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Background: Child abuse and neglect (CAN) is a significant public health problem. Dentists are in good position to identify and report cases
of CAN. Aim: The aim of this study was to determine the experience and knowledge of CAN among a group of Nigerian dental residents.
Materials and Methods: This was a cross-sectional study carried out among dentists attending a postgraduate update course. Data were collected
to assess the knowledge of respondents on the forms of CAN, indicators and risk factors. Respondents’ professional experiences were also
assessed as well as actions taken and possible barriers to reporting suspected cases. Results: Data were collected from 179 respondents, with
a mean age of 33.1 + 5.2 years. The respondents demonstrated good knowledge of the forms of child abuse, with an average score of 95.2%.
The risk factors for CAN were correctly identified by 153 (85.5%) respondents as children with physical/mental disabilities, 151 (84.4%) as
products of unwanted pregnancies, 128 (71.5%) as children from polygamous families and 122 (68.2%) as children from low socioeconomic
families. Physical, sexual and emotional abuse and neglect were majorly identified as bruises behind the ears, 162 (90.5%); oral warts,
114 (63.7%); poor self-esteem, 158 (88.3%) and untreated rampant caries, 137 (76.5%), respectively. Seventy-four (46.5%) of the respondents
did not evaluate children for CAN and only 12 (14.1%) of those who observed suspected cases of CAN reported to the social service. Lack
of knowledge of referral procedures and concerns about confidentiality were the major barriers to reporting cases of CAN. Conclusion: The
dentists had good theoretical knowledge of the indicators, risk factors and signs of CAN but lagged in clinical detection and reporting of such
suspected cases. There is a need for continuing education and advancement of the postgraduate dental curriculum to improve the educational
experiences with regard to CAN.
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and intentional acts which may include physical, sexual and
psychological abuse, and the act of omission (child neglect)
is the failure to provide for a child’s basic needs such as
physical, emotional, medical/dental and educational needs and
failure to supervise and protect a child from harm or potential

INTRODUCTION

Child abuse and neglect (CAN) has been recognised as a
major public health problem impairing the health and welfare
of children and adolescents worldwide.["! Although the terms
‘maltreatment and abuse’ are often used interchangeably in

literature, the Centers for Disease Control and Prevention
uses child maltreatment in a general term that includes both
abuse and neglect. It is defined as any act or series of acts of
commission or omission by parents or other caregiver that
results in harm, potential for harm or threat of harm to a child.™?
The World Health Organization (WHO) defines CAN as ‘Every
kind of physical, sexual, emotional abuse, neglect or negligent
treatment, commercial or other exploitation resulting in actual or
potential harm to the child’s health, survival, development, or
dignity in the context of a relationship of responsibility, trust
or power’.”! The act of commission (child abuse) is deliberate

Access this article online

Quick Response Code:
Website:
WWW.Nnpmj.org

DOI:
10.4103/npmj.npmj_92 18

harm. Abused or neglected children have been reported to
have cognitive impairment,’®! developmental delays,!! eating
and sleeping disorders,"! poor performance at school,’® poor
relationships, post-traumatic stress disorder,!”? depression,
suicidal behaviour™ and may themselves become abusive.?!
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According to the WHO in the year 2002, an estimated 31,000
deaths were attributed to homicide among children <15 years of
age.’? Millions of children have been victims of CAN, many of
which have resulted to death, but have gone unnoticed because
children’s death is not routinely investigated or autopsied;
therefore, it is difficult to know the degree of the problem.”!
Infants and pre-schoolchildren are at the greatest risk of fatal
maltreatment because of their dependency, vulnerability and
relative social invisibility.!!

Children in West and Central Africa are susceptible to a wide
range of hazards from which they have a right to protection,
including child labour, sexual exploitation, trafficking, conflict
and other emergencies, female genital mutilation/cutting
and child marriage.'” About 35% of the children of West
and Central Africa are estimated to be engaged in child
labour."” There are, however, wide variations between
individual countries in the region.

In Nigeria, CAN is beginning to receive attention unlike in
the past where the awareness was low, and emphasis placed
on prevalent childhood problems such as malnutrition and
infection.'!l Despite the attention being received by CAN,
Nigerian society is still plagued with incidences of child labour,
child maltreatment, child marriage, child trafficking, neglect
and child prostitution.!'>'¥ According to the United Nations, it
is estimated that there are 15 million working Nigerian children
under the age of 14. These children have been exposed on the
street and forced into long hours of dangerous situations that
are not developmentally appropriate. Although this situation
has been attributed to economic necessity, the risk of accidents,
violence, sexual exploitation and human immunodeficiency
virus infection due to child labour have been reported.!*!

In recent times, there has been increase in reports of abuse and
kidnapping of children in the school environment, the most
popular one being the kidnapping of 276 Nigerian girls by the
Boko Haram terrorist group where the girls were subjected
to sexual abuse; physical and psychological abuse; forced
labour; forced participation in military operations and forced
marriages.['*!"' Domestic workers in Nigeria are often referred
to as ‘house helps’, most of which are girls who are denied
education and subjected to long hours of work with little or no
pay, these girls are vulnerable to physical, sexual, emotional
abuse and neglect.['¥]

da Fonseca et al. reported that abusive caretakers rarely take a
child to the same physician but are not mindful of the dentist,
often, the abuser may delay bringing a child to the hospital
because he or she feels watched over by the medical personnel
and the same caution is not often used with dentists who are
believed to only provide technical service.['” da Fonseca
et al. also noted in their study that despite the high frequency
of injuries in their study population, no dentists examined
children at the time of the hospital intake or referred children
for suspicion of maltreatment."”? About 50%—70% of physical
abuse of children manifest in the orofacial region.?” Therefore,
dentists are in good position to detect and report suspected

cases of CAN. Despite this opportunity, dentists do not often
report suspected cases of CAN. While it is the responsibility
of the dentist to identify dental neglect, other forms of CAN
such as physical, sexual and emotional abuse may present at the
dental clinic. It is important for the dentist to be able to detect
these other forms of abuse and work together with physicians
to protect the child.

Resident doctors who are undergoing training are usually the
first port of call for patients in most clinics and hospitals, and it
is imperative that these doctors are well trained to identify and
report suspected cases of CAN. Therefore, this study aimed at
determining the experience and knowledge of Nigerian dental
resident doctors with regard to the identification and reporting
of cases of CAN.

MareriaLs AND METHODS

The study was approved by the Health Research and Ethics
Committee of the Lagos University Teaching Hospital,
Idi-Araba, Lagos, Nigeria. Approval was obtained on
18" March 2016 (Protocol Number: ADM/DCST/HREC/
APP/771).

This was a cross-sectional study carried out among dentists
from several training institutions and hospitals in Nigeria that
attended the 2016 update refresher course, organised by Dental
Surgery Faculty of the National Postgraduate Medical College
of Nigeria. There are two update courses in a year organised by
the faculty. This course is a prerequisite to qualify dentists for
the postgraduate examinations. All the respondents invited to
participate in this study were residents and intending residents
who were attending the update course.

Convenience sampling was used, all participants who attended
the course were included, except for those who declined to
participate in the study. self-administered questionnaires were
given to the doctors during their break times and retrieved
after about 7 min. Items for questionnaire were pooled from
similar studies encountered in the review of the literature.!-%?!
The questionnaire which was used to elicit information was
anonymous with no identifiers and was divided into four
sections: Section A: respondents’ age, training institution/place
of practice, years of practice and field of specialisation or
interest; Section B: respondents’ knowledge on the forms
of CAN (4 items), indicators of an abusive adult (9 items),
risk factors of CAN (9 items) and signs of physical, sexual
and emotional abuse and neglect (22 items); Section C:
respondents’ professional experience with CAN and Section
D: respondents’ attitude towards CAN, importance of CAN
protocols and continuous training in the identification and
reporting of CAN cases. The scoring criteria for assessing the
knowledge of the respondents on CAN were based on a score
of 1 for each correct answer and a score 0 for each wrong
answer with total score (maximum of 50).12%!

The data were analysed using the IBM Statistical Package for
Social Sciences version 20.0 software (IBM Corp., Armonk,
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NY, USA). Continuous variables were expressed as means
with standard deviation while categorical variables were
expressed as frequencies with accompanying percentages.
Differences between groups were compared using Chi-square
test for categorical variables or Fisher’s exact test and #-test
for continuous variables. A score of >50% was described as
adequate knowledge while a score of <50% was described as
inadequate knowledge. P < 0.05 was considered statistically
significant.[*]

ResuLts

Table 1 shows the sociodemographic characteristics of the
participants. A total of 179 dentists participated in the study
with their mean age and years of practice being 33.1 + 5.2 years
and 6.6 = 4.3 years, respectively. One hundred and forty-seven
(82.1%) of the respondents practised in the teaching hospitals
while 26 (14.5%) practised in the general hospitals and 6 (3.4%)
in private hospitals. The participants were grouped according to
their field of speciality. Fifty-eight (32.4%) of the participants
were those practising as general dentists (they are those dentists
preparing for their primary examination and were yet to specialise),
followed by those specialising in oral and maxillofacial surgery
33 (18.4%) and conservative dentistry 20 (11.2%).

Table 1: Characteristics of respondents in the study
population

Variable Frequency, n (%)
Age (years)
21-25 13(7.3)
26-30 39(21.8)
31-35 76 (42.5)
36-40 37(20.7)
41-45 14 (7.8)
Mean age 33.1£5.2
Years of experience
1-5 68 (38.0)
6-10 86 (48.0)
11-15 18 (10.1)
16-20 7(3.9)
Mean years of experience 6.6+4.3
Place of practice
General hospital 26 (14.5)
Private hospital 6(3.4)
Teaching hospital 147 (82.1)
Specialty
Dental public health 5(2.8)
General dentistry 58 (32.4)
Maxillofacial surgery 33 (18.4)
Oral and maxillofacial pathology 13 (7.3)
Oral medicine 6(3.4)
Orthodontics 13 (7.3)
Paediatric dentistry 15 (8.4)
Periodontics 12 (6.7)
Prosthodontics 4(2.2)
Conservative dentistry 20 (11.2)

The average score for the correct responses of the respondents
when asked to identify the forms of CAN was 95.2%. Almost
all the participants were able to identify the different forms
of CAN with 179 (100%) correctly identifying sexual abuse
followed by physical abuse, 178 (99.4%); child trafficking,
177 (98.9%); psychological abuse, 176 (98.3%) and neglect,
142 (79.3%).

In Figure 1, the percentages of agreement of the respondents
to the question on the indicators of an abusive adult are shown.
A high proportion of the respondents (161, 89.9%) agreed
that a person with poorly controlled aggressive character may
have the tendency to be abusive, followed by an emotionally
immature person (145, 81.0%), and one who has been abused as
achild (144, 80.4%). About half (90, 50.3%) of the respondents
agreed that an economically disadvantaged adult may have the
tendency towards CAN.

The percentage of the respondents who correctly identified
the different risk factors for CAN is shown in Figure 2.
Most of the respondents (153, 85.5%) identified correctly
that children with physical/mental disabilities are at risk of
being abused and neglected, followed by children who are
products of unwanted pregnancies (151, 84.4%), children
from polygamous families (128, 71.5%) and children from
low socioeconomic families (122, 68.2%).

Figure 3 shows barriers to reporting suspected cases of CAN
among the respondents. One hundred and seventeen (65.4%)
of the respondents reported the lack of knowledge in referral
procedures, 106 (59.2%) had concerns about confidentiality
and 103 (57.5%) were afraid of the consequences to the
child.

Table 2 shows the knowledge of the respondents on signs of
physical, sexual and emotional abuse and neglect. On head
and orofacial physical signs of abuse, 162 (90.5%) agreed
on bruise behind the ears and 161 (89.9%) to bite marks. On
orofacial manifestation of sexual abuse, 114 (63.7%) and
113 (63.1%) agreed on oral warts and syphilis, respectively.
On the indicators of neglect, 155 (86.6%) agreed to unattended
medical needs and 137 (76.5%) to untreated rampant
caries. One hundred and fifty-eight (88.3%) of the respondents
reported lack of self-esteem and 146 (81.6%) of them reported
pronounced nervousness as indicators of emotional abuse. The
overall knowledge of the respondents on the forms, risk factors
and signs of CAN and indicators of an abusive adult was good
89.9%, but when singled out, their knowledge on the clinical
of signs of CAN was poor.

Table 3 shows the experiences and the attitudes of the
respondents with regard to CAN. A greater proportion (159,
88.8%) of the respondents reported that they treat children.
Among those who reported that they treat children, 74 (46.5%)
of them do not evaluate children for abuse or neglect. When
the respondents were asked about their response to suspected
cases of CAN, only 22 (25.9%) document signs of suspected
cases of CAN in patients’ records, and 12 (14.1%) contacted
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Figure 1: Percentage of agreement of respondents regarding indicators of an abusive adult
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Figure 2: Percentage of respondents that identified the risk factors for child abuse and neglect. *SES: Socioeconomic status

the social welfare. Almost all the participants (177, 98.9%)
agreed that the knowledge of child protection protocol is
important, and 170 (95%) reported that they needed more
training on CAN.

The relationship between the training-related attributes of the
participants and their knowledge of CAN is seen in Table 4.
There was no significant association between the participants’
knowledge of CAN and place of practice, years of experience
and specialty. Although not significant (P > 0.05), those who
were specialising in paediatric dentistry, orthodontics, dental
public health and prosthodontics seem to have more knowledge

of CAN than those training in other dental specialities based
on the percentage of those with good knowledge.

Discussion

Dentists are well positioned to detect CAN, and this is because
injuries to the head, face, neck and mouth are very common
among children who have been physically abused.'>**! da
Fonseca et al." in their study reported 75.5% of children who
were physically abused sustained injuries to the head, face,
mouth and neck, and this is similar to other studies where at
least half of the children were found with injuries to the head
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Figure 3: Barriers to reporting suspected cases of child abuse and neglect

and neck region.”>?” As written by Sanger and Bross, ‘the
identification of oral facial injuries per se should present little
difficulty to the astute dental clinician.’™ Despite the unique

Table 2: Knowledge of respondents to physical, sexual
and emotional signs of abuse and neglect

Variables Frequency, n (%) position of dentists with regards to diagnosing CAN, studies

Head and orofacial indicators of physical abuse from different parts of the world show reporting of suspected
Labial/lingual fraenum tear 139.(77.7) cases of CAN is still very low among dentists and dental care
Laceration/burns to the lips 153 (85.5) providers, and this has been attributed to many factors such as
Fracture of the condyle, ramus/symphysis of the 120 (67.0) lack of certainty about diagnosis of CAN, lack of knowledge of
mandible reporting suspected cases and concerns about confidentiality.
Bite marks 161 (89.9) [2122,2429-31]
Bruises behind the ears 162 (90.5)
Nasal fracture/clotted nostrils 155 (86.6) Our study assessed the experience, knowledge and attitude

Orofacial manifestation of sexual abuse of dentists with regard to CAN. The results provide valuable
Erythema at the junction of the hard and soft 98 (54.7) information which can help to improve the training of dentists
palate particularly in the identification and reporting of suspected
Oral warts 113 (63.1) cases of CAN. Most of the respondents from our study had
Syphilis 114 (63.7) good theoretical knowledge of the different forms of CAN, with
Herpes 94 (52.5)

an average score of 95.2%. Findings from the present study

Ni‘?lfCt ed e 137 (76.5 are comparable to previous similar studies where the dentists
pireated rampant caries (76.5) had adequate knowledge of the different forms of CAN.[231
Untreated pain, infection or trauma of the 154 (86.0) d d db . 1 B1) dani
orofacial region In a study conducted by Owais et al.’'l among Jordanian
. - . 0 .
History of lack of continuity of care in the 152 (84.9) fientlgts, 51mlla.r findings were reported, and 97% of th.e den.tlsts
presence of identified pathology identified physical abuse, 92% sexual abuse and 84% identified
Unattended medical needs 155 (86.6) emotional abuse and neglect. The average knowledge score of
g g g
Poor personal hygiene 147 (82.1) the respondents from our study (95.2%) was higher than that
Lack of supervision 143 (79.9) reported by Al-Dabaan ef a/.?% in a similar study conducted
Emotional abuse among dentists in Saudi Arabia (84.2%); these findings may
Pronounced nervousness 146 (81.6) be attributed to the fact that these are trainee dentists who were
Self-inflicted injuries 129 (72.1) preparing for their fellowship examinations and therefore may
Lack of self-esteem 158 (88.3) have access to current literature on CAN. When we compared
De_"el"pme“tél delay 108 (60.3) our study with a previous Nigerian study conducted by Bankole
Being aggressive 120 (67.0) et al.,’% a decade ago in which they reported that physical
Being passive 127 (70.9)

abuse, neglect and emotional abuse were identified by 61.7%,

.Nigerian Postgraduate Medical Journal | Volume 25 | Issue 4 | October-December 2018 m




Olatosi, et al.: Experience and knowledge of child abuse among Nigerian dental residents

Table 3: Respondents’ experiences and attitude with
regard to child abuse and neglect

Frequency, n (%)

Do you treat children?

Yes 159 (88.8)
No 20 (11.2)
Total 179 (100.0)

How often do you see suspected cases of CAN?

One case a day 2 (1.3)
More than two cases a day 6(3.8)
One case per week 15(9.4)
One case per month 27 (17.0)
One case every 6 months 25 (15.7)
One case per year 10 (6.3)
Others...Children are not evaluated for CAN 74 (46.5)
Response to suspected case
No action taken 48 (56.5)
Documented signs of abuse in patients’ records 22 (25.9)
Contacted the social service 12 (14.1)
Contacted the police 3(3.5)
Attitude towards CAN
Knowledge about child protection protocol is
important
Agree 177 (98.9)
Neutral 2 (1.1)
Total 179 (100.0)
More training is needed for dentists in this field
Agree 170 (95.0)
Disagree 2 (1.1)
Neutral 7(3.9)
Total 179 (100.0)
I can confidently recognise signs of child abuse
Agree 102 (57.0)
Disagree 17(9.5)
Neutral 60 (33.5)
Total 179 (100.0)

CAN: Child abuse and neglect

53.1% and 33.1% of the respondents, respectively, as forms of
abuse and only 6.9% reported suspected cases of CAN, these
findings suggested that there has been an improvement in the
awareness over the years with regard to identifying the forms
of CAN, but there is still a gap with clinical identification and
reporting of suspected cases.

For abuse or neglect to occur, some certain factors must be in
place: an adult who has the potential to maltreat, the presence
of a susceptible child and an environment or situation that
promotes the abusive or neglectful behaviour.? Abusive
parents often have experienced abuse during their childhoods.
Data from a longitudinal study of adolescent health showed
that girls who experience childhood physical abuse were
1%—7% more likely to become perpetuators of youth violence
and 8%—10% more likely to be perpetrators of interpersonal
violence and boys who experienced childhood sexual violence
were 3%—12% more likely to commit youth violence.?**
Respondents in this study identified abusive adults mainly as

persons with poorly controlled aggressive character and those
with a history of child abuse and these findings are similar to
other studies.?23

In our study, we also asked about the risk factors and what
makes a child susceptible to CAN. Children with physical/
mental disabilities, products of unwanted pregnancies and
children from polygamous and low socioeconomic families
were identified to be at risk of CAN. Girls have a higher risk
of sexual abuse than boys, in low-income countries, girls are
at a higher risk of infanticide, sexual abuse and neglect, while
boys are at a higher risk of physical punishment.?>** Children
with disabilities have been reported to be at risk of CAN.
A study in the US showed the prevalence of maltreatment
in 31% of disabled children and 9% in non-disabled
children.”! Furthermore, parental and environmental factors
such as poverty, mental health problems, low educational
achievement, alcohol and drug misuse exposure to abuse as
a child are strongly associated with parents maltreating their
children.? Most of the respondents identified children from
polygamous families as risk factors for CAN; this agrees with a
Nigerian study which reported that students from polygamous
home and those from large families (where marital conflicts,
unhealthy rivalry, fighting, quarrelling abound), experienced
significant abuse and neglect than their counterparts from
monogamous homes.***" In a study conducted in Saudi Arabia,
74.6% of the dentists reported that CAN occurred mostly in
low socioeconomic classes.?? This is in agreement with our
study; 68.2% of the respondents conveyed that CAN is more
common in low socioeconomic classes. In addition, other
previous studies have shown that there is a link between low
socioeconomic status, poverty, parental unemployment and risk
of CAN.B%¥1 Despite these findings, Al-Dabaan et al. in their
study stated that dentists and other healthcare providers should
not confine CAN to poverty and low socioeconomic status.?

Several studies have reported that at least half of the injuries
to children were found on the head and neck.!'*?>21 Adelson
stated that blows to a child’s head produced extensive skull
fractures because children have fragile osseous structures.
(2681 Cameron et al. in their study of 29 fatal cases of abuse
showed that 79.0% of the injuries were inflicted on the scalp,
52.0% on the forehead, 49.0% on the cheek and 48.0% on the
mandible. The respondents in the present study indicated
bruises behind the ears and bite marks as indicators of physical
abuse, and this is in agreement with other similar studies as
reported by Owais et al.,’" where 68% of Jordanian dentists
indicated bruises on a toddler’s forehead as indicators of child
abuse. Similarly, Al-Dabaan et al.** reported that 81% of the
dentists in their study indicated that bruises on the soft tissue
of the cheek and neck were indicators of CAN; in addition,
79.2% of dental students in a study conducted by Hashim
and Al-Ani*" indicated that physical abuse occurs in areas
overlying bony prominences. da Fonseca et al., in their analysis
of 1248 cases of all types of abuse, attributed 41.0% of the
cases to physical abuse followed by sexual abuse (35.4%) and
neglect episodes (23.6%). The face was more harmed than
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Table 4: Relationship between participants’ training-related attributes and knowledge of child abuse and neglect

Variables Good, n (%) Poor, n (%) Fisher’s exact P
Years of experience
1-5 60 (88.2) 8 (11.8) 5.436 0.113
6-10 81(94.2) 5(5.8)
11-15 14 (77.8) 4(22.2)
16-20 6(85.7) 1(14.3)
Place of practice
General hospital 24 (92.3) 2(7.7) 0.240 1.000
Private hospital 6 (100.0) 0(0.0)
Teaching hospital 131 (89.1) 16 (10.9)
Specialty
Dental public health 5(100.0) 0(0.0) 5.742 0.714
General dentistry 51(87.9) 7(12.1)
Oral and maxillofacial surgery 27 (81.8) 6(18.2)
Oral and maxillofacial pathology 12 (92.3) 1(7.7)
Oral medicine 5(83.3) 1(16.7)
Orthodontics 13 (100.0) 0(0.0)
Paediatric dentistry 15 (100.0) 0(0.0)
Periodontics 11 (91.7) 1(8.3)
Prosthodontics 4(100.0) 0(0.0)
Conservative dentistry 18 (90.0) 2 (10.0)

any part of the body.!"”? Abusers often target the head and face
region; this may be because of the accessibility to these areas
and the psychological importance attached them, a possible
explanation for the high number of injuries seen in these parts
of the body.!"**!] Some authors consider bruises to the ears
(especially if present on both earlobes), scaring of the lips,
presence of blood clot or deviation of the nasal septum of the
nose, neck bruises and ecchymoses as important findings in
the head and face region and should be viewed with suspicion
and reported for further evaluation.[>4%4]

An effective public health strategy for CAN requires primary,
secondary and tertiary prevention. Primary prevention includes
education and health promotion among groups at risk, while
secondary prevention seeks to detect maltreatment at early
stage, when the effect on the child is more limited and
reversible, tertiary prevention targets children already damaged
by abuse and neglect; these are children in long-term foster
care, kinship placements and adoptive families.! Early and
accurate diagnosis of suspected cases of CAN, with proper
documentation and report of suspected cases to the appropriate
agency, can protect a child from further harm.

The result from the present study showed that there is a
gap in suspecting and reporting of suspected cases of CAN
among the respondents. Most of the dentists (47%) do not
evaluate children for abuse and neglect; among those who
have experienced suspected cases of CAN, only 14% of them
contacted the social welfare department/unit. These findings
are similar to other studies where they reported gaps between
suspected cases of CAN and the reporting of such suspected
cases.[?2243L4] For legal purposes, it is important to keep
good clinical records such as photographs and radiographs

with consent from parent/caregiver, especially if CAN is
suspected.?>*] The barriers preventing the reporting of
suspected cases of CAN from the present study include lack
of knowledge in referral procedures (65.4%), concerns about
confidentiality (59.2%) and fears of the consequences to the
child (57.5%). Some of the common barriers preventing the
reporting of suspected cases of CAN include lack of confidence
in child protection services, lack of certainty about diagnosis,
lack of knowledge of referral procedure and fear of negative
effect on child’s family.[?2#31

A previous study reported that the probability of a dentist
reporting a suspected case of child abuse is associated with
the “dentist’s exposure to continuing education, having seen
suspected cases in practice and having filed at least one
maltreatment in the previous 5 years’.[*! The quality of dental
education is one of the major factors that can contribute to
an increase in the identification/detection and reporting of
CAN by dental care providers and students.?**! A study
which investigated dental students’ educational experience
and knowledge regarding child abuse concluded that dental
curriculum has to be revisited to adequately prepare students
to undertake their expected role in protecting children from
abuse. In Nigerian dental schools, CAN is often mentioned,
but not all schools have it as a standalone topic in their
paediatric dentistry curriculum. We recommend that topics on
CAN should be part of the paediatric dentistry curriculum for
undergraduate and postgraduate dental students.

The findings from this study show though most of the
respondents had knowledge of CAN but were lacking in the
clinical application of CAN. These findings support reports
from other studies that show that CAN is mostly taught in
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classroom setting using the traditional lecture-based learning
system but may not be reinforced in the clinical settings. The
traditional lecture-based learning has its shortcomings in that it
can result in learners studying and memorising for the purpose
of passing examinations.?**” Learner-centred models which
give the learner the ability to apply knowledge have been
proposed.?*?"I The present study is limited in that convenience
sampling was used which included only residents attending the
update course and may not be representative of other dental
residents and dentists.

CoNncLusIoN

Our study indicated that dentists have good theoretical
knowledge of the indicators, risk factors and signs of CAN
but lagged in the clinical detection and reporting of suspected
cases of CAN. There is a need to advance both undergraduate
and postgraduate dental curricular by providing students with
more knowledge and skills on detecting and reporting cases of
CAN with emphasis on problem-based learning.

Financial support and sponsorship
Nil.

Conflicts of interest
There are no conflicts of interest.

REFERENCES

1. Shaw M, De Jong M. Child abuse and neglect: A major public health
issue and the role of child and adolescent mental health services.
Psychiatrists 2012;36:321-5.

2. Leeb RT, Paulozzi L, Melanson C, Simon T, Arias I. Child maltreatment
surveillance: Uniform definitions for public health and recommended
data elements, Ver. 1.0. Atlanta (GA): Centers for disease control
and prevention, National Center for Injury Prevention Control 2008.
Available from: https://www.cdc.gov/violenceprevention/pdf/CM
Surveillance-a.pdf. [Last accessed on 2018 Sep 20].

3. Mills R, Alati R, O’Callaghan M, Najman JM, Williams GM, Bor W,
et al. Child abuse and neglect and cognitive function at 14 years of age:
Findings from a birth cohort. Pediatrics 2011;127:4-10.

4. Trickett PK, McBride-Chang C. The developmental impact of different
forms of child abuse and neglect. Dev Rev 1995;15:311-37.

5. Groleau P, Steiger H, Bruce K, Israel M, Sycz L, Ouellette AS, et al.
Childhood emotional abuse and eating symptoms in bulimic disorders:
An examination of possible mediating variables. Int J Eat Disord
2012;45:326-32.

6. Altamimi D, Almuneef M, Albuhairan F, Saleheen H. Examining the
relationship between child maltreatment and school performance in
public schools in Saudi Arabia: A pilot study. Scand J Public Health
2017;45:536-42.

7. Ullman SE, Najdowski CJ, Filipas HH. Child sexual abuse, post-traumatic
stress disorder, and substance use: Predictors of revictimization in adult
sexual assault survivors. J Child Sex Abus 2009;18:367-85.

8. Harford TC, Yi HY, Grant BF. Associations between childhood abuse
and interpersonal aggression and suicide attempt among U.S. Adults in
a national study. Child Abuse Negl 2014;38:1389-98.

9. Butchart A, Kahane T, Harvey AP, Mian M, Fiirniss T. Preventing Child
Maltreatment: A Guide to Taking Action and Generating Evidence.
Geneva: WHO and International Society for Prevention of Child Abuse
and Neglect; 2006.

10. UNICEEF. Progress for Children, A Report Card on Child Protection (8);
2009. Available from: https://www.unicef.org/protection/Progress_for
Children-No.8 EN _081309(4).pdf. [Last accessed on 2018 Sep 21].

11. Okeahialam TC. Child abuse in Nigeria. Child Abuse Negl 1984;8:69-73.

—_—

2

13.

14.
15.

20.

21.

22.

23.

24.

25.

26.

27.

28.

29.

30.

31

32.

33.

34.

35.

36.

37.

. Owoaje ET, Ige OK, Bamgboye E. Working school children in a Nigerian

Community: Revisiting the issues. Int ] Health Res 2011;4:11-9.

Ebigbo PO. Child abuse in Africa: Nigeria as focus. Int J Early Child

2003;35:95-113.

Scanlon T. Child labour. Lancet 1998;351:219-20.

Jones N, Presler-Marshall E, Cooke N, Akinrimisi B. Promoting

Synergies Between Child Protection and Social Protection in Nigeria.

Nigeria: ODI/UNICEF; 2012.

. Chiluwa I, Ifukor P. “War against our Children’: Stance and evaluation
in #BringBackOurGirls campaign discourse on Twitter and Facebook.
Discourse Soc 2015;26:267-96.

. Isah A, Ruminjo J, Verani F, Beattie K. Responding to the risk of sexual
and gender-based violence for abducted girls from Chibok, Northeastern
Nigeria. Int J Gynecol Obstet 2015;131:E109.

. Okafor EE. The use of adolescents as domestic servants in Ibadan,
Nigeria. J Adolesc Res 2009;24:169-93.

. da Fonseca MA, Feigal RJ, ten Bensel RW. Dental aspects of 1248 cases

of child maltreatment on file at a major county hospital. Pediatr Dent

1992;14:152-7.

Hibbard RA, Sanders BJ. Child abuse and neglect. In McDonald and Avery

Dentistry for the Child and Adolescent. Elsevier Inc., 2011. p. 19-26.

Manea S, Favero GA, Stellini E, Romoli L, Mazzucato M, Facchin P.

Dentists’ perceptions, attitudes, knowledge, and experience about child

abuse and neglect in Northeast Italy. J Clin Pediatr Dent 2007;32:19-25.

Al-Dabaan R, Newton JT, Asimakopoulou K. Knowledge, attitudes, and

experience of dentists living in Saudi Arabia toward child abuse and

neglect. Saudi Dent J 2014;26:79-87.

Olatosi OO, Iwuala SO, Ojewola RW, Chukwudifu N, Oredugba FA,

Sote EO. Undergraduate medical students’ knowledge and attitude on

early childhood caries and infant oral health. J Pediatr Dent 2016;4:8-13.

Al-Jundi SH, Zawaideh FI, Al-Rawi MH. Jordanian dental students’

knowledge and attitudes in regard to child physical abuse. J Dent Educ

2010;74:1159-65.

Cameron JM, Johnson HR, Camps FE. The battered child syndrome.

Med Sci Law 1966;6:2-1.

Adelson L. Slaughter of the innocents. A study of forty-six homicides in

which the victims were children. N Engl J Med 1961;264:1345-9.

Needleman HL. Orofacial trauma in child abuse: Types, prevalence,

management, and the dental profession’s involvement. Pediatr Dent

1986;8:71-80.

Sanger RG, Bross DC, editors. Clinical Management of Child Abuse and

Neglect — A Guide for the Dental Professional. Chicago: Quintessence

Publishing Co, Inc.; 1984. p. 37.

John V, Messer LB, Arora R, Fung S, Hatzis E, Nguyen T, ez al. Child

abuse and dentistry: A study of knowledge and attitudes among dentists

in Victoria, Australia. Aust Dent J 1999;44:259-67.

Bankole OO, Denloye OO, Adeyemi AT. Child abuse and dentistry:

A study of knowledge and attitudes among Nigerian dentists. Afr J Med

Med Sci 2008;37:125-34.

Owais Al, Qudeimat MA, Qodceih S. Dentists’ involvement in

identification and reporting of child physical abuse: Jordan as a case

study. Int J Paediatr Dent 2009;19:291-6.

Gilbert R, Widom CS, Browne K, Fergusson D, Webb E, Janson S,

et al. Burden and consequences of child maltreatment in high-income

countries. Lancet 2009;373:68-81.

Fang X, Corso PS. Child maltreatment, youth violence, and intimate

partner violence: Developmental relationships. Am J Prev Med

2007;33:281-90.

UNICEF. Child Labour INFORMATION SHEET. ILO study. Nigeria

Country Programme; 2006. Available from: https://www.unicef.org/

wcaro/WCARO_Nigeria_ Factsheets ChildLabour.pdf. [Last accessed

on 2018 Sep 21].

Sullivan PM, Knutson JF.

A population-based epidemiological

2000;24:1257-73.

Olawale SG. Parental socio-economic status and correlates of child

abuse and neglect in Ibadan, Oyo state of Nigeria. IFE Psychol Int J

2009;17:139-47.

Obidigbo GCE. The prevalence of child abuse and neglect in our

society: A case study of teachers in Enugu State of Nigeria. IFE Psychol

Maltreatment and  disabilities:
study. Child Abuse Negl

Nigerian Postgraduate Medical Journal | Volume 25 | Issue 4 | October-December 2018 -




38.

39.

40.

41.

42.

.Nigerian Postgraduate Medical Journal | Volume 25 | Issue 4 | October-December 2018

Olatosi, et al.: Experience and knowledge of child abuse among Nigerian dental residents

Int J 1999;7:96-110.

Hobbs CJ, Wynne JM. Physical signs of child abuse: A colour atlas. 2" ed.
‘WB Saunders; London. 2001.

Gillham B, Tanner G, Cheyne B, Freeman I, Rooney M, Lambie A, et al.
Unemployment rates, single parent density, and indices of child poverty:
Their relationship to different categories of child abuse and neglect.
Child Abuse Negl 1998;22:79-90.

Hashim R, Al-Ani A. Child physical abuse: Assessment of dental
students’ attitudes and knowledge in United Arab Emirates. Eur Arch
Paediatr Dent 2013;14:301-5.

Symons AL, Rowe PV, Romaniuk K. Dental aspects of child abuse:
Review and case reports. Aust Dent J 1987;32:42-7.

Macintyre DR, Jones GM, Pinckney RC. The role of the dental
practitioner in the management of non-accidental injury to children. Br
Dent J 1986;161:108-10.

43.

44,

45.

46.

47.

Schwartz S, Woolridge E, Stege D. Oral manifestations and legal aspects
of child abuse. ] Am Dent Assoc 1977;95:586-91.

Thomas JE, Straffon L, Inglehart MR. Knowledge and professional
experiences concerning child abuse: An analysis of provider and student
responses. Pediatr Dent 2006;28:438-44.

Cairns AM, Mok JY, Welbury RR. The dental practitioner and child
protection in Scotland. Br Dent J 2005;199:517-20.

Adair SM, Yasrebi S, Wray 1A, Hanes CM, Sams DR, Russell CM, et al.
Demographic, educational, and experiential factors associated with
dentists” decisions to report hypothetical cases of child maltreatment.
Pediatr Dent 1997;19:466-9.

Shreeve MW. Beyond the didactic classroom: Educational models
to encourage active student involvement in learning. J Chiropr Educ
2008;22:23-8.




	1: 8.5" x 11"

