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Abstract

Introduction

In 2005 Cairns et al examined the role of Scottish general dental practitioners
(GDPs) in child protection (Cairns et al., 2005a). In 2006 all UK dental practices
were sent “Child Protection and the Dental Team” (Harris et al., 2006). There
has been no published research since 2006 investigating whether the proportions
of GDPs who suspect child abuse/ neglect and those who refer cases has
changed. Additionally there is no published work in the UK on the oral health of

children with welfare concerns.

Aims

To determine the proportion of Scottish GDPs who suspected child abuse/
neglect and the proportion that referred suspected cases, what factors
influenced referral and the willingness of Scottish GDPs to be involved in

detecting neglect.

To establish dental input in comprehensive medical assessments (CMAs) and

quantify the oral health of children “with a welfare concern”.

Materials and methods

A postal questionnaire was sent to 50% (n=1215) of Scottish GDPs.

Children with welfare concerns in NHS Greater Glasgow and Clyde received a
comprehensive oral health assessment (COA) as part of a CMA. The child’s age,
dmft/dmfs scores, postcode, details of registration with dental services and soft

tissue abnormalities were recorded.

Results

The questionnaire response rate was 52% (53% male). 30% and 55% of
respondents had received undergraduate or postgraduate training in child
protection respectively. 37% had suspected child abuse/neglect but only 11% had
referred a case. The most common factor that affected referral was “lack of
certainty of the diagnosis” (74%). 73% of dentists were willing to get involved in

detecting neglect.



The age range for children who had a COA was 4 months to 16 years (mean 6
years). All resided in areas with SIMD quintiles <3. 32% of children <9 years and
17% of children =10 years were caries free. The mean number of decayed,
missing and filled teeth (dmft) for children <9 years was 2.52 and 5.0 for those
>10 years. For those <9 years with evidence of caries experience dmft was 3.7
and for those =10 years the DMFT was 6. 7.4% had evidence of trauma and 5.4%
had enamel defects.
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10.5Appendix 5 Comprehensive Medical Assessment Pa  perwork
_ _ | Edition: Jan 07 |
Comprehensive Medical Assessment
Of = child where thenre are welfare concarns
Child's Sumame Forename(s)
Enun A5 DOB Sex:
Address CHI Ho
Posicode:
Sibling= DOR
DR
DR
[ Refara
Address Addvess
Designation:
ool Thursery Adbended.: Schwool Hurse S HY:
Dade of exammnation Tarne of Examination Erergency O | Planmed ]
Locatiom of Exardnadion :
Tauediarric Ward O Specialict CF Thiit O
OGP Suzery O Dolice Medical Suite O
Corrrromit: Paedisric Clitdc n Othur (epecify) n
Parson
Accompanying Child
Tlother in attendance ? Yes O Neo O Fatber in Sttendancet | Yes [ Mo O
Consent to Healih Assessment and Information Sharing
{sonrce Le. patent, young person, person holding parertal rights)
Pavert’s sizmahive:
Hatrie Eelatiorchip Drate
Withessed By
Harne Position Duate
Referrer’s concern : CSA[] 1 Physical Injury [] 7 FEmotional abuse [] [
Physical Meglect [] { NOFTT[]

® [
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Mame: Diate af birth:

Account of Circumstances leading to referral

(a) From Referrer

Iame: Position:
ib) From accorgparsing adult

Iarme: Pozition:

(o) Frorn Child:

Background Information already available from notes
ez, previous concerns re deve loprental delay, poor growth, possible episodes of HAT)
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Marne: Diate of hirth:

Concerns Raised by Child/Paremt/Carer/Social Worker
( Tick booof probler raised and discussed)

Ilness | [J O Vision | [
Diet/Feeding | [ O Child substance abuse | [
Energy | [ 1l Carer’s hlental Health | [
Emotional Health | [J O Carer substance abuse | []
Oither (specifyy)
Cornrments:

Birth Details

Antenatal Problerns: E g Maternal drogfaleohol misuse, pregnancy induced hypertension, lirnitedftn
antenatal care.

HospitalPlace of Birth:

Birth Weight: Meonatal Hearing Test: YES [ f NO O
Crestation: Pass Of FAILO

Type of Deltvery: Crathrie: VES [0/ NO O

Any Neonatal Prohlems:

1Gove brief description e g SCBU, Jaundice, drog withdrawral etc)

Family History

Inclade ansr Significant Farealy History

3ofE
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Marne:

Date of Birth

Significant Health Problems

Inclnde allergies, cwrrent medication if known, details of any pharrnacy equipraent recpuved by the
child .2 nasogastric tubes, catheters.

Hospital Admissions/A&E AttendancesiAppointments

e details if known
Child Health Surveillance
Yes | Mo | Comanents

A-% weeks | O

13 months Ol | O

2 years L] | L

3 = 5 years L] |0

School Entry Ll | O

Tnscheduled O | O

Coruments:

Immunisations
Vaccine Lge Dhie Ves Dlate Ho

DTaFIEVER Two montls O O

P Two montks ] ]

DTaFIFYHih Three months O L
| IenC Three months 1 ]

DTaPTPVHE Four months L] L]

IlenC: Four months | O

POV Four ronths O C]

Hib I WenC 12 mentths O O

WILVE. 13 meaths O |

PV 15 metths O 0O

LTaPAPY 3 — 5 years L] L]

MME 3 —Syears | |

TAIPY 15— 12 years O O

Othet:
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Mame:

Date of Birth

Clinical Examination

Greneral phyrsical appearance of chald (note especially any evadence of mikchion, neglect or mury)

Dermeanmirb ehavionrfirapression of developmentallmaturation status and emotional health

Ileasurements
Weight ke
Height Cl
Head circumference I

centile

centile
centile

Findings on external physical exarination

Corument

Skin and hair

Teeth

Exes

Ears, nose and throat

Cardicrrascular systern

Blood pressure (if applicable)

Bespiratony system

& hirentary systern

Grerataliaftestes

HMervous systern

Locomotion/posture

al  Wisual acuity

[l ==

b} Hearing

5of 8
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Date of Birth

Marne:

Please indicate on the charts any areas of bruising or abrasions

BACK

Aol &
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Date of Birth

Imvolvement with Other Health Professionals

Mame

Base

Mext Appt
(if Jmown)

Paediatrician

S & L Therapy

Oee. Therapey

Fhymsiotheragpry

CAEHs

Other e.g. eves, dieticlan,
ENT.

CONCLUSION/OPINION

Tofi
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Harme:

Diate of Birth

Surnmary of Findings

i Please report on each itexn)

Mlild (]
Moderzte
[Mad)
Severe [5)

Mewdy identified
at thi=
assessment

(tick)

Currerntly under
trestrment

(tick)

Crevelopmental delay # learning

Motor difficulties

Speech difficulties

Wizual difficultie=

Hearing difficulties

Mizsed Immunizations (tid if yes)

Agthmaf Allergies

Epile psy

Growth Faltering

Obesity/ Owvenueight

Tooth Drecay

Mental Health Concems

Substance Misuze

Enuresiz ! Encopresis

Sexual Health Concerns

Other (specfy)

(N 0

(N

ACTION BY THE UNDERSIGNED CLINICIAN

1. Further imvertigation of posdhle shuse requering:
Joint Paediatric/Forensic Exaraination

Chald Devvelopraent centre
Corrrnmity Paediatrician
Lindiology

ENT

Speech Therapy

CANHS

¥ Dhhe Adion Regquired:
Refer to 5D ]

I

OO0 | Specialist Paediatric Exarination [
2. Heod for further assessmventir eatmnoend of toedical’'devdoprvendal problans. Refer dhald to:

Rfer to Reporter | [

&P

Opht haltology
Dietician
Sexual health
oT

Physio

I o

Fafer to Special Heeds Systam | [

slgned Diate Tirne
Hame 1 Block Letters Dresigration Eevrier Weekis
Copy this assessmvend to:
File [ Police I School Hurse |
Parents[] GP I Sudit Office [0
Social HY ] Cither Il
Work [ Paediatrician [ (Please state)

A COPY OF THEFRONT AND BACK PAGE OF THIS FORM SHOULD BE SENT

TO:

AT

FOR AUDIT PURPOSES
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Comprehensive Oral Assessment

F = child wheare there are welfare concerns

145

Child’s Surname Forename(s)
Enown As DOB Sex:
Address CHI No
Posicode:
Siblings DOB

DOR

DOR
GDP Date of Exarnination:

Addres=s Tirne of ecamndination:
Location «f Exardnation:
* Ermergency U Planned O
Ferson
Accompanying Child
Consent to Health Assessment and Information Sharing
{somrce Le. patent, young person, person holding parental nghts)
Parvert s signaturae:
Hame Relationshin Date
Witrieszed By
Marme Pozition Diate
Referrer’s concern: CSA[] / Physical Injury []/ Emotional abuse [] /
Physical Neglect [] / NOFTT [

lofd
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Marne: Diate of barth:

Concerns Raised by ChildParent/Carer/Social Worker

[Tick box if problem raised and discuszed)

Ilonth pain | [ Laoss of sleep | [
Diet/Feeding [ Ivlissed school | [
Oither (specifyy)
Coratrents:

Birth Details
Intenatal Problerns(ag that may be risk factor far ypoplasia)

Crestation:

Type of Delrery:

Any Neonatal Problems:

Family Dental History

Inclode any Significant Farily History

L dult attendance at dentist Begnlar § Irvegular § Only when n pain
Herwr long since last attended?

Clald attendance at dentist: Begular § Iiregular § Only when in pain
How long since last attended?

Significant Health Problems

Inzlude allengies, current medication it known

2of4
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Date of Birth

Lymphadenopatier: Y/

Syrnetry

Oral Clinical Examination

sl

Intra-Ciral;

Soft Tissues:
Lips
Cheelks

Tongue
Floor of mouth

Ciral Hygiene:

BPE:

Teeth present:

Carles Present:

Festorations:

Toaoth Wear:

Hypoplasia | Hypomineralisation:

Iliscellaneons:

2of4
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CONCLUSIONIOPINION

Matne: Diate of Birth
Mewd yw identified
Surmary of Findings Yes[¥]aor =t thiz Currently under
- trestrment
i Please report on each itermn) Ho [H] assessment Ctick)
(tick)

Untreated Tooth Decay | ]
Oral Sepsis Infection L] [ ]
Tooth Wear ] ]
Other (zpecify) ] ]

ACTION BY 1

[HE UNDERSIGHED CLINICIAN

1. Heed for furfher assessendir extoend of dendal problens . Refar child to:
Community Dentist | [

Hospital Dental dept | [

GoP | O
Sigried Diate Tire
Hahe in Blodk Letters Desizpation Renriear Weelis
Copy this assessmvend to;
Fi= [ Folice O School Harse |
Parents[] 3P | Ludit Office [
Social HV O Cither O
Work O Faediatrician [ (Please state)

4of 4
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10.7 Appendix 7 Dental Appendix to Comprehensive Me  dical
Assessment

Mame: Lrate of birth: Lrate of asszeszment:

DENTAL APPENDIX TO COMPREHENSIVE MEDICAL ASSESSMENT
FORA CHILD YWHERE THE RE IS & WELFARE COMCERM
[to b= completad by 8 qualified de mist]

Concerns raised

This child currenthy :
* s registered unregistered with a dentist
«  Attends regularly Arreguladyy only wehen in pain

The last reported dental visitwas.. ...
Thi= child bushes ... times perday with ............... ppm fluaride tacthpaste which is apprapratefinapproprate far their
age.

COMULIPSTOMADPTMIOM (delete a5 required)

This childisinthe ... derntition.

They have untreated decayin................ primary teeth And ..o PEIMAnent teeth.

There isfis no evidence of current oral sepsis

Oral deanliness J= ... e e s

They are at lovwmediumshigh risk of dewveloping dental decay.
They have erozion affecting............. primarytesth and ............. permanentteeth, which iz mildf moderatef sewvare.

It i i= not likely that this child will have suffered considerable pain.

CARE PLAM
This child requires:

1. Full preventive dental plan including toothbrzhing instruction, diet and oral hygiene advice, use of luonde
mouthwashMuoride supplements, applications of fuonde wamizh, ..., imes peryear, fissure sgalerts on non-
decawed bad teeth and dental radiographs eveny ... months.

2. Further dental examination induding radicgraphic examin ation

3. Treatment’ urgent treatment of aral dizeaze induding restorations andfor extractions which may require local
anaesthelicigenaral anaesthetic

TARGETS
The following targets hawe been agreadwith ...l
#  Teeth have to be brushed twice per daywith luaride toothp aste.
*  ..oeee... hastobetaken regulady to the dentist (this means ewvery 2-6 months) for cheds ups az well as amy
treatment required.
*  Advice from dental staff regarding diet and oral hygiene will be listened to and taken on board.

It has been agreed that appointments will be made at ... ... ... .fordental treatment. Futher preventive
treatmentwillbe at oo

Feazonably attainable targets have been set.
Failure to comply with thess measures will resultin .............. experiencing corsidersble peinand suffering.

SIGHATURES

ceeeesignaEture) L HamE) v dPagition) oL Date])
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10.8 Appendix 8 COA Training Pack

Please score the following
photos as if they were patients
Comprehensive Oral on the example grid sheets
Assessment Training Pack provided.
If you cannot see a surface
code it as 9 (excluded)

Example 1 Example 2
‘ (do not include incisors)

Example 3 Example 4
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Example 5

Example 6
(hypodontia)

Example 7

Example 8

Example 9
(Ignore 6s, previous trauma)

Example 10
(previous trauma)
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10.9Appendix 9 Roles and Responsibilities of Co-ordinator for
Comprehensive Oral Assessments (COAs) for Children with
Identified welfare Concerns.

Administrative

» Receiving early sharing information for all CMAs ( this is approximately at
least 1 email per day)

* Ensuring COAs are completed by most appropriate dentist in most
appropriate location (majority can be done in community settings where
comprehensive medical assessments take place, however sometimes
children require specialist care due to complex medical history etc and
require specialist paediatric dental knowledge)

» Liaising with: Child Protection Unit, Paediatricians, CMA administrative
staff, social workers, general dental practitioners/ community dental
officers

* Writing letters to the above mentioned groups as well as health visitors,
school nurses

» Attending meetings with administrators, paediatricians and others
involved in the comprehensive medical assessments

» Disseminating information to all dentists involved in COAs

» Ensuring paperwork is up to date and changed according to best practice
guidance

» Disseminating paperwork to all dental staff involved in CMAs

* Requesting and reviewing Glasgow Dental Hospital notes for children who
have either had paediatric dental DNAS or are/have been patients at
Glasgow Dental Hospital (recently at least 1 family a week- ranging from
1-3 children per family). This takes approximately an hour worth of admin
time every week, depending on how busy medical records are.

» Telephoning, emailing and writing to general dental practitioners to
request background dental reports for children. This may involve prior
access to dental notes as dentist details are still not routinely requested
by social workers.

» Performing internet searches to identify dentists’ details in order to
contact them as above.

Clinical

» Answering clinical questions and queries from families, lawyers,
paediatricians, GMPs, GDPs etc regarding paediatric dental issues

» Provide specialist leadership in the provision of paediatric dental services
for children with a welfare concern

» Conducting Comprehensive oral assessments when other dental members
of the team are unavailable. This involves travelling from main base as
the ones that cannot be staffed by other dentists usually occur in
Southbank Centre when there are no dental facilities available or are at
other centres due to staff leave.

Training
* Arranging regular child protection training for dental staff involved in
COAs
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Arranging access to multi-agency child protection training for COA dental
staff in specific areas not normally required for dentists- eg court skills
Arranging training and calibration for new staff involved in COAs

Support

Supporting new staff to COAs

Providing support for COA staff if any upsetting/ difficult issues arise
Providing specialist knowledge of child protection/ child abuse/ neglect
Providing information and support if COA staff are called as witnesses in
case conferences or court proceedings

Follow-up

Ensuring assessment and audit forms are properly completed and returned
Follow-up of children referred to specialist paediatric dental services
Liaising with general dental practitioners regarding whether patients
attend scheduled appointments or require referral to Glasgow Dental
Hospital

Audit COA clinics

Assessment of Audit including detailed and exhaustive methodology
applied, resulting in conclusions with significant importance clinically and
nationally as required by specialist paediatric training

Planning for future direction of Audit

Ensure insights are disseminated locally, nationally and internationally
Contribute appropriately to the development and implementation of
relevant Health Education and Promotion programmes using expertise
from COAs

Knowledge required

Signs, symptoms and presentations suggestive of child abuse and neglect
The oro-facial signs of child abuse

The principles and processes of child protection and managing child
maltreatment

Government guidance related to safeguarding and promoting children’s
welfare.

This requires at least 1 session of 3 hours duration a week to ensure all roles and
responsibilities are completed to the highest of standards as the children subject
to COAs are some of the most vulnerable and difficult to reach in the whole of
society.
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10.10Appendix 10 Child Protection Scenarios

Scenario 1

A new family have registered their child with your practice. The mother has
brought her daughter Claire to see you for an examination. Claire is 10 years old
and a very pleasant chatty girl. She lives at home with her mum. You perform
the examination and notice that Claire has occlusal caries in her first permanent
molars, but is other wise caries free.

You have noticed that mum has not said anything while you have been examining
Claire and when you begin to explain your findings to Claire’s mum you notice
that mum appears drowsy and is slightly slurring her words and almost seems to
fall asleep when you return your attention to Claire.

Claire seems embarrassed about her mum’s behaviour. She otherwise appears to
be a well looked after girl and very sensible for her age. The appointment is
coming to an end.

What will you do?

Scenario 2

Mr Smith has brought his 2 older children to see you for their 6 monthly check-
up. Lisa is 9 and Steven is 5 years old. Also with the family is the new baby who
is 6 months old. The 2 older children co-operate very well for an examination
and you also ask if they wish the baby to be registered with the practice to
which dad agrees. You examine the baby as you have an extra 5 minutes.

None of the children have any current complaints but dad tells you that Lisa was
“screaming the place down” a month ago and was upsetting the baby,
“naebuddy could get any sleep cause she was making a pure racket”. Lisa has
extensive caries in all her primary molars and has a draining abscess buccal to
her lower 2" primary molar. Her oral hygiene is poor and she also has stained
fissures in her first permanent molars.

On examination Steven has obvious caries in his first primary molars. His oral
hygiene is inadequate. The baby has lower central primary incisors only and the
mouth appears clean.

You notice that the 2 older children smell a bit and their school shirts are visibly
dirty. The baby is immaculately dressed and appears very happy.

Outline your treatment plan

The family fail to attend the appointments you arrange. What do you do? What
are your concerns if any?

4 months later, on a Monday morning, Mr Smith returns with Lisa. Lisa now has a
swollen face on her right hand side and it is closing her eye. The family did not
return to your practice since the last visit.

Lisa again co-operates very well and her dentition is as before but the caries has
progressed and the facial swelling is related to her upper right first primary
molar. Her father asks “can you no just gie her the jag and rip the bugger out?”
You explain that local anaesthetic will not work well in an infected field so you
are unlikely to get the tooth numb but Lisa allows you to excavate the caries



155

with a hand excavator and pus flows from the tooth. You prescribe antibiotics
and arrange to see Lisa on Friday to ensure the swelling is resolving and to
possibly extract this tooth. The family fail to attend.

What do you do?

Scenario 3

You are working at the emergency dental service and a 3 year old child is
brought in to see you. He has rampant caries with pus draining from both lower
2" primary molars. He is distressed but looks a bit limp as he clings to his
mother. Mum tells you he has had nothing at all to eat or drink for 3 days. The
child looks obviously dehydrated. You take his temperature which is 39°C in his
right ear and he feels hot and dry to touch. Mum says he is not registered with a
dentist, but when you check R4 you realise he had been to see a community
dentist 9 months ago who referred the child for extraction of 20 teeth. The
family has not been in contact with dental services since then.

What do you do?

If the child had never been seen by dental services would you have done
anything differently?

Scenario 4

An anxious 13 year old has been very keen for “braces”. She is very shy and
doesn’t talk a lot. Her oral hygiene is not great but she is trying hard. She always
attends with her mother. At this visit you are reinforcing oral hygiene when the
patient’s mother gets a call on her mobile. Mum leaves the room and as soon as
your surgery door is shut your patient says, “I’m getting bullied really badly at
school”.

What do you do?

Just as soon as the patient has told you her mum returns to the surgery and the
patient clams up and will barely even make eye contact with you for the rest of
the appointment and won’t engage in conversation.

What do you do?
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Chapter 11 Published Abstracts

International Association of Paediatric Dentistry- Presented at International
Congress, Athens 2011

THE SCOTTISH DENTAL PRACTITIONER AND THEIR ROLE IN CHILD ABUSE AND
NEGLECT

Christine M Harris', Richard Welbury', Alison Cairns’

(1)Glasgow Dental Hospital and School, Glasgow, Scotland, U.K.

Background: Previous work by Cairns et al in 2005 showed that although 29% of
dentists in Scotland had suspected child abuse only 8% had referred these cases
on to the appropriate authorities. The phenomenon of under-reporting is an

international problem.

Aim: To assess current knowledge of dentists in Scotland with regards to child
abuse and neglect: whether the uptake and impact of child protection training
had increased among GDPs; the willingness of GDPs to get involved in detecting

neglect.
Design: A questionnaire was sent out to 50% of the GDP’s in Scotland (N=1215).

Results: Response rate was 52%( 53% male). 30% and 55% of respondents had
received undergraduate or postgraduate training in child protection
respectively. 38% had suspected child abuse/neglect in one or more of their
paediatric patients but only 11% had referred a case. The most common factor
that affected the decision to refer was “lack of certainty of the diagnosis”
(79%). 77% thought that children who were abused/neglected had more dental

decay and 76% of dentists were willing to get involved in detecting neglect.

Conclusions: Dentists in Scotland are suspecting and referring more cases of
child abuse/neglect than in 2005 although barriers to referral still exist. Most
dentists believe that children who have been abused or neglected will have more

dental decay. 76% are willing to get involved in detecting neglect.
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British Society of Paediatric Dentistry- Presented at National Conference,
Glasgow Sept 2011.
Establishing comprehensive oral assessments for children with “welfare

concerns”

Harris CM, Welbury RR, Cairns AM' Department of Paediatric Dentistry, Glasgow
Dental Hospital and School.

Background: Our local Child Protection Unit established comprehensive medical
assessments (CMAs) for children with “welfare concerns”. CMAs involve a
physical examination and a detailed history and account of circumstances
leading to referral. CMAs cannot be comprehensive unless oral examination is

performed by a dentist.

Aim: To establish regular input from paediatric dentistry to CMA examinations

and quantify the oral health of children “with a welfare concern”.

Method: Dental examination was in accord with BASCD criteria and dental
findings were included in the medical report. Age, dmft/ DMFT, postcode and
registration with dental services were recorded on paper then transcribed to a

secure Excel database.

Results: All CMA’s now have input from paediatric dentists and are conducted in
community settings with dental facilities. Forty-one children were examined
with an age range of 8 months-15 years old (mean 6 years). 63% had obvious
decay experience. For children with caries their dmft was 5.38 and DMFT was
7.9. Scottish Index of Multiple Deprivation scores (SIMD) were 1 or 2 for all
children (1=most deprived, 5=least deprived). 63% claimed registration with

dental services. Only 22% had evidence of restorations or extractions.

Conclusion: Dental examination was important for accurate assessment of
overall health. dmft/DMFT was higher than the national averages for 5 and 12

year olds (which is 4.19 and 2.41 respectively). All children came from the most
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deprived areas. Involvement of the paediatric community dental service and

support from NHS management has ensured that this service will continue.
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Chapter 12 Essay- Winner of the Bengt
Magnusson Memorial Prize 2011

Winner of Bengt Magnusson Memorial Prize at IAPD Congress in Athens 2011

The Role of the Dentist in Child Protection: Past, Present and Future

C Harris (Submitted under Nom de Plume of Charlie Heather)
1.0 The Past

1.1 History

The role of the dentist in child protection has developed greatly over the past 50
years. This has coincided with changing attitudes of the world towards the
treatment of children. Child abuse and infanticide have existed in society since
ancient times and many reasons were given to justify them'. Previously parents
were left to decide how they would treat and discipline their children and it was
unlikely that anyone would intervene. This began to change in 1874 in New York,
when legal and social involvement in child protection began with a child called
Mary Ellen®. She was chronically abused but in the absence of any laws the
police were powerless to help. Her case was eventually reported to the courts by
The Society for the Prevention of Cruelty to Animals on the basis that Mary Ellen
was a member of the animal kingdom. This led to the formation of the first
Society for the Prevention of Cruelty to Children in New York in 1875. In the
United Kingdom the Society for the Prevention of Cruelty to Children was not

founded until 1884, nine years after this first society.

The medical professions’ involvement in child abuse and child protection
began with radiologist John Caffey, in 1946°. In his paper he observed that
children with subdural haematomas sometimes showed changes in their long
bones which were suggestive of previous trauma. Following this paper more work
was published* which suggested this sort of trauma in young children may have
been inflicted wilfully by the child’s carers. This led up to the publishing of C.
Henry Kempe’s landmark paper in 1962, “The battered child syndrome””. He
described this syndrome as a clinical condition which should be considered in
any child with “evidence of fracture of any bone, subdural haematoma, failure
to thrive, soft tissue swellings or skin bruising, in any child who dies suddenly, or

where the degree and type of injury is at variance with the history given”. The
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publication of this paper led to the passing of laws in all states in the USA which
required mandatory reporting of suspected cases of child abuse by health

professionals (including dentists).

1.2 Types of abuse

From the 1970s onwards there have been many publications in the dental
literature surrounding the dentists’ role in child protection and the identification
of child abuse. Many of these have concentrated on physical abuse of children.
This is not surprising because as early as 1966° it was recognised that at least
50% of physically abused children have injuries affecting their head, face or
neck, all areas readily visible during a normal dental examination. Studies of the
prevalence of injuries to the head, face and neck of physically abused children
have been repeated all over the world and it has been consistently shown that
50-75% of physically abused children have orofacial signs of abuse which would
be obvious to a dental practitioner 7 ® % 1% ' QOrofacial signs of physical child
abuse include bruising of soft tissues (especially those that do not overlie a bony
contour), abrasions, multiple injuries, bruising of different vintages, scarring of
the lip, dento-alveolar injuries, fractures, burns and “tattoo” injuries which
reflect the shape of the offending object. As many of these injuries can occur
accidentally it is important for dentists to get detailed histories of injuries from
the parents / guardians and the child themselves. If the explanation for the
injury does not fit with the clinical picture then the dentist should have a high

index of suspicion of child abuse.

Physical abuse is not the only form of child maltreatment that dentists
may have suspicions about. In the United Kingdom there are four recognised
categories of child abuse: physical abuse; emotional abuse; neglect; and sexual
abuse. In Scotland a fifth category, non organic failure to thrive, is recognised.
However the future of this category is currently under review.

Current literature suggests that dentists, as well as being well placed to detect
physical abuse, should also be involved in the recognition of neglect "> ',
Neglect is defined as “the persistent failure to meet a child’s basic physical and
/ or psychological needs, likely to result in the serious impairment of the child’s
health or development” . Physical neglect was defined in 1975 by ten Bensel

and King as failure of a child’s caregivers to provide the basic physiological



161

needs for the child including failure to provide adequate nutrition and clothing,
proper medical care and a safe environment'>. Emotional neglect seems to be
harder to define but Schwartz et al'® put it very simply as “lack of love and
attention”. In 1981 a paper by Blumberg and Kunken'/stated that untreated
dental decay may be the first sign of child abuse or neglect. Indeed the authors
reported two cases where child abuse was identified following the dental
diagnosis of “nursing bottle syndrome”. Many studies in the dental literature
concerned with orofacial signs of abuse have looked at physically abused
subjects only, and have not included cases of neglect. However neglect can be
just as serious and worrying as physical abuse. Indeed in their paper on fatal
cases of child abuse and neglect in Denmark in 1984 Gregerson and Vesterby
reported the cause of death in 4 of the children in their study as neglect /
malnutrition'. Historically Badger noted that reporting of dental neglect as part
of physical neglect was nearly non-existent in 1982"?. He suggested that
diagnosis of severe dental neglect does not require any additional training of
dentists and gave some guidelines as to how to identify suspected neglect cases.
The AmericanAcademy of Pediatric Dentistry (AAPD) defines dental neglect as
the “wilful failure of parent or guardian to seek and follow through with
treatment necessary to ensure a level of oral health essential for adequate
function and freedom from pain and infection” %°. The British Society of
Paediatric Dentistry (BSPD) published guidelines on dental neglect in 2009"3.
Their definition is “the persistent failure to meet a child’s basic oral health
needs, likely to result in the serious impairment of a child’s oral or general
health or development.” The use of “persistent” rather than “wilful” makes this

definition more wide ranging than the American definition.

Dentists may also come into contact with children who have been sexually
abused. Although this type of abuse was recognised in the dental literature as
early as 1975" the role that dentists have in identifying it does not appear to be
described until the 1980s. The general features that literature suggests dentists
should be aware of are oral manifestations of sexually transmitted infections in
children whose behaviour is withdrawn '7.Fontana®' suggested that simple signs
such as sudden changes in eating and sleeping patterns, nightmares, and fears of
adults not feared before are important in establishing a diagnosis of sexual

abuse, however these are non-specific signs. Casamassimo devoted a whole
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article to child sexual abuse and the paediatric dentist in 1986%. In his article he
lists signs and symptoms of child sexual abuse that may alert a dentist as:

1. A history of sexual assault

2. Physical findings of venereal disease

3. Pregnancy in a child younger than 12 years of age

4

. Direct reports from children

He suggests that a child’s preoccupations with sex, precocious sexual interest or
indiscrete masturbatory activity are “second level indictors” of sexual abuse.
Other authors have described this as an “age-inappropriate sexual knowledge” *
Self harm and low esteem are also recognised as sequelae of child sexual abuse.
In all such cases Casamassimo recommends referral to medical colleagues for
complete examination. Dentists should however have knowledge of the oral
appearances of sexually transmitted infections and what tests are required to
confirm or refute their differential diagnoses. Child sexual abuse is thought to be
the most under-reported type of child abuse and this was brought home to the
dental community by Waldman in 1993%. In his article he quotes shocking
statistics, one of the most notable being that 61% of the 12.1 million women who
had experienced forcible rape in America had been victimised before they were
eighteen years old and 4 million women had been raped at the age of ten or

under.

Emotional abuse impacts on a child’s mental health, behaviour and self-
esteem and is now recognised as a component in all categories of abuse'®. Signs
and symptoms of emotional abuse may be noticed by dentists and include babies
who are demanding / clingy or irritable, who also may have feeding difficulties
and cry a lot. In school aged children there may be developmental delay, soiling
or wetting problems, poor behaviour, and non-attendance at school or rejection
by their peers. Teenagers who have suffered emotional abuse may exhibit
problems with drugs / alcohol, behavioural problems, self harming, eating

disorders or depression'*.

Child abuse can occur in all classes and ethnicities although it is often
more reported in poorer families. Kempe’s formula for assessing those at risk of

child abuse involved there being: something wrong with the parents; something
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wrong with the marriage; something wrong with the child; life stresses; and
parents who have no access to lifelines. Parental factors which may increase the
risk of child abuse include: young parents of low intelligence (who have often
been abused themselves); mother divorced/single cohabiting with person
responsible for the violence; disability; criminal record; and emotional
immaturity. Drugs, alcohol, poverty, social isolation, unemployment and marital
stress may all contribute'. Where the child is concerned crying, soiling,
disability and failed expectations may be contributing factors. Additionally
premature babies and those that are the result of an unwanted pregnancy may
be at higher risk of abuse™. A study by Sullivan and Knutson in 2000 showed that
disabled children were 3.4 times more likely to have been maltreated than their
non-disabled peers®’. Wescott concluded that disabled children are judged more
vulnerable because they experience greater physical and social isolation, a lack
of control over their life and bodies, greater dependency on others and problems

in communication?.

Other researchers have shown that children who have experienced
abuse/neglect have a higher incidence of dental caries and other oral diseases

27,28, 29 Current research is ongoing in this area in Scotland.

1.3 Domestic Violence

Domestic Violence is defined by the United Kingdom Home Office as “Any
incident of threatening behaviour, violence or abuse (psychological, physical,
sexual, financial or emotional) between adults who are or who have been
intimate partners of family members, regardless of gender or sexuality”*°.
Research has shown a link between domestic violence and child abuse. In the
1990s it was shown that children who have been exposed to domestic violence
are more likely to have behavioural and health problems *' and in 60% of child
abuse cases, where the father was the perpetrator, the mother was also abused
32This coupled with the fact that one in four women experience domestic abuse
in their lives' means that there is a huge proportion of children who may be
affected. Recent initiatives for dentists to tackle domestic abuse have been

introduced in Scotland*:.

2.0 The Present
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2.1 Legal Frameworks

In Scotland the legislative framework governing child protection started
with the UN Convention on the Rights of the Child 1989**. The basis for
children’s rights is children’s needs; because children are vulnerable and can’t
protect themselves, and their parents are not always in a position to protect
them either, the state has an obligation to ensure that their needs (see table 1)
are met. Following the Children Act (1989), the Children (Scotland) Act 1995
had three main themes:

» the welfare of the child is paramount
* no court or Children’s Hearing should make an order or supervision
requirement unless it is in the child’s best interest
* The child’s views, taking appropriate cognisance of age and
understanding, should be taken into account where major decisions are
made about his or her future.
This act also sets out what parental responsibilities are, namely:
» To safeguard and promote the child’s health, development and welfare
» To provide direction until sixteen and guidance until eighteen
* To maintain regular contact with the child until he/she is sixteen (if the
child is not living with the parent)
* To act as the child’s legal representative until the child is sixteen
The last point is, however, subject to the Age of Legal Capacity (Scotland) Act
19913 which provides that a person under sixteen shall have legal capacity to
consent on their own behalf where he or she understands the nature and

possible consequences of the procedure or treatment.

2.2 High profile cases

Despite legislation the U.K, and Scotland itself, have had some recent
high profile tragic cases of child abuse. Victoria Climbill died aged 8 years old in
London in 2000 having suffered physical, sexual and emotional abuse and neglect
at the hands of her great aunt and her aunt’s partner. Victoria was failed by
several social service departments, health authorities and the police. It was lack
of collaboration between these agencies which failed to piece together the

jigsaw of abuse which Victoria was suffering. The Laming report*’which resulted
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from the inquiry following Victoria’s death acknowledges the difficulty in

building up a picture of abuse.

“The front line services charged with the protection of children have a
difficult and demanding task, adults who deliberately harm, neglect or
exploit the vulnerability of children go to great lengths to conceal their
behaviour”

Lord Laming 2003

Abusers go to great lengths to avoid detection and take children to many
hospitals. If medical notes are not assimilated and viewed against social work
and police profiles then the entire picture remains hidden. Findings of the
dental team may also be very important in building up a case and suspicions
must be shared. Child protection is everyone’s responsibility and every person

who works with children has that personal responsibility.

Kennedy McFarlane was a little girl from Dumfries in Scotland who died at
the hands of her stepfather. Following Kennedy’s death Jack McConnell (Minister
for Education) commissioned a national audit into child protection in Scotland-
this lead to the publication of “It’s everyone’s job to make sure I’'m alright” *.
This included 17 recommendations to improve child protection in Scotland, the
very first recommendation being that “all agencies should review their
procedures and processes and put in place measures to ensure that practitioners
have access to the right information at the right time”

Caleb Ness was born in July 2001 in Lothian in Scotland and died 11 weeks
later as a result of brain injuries due to shaking. Following this The Criminal
Justice Scotland Act 2003** has made it illegal to shake a child, hit them

anywhere on the head or hit them with objects.

2.3 Dental practitioners and child protection

Previous work by Cairns et al in 2005*° showed that although 29% of
dentists in Scotland had suspected child abuse only 8% had referred these cases
on to the appropriate authorities. This disparity between those suspecting the

need for child protection services versus those who actually refer these cases



166

has also been described in the UK by Welbury et al

with regard to General
Dental Practitioners (GDP’s) and by Harris et al ** for dentists and dental care
professionals with an interest in paediatric dentistry. The phenomenon of under-
reporting is an international problem as shown by work in the USA* 4+

4 Australia*® ¥ Jordan®®, Greece® and Denmark®.

In 2006 all dental practices in Scotland were sent a document entitled
“Child Protection and the dental team”'2. This is a training manual for the
dental team aiming to improve their knowledge on the signs and symptoms of
child abuse and neglect along with information regarding appropriate generic
referral protocols. In addition to this, NHS Education for Scotland has funded
inter-agency postgraduate training courses on the topic of child abuse and
neglect. Inter-agency training involves participants from various health
disciplines as well as people from education and social services. Training in Child
Protection is also a core topic in vocational training/dental foundation
programmes and forms part of the undergraduate dental curriculum in UK dental

schools.

Although reporting of suspected cases of child abuse/ neglect is not
mandatory in the UK as it is in the USA the responsibilities of UK dental teams
are clearly outlined in the General Dental Council’s standards guidance:

“As a dental professional, you have a responsibility to raise concerns

about the possible abuse or neglect of children or vulnerable adults.

It is your responsibility to know who to contact for further advice

and how to refer to an appropriate authority (such as your local

health trust or board).”

GDC 2008

The BSPD’s policy document on dental neglect in children® further emphasised
the role of the dental team in child protection. The BSPD recommend that:
“Dental Services should address the needs of vulnerable children and have

systems in place to safeguard children”'.

An appropriate current pathway for dentists regarding referral of children
where there are welfare concerns is shown in diagram 1. Further information

about when to suspect and what to do when child abuse/ neglect is suspected is
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given in “Child Abuse and the Dental Team”'?, “When to suspect Child

t” *2and the BSPD policy document on dental neglect .

Maltreatmen
There are 4 pathways suggested in diagram 1. The first is where the
dentist or another member of the dental team is concerned about dental neglect

only. In this case a letter should be sent to the child’s health visitor or school
nurse, depending on the child’s age. This letter facilitates information sharing
and makes the health visitor/ school nurse aware of the dentists concerns about
failures to engage with dental services. A template for such a letter can be

9 12

found in the appendices of both “Child Protection and the Dental Team” “and

The Scottish Dental Clinical Effectiveness Programme guideline on “Prevention

and Management of Dental Caries in Children” 3.

The next branch of the diagram explains what to do if the dentist is
unsure about their concerns. In this situation the dentist can contact their local
child protection advisor to discuss the case. Child protection advisors are senior
qualified nurses with a background in health visiting. They also have
postgraduate qualifications in child protection and usually have many years
experience providing advice and support to other colleagues in the health
service. The child protection advisor may carry out further investigations then
get back to the dentist; refer the case directly to the lead paediatrician for child
protection; or they may ask the dentist to refer the case directly to social

services.

The third branch of diagram1 illustrates that if a dentist is aware of a
definite issue requiring referral then they are able to refer directly to social
services. The last and fourth branch of the diagram reminds dentists that if a
child is in immediate danger then they should refer the case directly to the

police.

3.0 The Future

What will be the role of the dentist in child protection in the future? In an
ideal world every dentist will have access to their local child protection
guidelines. They will know exactly who to contact (and how to contact them)

should they ever have a concern about any child patient. In addition child
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protection services, general medical practitioners, school nurses and health
visitors etc will feel happy to contact dentists to ask for help and advice
regarding any child they feel would benefit from a dental examination. In our
digital age perhaps we will be able to share child protection concerns efficiently
and securely through local or national child protection networks. Various papers
have published recommendations that there should be dental representation in
every local area child protection committee'"” > '3, Recent research with GDPs
in Scotland, however, has shown that out of 628 Scottish GDPs only 4 were
involved in multi-agency child protection committees, and most of these were

through church groups rather than dental capacity.

Previous papers looking into the rates of orofacial injuries in physically
abused children have all concluded that it is likely that many oral injuries are
missed because no dentist is involved in the acute medical examinations of
children where there is a suspected child protection concern. In the future the
medical teams involved should include a consultant or specialist in paediatric

dentistry.

In Greater Glasgow and Clyde children for whom there is a welfare
concern may be referred for a comprehensive medical examination. The medical
examination is performed by a consultant paediatrician in the community
setting. Historically the paediatrician would have a cursory look in the child’s
mouth but now children are seen by a qualified dentist who performs a basic
oral examination and copies a report of this, with their reccommendations, to the
consultant paediatrician. This is a relatively new innovation but already it is
beginning to spread to other health boards. There will eventually be a network
of people all over Scotland who are involved in the oral assessment part of the
comprehensive medical assessments. This managed clinical network will be run
by paediatric dental specialist services. Additionally a national database of
children who have had comprehensive dental assessments will be kept in order
to allow follow-up and monitoring of the engagement of these children (and
families) with dental services. This will facilitate early warnings of families who
don’t engage with dental services and thus allow involvement of other
professional such as health visitors who can then help to facilitate attendance

and reinforce the importance of oral health.
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Dentists should be mindful that adult patients they treat with substance
abuse issues or those suffering domestic violence may have children in their
care. In Scotland a charity called ‘Medics Against Violence’ recognised that
dentists have an advantageous position to intervene in domestic abuse. They
have developed an intervention for dentists to use in suspected cases of

domestic abuse®.

When working with families and other agencies or professionals some
essential principles should be remembered™:

» Treat all family members as you would wish to be treated

* Ensure families know that the child’s safety and welfare must be given

first priority

* Be clear, open and honest about the purpose of your professional

involvement, your concerns and responsibilities
» Listen to the concerns of the child and their family

» Take care to distinguish between your professional role and

responsibilities and your personal feelings, values, prejudices and beliefs.
» Respect confidentiality

There are times when it is not possible to work in partnership with parents and
in these circumstances the best that can be done is to keep parents informed

while liaising with other agencies.

Once a managed multi-agency clinical network is established it will give
the opportunity for research collaborations and learning through clinical
governance including case presentations, peer learning and audit. This will
highlight the importance of multi-agency working which is a key theme of the
dental literature throughout the history of dentistry’s involvement in child

protection.

In the future it is hoped that there will be a wider evidence base available
to help dentists make informed decisions regarding treating children with dental

neglect. In addition more research into oral disease and its relationship to child
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maltreatment will inform future policies. This could lead to dedicated pathways

of care for these children and help for families to ensure that all their needs,

not only dental, are met.

4.0 Legends

4.1 Table 1: A framework of children’s needs (adapted from Child Protection

Reader 2007°°)

Physical needs

Social, economic and cultural
needs

Psychological and
emotional needs

Shelter

Knowledge of and respect for own
language, religion and culture

Opportunities for play

Health care

Stable social and economic
environment

Access to education

Water and sanitation

Recognition and respect for
emerging competencies

Stimulation

Protection from
environmental pollution

Access to appropriate guidance
and support

Access to age appropriate
information

Adequate food

Respect for privacy and
confidentiality

Opportunities to be listened to
and respected

Adequate clothing

Opportunities for friendship

A family environment, whether
biological or a substitute
family

Protection from
exploitation and abuse

Opportunities for play

Access to appropriate guidance
and support

Protection from
violence

A family environment, whether
biological or a substitute family

Respect for privacy and
confidentiality

Access to education

Recognition and respect for
emerging competencies

Access to age appropriate
information

4.2 Diagram 1: Flowchart for dentists with concerns regarding welfare of a child

Concerns Regarding a Child'sWelfare

Qnly concernis
regarding dental
neglect

Letter infartming
healthvisitor or
school nurse re
failure to engange
with dental
SRMices

They will carry out
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