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Toothlessness – A moral crisis of
unprecedented proportions.
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Case Presentation
The cases presented highlight the typical experiences of
patients who have lost their teeth, and are enduring the
consequences of toothlessness and immense negative
impact on the quality of life. Many patients attending public
dental services endure a variety of complications resulting
from multiple extractions leading to toothlessness.
Case 1: A dentectomy was performed on a teenage girl,
as no other treatment was deemed clinically appropriate
or suitable to manage her aggressive localised juvenile
periodontitis. Bereft of her teeth, she shied away from
her friends and started missing social engagements.
Virtually ostracized, she withdrew from the social activities
typical of a teenager due to a sense of inadequacy and
embarrassment.
Case 2: A nursing sister presented at a dental surgery
after her partial dentures broke while she was having
lunch. She subsequently missed two days of work while
waiting to have the prostheses repaired. The ordeal
affected her ability to enjoy a variety of food. Her ability
and desire to communicate and engage with family and in
social activities were also adversely affected.

Background
In South Africa, as in many developing countries,
extractions are the mainstay of dental treatment.1,2 This
practice has been medically socialised as an acceptable
and inconsequential alternative care by patients and
dental professionals. Data from the South African National
Oral Health Directorate on public oral health service
indicate that at least five of seven patients will undergo
dental extraction as part of their clinical management.
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This translates into an average of 14 extractions for every
restored tooth in ‘resourced’ facilities. In some regions the
ratio of extractions to restorations is as high as 44:1, and
in the worst instances, no restorations are performed at
all, but only dental extractions.
It is quite plausible that this trend will continue unabated,
unless (i) a radical paradigm shift occurs in the delivery of
oral health services; (ii) the perceptions and attitudes of
patients regarding dental care are drastically altered and
(iii) clinicians focus on oral health promotion, prevention
and restorative care.
The genesis of this unprecedented extraction epidemic
is complex and controversial. In South Africa the
phenomenon can be traced back to historical legacies of
the segregated health care system in the pre-democratic
era (long before 1994).3,4 Unfortunately the effects of
the unequal health system remain deeply entrenched.
Structurally and operationally, Oral Health Services
remain relatively underfunded and less prioritised when
compared with other health programs.5 Consequently,
the under-resourced Oral Health Services are restricted
to offering limited treatment options for attending patients.
It is of course conceivable that clinicians could be partly
responsible for the spate of extractions, electing the
convenience, rather than the necessity, of removal in
preference to the time consuming effort of restorations.
This situation is likely to continue or even worsen, because
of patient and clinician factors that perpetuate the demand
for, and the provision of, dental extractions.
Under these circumstances, we ask if it is indeed moral or
just for dental professionals, especially those in the public
sectors, to continue a practice that renders populations
edentulous at an unprecedented rate? Phrased differently,
is it moral for the oral health system to provide dental
extractions as the predominant form of dental care?
Is the oral health system so designed (structurally and
otherwise), that dental extractions are offered, almost
exclusively, is that just or fair, especially to the indigent
patients who rely solely on the public oral health system?

Contextualising toothlessness as
a clinical consequence

Despite being the most common dental procedure,
extractions are physically and psychologically traumatic to
patients.6 Dental extraction could be indicative of the end
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of clinical possibilities in managing diseases or conditions
related to the teeth. Ceteris paribus, it is mandatory that
the clinician explore alternatives to save the tooth instead
of recommending amputation. This clinical endpoint
has in some instances become intuitive structurally and
socially accepted dental service option, especially for
the indigent and vulnerable patients. Dental extractions
are the standard of care available in oral health services
in most developing countries.1 Whether by necessity or
convenience, the scourge of tooth amputation continue
in these settings. Dental professionals have become
desensitised to the impact of extractions; and patients
have become socialised to accept or demand extractions
even when alternatives exist. To that extent, the oral health
service has to confront and deal with the eventual clinical
sequelae of dental extractions, whether leading to partial
or complete toothlessness.
Edentulism is a form of impairment which result in
disability and functional limitation, since affected
patients are unable to perform normal functions such
as biting, chewing and swallowing and that affects their
food choices.7 Overwhelming evidence points to the
devastating impact of toothlessness on the patient’s
psychological and general wellbeing and overall quality of
life.8,9 The extent of impairment, disability and handicap,
and the effect on quality of life is influenced by sex, gender
social and cultural factors, among others.8,10
The aim of this paper is to evaluate the morality of the
sustained levels of dental extractions as presently undertaken
in the Public Oral Health Services. Normative analysis of this
moral question is premised on philosophical theories as
explicated by Daniels, Kant, Bentham and Mill.17, 23

Brief overview of moral theories
The morality of an act is determined by the extent to
which it complies with common or particular moral
norms or principles. In this paper, we evaluate how dental
extractions and eventual toothlessness may not be morally
just, nor beneficial or harmless to patients.
According to egalitarian moral theories, all mankind share
common human characteristics, are created equally, and
have equal moral status.11 As a consequence, all persons
are owed rights and obligations given their moral status.
The existence of any inequalities in a society is therefore
an indictment on this principle of equal distribution of
benefits and burdens, and is a violation of the equality of
rights and obligations.
Rawls' interpretation of liberty and justice provides an
eloquent discussion of rights and obligations owed to
moral being.11-14 His assertion is based on the assumption
of “original position” in which all persons are subjected
to a veil of ignorance. From that starting point, it may
be proposed that: (i) all persons should achieve similar
maximum levels of liberties and basic rights (Liberty
Principle); (ii) offices and positions be open to all in pursuit
of fair equality of opportunity (Opportunity Principle)
and (iii) inequality is only permissible if it benefits all,
especially the least advantaged (Difference Principle).11-14
This Rawlsian idealisation of justice sought to redress the
effects of societal inequality. However, Rawls observed
that the “natural lottery” or immutable disposition acquired
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at birth, somewhat limited individual opportunities to
attain life goals. Similarly, “social lottery” or structural
and socially designed barriers, denied individuals fair and
equal opportunities.15,16 Hence the focus of Rawls' theory
was on the distribution of income, wealth, choice and did
not specifically address health.14 The application of his
theory to health issues was further developed by Norman
Daniels to give effect to consideration of justice in the
distribution of health as a social good.17
Daniels' central premise is that justice will be achieved
when there is equal and fair opportunity “for all to realise
their maximum species- typical level of functioning”.
Daniels further argued that health care needs are
special and morally important due to their contribution
to the achievement of normal functioning and the
protection of the equality of opportunity. Consequently,
any deficiency in health would minimize the attainment
and maintenance of normal function, and would limit
the range of opportunities, predisposing individuals to
pain, suffering and unhappiness.18,19 Therefore, all health
activities are just to the extent they ensure fair equal
opportunity necessary for the individual to construct
and achieve life plans and objectives. The range of
opportunities due to individuals or societies will vary
according to the level or stage of development, cultural
preferences and other material factors. Despite these
differences, just societies ought to provide a minimum
standard of care for all, which would enable individuals
to attain acceptable levels of function.
According to Daniels, prioritization of health needs and
the implementation of appropriate programs will depend
on the relative importance attached to a particular health
need and its expected impact on achievement of life
plans. This means that resources will be allocated to a
basket of health services depending on their impact on
function and the opportunities they provide to individuals.
In the case of dental services and in particular the sole
provision of extractions, the question must be raised as
to whether oral health services are adequately prioritised
and funded to enable achievement of functioning and
opportunities? In other words, are dental extractions in
public oral health services a reasonable treatment that
contributes to the individual’s ability to achieve and to
construct one’s life plans? If not so, why do we continue
to perform dental extractions?
Daniels regards health as a special “good”, hence the
moral requisite to make access to health universal, and
not dependent one’s financial resources.18,19 Yet given the
limited nature of health resources, some form of rationing
is necessary, as long as it is just and fair. Daniels suggests
that transparent judgment be made according to needs,
in order to determine which healthcare resources are
allocated and to whom. This means that limits have to be
set on what services can be provided universally, given
that the resources are finite and are sometimes indivisible,
rendering it not possible to permit “equal” allocation.
According to Daniels a just health system should defend
Rawls' idealization of health, by assuring that speciesspecific opportunities are realised. With regards to oral
health, is it morally just for dental extractions to be the
primary and most accessible service in the public service?
What other treatment modalities should constitute a basic

<

369

370 > ethics
dental care package that would ensure realization and
protection of normal functioning?
Bentham and Mill teleological philosophical ethics
emphasise that the consequences, or the ends or the utility
of an action determines its moral value. Therefore, an action
that produces greatest happiness for the greatest number
of persons is consequently moral.20,21 Dental extractions
result in short term relief of pain and suffering for patients,
which, according to consequentialism or utilitarianism,
makes the provision of this form of care morally just.
Patients receiving dental extractions get relief from pain
and discomfort, which maximises happiness. However, this
short term gain is offset by huge costs of toothlessness,
as patients would require rehabilitative services which are
financially, socially, psychologically costly.
An alternative viewpoint is advanced by Kant, that any
action is moral not because of its utility or associated
consequences, but because it is inherently right.22,23
Specific to Kant’s deontology, an act is moral if persons
are treated with respect or as morally autonomous
agents, in so doing we ought to “…treat human not as a
means to an end but as an end in itself”.23,24 Furthermore
an act is moral if it can be wished to be a universal law or
rule.25 It can be concluded, according to deontology, that
extractions on consenting patients satisfy the principle of
respect of persons or autonomy. It is debatable, whether
dental extractions can be universalised for the relief of
pain and sepsis, without exploring alternatives.
The mantra of Beauchamp and Childress espouses the
belief that the ethical principles of autonomy, beneficence,
non-maleficence and justice are critical to the evaluation
of morality. Therefore a moral act should be voluntary
and uncoerced, should be beneficial and not harm the
individual. Furthermore the distribution of the act should be
fair, equitable and non-discriminatory. Dental extractions
are in all likelihood autonomously requested by patients
without undue coercion from clinicians. This dental
procedure provides relief of pain and sepsis and result in
patient’s “happiness”. Indigent patients have the worst oral
health status, are most likely to miss dental appointments
and thus are unlikely to benefit from preventative dental
services.26 Consequently, the treatment of choice for these
patients remains emergency dental treatment including
dental extractions.27 Therefore, dental extractions and
related complications are disproportionally distributed by
socio-economic status and impact the poor negatively.

Discussion
Are dental extractions performed in the public oral health
service, moral? According to Daniels we ask if dental
extractions improve opportunities for the individual to
achieve dreams and goals? In terms of Kant, we ask whether
patients receiving this treatment are used as means to an
end or as an end in themselves? Bentham and Mill would
question whether dental extractions provide the greatest
benefit for the greatest number of individuals? Similarly,
Beauchamp and Childress evaluate the benefit to harm ratio
of dental extractions as an indicator of moral status.
Dental extractions eventually lead to toothlessness,
which is arguably detrimental to the normal functioning
of affected patients. Edentulism is associated with

limitations in speech, mastication and nutritional choices,
which restricts the choices and opportunities possible
for dentate individuals.9 Toothlessness negatively affects
appearance and aesthetic concerns, self-perception and
overall quality of life.7-9 Hence the failure to manage dental
diseases and the subsequent provision of “exclusive”
dental extractions can have a debilitating effect on oral
health related quality of life.
The oral health system that focusses exclusively on dental
extraction is, according to Daniels, failing to maintain and
protect those oral health opportunities which may be
accumulated by preserving a full dentition. Consequently,
such a system is also limiting the ability of the individual to
“participate in the economic, social and political life of the
society”. By opportunities, Daniels refers to maximization
of range of career prospects, social accomplishments,
and productivity options, typical of a species.19 For
example premature loss of anterior teeth normally affects
aesthetics, which gravely compromises social equity
among the young and socially engaged groupings.
Similarly, extractions of posterior teeth may change the
facial profile, and impact negatively on the masticatory
function, choice of diet and nutritional status especially
among the frail and old.9 According to Daniels such health
states limit the range of “species specific” life plans and
associated opportunities that affected individuals would
like to construct for themselves.
Daniels’ argument is premised on the proposition that
dental extractions are unjust to the extent that they
compromise the attainment and maintenance or protection
of normal functioning of individuals within the realm of the
species. Patients who have lost a significant number of
teeth, are unable to consume a variety of foods, which
further compromise their nutrition. Speech, aesthetics
and social interaction can be gravely impacted. Viewed
within the social context in which these individuals exist,
the effects, while different, would compromise quality of
life, life plans and overall happiness. Edentulous patients
are unable to attain their plans and dreams, as they find it
difficult to take all the opportunities open to them.
Pursuing further the mantra of Beauchamp and Childress’s
mantra, dental extractions may satisfy the principle of
beneficence, as treated patients do not suffer further pain
or “harm”.28,29 However, unplanned and symptomatic serial
tooth extractions lead to toothlessness, a form of dental
disability and a serious handicap. The resultant effects of
toothlessness produce harm beyond only clinical outcomes,
including, social and psychological effects. Proportionally
high extraction rates are contrary to the principle of nonmaleficence,28 as other forms of harm occur as a result.
Health managers can argue that dental extractions are
the most affordable and accessible alternative care, which
provide relief from pain and sepsis. Overall the cost benefit
or harm benefit of multiple extractions is high, to provide
some justification to continue the practice.
Unfortunately, this treatment is largely reserved for the
poor, uninsured, rural and largely African patients in
the country. Dental extractions within the South African
context are therefore unjust and discriminatory according
to socio-economic and other factors. By design or
necessity, this form of treatment would remain the only
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option for this population group unless drastic measures
are implemented to change the system.
Evidence indicates that a plethora of treatment options are
available for dental professionals to manage emergency
dental problems, before resorting to dental extractions.
Therefore, dental extractions cannot be made a universal
treatment for the relief of pain and sepsis. Instead public
oral health services must provide treatments alternative to
dental extractions.
According to Kant, our social systems do not provide
moral agency, hence informed patients cannot choose the
treatment they deserve due to limited or no options. The
public oral health system therefore does thwart the ability
of moral beings to be an end in themselves.
In conclusion, Beauchamp and Childress, Bentham and
Mills, Daniels and Kant provide compelling argument that
while dental extractions result in immediate relief of pain
and sepsis, they present with long term complications.
Furthermore, extractions are discriminatory and unfair as
they are unevenly offered and accepted by sections of the
society. Lastly, extractions do not enable the individual to
achieve life goals and dreams or exercise the autonomous
choice of treatment they deserve. Therefore the high rates
of dental extractions in the public oral health services are
unjust, harmful, not wholly beneficial, and thus are not moral.

Implications for dental practice
Notwithstanding the structural limitations and financial
challenges facing the public oral health services, the
spate of dental extractions remains morally unacceptable.
Health professionals working in these areas are therefore
morally obligated to be creative about averting this
impending epidemic. As part of health promotion
initiatives, oral health professionals should advocate for
a change in the financing of oral health services and
should focus on preventative initiatives to reduce the
burden of caries and periodontal disease. Probably and
most importantly, is for the oral health professionals to
change their mindset about dental extractions. We ought
to reject indiscriminate extractions and advocate for
retention of permanent teeth for life. It is incumbent on oral
health professionals to engage with patients in order to
change their mindset about dental treatment and dental
extractions in particular.
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