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Introduction 
 
Operating under the assumption that patients did not have the requisite specialized knowledge 
and experience to make major medical decisions for themselves, healthcare practice in the 
West maintained a largely paternalistic attitude until the later 20th century (Wolfendale). 
However, in recent decades, Western healthcare has progressed toward a more patient-
centered model; a significant part of this shift has been a strengthened concept of the role of 
consent within the treatment experience (Umar). Indeed, in most modern healthcare settings, 
consent has become an ethical—and legal—mandate (Umar). This is the case in dentistry as it 
has been in dentistry as it has been in medicine at large (King). In a military setting, however, 
patients and clinicians may face barriers to consent that do not exist in civilian setting 
(Wolfendale), and dentists serving in this setting need to be cognizant of potential limitations 
and patient perceptions regarding consent in this environment. 
 The principles of beneficence, non-maleficence, justice, and autonomy form the 
philosophical backbone of modern biomedical ethics (Main). The modern concept of informed 
consent primarily derives from the principle of autonomy—though other philosophical models 
resting on justice or non-maleficence have also been proposed (Main, ONeill). Indeed, absolute 
autonomy may be undesirable when weighed against the other principles; nonetheless, it is 
generally considered ideal that the patient’s wishes and goals—supported by scientific evidence 
and clinical opinion—form the basis of a shared treatment decision between patient and 
clinician (Main). 
 Consent has three components essential to its validity: capacity, knowledge, and 
voluntariness (Umar, King). The first, capacity, demands that the patient be able to understand 
what they are being told and be competent to make decisions for themselves (Umar, King). It is 
important to understand that capacity is not necessarily constant, and can be altered or 
diminished as a result of fear, pain, pharmaceutical influence, sickness, or simply malaise 
(Umar, Cassell, ONeill).  
 The second component, knowledge, is the information that ought to be provided to the 
patient (Umar). This information should include available treatment options—to include non-
treatment—and attendant risks and benefits (Umar). Communication of this information can 
complicated by low rates of science and health literacy (Grady). Excessive technical detail can 
reduce understanding and undermine the possibility of consent, but vague or over-generalized 
information can fail to provide adequate basis for the patient to make a decision (ONeill). 
Accordingly, providing the proper amount and detail of information is often a balancing act which 
relies on identifying what the patient and clinician care about in the context of the patient’s 
capacity and the complexity of the treatment (Umar, Grady). Allowing the patient some control 
how much information they receive can go a long way toward achieving an appropriate balance 
point (ONeill). 
 The third component of consent is voluntariness, or non-coercion (Umar, King). What 
seems like straightforward requirement not to force a patient’s decision one way or the other 
can be complicated by subtle, often unintentional, pressures on a patient’s decisional process. 
Clinicians exercise, by virtue of their position, several sources of social power which could have 
an indirectly coercive effect on a patient’s decision; among these are power as a potential 
source of approval, power as an admired authority, power from expertise, and power deriving 



from information given in a convincing manner (Cassell). Awareness of a patient’s potential 
susceptibility to these influences ought to frame a clinician’s presentation of treatment options in 
order to avoid undue influence and respond to the patient’s best interest (Cassell). 
 It becomes clear when looking at these components that consent is highly subject to 
contextual and subjective framing. It is not simply a matter of providing some requisite 
information, the words being understood, and a signature obtained; rather it relies on a process 
of communication in which mutual understanding and agreement is reached and the patient 
perceives that they have had some level of control over their treatment (King). Regardless of 
how clinicians educate their patients, demographic characteristics—to include age, sex, race, 
socio-economic status, etc—can still have significant effects on how patients perceive and 
approach treatment choice (Reese). Awareness of some of the demographic trends regarding 
patient perceptions of consent can help clinicians to anticipate and ameliorate potential 
obstacles to consent when communicating with their patients, particularly in environments in 
which consent may already face some uphill battles. 
 Some of those uphill battles become particularly apparent in the provision of healthcare 
within military settings. In volunteer militaries, a service member exercises autonomy in their 
decision to enter the service, but that autonomy can be severely limited while they are serving; 
as a matter of daily life, service members face many requirements or orders that are not subject 
to consent (Wolfendale). Service members exist in a rigid hierarchy and deference to 
appropriate authority and instruction is engrained into the cultural fabric of the military. Within 
this environment, the voluntariness of consent, particularly, has been recognized as a potential 
vulnerability (Warner). Clinicians—who already may exercise intrinsic social power in their role 
as doctors—take on additional social power as a function of their position within the hierarchy 
(Cassell). Additionally, service members may feel compelled to opt for particular treatment 
recommendations due to real or perceived career impacts (Warner). Indeed, there are situations 
involving fitness for duty or readiness for deployment that may dictate or limit a patient’s 
available treatment options (Warner). Particularly from a patient perspective, the dividing line 
between military requirement and clinical recommendation may be unclear. While military 
clinicians have a duty to both the organization as a whole—taking into account readiness and 
mission effectiveness—they also maintain an ethical duty to their patients to optimize their 
ability to consent (Warner). 
 In military dentistry, a range of conditions and disease states may be encountered, and a 
range of treatment options are often open to patients and providers. Even in those cases in 
which military readiness demands an intervention, there are often options as to which 
intervention is pursued. An understanding of some of the subjective perception of consent and 
any associated demographic patterns can assist clinicians in identifying potential obstacles to 
consent and help them to best optimize their communication with patients regarding treatment 
options and recommendations. The purpose of this investigation is to evaluate patients’ 
perceptions of their role in the consent process in relation to their demographic characteristics 
within a population of United States Army Soldiers receiving dental care in the military 
healthcare system at Fort Bragg, NC. The null hypothesis is that no significant demographic 
effects on consent perception will be apparent in the population.  
 
Materials and Methods 
 
Data for this survey were collected using anonymous short-form surveys distributed via e-mail 
link to 4,974 active duty Service Members following dental care appointments at Fort Bragg 
from August to October of 2020. The survey instrument included simple demographic 
characteristics such as age, gender, race/ethnicity, educational background, and military 
specific indicators of hierarchical position or time-in-service. The survey also included questions 
designed to assess patients ’individual experience with military dentistry as well as views 



regarding agency in the dental setting. Respondents who did not complete the majority of 
agency questions were excluded from the analysis (n=2). 
 
The Shapiro-Wilk test was used to assess the normality of the data distributions for time to 
complete survey as well as age. Consequently, measures of central tendency and dispersion for 
time are reported as medians with associated interquartile ranges and age is reported using 
means with associated standard deviations. Descriptive statistics were used for frequency of 
responses. Multiple comparisons were accomplished using the Kruskal-Wallis test with Dunn-
Bonferroni post-hoc comparisons used to elucidate significant results. A chi-square test of 
independence was used for pairwise comparisons. Significance was declared at P < 0.05 for all 
tests. All data was analyzed by using SPSS version 25.0 (SPSS, Chicago, IL). 
 
Results 
 
A total of 221 individuals initiated the survey with 219 (99.1%) completing the survey, a 
response rate of 4.4%. Excluded from the analyses were two incomplete surveys. The median 
time to complete the survey was 1.52min (IQR 1.23-2.3).   
 
As expected in a military population, the majority of respondents completing the survey were 
male (n = 160; 73.1%). The average age of male respondents was 37yrs (SD = 7.7).  Although 
numerically younger with an average age of 35 years (SD = 11) the 59 women (26.9%) in the 
study were not statistically different from the men in terms of age, P>0.05. Similarly, no 
racial/ethnic differences were observed by gender, P > 0.05. The majority of respondents self-
identified as white (n = 133, 60.7%) with blacks (n = 41; 18.7%) and Hispanics (n = 23; 10.5%) 
being the next most common. The remaining 21 respondents (10%) identified as Asian or other 
race. In terms of education, most respondents (n = 138; 63.1%) reported having at least a 4 
year college degree.  Seventy-one respondents (32.4%) reported having an associate’s degree 
or some college.  Less than 5% (n = 10) reported no formal education beyond the high school 
level. As with race, no differences were noted between the educational accomplishments or 
rank structure of male and female respondents (both P > 0.05).  Table 1 summarizes the 
demographic characteristics of the sample.   



 
Where rank structure was found to be a significant factor was in dental care utilization, P < 0.01. 
Table 2 shows prior interaction with the Army dental care system between officers and enlisted 
respondents. Although both groups showed similar rates of utilization in the mid-range of care 
(crowns, fillings, tooth extraction, etc) they differed significantly on the extremes (P = 0.02). 
Compared to enlisted patients, officers had a higher proportion of individuals seeking care only 
for the required annual exam or cleaning (65.6% and 70.2% respectively).  In contrast, enlisted 
patients had higher rates of extensive specialist care (implants, oral surgery, braces, etc) 
utilization compared to officers (20.0% and 5.2% respectively). 
  

 
Table 3 summarizes responses to the questions covering dental healthcare agency.  Overall the 
majority of respondents indicated high levels of satisfaction with their dental care experience (all 
>65% strongly agree). No differences were noted among respondents based on rank type, P > 
0.05. The same however was not true for gender.  While the majority of questions showed no 
difference between males and females, the two questions focusing on information showed that 
females were less satisfied with the amount and quality of information provided (both P = 0.01). 
Males on average reported 82% “strongly agree” in being satisfied with the amount and quality 
of information compared to only 66% of females. 
 

 



Similarly, in looking at racial/ethnic differences, patients were overall very satisfied with their 
experience. The sole difference was found when asking if the respondent felt informed of 
available treatment options (in cases where treatment was recommended). Here data suggest 
that patients who identified as white were overall least satisfied with the treatment options 
presented, P = 0.03. They had the highest rates of reporting “somewhat agree” (n = 23; 17.3%), 
“somewhat disagree” (n = 3; 2.3%), and “strongly disagree” (n = 4; 3.0%). 
  
Although for most questions no differences were found with respect to age; when asked if they 
felt involved in making decisions about treatment, respondents indicating “strongly agree” were 
on average older (38years, SD =8.3) than those with other responses (34years, SD = .8.5), P = 
0.3.  No differences were noted with respect to education, rank, or time in service (all P > 0.05). 
Lastly, the questions were combined into a composite score to examine if respondents had an 
overall positive or negative feeling regarding their dental health care agency.  The majority of 
respondents (n=203; 92.7%) reported mostly positive views, while 1.4% (n = 3) reported equally 
positive and negative views, and 5.9% (n = 13) reported mostly negative views. 
 
Discussion 
 
Informed consent has been described as having three primary components: capacity, 
knowledge, and voluntariness. (Umar) In examining these components, it becomes clear that 
consent is highly susceptible to contextual and subjective framing, a concern even in highly 
democratic and individual-centric societies. These concerns may be magnified in a social 
environment defined by power, authority, and agency dynamics that are inherently more 
hierarchical, centralized, and authoritarian.  
 
This study’s initial concept grew out of the question of whether the hierarchical social positions 
peculiar to military service might influence patients ’perceptions of their role within the informed 
consent process. Due to limitations in the available population, the use of a control group of 
non-military patients was impossible. Thus the question was reframed; rather than examining 
whether military service altered perceptions of consent, this study instead aimed to examine 
whether position within the military hierarchy—or time spent within it—were associated with 
differing self-perceptions of role in the consent process. The results of this study do not lend 
support to a hypothesis of differential consent perception associated with military specific 
demographic measures. 
 
Indeed, the only association noted in reference to military-specific demographic measures was 
the level of dental care utilization between officer and enlisted ranks. While both officers and 
enlisted members utilized mid-level dental care—defined as crowns, fillings, simple extractions, 
etc—at similar rates, the distribution at the ends of the care spectrum was markedly different. 
Officers were more likely to present for routine hygienic maintenance as their only interaction 
with the dental care system in a given year. Conversely enlisted members were much more 
likely to seek complex, specialist-level care. This is suggestive of underlying differences in 
baseline oral health levels between the rank structures. 
 
Most respondents reported high levels of satisfaction with their experience of consent within the 
military dental care system. However, it is worth noting that if military hierarchy does indeed 
influence—consciously or subconsciously—patients’ perceived agency in the consent process, 
that same effect could manifest as an acquiescence bias wherein respondents experienced 
conscious or subconscious pressure to respond with ‘good’ evaluations. The usage of of an 
anonymous, voluntary-response survey was intended to mitigate this effect to the extent 
possible; however, the possibility of such a bias remains a limitation of the study design. 



 
In terms of non-military demographics, isolated associations were noted in terms of gender, 
race/ethnicity, and age. Males tended to be more satisfied with both the amount and quality of 
information provided to them; it is unclear whether this is indicative of a male predisposition 
toward greater acceptance of paternalistic structure and clinician authority or a female 
predisposition for desiring more information. White respondents reported lower levels of 
satisfaction regarding the treatment options presented to them. Finally, older patients reported 
higher rates of feeling involved in treatment decision-making processes; again, there is 
uncertainty as to whether this demonstrates a real reduction in decisional participation by 
younger patients or a more assertive attitude amongst older patients in making their desires 
known. 
  
Conclusions 
 
While the results of this study do not appear to indicate problematic trends with consent 
perception in military populations, it is important to remember that the absence of evidence does 
not constitute evidence of absence. Military clinicians ought always to be aware of the potential 
for consent-limiting factors and ensure that they are attentive and responsive to the individual 
patient’s needs to the extent possible while still maintaining a focus on overall mission 
effectiveness.  
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