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1 |  INTRODUCTION

Norwegian dental professionals, since 1992,1 have been 
mandated to report suspicion of child maltreatment. Such 
reporting has been required by legislation since 1999,2 as ob-
ligated by the UN Convention on the Rights of the Child.3 
Various types of abuse and neglect frequently manifest in the 

orofacial and head and neck region.4-8 Some studies have also 
revealed a high prevalence of untreated dental caries lesions 
among physically and sexually abused children.9,10 Children 
enrolled in Child Welfare Services (CWS) have also shown 
increased caries activity in their primary dentition.11 These 
findings emphasize the dental professionals' accountability 
to use their professional discretion to observe and fulfil their 
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Abstract
Background: Among various health professionals, general dental professionals 
(GDPs) screen children frequently, giving them a unique opportunity to act upon 
suspicion of child maltreatment. The dental team has received considerable attention 
regarding safeguarding children.
Aim: The aims of this study were to explore whether GDPs have mutual collabora-
tion and communication with the Child Welfare Services (CWS), and potential bar-
riers for reporting child maltreatment.
Design: An electronically pre‐coded questionnaire was sent to all GDPs (n = 131) 
in the Public Dental Health Service (PDHS) in Oslo. Frequency distributions and 
statistical analysis were carried out by chi‐squared statistics and multivariate logistic 
regression analysis.
Results: The response rate was 75%. Ninety per cent of GDPs had received requests 
from CWS to provide a child's dental chart. General dental professionals reported 
child maltreatment frequently (71%), but CWS only gave feedback in 55% of the 
cases. Uncertainty was the most common reason for not reporting and 33% of the 
GDPs had chosen not to send a report despite suspicion. Using guidelines increased 
frequency of reporting (OR 3.6).
Conclusions: Mutual collaboration and communication should be improved in the 
task of safeguarding children. Uncertainty and lack of guidelines may act as barriers 
for not reporting to the CWS.
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actual and legal duty to report suspicion of child maltreat-
ment to the CWS.

Through ‘The Adverse Childhood Experience Study’ 
(ACE Study), Felitti et al highlighted the associations be-
tween exposure to abuse and household dysfunction during 
childhood and alcoholism, smoking, drug abuse, severe obe-
sity, suicide attempt, and/or depression later in life. Such un-
healthy lifestyles contribute as a leading cause of illness and 
death in adults. The ACE study also includes neglect, com-
prising the subgroup of dental neglect.12 Dental neglect is de-
fined as a wilful failure of the 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.13 Different kinds of maltreatment com-
monly overlap, and many children are victimized repeatedly 
in various ways.14,15

Early intervention is crucial, and over the past years, 
dental teams have received considerable attention regard-
ing safeguarding children. Studies worldwide from the UK, 
Sweden, Denmark, the Netherlands, Brazil, Croatia, Greece, 
the United Arab Emirates, and Norway have contributed to 
knowledge on the report rates and factors influencing report-
ing suspicion,4,16-34 but still we lack knowledge regarding 
mutual collaboration and communication between CWS and 
general dental professionals.

Compared to previous international studies, a recent study 
revealed that Norwegian public dental health personnel re-
port child maltreatment to CWS at a relatively high rate. Of 
the respondents, 60% reported having sent one or more refer-
rals to the CWS, which is more than twice as much compared 
to other European countries.18,24,34,35

The Public Dental Health Service (PDHS) in Norway of-
fers free comprehensive oral health care to all children aged 
0‐18  years. Nearly all children are enrolled in the PDHS. 
No other health professionals screen children as frequently 
as dental professionals, which generates a professional re-
sponsibility to act upon suspicion of child maltreatment, 
also highlighted by the Norwegian government.36 Recently, 
a study among adolescents (13‐19 years) in the municipal-
ity of Oslo, the capital and largest city in Norway, demon-
strated an increase in injuries and threats of violence. Oslo 
has a more complex and socially segregated population than 
other Norwegian cities, and more of the youth report health 
problems, use of cannabis, bullying, and behavioural prob-
lems.37 This finding makes Oslo important when evaluat-
ing the role of dentists and dental hygienists (abbreviated to 
General Dental Professionals; GDPs) when facing suspected 
child maltreatment.

The aims of this study were to (a) explore whether 
general dental professionals have mutual collabora-
tions and communication with Child Welfare Services 
and (b) to explore potential barriers influencing general 

dental professionals' decisions to report suspicion of child 
maltreatment.

2 |  MATERIAL AND METHODS

2.1 | Participants
The participants in this study were general dental profession-
als (GDPs) in the Public Dental Health Service (PDHS) in the 
municipality of Oslo. All GDPs (n = 131) received an elec-
tronically administered questionnaire (QuestBack Norway) 
in August 2017. The questionnaire was pre‐coded, and two 
reminders were sent to non‐responders 2  weeks apart. The 
responses were kept anonymous.

The Chief Dental Officers in the PDHS of Oslo provided 
all the email addresses for all employed dentists and dental 
hygienists. The Norwegian Centre for Research Data ap-
proved the study.

2.2 | The questionnaire
In this study, most questions were previously used by Van 
Haeringen et al, Borres et al, and Talsma et al.38-40 All questions 
from the Swedish questionnaire, originally made for general 
practitioners (GPs) and used by Talsma et al, were translated 
and adapted to Norwegian conditions (adapted to Norwegian 
governmental organization) and terminology (GDPs instead 
of GPs). The question about receiving an inquiry from CWS 
regarding a child's chart was added to our questionnaire. The 
questionnaire was back‐translated into Swedish by a bilingual 
dentist, and the translation was judged to be good (Table 1).

The data on per cent working time with children were di-
chotomized to working 75% or less and more than 75%.

Regarding reported child maltreatment during the entire 
career and last year, the variables were dichotomized into 
never reported and having reported once or more.

Why this paper is important to paediatric 
dentists
• Dental professionals screen children frequently, 

giving them a unique opportunity to act upon sus-
picion of child maltreatment.

• Uncertainty is a common reason for not reporting 
suspicion of child maltreatment, thus highlighting 
the importance of guidelines.

• Dental professionals should always have the best 
interest of the child in mind, and in many cases, 
this demands a multiprofessional collaboration 
also including child welfare services.
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2.3 | Statistical analysis
Data were analysed using SPSS version 25 (Statistical 
Package for the Social Sciences; SPSS Inc). The sample and 
questionnaire data were described by descriptive statistics.

Chi‐squared test was used for analysing associations be-
tween mutual contact with CWS and the GDPs regarding 
country of education, under‐ and postgraduate education 
about child maltreatment. Chi‐squared test and multivariate 
logistic regression were used to analyse the associations be-
tween three dependent dichotomized variables and six inde-
pendent variables.

Dependent variables were as follows: (a) failed to report 
child maltreatment despite suspicion, (b) during the entire 
career, ever reported child maltreatment to CWS, and (c) re-
ported suspicion during last year. The independent variables 
mirrored professional characteristics (work experience, 
country of education, guidelines, undergraduate education, 
continuing education within last 5 years, and working ex-
perience and per cent working time with children). Risk 
estimates (OR) with 95% confidence interval were calcu-
lated. The questionnaire allowed for free‐text comments, 

and some of the statements were translated and referred in 
the text. The level of statistical significance was set to 5%.

3 |  RESULTS

Of the 131 GDPs who received the questionnaire, 15 were 
excluded due to retirement and no longer having access to 
job mail. Of the 116 remaining GDPs, 87 (75%) responded, 
and 93% were female.

Table 2 describes the GDP's personal, educational, and 
professionals' characteristics.

Three‐quarters of all the GDPs (75%) reported having 
undertaken undergraduate training regarding child mal-
treatment. There were significantly more GDPs educated in 
Norway who reported undergraduate education regarding 
child maltreatment (83% vs 44%, P = 0.003). Eighty‐eight 
per cent had received continuing education in the subject 
during the last 5 years.

Nearly, all the GDPs (90%) had received at least one re-
quest from the CWS to provide a copy of the child's charts. 

T A B L E  1  The survey comprised questions on the GDPs' educational and professional background as well as questions regarding reports and 
collaboration with CWS

Dental education: Norway vs Norden, other EU, other country

Work experience in years: 0‐2, 3‐5, 6‐10, 11‐20, 21‐30, >30 y

Per cent working time with children: 0%‐25%, 26%‐50%, 51%‐75%, 76%‐100%

Undergraduate education regarding child maltreatment: Yes or No

Undertaken continuing education within the last 5 y: Several lectures and courses, longer courses ≥2 d vs no continuing 
education. 
Optional text comments allowed

Availability of guidelines: Yes or No 
Optional comments to specify

The possibility of discussing with colleagues: Yes vs No, I don't have time; No, I don't need to; No, my colleagues 
don't have time; I don't know

The possibility of advisory support: Yes vs No, I don’t know. 
Optional comments allowed

The number of cases reported from GDPs to CWS during their career: 0, 1‐2, 3‐5, 6‐10, 11‐20, 21‐30, >30 
In bi‐ and multivariate analyses dichotomized to never reported vs 
reported one time or more (Table 5)

The number of cases reported from GDPs to CWS during the last year: 0, 1, 2‐3, 4‐5, >5 
In bi‐ and multivariate analyses dichotomized to never reported vs 
reported once or more (Table 5)

Factors affecting whether to report (Yes/No) by the items listed in Table 3

Have you ever failed to report despite suspicion? Yes or No

Receiving feedback from CWS: Never sent reports/Yes, CWS gave feedback/Yes, I was in contact 
with CWS and received feedback/No, I was in contact but did not 
receive feedback/Neither CWS nor I took contact

During the last 5 y, how many times have you received an inquiry from 
CWS regarding information about a child's chart?

0, 1, 2‐3, 4‐5, >5

Note: GPs' attitudes towards reporting to CWS are listed in Table 4.
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Approximately half (51%) had received more than five such 
requests.

Of the GDPs, 55% had received such feedback. Of those 
who did not receive any response, 20% had made a request, 
but the CWS responded only in 9% of these cases. The anal-
yses did not support that country of education and/or under‐ 
or postgraduate education about child maltreatment of 
GDPs affected the mutual contact between CWS and GDPs.

During their whole career, 29% of the GDPs had never re-
ported any cases of suspicion of child maltreatment to CWS, 
and 33% answered they had failed to report concern despite 
suspicion. Within the last year, 38% did not report any suspi-
cion of maltreatment, and Figure 1 illustrates the relationship 
between years of work experience and reporting/not report-
ing to CWS at all during the last year.

The reasons for not reporting suspicion are listed in Table 
3. There were only three comments in optional text: (a) 
‘Never failed to report when suspicious’, (b) ‘I had too little 
knowledge of what to do to help the child’, and (c) ‘The fam-
ily moved before I could take action’.

Seventy per cent of the respondents reported the use of a 
guideline. There were no reports of a specific uniform guide-
line. Almost all (92%) answered that they believed to receive 
support from their leader in the process of reporting suspected 
child maltreatment, and 99% reported that they had the oppor-
tunity to discuss with a colleague when suspicion occurred.

When asked whether they wanted the opportunity to un-
dertake external advisory consult and support when suspi-
cion occurred, 62% answered yes. There were 11 comments; 
that is, ‘it would have been good to have a professional to 
consult’ and ‘desirable to have a person to contact in CWS’.

Only one GDP had ever reported suspicion of child mal-
treatment to the police.

The GDPs' attitudes towards reporting suspected child 
maltreatment to CWS are listed in Table 4. The majority of 
the GDPs disagreed that referrals to CWS should only be car-
ried out in cases of repetitive child maltreatment and believed 
that only strong suspicion or lack of a better chance for re-
solving the problems by themselves justified referrals.

Cross‐tabulations revealed statistically significant differ-
ences regarding country of undergraduate education, per cent 
working time with children, and use of guidelines.

More GDPs with education from abroad had failed 
to report suspicion during their career compared with 
their Norwegian colleagues (56% vs 29%, P  =  0.038). 
Nevertheless, GDPs with education from abroad had more 

T A B L E  3  Reasons for not reporting suspicion (n = 52); Several 
answers were possible. Reduced number because of internal dropout

Stated reasons for not reporting

Number of participants

N %

Uncertainty of suspicion 35 67

Planned short-term follow‐up of the 
child to assess the case better

24 46

CWS was already in contact with the 
family

15 29

Lack of knowledge on child 
maltreatment

8 15

Fear of losing the family´s trust and 
contact

7 14

Lack of time 3 6

Helped the child and the family on 
my own

3 6

Afraid of personal threat 3 6

Not expecting positive outcome for 
child when reporting

2 4

My leader discouraged me to report 1 2

Referral to other healthcare provider 1 2

My colleagues discouraged me to 
report

0 0

T A B L E  2  GDP characteristics

  n %

General dental professionals 87  

Undergraduate education (GDPs) 85a  

Norway 69 81

EU including Nordic countries 12 14

Other 4 5

Working years since graduation 86a  

≤10 y 46 53

11‐20 y 26 30

21‐30 y 10 12

>30 y 4 5

Per cent working time with children 
0‐18 y

83a  

≤75% 41 49

75%> 42 51
aReduced number because of internal dropout. 

F I G U R E  1  The percentage of GDPs who did (hatched columns) 
or did not (open columns) report suspicion of child maltreatment last 
year related to work experience
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frequently reported child maltreatment last year vs those with 
Norwegian education (94% vs 54%, P = 0.003). General den-
tal professionals with 75% or less working time with chil-
dren had reported child maltreatment more frequently during 
their career than GDPs working more than 75% with children 
(85% vs 60%, P = 0.014). General dental professionals who 
stated support from a guideline reported suspicion last year 

more often than those with no support from guidelines (71% 
vs 44%, P = 0.027).

Multivariate logistic regression analysis (Table 5), includ-
ing all variables from the bivariate analyses as independent 
variables, shows that GDPs working 75% or less with chil-
dren were more likely to report child maltreatment during 
their whole career (OR 4.9) than those who worked more 

T A B L E  5  Multivariate logistic regression with the same variables as used in the bivariate analyses

 

Failing to report suspicion 
Yes

Reported child maltreatment 
during whole career

Reported child mal-
treatment last year

OR (95% CI) OR (95% CI) OR (95% CI)

Work experience ≤10 y 1.0 1.0 1.0

>10 y 0.5 (0.1‐1.8) 1.1 (0.3‐4.4) 2.3 (0.6‐8.6)

Country of dental 
education

Norway 1.0 1.0 1.0

Abroad 0.3 (0.1‐1.2) 1.8 (0.4‐8.6) 13.5 (1.5‐124.9)a

Undergraduate education Yes 1.0 1.0 1.0

No 0.5 (0.1‐2.2) 1.0 (0.2‐5.0) 1.8 (0.3‐9.2)

Continuing education No 1.0 1.0 1.0

Yes 0.3 (0.03‐1.7) 0.5 (0.1‐2.8) 1.8 (0.3‐9.9)

Guidelines No 1.0 1.0 1.0

Yes 0.9 (0.3‐2.8) 2.1 (0.7‐6.8) 3.6 (1.1‐11.4)a

Per cent working time 
with children

>75% 1.0 1.0 1.0

≤75% 0.5 (0.2‐1.5) 4.9 (1.5‐16.3)a 1.9 (0.6‐5.8)

Note: Odds ratios (OR) and 95% confidence intervals (95% CI).
aP < 0.05 Reduced number because of internal dropout. 

T A B L E  4  GDPs' attitudes towards statements regarding reporting suspected child maltreatment

  n
Disagree 
n (%)

Neutral 
n (%)

Agree 
n (%) Mean SD

Referrals to CWS should only be made with repetitive 
child maltreatment

85a 75 (88) 6 (7) 4 (5) 1.2 0.5

Referrals to CWS should only be made with strong 
suspicion of maltreatment

86a 61 (71) 17 (20) 8 (9) 1.4 0.7

I have a better chance for resolving maltreatment 
problems on my own

84a 57 (68) 15 (18) 12 (14) 2.1 0.6

With lack of firm evidence, it may be reasonable to 
defer reporting, maintaining contact with the family 
and learning more

86a 42 (49) 27 (31) 17 (20) 1.7 0.8

CWS dismiss cases on suspicion of child maltreatment 
in a proper manner

84a 14 (17) 51 (61) 19 (22) 1.5 0.7

Talking to families about child maltreatment may 
cause risk for losing contact with the family

86a 14 (16) 39 (45) 33 (38) 2.2 0.7

It is easy to contact child welfare services 86a 13 (15) 24 (28) 49 (57) 2.4 0.6

I trust child welfare services investigations in cases of 
suspected child maltreatment

87 10 (12) 29 (33) 48 (55) 2.4 0.7

I trust child welfare services interventions in cases of 
child maltreatment

85a 9 (11) 28 (33) 48 (56) 2.5 0.7

Note: Answers to the statements had options 1‐5: ‘Disagree’ = options 1‐2, ‘Neutral’ = option 3, and ‘Agree’ = options 4‐5.
aReduced number because of internal dropout. 
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than 75% with children. Similarly, GDPs with undergraduate 
education from abroad had a higher probability of reporting 
child maltreatment last year than those with education from 
Norway (OR 13.5). General dental professionals stating the 
use of a guideline were also more likely to report suspicion 
last year than their colleagues who did not use a guideline 
(OR 3.6).

4 |  DISCUSSION

Children exposed to neglect and abuse do not always have 
the ability to ask for help themselves. Thus, in the task of 
acting as a mandated advocate for children, it is important 
that the general dental professionals (GDPs) are prepared and 
educated for a holistic approach to the patient's care.41 The 
authorities in Norway36 have emphasized and encouraged all 
dental professionals to impose their duties to report suspicion 
and follow through with mandatory reporting to the Child 
Welfare Services (CWS).

This study shows that the Child Welfare Sercice (CWS) 
and general dental professionals (GDPs) have mutual col-
laboration and communication to some extent. Positively 
we found that 90% of GDPs had been requested by CWS to 
send copies of a child's dental charts as part of their work to 
unveil neglect and abuse, and half of the GDPs had received 
more than five such requests. In addition, most GDPs had 
reported child maltreatment (71%) to the CWS. It was, how-
ever, concerning that CWS, although mandatory, had given 
feedback to GDPs reporting suspicion in only about half of 
the cases, and that one of three GDPs had chosen not to send 
a report to CWS despite suspicion of child maltreatment. 
Lack of feedback from CWS is also reported in another 
Norwegian study, where only one‐third of the public dental 
health personnel received information regarding outcome 
after reporting to the CWS.42 Feedback is an important part 
of the communication and should be pursued. A two‐way 
communication is beneficial when focusing on the best in-
terest of the child.

To our knowledge, no other studies have reported numbers 
on the CWS's requests of dental records. When CWS investi-
gates suspicion of child maltreatment, it is essential to make 
the situation as clear as possible and to collect as many pieces 
of the ‘puzzle’ from professions working with children. Kvist 
et al23 highlighted that 86% of the children reported by dental 
care services were previously known within the CWS. In this 
context, it was positive that CWS seemed to communicate 
with GDPs and use dental records regularly.

Nearly all the GDPs noted they could discuss suspicions 
with a colleague with support from their leader. The GDPs 
in general had confidence in the CWS, but more than half of 
the respondents (62%) expressed a wish for external advisory 
support when suspicion arose. This finding corresponds with 

the Swedish study among GPs, where 44% indicated the need 
for advisory support.40

Several authors have highlighted the need for education 
regarding child maltreatment at both undergraduate and post-
graduate levels.5,24,25,31-33,43-45 This study reveals that there 
are differences in undergraduate education about child mal-
treatment. Whereas 83% of the GDPs educated in Norway 
had received such education, only 44% of those educated in 
other countries had received the same. Nevertheless, GDPs 
educated outside Norway reported suspicion to CWS more 
often during the last year than their Norwegian colleagues. 
This finding may seem contradictory, but could be due to a 
worry to fail after being introduced to Norwegian law, and 
hence a lower threshold for reporting than their Norwegian 
educated colleagues. However, 88% of the GDPs, however, 
had undertaken continuing education during the last 5 years.

GDPs working 75% or less with children also had a higher 
probability of reporting their suspicion to the CWS. This re-
sult may also be explained in similar terms, a lack of under-
graduate education in child maltreatment, and also that less 
experience may cause them to report more often, in order to 
not miss any cases (false reports).

A total of 33% of all the GDPs had chosen not to send a 
report to CWS, despite their suspicion of child maltreatment. 
Uncertainty was the most common barrier for reporting sus-
picion. Lack of certainty has been identified as an important 
contributory factor towards the failure of fulfilling this pro-
fessional duty.46 This is in accordance with similar studies 
from Europe.18,24,25,32,34,40,46

Suspected child abuse implies difficult assessments. 
Several authors have pinpointed the importance of support 
and the opportunity to seek advice, both among GDPs and 
general practitioners (GPs).25,40,45

Seventy per cent of the GDPs reported the use of a guide-
line. The PDHS in Oslo has developed their own local guide-
line. General dental professionals who used a guideline had 
a higher probability for reporting suspicion last year. This 
finding underlines the benefit of guidelines to reduce uncer-
tainty and strengthen their decision on whether to report in 
their everyday work. Easy access to guidelines is supported 
by many authors. Guidelines regarding child maltreatment 
may also be useful for communication across professions to 
promote children's health and to clarify that the threshold for 
referring a child to CWS is ‘having concern’ and ‘not being 
sure’.23,31,33,41

4.1 | Limitations
The response rate in our study (75%) is comparable with that 
of similar studies24,25,32-34 and must be considered good, es-
pecially in light of the rapid rise of web‐based surveys and 
fatigue of participants. It must also be taken into account that 
those who have chosen not to report child maltreatment may 
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have refrained from participating. The same applies to GDPs 
with foreign education who may have refused to respond be-
cause of uncertainty in relation to questions in Norwegian 
as well as different cultural and religious backgrounds. This 
possibility may have affected their perception of child mal-
treatment.40 A high number of the respondents were women 
(93%). This finding reflects the gender distribution of GDPs 
in Oslo, where 94.6% are women and also the predominance 
of women in the Public Dental Health Service in Norway.

To further explore the topic, future studies with a qualita-
tive research method, that is, focus group interviews, includ-
ing participants from both CWS and dental services, should 
be considered. Such studies may provide more nuanced and 
profound information.

5 |  CONCLUSIONS

Mutual collaboration and communication between child 
welfare services and general dental professionals need to be 
highlighted and further improved.

Lack of collaboration together with the GDPs uncertainty 
may act as barriers for reporting. The use of guidelines may 
reduce uncertainty and increase the likelihood of reporting 
to the CWS. This underlines the importance of developing 
national guidelines.
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