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Abstract
Dental practitioners are able to identify physical

evidence of injuries to chi’Idren, especially in the regions of
the head and neck and oro-facial structures. When such
injuries are of suspicious origin, the dentist has an obligation
to document and report his/her findings to appropziate
authorities so that proper action may be taken to protect
the child while the problem is investigated and resolved. A
case is presented in which a male child was first identified as
a child abuse victim at a routine dental office visit.

Introduction
Physical abuse of children has been the subject of

much dental and medical literature in recent years.’~

This complex problem raises medical, legal, moral, cul-
tural, and psychological issues, all of which must be
addressed by the health professional responsible for
the medical welfare of the child. Dental practitioners
are in a unique position to identify and report suspi-
cious findings which may give evidence of physical
abuse of children.1,4-7,m7." Many cases of battered child
syndrome~ involve injury to the oro-facial structures
or head and neck region in general?3 Comprehensive
oral and head and neck examination as performed by
dentists can document physical evidence of nonacci-
dental injuries.

Abuse of children is not limited to battering. Re-
ports of sexual abuse,9,~°.=.~,~ poisoning,=.~7 intentional
burning, ~,~ and other forms~ of child abuse portray
the extent and diversity of the problem.

The effects of child abuse are not ephemeral. Nu-
merous reports in the literature document severe
physical injuries and medical problems associated
with child abuse. Ophthalmological damage is cited,
2~.~.~ along with skeletal and orthopedic injuries, ~.~ and

irreversible injury to internal organs2 Cerebral injury
from physical abuse can result in mental retardation,~°

and intentional burning of children results in scarring
that provides visible evidence of abuse for the victim’s
lifetime. ~ Death may also result from child abuse if

appropriate intervention is not timely.
Long term sequela of abuse is not limited to bodily

injury. Psychopathological disturbances are extremely
common in children who are continually battered, sex-
ually molested, and subjected to emotional abuseY.~°,~.~.~

Becker et al. in 1978 reported that in a five-year pe-
riod at Children’s Hospital Medical Center in Boston,
65 percent of 260 documented cases of child abuse in-
volved oro-facial and/or head trauma?~ They also
noted that a majority of dentists who answered a sur-
vey were not aware of the legal obligations of a health
practitioner to report cases with suspicious findings.
Such obligations, and legal implications of a health
practitioner not reporting suspected child abuse, have
been reviewed in recent literature?.~.~

Dentists axe apparently reluctant to report sus-
pected cases of child abuse for several reasons,~Lm~ in-
cluding ignorance of the magnitude of the child abuse
problem, lack of knowledge about reporting abuse, in-
adequate histories in patient files, imagined potential "
effects upon a private practice as a result of reporting
a case of abuse, and fear of confronting parents. Posi-
tive identification of child abuse victims may some-
times be difficult, causing practitioners to avoid in-
volvement in suspicious but uncertain cases. In addi-
tion, there are reports of conditions which perfectly
mimic physical abuse, but prove to result from other
causes.~.~2

Becker et al. cited the scarcity of literature by den-
tists reporting personal experiences with cases of child
abuse?~ It is the purpose of this paper to describe the
entire course of events of a case, commencing with
identification of a young abuse victim who was
brought to a private pedodontic office for routine
restorative dental care.

Case Report
A 34-month-old Caucasion male, R. T., was brought

to a private pedodontic office in Pennsylvania in
November of 1979 for a scheduled appointment for
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amalgam restorations. He had been examined six
weeks earlier at the same office, and all oro-facial and
head and neck findings were nonremarkable with the
exception of Class I carious lesions of several primary
second molars. The patient lived with his maternal
grandparents and biological mother, and the where-
abouts of his father was unknown. The medical his-
tory included a hospital stay in the spring of 1979 for
severe lacerations of the left foot associated with a
power mower accident. The boy's grandfather re-
portedly struck the patient while mowing the lawn.

While seated in the children's play area during the
November office visit, the patient was seen to have bi-
lateral perioorbital ecchymosis, with the right side
more severely affected than the left (Figure 1). On

Figure 1. The patient exhib-
ited bilateral periorbital
ecchymosis.

questioning the mother and grandmother, who had
accompanied the patient, the mother said that the pa-
tient was bruised "when he fell at the playground,"
while simultaneously the grandmother claimed, "he
plays with crayons and rubs them in his eyes."

The patient was taken to a private isolated dental
operatory while the grandmother and mother
remained in the reception area. Using the method of
Croll et al. the patient was evaluated and found to be
free of obvious neurological impairment.47 His Glasgow
Coma Score4748 was 15 and he freely responded to all
commands although he displayed moderate situa-
tional anxiety.

On physical examination, the boy was found to
have multiple areas of ecchymosis including the skin
surface of the angle and inferior border of the right
side of the mandible (Figure 2), the right cervical re-
gion (Figure 2), the periorbital areas (Figures 1,2),
within the concha of the right ear (Figure 3), and a
large ecchymotic lesion about 15 cm in diameter on
the right side of the chest, superior and lateral to the
sternum (Figure 2). The only other noteworthy physi-
cal finding was extensive scarring of the left foot asso-
ciated with the lawn mower injury. The genitalia and
buttocks were not examined. All visible evidence of

Figure 2. Ecchymosis of the
skin surface of the angle and
inferior border of the right
side of the mandible.

physical injury was photographed using 35 mm color
slide film (Figures 1-3).

The patient was aksed about the injuries, including
the question "Who hit you?" His only response to any
verbal communication about his bruises from that
time on was an emphatic "No!"

It was felt that the child should be evaluated by a
physician to assure the boy's medical status. A pedi-
atrician on emergency call at the local hopital was
contacted by telephone after it was discovered that
the family physician was not available (the family
physician's name and telephone number is recorded on
the patient's office folder, so the mother did not have
to be consulted). The pediatrician requested that the
patient be brought to the emergency division of the
hospital as soon as possible.

Since the child was cooperative and in no distress, a
single dental restoration was performed. The patient
was then returned to the reception area by the pedo-
dontist. The dentist questioned the mother as to the
frequency and ease with which the patient developed
bruises while at play. When she related that the boy
bruised very easily, the dentist explained that certain
disorders such as hemophilia and leukemia may be re-
sponsible for such bleeding, and for safety's sake an
examination by a physician would be prudent. The
mother responded "I didn't hit him, I would never hit
him!" After she was reassured that the medical
evaluation was to verify that the patient was not seri-
ously ill or injured, she accepted the suggestion of
medical consultation. Both the pedodontist and two

Figure 3. Area of ecchymosis
within the concha of the right
ear.
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office staff members observed that the mother became
eager to leave for the hospital and seemingly grateful
for the idea. The pedodontist planned to call Child
Line, a toll free child abuse hotline in Pennsylvania,
had the pediatrician not confirmed the hospital ar-
rival within 30 minutes.

The patient was immediately taken to the emer-
gency department and upon medical evaluation was
admitted to the hospital. The local county youth so-
cial services agency was contacted by the pediatrician,
and by that evening legal proceedings were initiated
to place the patient in protective custody of the
county. Within several days the social worker assigned
to the case requested the pedodontist’s color slides for
use in legal proceedings. The photographs, along with
the pediatrician’s photographs and recorded findings,
were instrumental in convincing judicial authorities to
place the child in a foster home while the family situa-
tion was investigated.

The pedodontist and pediatrician were subpoenaed
to testify at a hearing several weeks later, but were
never called into the discussions.

According to the social worker, ten months after
identification of the problem the patient had been re-
turned to his home. He had stayed with several sets of
foster parents during the time that he and his family
had undergone psychological counseling. It was dis-
covered that all of the three adults probably had been
involved in physically abusing the boy in varying
degrees. To the satisfaction of the psychologists and
social workers, however, circumstances had improved
sufficiently for the boy to return home with assurance
of safety. Periodic monitoring of the patient by the
youth agency will continue for an indefinite time
period.

A letter was written to the mother advising her
that she would be welcome to return the patient for
continuing dental care. The social worker also en-
couraged the mother to seek continuing dental care
for the boy. Fifteen months after the letter was sent,
the mother had not arranged for further appoint-
ments with the pedodontist, and it is not known if the
child has been treated elsewhere.

Discussion
R. T.’s case history is interesting in several re-

spects. Rapid communication among the pediatric
dentist, the pediatrician, and the children’s social ser-
vice agency resulted in immediate identification of an
abused child and in prompt action. If medical con-
sultation had not been feasible, or if the boy’s mother
had refused to see the physician, the pedodontist
would have phoned Child Line in Pennsylvania. The
Child Line telephone service takes information from
the caller and contacts local authorities to act in a
case of suspected child abuse. According to the Penn-

sylvania Child Line service (1-800-932-0313), a similar
telephone line is available in most of the United
States.

The role of the color slide photographs in this case
cannot be overstated. Evidence of physical abuse
provided by the pictures was vivid and complete, and
legal and judicial authorities had no doubts as to the
nature and extent of injuries described in the medical
report. The senior author believes that a versatile
intra-oral and extra-oral photographic system is essen-
tial in a dental office not only for routine documenta-
tion of certain dental cases, but also for documenta-
tion of unusual findings such as child abuse.

Due to human nature and the personal feelings
which surface upon identification of a child abuse vic-
tim, it is not surprising that a patient may not be re-
turned to the health practitioner who reported the
case. R. T.’s return to the pedodontic practice has
not been ruled out however. The letter to the patient’s
mother provided an invitation for her to re-establish
contact with the office in the future, hopefully with-
out feelings of embarrassment.

Conclusion
It is apparent from this case history that active

communication among health professionals and a
youth social service agency can be most beneficial in
initiating action to investigate and resolve a child
abuse case. A dentist can play a primary role in detec-
ting evidence of child abuse, documenting such evi-
dence, and reporting all findings to appropriate medi-
cal and social service personnel.
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assistant professor, department of orthodontics/pedodontics, Uni-
versity of Pennsylvania School of Dental Medicine, and staff pedo-
dontist, Children’s Hospital of Philadelphia. Dr. Menna is in private
practice in Doylestown also, and on the associate staff, St. Chris-
topher’s Hospital for Children, Philadelphia, Pennsylvania. Ms.
Evans is a social worker, Bucks County Child and Youth Social
Service Agency, Bucks County, Pennsylvania. Requests for reprints
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