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Summary Background. Children experiencing domestic violence may demonstrate behavioral impairments and emotional instability
during a stressful visit to the dentist.
Objectives. To identify the influence of domestic violence on a child’s behavior in the dental office.
Material and methods. For the study, children under the protection of Family Support Centers (study group) and patients from normative families reporting for regular dental checkups (control group) were qualified. The consent of the WUM bioethics committee and
the written consent of the parents/legal guardians of the patients, as well as participants above 16 years of age, were obtained. The
examination consisted of a questionnaire, analysis of personal files, assessment of appearance and the child’s behavior and reaction
during dental treatment in relation to parents and the doctor.
Results. The study was carried out in 2017–2019 and involved 404 in the study group (average age 11.4 ± 3.7) and 378 in the control
group (average age 8.53 ± 3.92). The presence of physical (n = 123, 30.45%), sexual (n = 19, 4.7%) and emotional abuse (n = 266,
66.34%) in the study group was confirmed. Behaviors observed only in the study group were a sense of guilt, aggressive reaction to
stress, self-mutilation, lack of basic hygiene and mismatched clothing. The study revealed a connection between physical and emotional abuse and behaviors coming from auto-aggressive reactions and reduced self-esteem. Sexual abuse was connected with excessive
anxiety and aggressive and irritable reactions in the relationship with parents/caregivers and the doctor.
Conclusions. Children experiencing violence are characterized by typical behaviors, the knowledge of which can help to dispel doubts
in case of suspicion of domestic violence.
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Background
Child maltreatment (abuse and neglect), by those close
to them in particular, can lead to direct consequences, such
as health and dental neglect and physical injuries, but also to
serious disorders of a child’s mental and social development.
Research has shown that exposure to child abuse is associated
with an increased risk of depression, anxiety, attempts at suicide, addiction and being a victim or perpetrator of violence in
their adult life [1–3]. Child abuse is difficult to disclose, as it is
concealed both by the perpetrators and the victims. The child is
frequently afraid and, at the same time, almost always ashamed
of looking for help. The victim feels guilty considers the violence
as a norm but, in many cases, is not able to speak out and very
often has problems in contacting the required person [4, 5]. Craniofacial, head, face and neck injuries occur in more than half of
the cases of child abuse [6–8]. In these cases, we do not have
problems with detection of child abuse [9]. In the article, we
want to answer the question of how to recognize child abuse in
the dental office and if this is possible to detect from the child’s
behavior. A child’s behavior is an outward manifestation of inner stability and security. All types of abuse are damaging to
children – physically, emotionally and psychologically – and can

cause long-term difficulties with behavior and mental health
development, including social development, cognitive development and physical health [5]. Children who experience abuse
and neglects may fail to develop a secure attachment relationship with their parent or peers, which can lead to long-term
social and psychological problems. There are identifiable features in the behavior of neglected and/or emotionally abused
children. The American Academy of Child & Adolescent Psychiatry (AACAP) has associated the behavior presented by children
who are victims of abuse with the behavior characteristic of
post-traumatic stress disorder (PTSD). The AACAP has recently
proved that child abuse can manifest itself with unique clinical patterns, including specific signs and symptoms of varying
degrees of intensity: losing interest in activities which normally
gave them joy or pleasure, a regression to thumb-sucking, bed
wetting or other age inappropriate behaviors, as well as loss of
communication skills and severe concentration problems interfering with learning or social activities [10].

Objectives
The aim of this study is to identify the main psychological
aspects of abuse (physical, emotional, sexual abuse and neglect)
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in childhood contributing to its identification and diagnosis in
a dental practice.
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Materials and methods
Children under 18 years of age were qualified to the study
from Social Welfare Centers and Family Support Centers across
the city of Warsaw. Children treated in the Pediatric Dentistry
Department of Warsaw Medical University form the control
group. Children who refused to participate in the research (oral
examination and physical inspection), even with parental consent, were not included in the research. The main study was preceded by a preliminary study, as a result of which the group of
children with suspected behaviors and reactions were separated, which later on formed the questionnaire used in the study.
The questionnaire was prepared by a qualified psychologist. The
research relied upon family reports from social welfare workers,
medical and social interviews and observation of parent-child/
/doctor-child interactions, child behavior and observation of
the spontaneous reactions to stressful situation of dental treatment. From family reports, information as follows was obtained:
skipping classes, running away from home, acquaintances with
peers, type of violence experienced, legal and socioeconomic
status of the family, stay at an orphanage or ambulance service,
being under probation, active „Blue Card” procedure substance
misuse, stay at juvenile detention center. The research adapted
methods from social cognition research to observe specific and
spontaneous reactions and behaviors of children, investigating
their capacity to face and deal with the stressful, and often new,
situation of dental treatment. The study was conducted by one
investigator. The child’s behavior in the office was assessed on
the basis of a questionnaire and concerns the child’s attitude
towards the doctor and parents/guardians and assessment
of the child’s mental condition, appearance, behavior and responses, e.g. withdrawal, anxiety, restless reaction to physical
contact, disregard, excessive physical contact, reduced self-esteem, excessive self-confidence, sense of helplessness, indifference, guilt, excessive responsibility, reduced mood, hyperactivity, aggression or regression as a reaction to stress, abnormal
body weight, inadequate clothing (weather, age, gender), neglect of basic hygiene. The behavior of the caregivers during
the study was also observed – level of interest in the state of
health, involvement in the treatment process. All the observations were consulted with a psychologist. These methods may
be problematic, because they can be biased by misattributions
and perceptual errors. The data was organized and grouped according to the study aims and analyzed using the STATISTICA
13.3 program. The Mann–Whitney U test, Spearman’s rank correlation, chi-squared test and logit regression (OR, aOR) were
performed. Statistical significance was established at a level
of p ≤ 0.05 value. The legal guardian of all children participating in the research signed a consent form. The project was approved by the Ethics Committee of Warsaw Medical University
no. KB/14/2017. All children participating in the study whose
parents approved of a further treatment plan remain under the
care of the Pediatric Dentistry Department.

Results
The study was carried out in 2017–2019 and involved 782
patients, including 404 children from dysfunctional families
aged from 2 to 17 years old (average age 11.4 ± 3.7) and 378
from normative families (control group) (aged from 2 to 17
years old; average age 8.53 ± 3.92). 83 parents/caregivers refused to sign the consent form to participate in the research.
Lack of consent mostly concerned children in day care at the
family support center and children from single-parent and foster families. The guardians did not give a reason for their refusal
to participate in the study. 9 children, despite having signed the

consent form, resigned from participation in the study and were
also excluded from the study. Despite having the possibility of
further dental treatment, only 178 (44.06%) patients registered
to remain in our clinic once the study ended. The characteristics
of the examined groups, as well as socioeconomic data, are presented in Table 1.
Table 1. Characteristics of the examined groups
Parameters

Study group

Control group

n

%

n

%

Gender
boys
girls

173
231

42.8%
57%

194
184

51.0%
48.7%

Social Welfare Center

404

100%

0

0.0%

Superintendent

141

34.9%

0

0.0%

Blue Card

62

15.35% 0

0.0%

Large family

91

22.52% 21

5.6%

Single-parent family

225

55.69% 3

0.8%

Foster home

138

34.16% 0

0.0%

Orphanage

8

1.98%

0

0.0%

Emergency medical services 36

8.91%

0

0.0%

Alcohol at home

237

58.17% 0

0.0%

Drugs at home

36

8.91%

0

0.0%

Frequent visits to the police
station
31

7.67%

0

0.0%

Sexual violence

14

3.47%

0

0.0%

Physical violence

89

22.03% 0

0.0%

Mental violence (family
quarrels, being a witness to
domestic violence, etc.)
266

65.84% 0

0.0%

Dysfunctional family

404

100%

0.0%

Age of parents
20–29
30–39
> 40

92
207
105

22.77% 44
51.24% 192
25.99% 142

11.64%
50.79%
37.57%

Education of parents
basic
secondary
higher

172
194
38

42.57% 18
48.02% 86
9.41% 274

4.76%
22.75%
72.49%

Family socioeconomic status
low
average
good
high

244
144
16
0

60.4%
35.64%
3.96%
0

5.03%
26.98%
19.58%
23.81%

0

19
102
74
90

Among patients from dysfunctional family, physical abuse was
noted in 123 cases (30.45%), 34 of which were identified during
the study. During our study, we confirmed the previous diagnosis
of the occurrence of sexual (n = 14, 3.47%) and emotional abuse
(n = 266, 65.84%) among children from the study group. The study
identified 5 more cases of sexual abuse. Those identified during
the study were referred to the appropriate authorities.
A comparative analysis of the studied groups showed significant differences in the frequency of occurrence of all evaluated
parameters (Table 2).
Behavioral patterns that occured most frequently in the study
group and, at the same time, did not occur in the control group
were: sense of guilt (24% vs 0%), self-mutilation (3.7% vs 0%), lack
of basic hygiene (31.9% vs 0%), mismatched clothing – too big,
too small, inadequate for the season or gender (25.7% vs 0%).
An analysis of Spearman’s rank correlation was performed
in order to identify factors which can interfere with the obtained
results. The results showed an inverse correlation between economic status and education level and the presence of dysfunction and abuse (Table 3).
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Table 2. Results of the children’s misbehavior and observations gained during the period of the study
Group behavior

Detailed description of the observed behaviors

Study group

Control group p

Anxiety

confused attitude/looking away/staying silent/excessive anxiety (inade- 156
quate for the situation) e.g. resulting from physical contact/quiet loner

n

%

n

%

39

6

2

< 0.001*

Auto-aggressive
behavior

abnormal body weight/eating disorders/self-mutilation (in visible
places (e.g. hands))

183

45

120

32

< 0.001*

Reduced selfesteem

I cannot do anything (4+)/I am hopeless/weak/worthless (11+)/I am
worse than others (11+)/I am useless (11+)/I am stupid (11+)/I do not
like myself (11+)

198

49

66

17

< 0.001*

Over-confidence

do not follow the recommendations, “I know better”/ignoring
a doctor/“anyway, I will do as I want”/ignoring the doctor and/or parents, not answering the questions

156

39

75

20

< 0.001*

Reduced mood and I will not be able to... [e.g. take care of my teeth, talk to my parents,
motivation
change my dietary and hygienic habits, etc.] (7+)/I won’t be able to
change (11+)/I have no influence over anything (11+)/I don’t care, it
doesn’t make any sense (+11)/this had to be so [e.g. in the context of
the occurrence of cavities] (11+)/“So what?”/this will always be like
this [as above] (11+)/tearfulness “anemic behavior”/low vitality, apathy/passive execution of commands/lack of motivation

237

59

106

28

< 0.001*

Hyper-responsibility

positive reaction to delimitation/“meta-knowledge”, a factual conversa- 150
tion like with an adult/taking responsibility for oneself, siblings/
/psychical maturity inadequate for age/asking for recommendations on
their own, ignoring the presence of parents

37

48

13

< 0.001*

Aggressive behavior

escaping, violent jerking, pushing (7+)/attacking the doctor (kicking,
144
punching, pushing the doctor/caregiver away) (7+)/pejorative language
(7+)/anger discharge (hitting a wall/chair, destroying toys/medical
equipment) (7+)/aggressive reaction towards caregivers, anger/impertinent answers to questions

36

6

2

< 0.001*

Regressive behavior

thumb sucking/excessive physical contact, shortening of distance,
possessive hugs/urinary incontinence/acting and speaking like a little
child/embarrassment inadequate to the situation

131

32

53

14

< 0.001*

Hyperactivity

uncoordinated movements/interrupting the doctor during, conversation, giving recommendation or taking an interview/inability to stay
seated e.g. getting up from the chair, walking around the office, running away from the dental office opening drawers, touching medical
equipment/sudden activity changes/impulsive behavior/tantrum in
dental office e.g. rolling around on the floor screaming/do not respond
to questions/do not follow the instructions of doctor or guardian/nervous play with hands

164

41

73

19

< 0.001*

Sense of guilt

this is my fault, taking responsibility for parents/made mom and dad
feel sorry (7+)/I’m making mom/dad/siblings cry (7+)/everything bad
that happens in my family is because of me (11+)/mom/dad is angry
because of me (11+)

96

24

0

0

< 0.001*

Speech impairments

134

32

6

2

< 0.001*

Onychophagia

105

26

0

0

< 0.001*

Lack of basic hygiene, presence of lice

129

31.9

0

0

< 0.001*

Mismatched clothing – too big, too small, inadequate for the season or gender

106

25.7

0

0

< 0.001*

Signs of physical violence on hands, neck, face; cigarette marks on skin; self-mutilation

16

3.7

0

0

< 0.001*

Child under the influence of psychoactive substances

22

5.4

0

0

< 0.001*

Parents/caregivers under the influence of psychoactive substances

25

6.0

0

0

< 0.001*

Stimulants, drugs

106

26.2

0

0

< 0.001*

Skipping classes

108

26.7

0

0

< 0.001*

Running away from home

100

24.8

0

0

< 0.001*

Problems with peers

164

40.1

0

0

< 0.001*

Frequent visits to the police station

56

13.9

0

0

< 0.001*

Difficulties in concentration and learning

205

50.7

21

5.6

< 0.001*

* Statistically significant.

< 0.001*
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Table 3. Spearman’s rank correlation for socioeconomic factors and the presence of dysfunction and abuse
Socioeconomic factors

Spearman’s rank correlation [rs]

Dysfunctional family Presence of abuse

Physical abuse

Sexual abuse

Emotional abuse

Age of parents

-0.173*

-0.113*

-0.051

-0.018

-0.119*

Economic status

-0.704*

-0.455*

-0.282*

-0.101*

-0.447*

Education

-0.652*

-0.466*

-0.287*

-0.075*

-0.647*

* p-value < 0.001.

Table 4. Correlation of observed child’s behavior and type of violence experienced
Correlated behavior

Spearmen’s rank correlation [rs]
Dysfunctional family

Presence of abuse

Physical abuse

Emotional abuse

Anxiety

0.457*

0.336*

–

0.331*

Reduced self-esteem

0.334*

0.291*

0.226*

0.285*

Over-confidence

0.206*

–

–

–

Reduced mood and motivation

0.308*

0.268*

–

0.260*

Hyper responsibility

0.231*

–

–

–

Aggressive behavior

0.432*

0.284*

–

0.271*

Regressive behavior

0.217*

–

–

–

Hyperactivity

0.231*

–

–

–

Sense of guilt

0.362*

0.277*

–

0.217*

Speech impairments

0.405*

0.290*

–

0.298*

Onychophagia

0.381*

0.226*

–

0.225*

Lack of basic hygiene

0.431*

0.295*

0.262*

0.302*

Mismatched clothing

0.379*

0.238*

0.214*

0.244*

Stimulants, drugs

0.383*

0.350*

–

0.245*

Skipping classes

0.387*

0.255*

–

0.246*

Running away from home

0.370*

0.229*

–

0.235*

Problems with peers

0.493*

0.339*

–

0.320*

Frequent visits to the police station

0.269*

–

–

–

Difficulties in concentration and learning

0.498*

–

0.205*

0.337*

* p-value < 0.001.

Table 5. Results of regression analysis for the observed behaviors and type of violence reported
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Groups of behaviors

Physical abuse

Sexual abuse

Emotional abuse

95% CI

OR

95% CI

OR

95% CI

OR

Auto-aggressive behavior

0.34–0.74

0.504

0.52–3.67

1.380

0.41–0.75

0.553

p-value

p = 0.001*

Reduced self-esteem

0.20–0.43

p-value

p < 0.001*

Over-confidence

0.46–1.02

p-value

p = 0.063

Reduced mood and motivation

0.23–0.51

p-value

p < 0.001*

Sense of guilt

0.29–0.78

p-value

p = 0.004*

Hyper responsibility

0.43–0.99

p-value

p = 0.047*

Regressive behaviur

0.46–1.08

p-value

p = 0.103

Aggressive behavior

0.30–0.71

p-value

p < 0.001*

Hyperactivity

0.54–1.22

p-value

p = 0.313

Anxiety

0.22–0.49

p-value

p < 0.001*

p = 0.517
0.291

0.18–1.12

p < 0.001*
0.449

p = 0.086
0.682

0.18–1.1
0.13–0.94
0.13–1.08

0.352

0.27–1.94

0.379

0.13–0.83
0.15–1.02

0.331

0.19–1.18
0.06–0.37
p < 0.001*

0.272

0.34–0.66

0.475

0.36–0.71

0.508

0.17–0.37

0.252

p < 0.001*
0.474

p = 0.109
0.327

0.17–0.43

p < 0.001*
0.395

p = 0.055
0.810

0.325

p < 0.001*

p = 0.018*
0.458

0.24–0.44

p < 0.001*
0.729

p = 0.527
0.700

0.478

p < 0.001*

p = 0.069
0.654

0.35–0.66
p < 0.001*

p = 0.036*
0.473

0.286

p < 0.001*
0.456

p = 0.092
0.342

0.21–0.39

0.37–0.70

0.508

p < 0.001*
0.143

0.13–0.28
p < 0.001*

0.193
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Table 5. Results of regression analysis for the observed behaviors and type of violence reported
Groups of behaviors

Physical abuse

Sexual abuse

Emotional abuse

95% CI

OR

95% CI

OR

95% CI

OR

Difficulties in concentration and learning

0.22–0.48

0.326

0.11–0.72

0.285

0.16–0.30

0.217

p-value

p < 0.001*

Stimulants, drugs

0.19–0.48

p-value

p < 0.001*

Problems with peers

0.23–0.54

p-value

p < 0.001*

Skipping classes

0.21–0.53

p-value

p < 0.001*

Running away from home

0.24–0.63

p-value

p < 0.001*

Frequent visits to the police station

0.15–0.49

p-value

p < 0.001*

Others

Mismatched clothing – too big, too small, 0.17–0.42
inadequate for the season or gender
p-value

p < 0.001*

Lack of basic hygiene, presence of lice

0.14–0.34

p-value

p < 0.001*

Onychophagia

0.20–0.50

p-value

p < 0.001*

Speech impairments

0.24–0.58

p-value

p < 0.001*

p = 0.008*
0.304

0.12–0.88

p < 0.001*
0.327

p = 0.027*
0.354

0.07–0.45
0.12–0.90

0.178

0.11–0.82

0.334

0.18–10.7

0.304

0.11–0.65

0.13–0.84

0.250

0.2–0.87

0.326

0.07–0.45
p < 0.001*

0.249

0.13–0.40

0.226

0.16–0.37

0.240

0.13–0.29

0.196

p < 0.001*
0.323

p = 0.025*
0.377

0.16–0.39

p < 0.001*

p = 0.021*
0.316

0.244

p < 0.001*

p = 0.004*
0.219

0.16–0.37

p < 0.001*
1.398

p = 0.746
0.263

0.203

p < 0.001*

p = 0.019*
0.272

0.14–0.29
p < 0.001*

p = 0.030*
0.391

0.242

p < 0.001*

p < 0.001*
0.331

0.16–0.37

0.28–0.42

0.272

p < 0.001*
0.180

0.14–0.31

0.201

p < 0.001*

Among the disturbing factors, the economic status of the
family seems to have the greatest influence. Spearman’s rank
correlation shows a weak and moderate correlation between
a dysfunctional family, presence of abuse, physical and emotional abuse and observed behaviors (Table 4).
Logic regression analysis was performed to show the connections between observed behaviors and type of violence experienced. The presence of emotional violence increases the
probability of the occurrence of all observed behaviors. Similar results were observed for the presence of physical violence
(except for regressive behaviors, hyperactivity and over-confidence). The presence of sexual abuse increases the probability
of the occurrence of reduced mood and motivation, regressive
behaviors and excessive anxiety (Table 5).

Discussion
Due to low social awareness and the complexity of the phenomenon of domestic violence (relationship of dependence,
shame and fear), the problem of child abuse and neglect remains
largely undisclosed [11, 12]. Children growing up in a family
where conflicts, improper behavior, impending aggression and,
very frequent, violence, negligence and abuse occur constantly
see such a model of a family as typical [13]. Symptoms of child
abuse can be noticed by a dentist during examination, treatment or during an interview. During examination, we may observe symptoms of dental neglect, such as severe caries, tooth
wear, signs in oral mucosa, as well as higher rate of tooth injures
or parafunctional habits. In the dental office, from the psychological point of view, children, through contact with a stressful
situation, may expose a specific behavior. Professionals may
observe the communication which occurs during a dental visit
between their patient and parents, as well as patient and doctor
and medical staff [14]. A meta-analysis carried out by Gershoff
and Grogan-Kaylor [15] identified negative consequences of experiencing violence in childhood, such as: aggression, antisocial

behavior, low moral internalization, mental health problems,
parent-child relationship disorders, cognitive impairment or
low self-esteem. According to our study, children and adolescents as victims of domestic violence present different kinds
of behavioral disorders during dental treatment: reduced self-esteem, a sense of helplessness, indifference, reduced mood
and depression. They tend to be psychomotor hyperactive,
over-confident and overly responsible. In different ways, they
can react to stressful situations, presenting regressive behavior, being aggressive or anxious and being withdrawn. Milton
Erikson assumes that in the development of a child, there are
periods of crisis, the constructive passage of which contributes
to the constitution of a stable, mature personality. According
to this identity development model, from the moment of birth,
man goes through successive stages of development (related to
age), which require the development of new forms of adaptation to the surrounding environment and the realization of its
needs. Erikson has distinguished several periods of conflict with
which a child has to confront during his development. Improper
passage through these periods influences the development of
communication and adaptation to problems, which can be observed in a child’s behavior (problems with trust and security,
sense of guilt, fear, aggression) [16]. Eriksson’s identity development model fits to the observations and conclusions which
a conducted study of children coming from dysfunctional families reviled. The proper process of growing up and the development of social and emotional skills in the case of children from
the study group may be disturbed by the family and social situation. Magurie-Jack et al. [17] found that abuse at age 1–3 was
associated with a higher level of externalizing behavior at age
3 and a higher level of internalizing and externalizing behavior
at age 5. The authors did not find an association between child
abuse and cognitive skills.
Our study found a strong correlation between economic status, education level and the presence of physical and emotional
abuse. Families living in disadvantaged circumstances may experience greater levels of stress, isolation and family conflict.
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Socioeconomic factors like poverty, lack of education, mental
and alcohol-related illnesses are a cause of the failure to ensure
an appropriate environment for the development of the child in
the health, educational and emotional-national spheres. Other
risk factors for child abuse and neglect found in literature are:
unemployment, large number of children in the family, divorce
and separation [18–20]. A visible manifestation of neglect is insufficient weight and low height of the child in relation to the
norm, dirty underwear and sloppy clothing, often not adapted
to the season of the year or gender, unattended injuries, as well
as the child’s tiredness and apathy [21–23]. These observation
are in line with the results of our study, in which we observe
among children from dysfunctional families: mismatched clothing – too big, too small, inadequate for the season or gender
(25.7% vs 0%), lack of basic hygiene (31.9% vs 0%), abnormal
body weight (31.4% vs 2.9%), apathy (29.2% vs 2.6%). Substance
misuse is one of the most commonly investigated risk factors in
literature on child maltreatment [23–27]. Researchers observed
that children of alcoholics exhibit higher rates of antisocial behavior than control subjects [25]. In the presented study, the
antisocial behavior of patients from the study group was statistically more frequently observed when compared with controls.
The child’s relationship at school and within their family produces impacts on self-esteem construction [28]. In our study,
communicational problems with peers was observed in 39.9%
(n = 161) of children from the study group (39.9% vs 0%, p <
0.001). 26.7% of them did not regularly attend school and frequently ran away from home (24.8% vs 0%, p < 0.001). According to a police report in Poland, in 65% of cases of domestic violence, the perpetrator was under the influence of alcohol [29].
The interesting research was presented by Sudeshni [30], who
examined that 35% (300 cases reviewed) of perpetrators were
under the influence of alcohol or drugs when they committed
the offence. In our study, substance misuse concerned 67.58%
of parents and 26.2% of children from the study group.
Maltreating parents have been found to be deficient with
communication, interactions with the child, stress and anger
control [31]. Indicators for problems in parent-child interactions
may include: low level of every-day iterations, lack of interest
in dental treatment and the state of oral health and hygiene,
high levels of hostile interaction (yelling, shouting, pejorative language), infrequent demonstrations of verbal or physical encouragement (praise, hugging, holding a hand) [14, 32].
Children from families in which problems with interpersonal
relationships are observed are more aggressive and more often
show symptoms of depression [33]. During the study, an aggressive interaction between children and caregivers was observed,
as well as using pejorative language and physical force to motivate the child to dental treatment. Leaving the child alone in
the stressful situation of dental treatment leads to uncertainties and anxious behavior, and on the other hand, children may
become more aggressive, ignoring the doctor and behaving
in an impertinent way, which was presented in the results of
this study. Compared to controls, parents of neglected children present a more restrictive attitude, providing less loving
care and attention. “Parentification” (terminology described by
Schier et al.) is the process whereby a child sacrifices his own
needs (needs related to action, emotional needs) in order to fulfill parental expectations and needs [33]. In the presented study,
we confirmed that children at risk of experiencing or witnessing violence present an overly responsible attitude (18% vs 2%,
p < 0.001), taking care of themselves, siblings and even parents.
The family environment in which the child lives is a reference point for one’s further development. Through imitation,
children learn models of communication, stress magnitude
strategies and problem-solving strategies. The development of
these models depends on the personal condition of the child,
the age at which the trauma occurred and the surrounding environment. Children under the age of six spend extended periods of time alone with a parent, are completely dependent
on the parents for their basic needs and are more vulnerable

to physical injury than older children [1, 34]. A child transfers
these learned models of behaviors onto the stressful situation
in the dentist office and to the relationship with the doctor [32,
35–37]. Difficulties in communication and less cooperativeness during the performance of dental procedures were also
observed in the study, i.e. ignoring the doctor, not answering
the questions, using insulting or obscene language, pejorative
language, excessive physical contact, shortening of distance,
good cooperation after boundary setting on the other hand
displaying apathy and confused attitude. This finding is in
line with a previous study on the association of child abuse
and neglect and behavior management problems in pediatric dentistry, e.g. stoicism during dental procedures, quiet and passive acceptance of even painful treatment [38,
39]. In addition to behavioral disorders in the dental office, we can also observe physical signs of extreme tension,
such as urinary incontinence (4.7% vs 0%, p < 0.001), selfmutilation (4.2% vs 0%, p < 0.001), nail biting (26% vs 0%,
p < 0.001), lack of basic hygiene (31.9% vs 0%, p < 0.001), nervous play with hands (14.6% vs 0.0%, p < 0.001), speech fluency disorders (20.63% vs 1.6%, p < 0.001), eating disorders
(30% vs 7%, p < 000.1). Similar to our observation, Harris et al.
[14] in their studies noticed self-harm, lip, cheek or nail biting,
prolonged finger sucking. The etiology of speech and eating disorders is attributed to anxiety or a severe stressful situation. In
90% of cases, speech fluidity disorders occur in the pre-school
period [40]. Lack of fluency in speech can be perpetuated by
various social reactions, e.g. criticism, fighting between parents,
violence against a child or the excessive demands of parents
[40, 41]. Eating disorders are also considered in literature as one
of the predictors of child abuse and neglect and are associated
with neglect, sexual assault, sexual harassment, physical abuse
and assault, emotional abuse, as well as emotional and physical
neglect [42, 43]. Traumatic experience can cause disruption in
the nervous system, which may make it difficult for individuals
to manage their emotions, to manage a stressful situation and
may cause specific behaviors, problems with communication,
psychosomatic manifestation, e.g. speech disorders, turning to
compulsive reactions, e.g. eating disorders, other addictions or
developing parafunctional habits. These developed defenses
mechanism can be a way to ease emotional stress and should be
observed and detected by a professional in order to counteract
child abuse and neglect.

Conclusions
Increasing awareness of the symptoms of child abuse
among dentists and the entire dental team (nurses, dental assistance, receptionists) is an important aspect in preventing child
abuse. Children and adolescents being victims of domestic violence present different kinds of behavioral disorders: reduced
self-esteem, a sense helplessness, indifference, reduced mood
and depression. They tend to be psychomotor hyperactive,
over-confident and overly responsible. In different ways, they
can react to stressful situations, presenting regressive behavior,
being aggressive or anxious and being withdrawn. Behavioral
observation and detailed social interviews are additional and
indispensable tools for assessing the incidence of domestic violence in the dental office. Low economic status and education
level are important risks factors for child abuse and neglect. All
members of the dental team share a responsibility to safeguard
children from abuse and neglect. Thanks to empathic observation, we are able to notice behavioral disorders during a dental
appointment and react early enough through conversation with
parents/caregivers, suggesting help or referral to appropriate
social welfare centers and/or police in the case of direct danger
to life or suspicion of a crime.
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