, ‘Referral Fees’? When we offer something to 

someone to favour us - what do we refer to that in common life? 

7. Seven: You see a badly done root canal on the OPG, but the patient has 

no complaint or pain in that area. There is a definite periapical lesion 

seen. The patient is cooperative and trusting of you. While suggesting re-

treatment, what words do you choose to explain the reason for failure? 

‘Incompetence', or ‘Re-infection’? 

8. Eight: Do you buy equipment, that may not really help in improving 

treatment quality, and charge the patients for using it, only so you may 

compete with the neighbouring dentist, who has invested in the same? Are 

some equipment purchases, and their use, often based on creating razzle-

dazzle, rather than any scientific benefit? What thoughts would you have if 

I removed the word some in the previous sentence? 

 

DISCUSSION 

Two of the most vital forces that sustain any successful relationship are the 

element of trust and factor of faith. Trust and faith are fundamental to the 

doctor-patient relationship. The vulnerability of patients and their need for care 

force them to trust doctors and have faith in their abilities. Patients generally 

view faith and trust as an interactive process, requiring care, concern and 
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compassion, with listening as a central focus. Faith and trust can manifest at 

the interpersonal level, between an individual patient and a doctor, built 

through repeated interactions and met expectations. The level of faith and trust 

in the doctors by patients has been shown to correlate closely and 

independently with satisfaction with doctor and adherence to treatment 

properly. The doctor-patient relationship has been compared to a marriage, 

where initial high hopes often obscure the possibility of disappointment, where 

subsequent unmet expectations can lead to a terrible loss of faith and trust as 

well. This breakdown in faith and trust has also led to viewing of this 

relationship purely as a contract, sustained by pre-set terms and agreements 

in order to ensure minimal standards of practice. Such an approach is rather 

unfortunate and poses practical difficulties for the profession to truly benefit 

patients. In legal parlance there is a word fiduciary and in medical parlance 

there is primum non nocere. Doctors are supposed to maintain the trust 

covenant factor granted to them by their patients. The relationship between the 

patient and the doctor is based on the expectation that the physician will put 

the needs of the patient first over and beyond the interests of the doctor or any 

third party like the management. This relationship is the foundation on which 

the practice of medicine is built and dates back to the era of Hippocrates and 

Asklepios in ancient Greece (l,500 B.C. to 500 B.C). The well-being of patients 

and the profession of medicine and dentistry can suffer if doctors and dentists 

put their own interests or the interests of a management (especially in a 

hospital or a corporate setup) before the interests of their patients. Greed, 

prestige and power have all succeeded at some time in displacing patients as 

the top priority of doctors at one point or the other. We are always supposed to 

look out for the best interests of our patients albeit at the price of come what 

may. However, practice is not done in a textbook environment. None of us have 

the freedom of a Dr. House to prescribe and repeat multiple tests, or carry out 

treatments that don't always work; to be then substituted with those that may. 
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In real world practice, patients want perfect results; they don't like to pay for 

investigations/xrays; they don't want to dedicate adequate time for better or 

correct treatment. 

In order to prevent harm to patients, we therefore need to consider the 

following aspects: 

1. What are the associated risks with the planned intervention or non-

intervention? 

2. Do I possess the required skills and knowledge to perform this action? 

3. Is the patient being treated with dignity and respect? 

4. Is the patient being put at risk through other factors (e.g. staffing, 

resources, adherence to guidelines etc.)? 

Non-maleficence differs from beneficence in two major ways. First of all, it acts 

as a threshold for treatment. If a treatment causes more harm than good, then 

it should not be considered. This is in contrast to beneficence, where we 

consider all valid treatment options and then rank them in order of preference. 

Secondly, we tend to use beneficence in response to a specific situation like 

determining the best treatment for a patient. In contrast, non-maleficence has 

to be a constant in clinical practice.   

 

SUMMARY 

The doctor-patient relationship has long been assumed to be a straightforward 

association and encounter between an expert in health care and a person in 

need of that care. In the last decade, rapid changes in the health care delivery 

system and various other factors have resulted in considerable strain on this 

relationship. Ironically, these challenges have also led to increased recognition 

of the relationship’s deeper dimension as an intimate interaction between two 

human beings in issues of health, illness and sometimes death. As the 

principles of beneficence and non-maleficence are closely related, they involve a 
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common ground for discussion. Beneficence involves balancing the benefits of 

treatment against the risks and costs involved, whereas non-maleficence 

means avoiding the causation of harm. As many treatments involve some 

degree of harm, the principle of non-maleficence would imply that the harm 

should not be disproportionate to the benefit of the treatment. Respecting the 

principles of beneficence and non-maleficence may in certain circumstances 

mean failing to respect a person’s autonomy i.e. respecting their views about a 

particular treatment. For example, it may be necessary to provide treatment 

that is not desired in order to prevent the development of a future, more 

serious health problem. The treatment might be unpleasant, uncomfortable or 

even painful but this might involve less harm to the patient than would occur, 

were they not to have it. In cases where the patient lacks legal competence to 

make a decision, staff is expected to act in the best interests of the patient 

taking into account the principles of beneficence and non-maleficence. In 

Western medicine, the principles of beneficence and non-maleficence derive 

historically from the doctor-patient relationship, which for centuries was based 

on paternalism. In the last few decades, there has been a change in the doctor-

patient relationship involving a move towards greater respect for patients’ 

autonomy, in that patients play a more active role in making decisions about 

their own treatment.  

 

CONCLUSION  

We are humans. With utmost sincerity we battle our demons; we rise, we fall. 

Ultimately, in practice, as in life, the wolf we feed wins. However, for us, there 

is an additional wolf. That wolf is grey. If we want to practice ethically, we need 

to be humble, we need to be forgiving of ourselves and our colleagues, and we 

need to be willing to question our thoughts and beliefs repeatedly and 

continually. Wake up each morning and ask for strength to do the right thing; 

but before that ask for the wisdom to know what is the right thing.  
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We did not write this to tell you what to do.  

We wrote it to make you question what you do. 

 

REFERENCES 

1. https://www.alzheimer-europe.org/Ethics/Definitions-and-

approaches/The-four-common-bioethical-principles/Beneficence-and-non-

maleficence 

2. https://www.en.wikipedia.org/wiki/Beneficence_(ethics) 

3. http://www.ethicsofisl.ubc.ca/?page_id=172 

4. https://www.medscape.com/viewarticle/811079_5 

5. https://www.merriam-webster.com/dictionary/beneficence 

6. https://www.ncbi.nlm.nih.gov/pmc/articles/PMC3342811/ 

7. https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4863255/ 

8. https://www.plato.stanford.edu/entries/principle-beneficence/ 

9. https://www.sciencedirect.com/topics/medicine-and-

dentistry/beneficence 

10. https://www.themedicportal.com/blog/medical-ethics-explained-non-

maleficence/ 

 

http://www.wjasr.in/


Dr. Kotak Et Al: Deliberating Dental Ethics 

 

www.wjasr.in                   World J Adv Sci Res   Vol. 3  Issue 4  July – August 2020 Page 67 

 

Dr. Ripal Kotak graduated in 1998 from D Y Patil 
Dental College and Hospital, Navi Mumbai. He has over 
1600 hours in continuing education under his belt and 
has done numerous certificate programmes including 
those on advanced Periodontology, Implants, and 
Veneers. He is a prolific writer and often writes on 
various topics both academic as well as non-academic, 
as he negotiates life in Mumbai city. To him, life is like 
a root canal, sometimes straight, and sometimes 
tortuous. He believes in filling it with dollops of hard-
work, enthusiasm, and bonhomie, which is his recipe 
for success. 

 

 

Dr. Bhavdeep Singh Ahuja graduated in 1998 from 
Punjabi University, Patiala. He has specialized in 
Implants from BioHorizons Inc. USA in 2004-05 & 
in Advanced Course from LACE-ICOI, USA in 2006. 
Apart from Dentistry, he holds a Triple M.B.A. in 
Hospital Management, Finance/Human Resources 
(dual) & Marketing from three premier 
Institutes/Universities of India viz. the IIMM Pune, 
IGNOU Delhi & Annamalai University, Chennai 
respectively. He also holds Post Graduate Diploma’s 
in Medical Law & Ethics (NLSIU - Premier LAW 
School of India), Clinical Research, Cyber Law, IPR's 
(Intellectual Property Rights), Disaster Management, 
Financial Management, Bioinformatics amongst many 
more from different Universities. He is a Certified 
Health Care Waste Manager from IGNOU & is 
qualified in Consumer Law as well. He is an 
academically oriented dentist & has more than 125  
Original Scientific Publications to his credit in many 
International & National journals. He lectures all over 
India extensively on the topics of Practice Management, 
Medical Law, Ethics and Consent and Finance for 
Dentists and he is writing a series on these topics in 
multiple journals simultaneously. His Youtube Channel 
exclusively for the Dentists is famous by the name of Dr 
Bhavdeep Ahuja and he posts many videos every week 
on these three topics for upliftment of the dental 
fraternity. Presently, he is into his 21st year of 
Clinical Private Practice in Ludhiana, Punjab. 

 

 

http://www.wjasr.in/

	Non-Maleficence is the sister to beneficence and is often considered as an inseparable component. It states that a medical or dental practitioner has a duty to do no harm or allow harm to be caused to a patient through neglect. Any consideration of be...

