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The concept of defensive medicine was first in-
troduced in 1978 and is widely described as a medi-
cal behavior that avoids medical responsibility 
without offering the patient greater benefits.1 Defen-
sive medicine illustrates the actions of health practi-

tioners aimed at reducing administrative, criminal, 
legal, and ethical consequences for malpractice.2 The 
defensive dentistry concept can be considered as a 
form of defensive medicine and represents defensive 
practices in the field of dentistry. Defensive dentistry 
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ABS TRACT Objective: The aim of the study is to explain the concept 
of defensive dentistry and to investigate the knowledge, attitudes and 
behaviors of oral and maxillofacial surgeons in Turkey regarding de-
fensive dentistry. Material and Methods: In this cross-sectional de-
scriptive study, a defensive dentistry behavior scale was used. One 
hundred and two oral and maxillofacial surgeons were included in the 
study. Results: In this study, it was found that 43.2% of oral and max-
illofacial surgeons practiced “high”, 37.3% of “moderate” and 19.6% 
of “low” level defensive dentistry. Positive defensive dentistry scores 
of oral and maxillofacial surgeons were found to be higher than negative 
dentistry scores. There was no significant difference in positive and neg-
ative dentistry practices according to the demographic characteristics of 
the participants (age, gender, marital status, working experiences, work-
ing place). Of oral and maxillofacial surgeons, 80.4% stated that they 
never heard about the concept of defensive dentistry and 91.2% stated 
that they did not know the content of this concept. Conclusion: This 
study revealed that in Turkey, oral and maxillofacial surgeons performed 
a moderate level of defensive dentistry. In order to reduce defensive den-
tistry practices, oral and maxillofacial surgeons should be provided with 
a suitable and safe working environment in which they can practice ef-
fectively on the basis of law and ethical principles. 
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ÖZET Amaç: Çalışmanın amacı, defansif diş hekimliği kavramını 
açıklamak ve Türkiye’deki ağız ve çene cerrahlarının defansif diş he-
kimliği konusundaki bilgi, tutum ve davranışlarını incelemektir. 
Gereç ve Yöntemler: Bu kesitsel tanımlayıcı çalışmada, defansif diş 
hekimliği davranış ölçeği kullanıldı. Çalışmaya, 102 ağız ve çene 
cerrahı dâhil edildi. Bulgular: Bu çalışmada, ağız ve çene cerrahla-
rının %43,2’sinin “yüksek”, %37,3’ünün “orta” ve %19,6’sının 
“düşük” düzey defansif diş hekimliği uyguladığı görüldü. Ağız ve 
çene cerrahlarının pozitif defansif diş hekimliği puanları, negatif de-
fansif diş hekimliği puanlarından daha yüksek bulundu. Katılımcı-
ların demografik özelliklerine (yaş, cinsiyet, medeni durum, iş 
deneyimleri, çalışma yeri) göre pozitif ve negatif diş hekimliği uy-
gulamalarında anlamlı bir fark yoktu. Ağız ve çene cerrahlarının 
%80,4’ü, defansif diş hekimliği kavramını hiç duymadıklarını ve 
%91,2’si bu kavramın içeriğini bilmediklerini belirttiler. Sonuç: Bu 
çalışma, Türkiye’de ağız ve çene cerrahlarının orta düzeyde defansif 
diş hekimliği yaptığını ortaya koydu. Defansif diş hekimliği uygula-
malarını azaltmak için ağız ve çene cerrahlarına, hukuk ve etik ilkeler 
temelinde etkin hekimlik yapacakları uygun ve güvenli bir çalışma or-
tamı sağlanmalıdır.  
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has been comprehended like a set of preventive mea-
sures that have as objective the dental surgeon pro-
tection against inherent risks in the profession itself 
that could lead to professional mistakes, entailing 
civil, criminal, and/or ethical actions.3 Defensive den-
tistry is defined as a deviation of the dentist from his 
or her usual behavior or practice, in order to prevent 
complaints from patients or their families and to 
avoid dental malpractice cases. Defensive dentistry 
means that the dentists prefer as little risky behaviors 
as possible to avoid exposure to malpractice lawsuits 
or a patient’s complaint. 

There are two main types of defensive dentistry: 
positive defensive dentistry and negative defensive 
dentistry. When dentists perform additional tests or 
procedures to reduce their malpractice, it is called 
positive defensive dentistry.4 Positive defensive den-
tistry includes behaviors such as requesting more ex-
aminations than necessary, prescribing more 
medications, asking for more consultations, evaluat-
ing more patients, making more hospital visits, keep-
ing detailed records, making detailed and excessive 
information to patients and their relatives. The den-
tist’s avoidance behavior is called negative defensive 
dentistry, in order to avoid legal risks. Negative de-
fensive dentistry is an attempt by dentists to move 
away from legal risk sources such that not interven-
ing in risky patients, avoiding risky treatment meth-
ods, and risky surgical procedures, referring to risky 
patients to another location.  

In recent years, the claims of dental malpractice 
have increased in Europe and the United States of 
America (USA) and as a result, dentists have turned 
to defensive dentistry to secure themselves against 
possible malpractice cases. Lately, many articles were 
written about the difficulties faced by dentists in the 
National Health System (NHS) in the United King-
dom (UK) and highlighting “defensive dentistry.”5-8 
Kelleher wrote an article entitled “State-sponsored 
dental terrorism” describing the state’s threats and op-
pressive control on dentists.5 Al Hassan stated that 
unfortunately, young dentists were forced to practice 
defensive dentistry in the UK.6 Patel expressed the 
situations and challenges that are threatening young 
dentists in the UK. According to Patel, many of the 
treatments that can often be applied by young den-

tists are routinely referred to more experienced clin-
icians or second-line clinicians for fear of litigation. 
According to him, dentists in the UK carry out their 
profession in a worried and unsafe environment.7 The 
Young Dental Committee of the British Dental Asso-
ciation issued a statement claiming that 53% of young 
dentists working in the NHS intend to leave the NHS 
in the next five years.9 Defensive dentistry is a situa-
tion in many countries that threatens dentistry ser-
vices offered to the public.10 

A dramatic rise in malpractice litigation has oc-
curred in recent years. Increased incidents of mal-
practice have a range of detrimental implications for 
general health, social, and economic aspects.11 More 
than 15,000 lawsuits are filed against physicians each 
year in Italy, and approximately €10 billion ($15.5 
billion) in compensation is spent on persons disabled 
by diagnosis or treatment.12 It is estimated that the 
physical, financial, and social costs of medical mal-
practice in the USA are between $17 million and $29 
million.13 Nalliah analyzed the increases in the num-
ber of malpractice payments between 2004 and 2014 
and found that 11.2% of malpractice payments in the 
USA were against dentists. Interestingly, although 
malpractice payments to healthcare professionals, es-
pecially non-dentists, are decreasing, payments to 
dentists are rising.14 

Patients tend to seek more rights in recent years 
due to the advances in terms of patient rights and the 
increasing awareness of patients on the subject. In ac-
cordance with “The Universal Declaration of Human 
Rights”, each person has the right to medical care and 
this text forms the basis of the concept of patient 
rights.15 The first document outlining patient rights is 
the Lisbon Declaration adopted by the World Medi-
cal Association in 1981.16 “Patient Rights Regula-
tions” were first issued in Turkey in 1998 by the 
Official Gazette of the Republic of Turkish.17 An up-
dated final form was published in 2014.18 The Com-
munication Center was founded by the Ministry of 
Health of the Republic of Turkey for patient commu-
nications in 2004. “Compulsory Financial Liability 
Insurance for Medical Errors” came into force in 
2010 to compensate for the harm suffered by patients 
due to medical malpractice. In the insurance system, 
where there are four risk groups, while dentists are in 
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the 2nd risk group, oral and maxillofacial surgeons are 
in the 3rd risk group.19 In the new Turkish Penal Code 
(TPC), which came into force on 1 June 2005, the 
penalty amounts of the law articles restricting the 
rights and freedoms of the former TPC were signifi-
cantly increased. Especially with the TPC coming 
into force, the issue of malpractice in medicine and 
dentistry has become increasingly important and 
started to be discussed among physicians and den-
tists. It was noted that after the adoption of this law, 
physicians turned to defensive medicine practices, es-
pecially in surgical branches.20 

Defensive dentistry practices may produce some 
results that may lead to significant violations in terms 
of both the principles of universal medical ethics, the 
obligations of the dentist, and patient rights, which 
are seen as a reflection of basic human rights in the 
field of health care. One of the most important dis-
cussion points of defensive dentistry practices is that 
such practices are carried out by deviating from the 
usual medical standards, although they are often not 
medically necessary.21 It is observed that the patient, 
who was subjected to an unnecessary dental proce-
dure due to these practices, may also experience vio-
lations of material and moral personality values by 
violating the assets, as well as the health, life, and 
bodily integrity. In such dental interventions without 
indications, it is accepted that the dentist will have 
legal responsibility due to intent.22 The dentist who 
applies to positive defensive dental practices acts on 
the basis of his own legal security rather than the ben-
efit of his patient. For this reason, it is seen that den-
tists who are defensive dentistry practitioners act in 
contradiction with the obligation to fulfill the perfor-
mance of acting in accordance with the interests of 
the attorney arising from the proxy contract. The im-
plementation of defensive practices that go beyond 
the medical standards also results in violations of any 
rights of the patient, such as bodily integrity, life 
rights, medical care, diagnosis, and treatment in ac-
cordance with medical requirements.23 

Defensive medicine was debated worldwide and 
high rates were observed in multiple research includ-
ing from various countries involving 98% in Japan, 
73% in the USA, 54-62% in Israel, and 60% in 
Italy.24-27 The first defensive medicine study investi-

gating the incidence of defensive medicine in doctors 
in Turkey was reported to be 78.3%. 79.7% of this 
consisted of positive defensive medicine practices 
and 75.6% of negative defensive medicine practices 
(Aynacı Y. Investigation of defensive (recessive) 
medicine practices in physicians. Selçuk University, 
Meram Faculty of Medicine Department of Forensic 
Medicine, Specialization Thesis. Konya, 2008). In the 
2015 study of Selçuk involving 220 physicians, de-
fensive medicine behavior rates ranged from 74.1% 
to 89.1% (Selçuk M. Defensive Medicine. Izmir Uni-
versity Institute of Social Sciences, Health Law Mas-
ter Thesis. İzmir, 2015). In a study conducted among 
family physicians in Turkey, a branch towards the 
low risk of malpractice lawsuits, even though it was 
found that the common practice of defensive 
medicine.28 In a study conducted between neurosur-
geons, 72% of the respondents reported that they 
practiced defensive medicine.29 Defensive medicine, 
ranging from 83 to 96%, has been reported to be com-
monly practiced in Turkey by obstetricians and gy-
necologists.30 In a study conducted with the 
physicians in different specialties, at a university hos-
pital in Turkey in 2020, 94.2% of the physicians 
stated that they practiced at least one positive or neg-
ative defensive medicine. In this study, pediatric sur-
geons were the most commonly practicing defensive 
medicine.31 In a study among assistant physicians in 
Turkey, the frequency of positive and negative de-
fensive medicine was found as 98% and 92%, re-
spectively.32 It has been stated that recently, defensive 
dentistry practices have increased among dentists as 
well as medical doctors. In a study conducted among 
dentists in Turkey, the practice of defensive dentistry 
of 78% of the dentists was reported to be “high 
level”.33 

Defensive medicine is typically practiced by 
physicians in risky surgical areas such as general 
surgery, gynecology, orthopedic surgery, and neuro-
surgery.2,34 Oral and maxillofacial surgery is one of 
the riskiest dentistry departments and is the most ex-
perienced in dental malpractice claims. It is reported 
that the most common and most destructive errors in 
dental practice are in oral and maxillofacial surgery. 
Improper dental treatment, improper method, errors 
leading to paresthesia, neglect in complications man-
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agement, and implant placement errors are listed as 
the most common errors in oral and maxillofacial 
surgery.35 Oral and maxillofacial surgery patients may 
have poor past experience with surgical procedures. 
It is stated that it is inevitable for this patient group to 
complain of neglect or wrong application during the 
treatment and the complaints in this area are high in 
relation to this situation.36 In a study of dental mal-
practice cases in Turkey, it was reported to be mostly 
related to prosthetic and surgical patients.37 The study 
investigating defensive dentistry practices of oral and 
maxillofacial surgeons is not included in English lit-
erature. The purpose of this study to evaluate the 
knowledge, attitudes and behaviors of oral and max-
illofacial surgeons in Turkey about defensive den-
tistry.  

 MATERIAL AND METHODS 
This cross-sectional study was conducted between 
August 2019 and December 2019. The study was ap-
proved by the Ethics Committee of the Faculty of 
Medicine, Afyonkarahisar Health Sciences Univer-
sity (Approval date: 05.07.2019/number: 8-230). The 
study was carried out in accordance with the Decla-
ration of Helsinki principles. The research included 
oral and maxillofacial surgeons who agreed to par-
ticipate. The Turkish version of the 14-item Defen-
sive Medical Behavior Scale (DMBS) was adapted 
for this study and a Defensive Dentistry Behavior 
Scale (DDBS) was obtained. The DMBS was devel-
oped by Başer et al. and is used for assessing defen-
sive medicine knowledge, attitude and behavior.33 
The validity and reliability of the Turkish version of 
the scale have been done before (Cronbach 
alpha=0.853).38 The first nine questions of the DDBS 
relate to the positive defensive dentistry and five 
questions relate to negative defensive dentistry. The 
answers to the questions of attitude measurement 
were arranged with the Likert scale. For 14 questions 
measuring attitudes, the terms “strongly agree”, “very 
agree”, “moderately agree”, “slightly agree”, “less 
agree” were used. Total scores were determined for 
each physician by giving points as strongly agree (5 
points), very agree (4 points), moderately agree (3 
points), slightly agree (2 points), less agree (1 point). 
The total scores were classified as very high (56-70 

points), high (42-55 points), moderate (28-41 points), 
low level (14-27 points). For the four questions that 
measure the level of knowledge, “yes”-“no” options 
were used.  

Based on the data from a previous study, a sam-
ple size of 90 participants was calculated using 
G*Power version 3.1.9.2 (Heinrich-Heine-Universita¨t 
Dusseldorf, Germany; power 0.80, a=0.05).30 Oral and 
maxillofacial surgeons still working in the public or 
private sector were included in the study. General den-
tal practitioners and retired oral and maxillofacial sur-
geons were excluded from the study. We have not been 
able to reach a reliable database of e-mail addresses 
of oral and maxillofacial surgeons nationwide. The 
questionnaire was sent to the e-mail addresses ob-
tained from the websites of universities or hospitals 
where the physicians work. In this way, a total of 180 
oral and maxillofacial surgeons were mailed, of which 
only 109 agreed to participate in the study.  

STATISTICAL ANALYSIS 
The data obtained were transferred to the Statistical 
Package for the Social Sciences (SPSS-version 22) 
program and analyzed. First, percentage distributions 
were calculated in statistical analyses, and then para-
metric or non-parametric tests were used. Indepen-
dent samples t-test and ANOVA were used to 
determine whether the opinions of the participants 
changed according to the age, gender, working year 
and working place of the participants. The mean dif-
ference was considered significant at the 0.05 level. 

 RESULTS 
A total of 109 out of the 180 distributed question-
naires were answered. The response rate was 60.5%. 
Seven questionnaires were excluded from the study 
due to insufficient data. The analysis was carried out 
on the results for the remaining 102 participants. A 
Cronbach alpha internal consistency coefficient of 
0.871 was calculated for all DDBS items.  

The distribution of the socio-demographic char-
acteristics of the participants was given in Table 1. 
According to this, 73.5% of the participants were 
male, 52% were 30-39 years old and 64.7% were 
married. Of the participants, 58.8% were working at 
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university and 62.7% had 5 years or less professional 
experience.  

Table 2 showed the number and percentage of 
DDBS scores. The mean DDBS score was 26.147 
(14-70). The most common form of positive defen-
sive dentistry ( =3.77) was “I explain dental prac-
tices to my patients in more detail in order to avoid 
legal problem”, while the lowest frequency ( =1.62) 
was observed for “I admit patients for reasons other 
than indications (eg social indication) in order to 
avoid legal problems”. The most common form of 
negative defensive dentistry ( =2.57) was “I avoid 
treatment protocols with high complication rates in 
order to avoid legal problems.” while the lowest fre-
quency ( =1.82) was observed for “I referral risky 
patients despite the possibility of treatment in order to 
avoid legal problems”. 

In this study, it was found that 2% of oral and 
maxillofacial surgeons practiced “very high”, 41.2% 
of “high”, 37.3% of “moderate” and 19.6% of “low” 
level defensive dentistry (Table 3). The change of 
DDBS scores according to demographic variables 

was given in Table 4. There was no significant dif-
ference between the participants in terms of gender, 
marital status, age groups, work experience, and 
place of work (p>0.005). Eighty point four percent of 
oral and maxillofacial surgeons have never heard of 
the concept of defensive dentistry, while 91.2% do 
not know the content of this concept. Three point nine 
percent of the participants stated that faced with den-
tal malpractice throughout their professional life. 
Most physicians (76.5%) stated that dental malprac-
tice cases will have an impact on their professional 
performance.  

 DISCUSSION 
In the modern world of dentistry, defensive dentistry 
seems to be an attempt to reduce the exposure of den-
tists to malpractice cases.10 The practice of defensive 
dentistry is a subject that has been discussed all over 
the world, but cross-sectional studies are very few.39 
There are no other studies in the literature that mea-
sure the attitudes of defensive dentistry of oral and 
maxillofacial surgeons. The results of the study re-
vealed that 43.2% of oral and maxillofacial surgeons 
performed “high”, 37.3% “moderate” and 19.6% 
“low” level of defensive dentistry. In the study, 
DDBS scores were examined in terms of demo-
graphic changes; there was no significant difference 
in terms of age, sex, marital status, working experi-
ence, and working place in both dimensions of the 
scale. Başer et al. reported that 78.8% of the dentists 
applied defensive dentistry in “high”, 15.2% “mod-
erate” and 6.1% “low” levels.33 It is seen that the de-
fensive dentistry practices of the oral and 
maxillofacial surgeons are lower than the dentists in 
Turkey. In addition, they are also undoubtedly lower 
than findings obtained from more risky branches such 
as obstetrics (83-96%), neurosurgery (72%) in 
Turkey.29,30 

Depending on the conditions, there are positive 
and negative defensive dentistry applications.40 In 
some countries, physicians may turn to positive de-
fensive dentistry, while in some countries, they may 
turn to negative defensive dentistry.33 In this study, 
the most common defensive dental practices of oral 
and maxillofacial surgeons were detailed explanation 

X

X

X

X
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Demographic data Number (n) Percentage (%) 
Age  
   ≤30 years old 23 22.5 
   30-39 years old 53 52 
   40-49 years old 19 18.6 
   50 years old≤ 7 6.9 
Gender  
   Male 75 73.5 
   Female 27 26.5 
Marital status  
   Married 66 64.7 
   Single 36 35.3 
Working experiences  
   1-5 years 64 62.7 
   6-10 years 14 13.7 
   11-15 years 16 15.7 
   16 years and more 8 7.9 
Working place  
   Ministry of Health 15 14.7 
   University 60 58.8 
   Private sector 27 26.5 
Total 102 100 

TABLE 1:  Socio-demographic characteristics of the 
participants. 
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of dental surgical procedures to patients (100%), ask-
ing for more consultation (100%), giving more im-
portance to informed consent forms (92.18%), and 
keeping records more detailed (86.4%). Although 
these procedures are necessary standard procedures 
in the context of medical ethics, excessive and exag-

gerated application of these practices to protect 
against malpractice claims can be considered as de-
fensive dentistry practice. A study conducted in 
Turkey in 2014; the highest defensive dentistry prac-
tices of dentists were found to be spending more time 
for patients (81.9%), more explanation for patients 
(89.4%), and more detailed patient records (89.4%).33 
A 2010 report by the American Academy of Ortho-
pedic Surgeons stated that more than 90% of physi-
cians reported practicing positive defensive 
medicine.41 Although practices are designed to pro-
tect against legal problems, they can be viewed as 
beneficial in terms of medical ethical values due to 
their contribution to the patient-physician relation-
ship.42 In the present study, also it was observed that 

Attitude Level Number (n) Percentage (%)  
Very high level (56-70 point) 2 2 
High level (42-55 point) 42 41.2 
Moderare level (28-41 point) 38 37.3 
Low level (14-27 point) 20 19.6

TABLE 3:  Attitude level of defensive dentistry among 
participants.

Questions Strongly agree Very agree Moderately agree Slightly agree Less agree 
Questions of positive defensive dentistry n (%) n (%) n (%) n (%) n (%) X 
1. I would like more examinations to patients other 4 (3.9) 2 (2.0) 30 (29.4) 39 (38.2) 27 (26.5) 2.18 
than those I deem necessary in order to avoid legal problems. 
2. I prescribe most of the drugs that I can prescribe to 4 (3.9) 23 (22.5) 40 (39.2) 12 (11.8) 23 (22.5) 2.73 
my patients in order to avoid legal problems.  
3. I would like more consultation about the complications that 14 (13.7) 30 (29.4) 38 (37.3) 20 (19.6) - 3.37 
may occur in my patients in order to avoid legal problems.  
4. I admit patients for reasons other than indications 4 (3.9) - 14 (13.7) 20 (19.) 64 (62.) 1.62 
(eg social indication) in order to avoid legal problems.  
5. I use imaging techniques more frequently in order to 2 (2) 29 (28.4) 25 (24.5) 38 (37.3) 8 (7.8) 2.79 
avoid legal problems.  
6. I explain dental practices to my patients in more detail in 24 (23.5) 41 (40) 27 (26.5) 10 (9.8) - 3.77 
order to avoid legal problems.  
7. I spend more time with my patients in order to avoid 5 (4.9) 24 (23.5) 38 (37.3) 12 (11.8) 23 (22.5) 2.76 
legal problems.  
8. I keep the records in more detail in order to avoid 11 (10.8) 38 (37.3) 33 (32.4) 6 (5.9) 14 (13.7) 3.25 
legal problems.  
9. I attach more importance to informed consent forms in 20 (19.6) 51 (50) 13 (12.7) 10 (9.8) 8 (7.8) 3.63 
order to avoid legal problems.  
Questions of negative defensive dentistry  
10. I avoid patients who are likely to complain/sue in 10 (9.8) 20 (19.6) 12 (11.8) 37 (36.3) 23 (22.5) 2.41 
order to avoid legal problems.  
11. I avoid patients with complex problems that are difficult 2 (2.0) 21 (20.6) 25 (24.5) 29 (28.4) 25 (24.5) 2.11 
to diagnose and treat in order to avoid legal problems.  
12. I avoid treatment protocols with high complication rates 10 (9.8) 20 (19.6) 12 (11.8) 37 (36.3) 23 (22.5) 2.57 
in order to avoid legal problems.  
13. I tend to prefer non-invasive protocols instead of 2 (2.0) 21 (20.6) 25 (24.5) 29 (28.4) 25 (24.5) 2.47 
interventional treatment protocols in order to avoid legal problems. 
14. I referral risky patients despite the possibility of treatment - 6 (5.9) 22 (21.6) 22 (21.6) 52 (51.0) 1.82 
in order to avoid legal problems.  

TABLE 2:  Attitudes and behaviors of oral and maxillofacial surgeons about defensive dentistry.
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defensive attitudes included more tests, using more 
diagnostic tools, and writing more medications. 
These attitudes are considered defensive dentistry ap-
plications which cause the cost of health services to 
increase. The increased cost of health care can be due 
to defensive dentistry’s direct and indirect costs. For 
instance, the annual cost of defensive medicine has 
been estimated to be $200 billion in the American 
Health Care System.29 In addition, if we take into ac-
count the indirect costs of defensive medicine, this 
cost may be higher than expected. These extra tests 
increase the doctor’s income but may also place his or 
her patient at additional risk for medical errors.43 This 
situation will make defensive dentistry unethical 
practice.  

Negative defensive dentistry scores of the par-
ticipants were lower than positive defensive dentistry 
scores in this study. It was revealed that 77.5% of oral 
and maxillofacial surgeons avoided treatment proto-
cols with a high complication rate, in order to refrain 
from legal problems. Similarly, 75.5% of surgeons 
preferred non-invasive protocols instead of interven-
tional treatment protocols and 75.5% avoided patients 
with a high likelihood of a complaint. Selçuk reported 

that 77.7% of physicians reported hospitalizing pa-
tients for reasons other than the medical necessity to 
protect themselves against legal sanctions (Selçuk M. 
Defensive Medicine. Izmir University Institute of So-
cial Sciences, Health Law Master Thesis. İzmir, 
2015). Negative defensive dentistry manifests itself 
in the fact that dentists never mention risky treat-
ments to their patients and tend to relatively easier 
and less risky treatments. In fact, the dentist should 
fully explain the risks of all treatment options to the 
patient and record them with notes. Similarly, the pa-
tient’s response and a decision should be recorded. 
This is because everyone agrees that comprehensive 
and contemporary records give the highest chance for 
a case to be successfully defended.10 Negative defen-
sive dentistry has little effect on health care costs, but 
it has poor consequences for patient health due to the 
lack of potentially useful diagnostic or therapeutic 
methods.1 The fact that the physician refuses to look 
after the patient in order to avoid legal responsibility, 
directs the patient to different physicians or health in-
stitutions although it is not necessary, results in a vi-
olation of the patient’s life, health, and body integrity 
with negligent behaviors.44 

Demographic features n Positive defensive dentistry p value Negative defensive dentistry p value 
Gender 
          Male 75 26.66±6.00 0.134 11.74±4.91 1.188* 
         Female 27 24.70±5.09 10.44±4.81 
Marital status  
          Married 66 26.62±5.55 0.267 11.37±4.43 0.953* 
          Single 36 25.27±6.25 11.44±5.71 
Age  
          Under 30 years 23 27.73±6.60 0.625 11.69±5.02 0.646† 
          30-39 years 53 25.43±5.65 11.00±4.84 
         40-49 years 19 26.78±5.56 11.78±5.02 
        50 years and older 7 24.57±4.68 12.42±6.32 
Working year 
         1-5 years 64 25.75±6.25 0.731 11.25±5.12 0.081† 
         6-10 years 14 27.92±3.47 10.21±3.46 
        11-15 years 16 25.31±4.88 13.56±4.60 
        16 years and more 8 26.50±3.53 18.00±1.41 
Working place 
        Ministry of Health 15 27.46±6.42 0.538 11.8667±4.61 0.092† 
       University 60 26.23±5.80 11.8500±5.12 
        Private 27 25.22±5.57 10.1481±4.44 

TABLE 4:  The mean scores of positive and negative defensive dentistry applications.

*: The results of the independent sample t-test; †: The results of the one-way analysis of variance.



A substantial rise in malpractice litigation 
against doctors and dentists has been seen in Turkey 
and the world in conjunction with improved quality 
of medical care and higher patient expectations in re-
cent years.45 The incidence of cases of medical mal-
practice in Turkey ranges from 10.5% to 12.3%.31 
However, in this study, the incidence of malpractice 
was lower (3.9%) among oral and maxillofacial sur-
geons. It has been reported that malpractice lawsuits 
filed against doctors affect doctors’ choice of exper-
tise and push away from risky branches (Aynacı Y. In-
vestigation of defensive (recessive) medicine 
practices in physicians. Selçuk University, Meram 
Faculty of Medicine Department of Forensic 
Medicine, Specialization Thesis. Konya, 2008). There 
is no specific medical malpractice law and medically 
specialized court in Turkey. The concepts of neglect 
and conscious negligence in the TPC do not meet the 
conditions for complications and malpractice.29 Med-
ical malpractice insurance is mandatory for all physi-
cians in Turkey. In a study conducted in Turkey in 
2020, the participants reported that insurance cover-
age was inadequate for doctors. In addition, half of 
the physicians stated that they were considering 
changing their specialty due to the stress of malprac-
tice.31 

Defensive dentistry practices have a number of 
negative consequences for patients, physicians, and 
health systems. The cost of oral and dental health ser-
vices may increase as a result of unnecessary exami-
nations and additional procedures as a result of 
defensive dentistry applications. As a result of de-
fensive dentistry applications, the workload of den-
tists increases, morale and motivation decrease, and 
the risk of error increases. Patient complaints and dis-
satisfaction increase and may be more exposed to 
malpractice complaints. As a result of defensive den-
tistry applications, patients can not receive the treat-
ment they need from the physician, and there may be 
disruptions and delays in patient access and treat-
ment. Seventy-six percent of USA physicians indi-
cated that defensive medicine decreases patients’ 
access to healthcare.25 Most of the defensive den-
tistry practices are contrary to patient rights and 
may cause physical and economic harm to patients 
and this results in dental malpractice. The fact that 

the physician refuses to look after the patient in 
order to avoid legal responsibility, directs the pa-
tient to different physicians or health institutions al-
though it is not necessary, results in a violation of 
the patient’s life, health, and body integrity with 
negligent behaviors. 

One of the most important discussion points of 
defensive dental practices is that such practices are 
carried out although they are not medically neces-
sary and deviate from the usual medical standards. 
Defensive dental practices usually take place in the 
form of applying the dentist to various dental ex-
aminations without indication or avoiding the treat-
ment of the patient in order to protect against 
possible malpractice claims. Here, the factor that 
pushes the dentist to perform a certain dental pro-
cedure is their legal security rather than the pa-
tient’s interest. Defensive dentistry practices 
constitute a violation of the principles of attorney 
contract established between the patient and the 
dentist and the professional ethics rules, because of 
the violation of the patient’s obligation to protect 
his interests. On the other hand, a physically un-
necessary dental intervention application of the 
dentist, who does not have any contractual rela-
tionship with the patient, is a violation of the pa-
tient’s life, health and physical integrity and creates 
the unfair act of the dentist.44 

There are many technical, ethical, legal, social 
and economic dimensions of defensive dentistry 
which causes many negative consequences for pa-
tients, physicians and dentists, and health systems. 
The reasons for and possible consequences of defen-
sive dentistry need to be well analyzed in many ways. 
Comprehensive studies should be conducted to in-
vestigate the causes and possible consequences of 
oral and maxillofacial surgeons’ defensive dentistry 
applications. Adverse effects of defensive dentistry 
are seen not only on physicians and patients but also 
on the health systems and society. To eliminate de-
fensive dentistry, reduce possible costs and risks, and 
improve the quality of health care services, all stake-
holders such as dentists, patients, patient relatives, 
health managers, politicians, lawyers, insurers and 
the media should do their duties cooperatively. 
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The main limitations of this study include the 
fact that self-reports by physicians may be biased to-
wards presenting a socially favorable or politically 
appropriate response. In addition, the small sample 
size may limit the generalization of the findings.  

 CONCLUSION 
This study revealed that oral and maxillofacial sur-
geons in Turkey performed a moderate level of de-
fensive dentistry. Also, it is seen that surgeons have 
insufficient knowledge about defensive dentistry. To 
reduce defensive dentistry, oral and maxillofacial sur-
geons should prefer evidence-based dentistry appli-
cations and establish appropriate protocols and 
service standards in the clinic. Only clinical history 
and examination-related tests should be requested. 
Difficult cases should be discussed and evaluated 
with other physician colleagues and these decisions 
should be recorded in writing. Oral and maxillofacial 
surgeons should establish good communication and 
cooperation with patients on the basis of trust. A 
working climate should be created to ensure that den-

tists are happy to serve. Oral and maxillofacial sur-
geons should be able to provide services in a manner 
that gives priority to medical rules and principles, is 
open to scientific developments, can take risks if nec-
essary, and is aware of its responsibilities and ethical 
values.  
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