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Abstract: Child physical abuse is a complex problem, of great topical interest, a severe social problem, with 
direct implications on the dento-somato-facial harmony and on the psycho-mental and intellectual development 
of the child.  
Aim. To highlight the oro-maxillo-facial signs of physical abuse and the role of the pediatric dentists in 
identifying and evaluating this signs of physical abuse.  
Material and Method. The study was carried out on a sample of 299 abused subjects (218 boys and 81 girls) 
aged between 6-18 y.o. from Iasi rural and urban area. The data were analyzed and statistically processed and 
the results were synthesized with the help of a descriptive and correlative study.  
Results. The physical abuse has serious consequences in oro-dento-facial area, that consists especially in soft 
tissue lesions  62.11%, dento-periodontal trauma (fractures, luxations, concussions, avulsions)  19.47%, 
mandible fractures  7.89% facial massif fractures  7.89% and temporo-mandibular joint lesions - 2.63%.  
Conclusion. Pediatric dentist should to be legally qualified and morally entitled to report to report when s/he 
suspects any physical abuse against the child.  
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INTRODUCTION 

Child physical abuse is a complex 
highly topical issue, a serious social 
problem that has direct implications on the 
dental, somatic and facial harmony and 
over the psycho-mental and intellectual 
development of the child and the adult he 
will become.  

Analyzing the data from the 
specialized literature regarding the 
psychical, mental and behavioral evolution 
of the child, from birth to teenage, and the 
determining pre-and post-natal 
circumstances, it was ascertained that one 
of the factors that may disturb variably the 
normal development, is child abuse and 
neglect [1]. Kempe W. and col. (1962) 
introduced in the specialized medical 

syndrome of the 
beaten child
child abuse causes more physical and 

psychological morbidity than most child 
diseases  

Health Canada defines child abuse as 
any maltreatment enforced by a parent, 
guardian, caretaker or any other person 

onto a child that results in hitting or 
traumatizing emotionally or psychically 
the child. Physical abuse is the most 
frequent form of abuse and the easiest 
form to notice by the dentist, due to the 
prevailing location of lesions (over 50%) 
[2, 3, 4, 5] on the cephalic extremity, on 
the orofacial soft parts, on the facial 
massive bone, on the dental and 
periodontal units, mandible etc.  

Specialized studies show that in Great 
Britain, every year at least 1 child out of 
1000 (under 4 years old) is a victim of 
violence, while in the United States and in 
Canada 47 children out of 1000 are 
physically abused. 

Dentists should be aware that physical 
abuse involves in more than half of the 
cases (65%) (Becker and col. 1978, 
daFonseca and col.1992, Jesse, 1995), 
manifestations in the mouth and on the 
head (i.e. bleeding of the face skin, 
excoriations, dental fractures, dental-
alveolar fractures, lesions of the lip, gum, 
mandible fractures) that may provide clues 



Romanian Journal of Oral Rehabilitation 

Vol. 2, No. 3, July 2010 

18 

 

as to the time of the abuse, its nature or the 
identity of the aggressor.  

The aim of this study is to outline the 
orofacial manifestations of the physical 
abuse of the child and to emphasize the 
important part played by the pediatric 
dentists in identification and correct 
assessment of these signs and in reporting 
the various child abuse forms. 

 
MATERIAL AND METHOD 

This paper is an integrative part of a 
longitudinal study on the medical legal 

aspects of oro-facial and dento-periodontal 
traumas of the child and the teenager. The 
study was conducted on a group of 299 
subjects (218 boys, 81 girls), aged between 
6 and 18 year old, from the urban and the 
rural environment of Iasi county, that were 
referred to the Service of Forensic 
Medicine in the Polyclinic no.1 of Iasi. 
The distribution of subjects per sexes and 
environments of origin are shown in fig.1 
and fig.2.  

 

 
Fig. 1 Distribution of subjects per sexes                       Fig. 2 Distribution of subjects per 

and origin environment                                            origin environment 
 

The data (number of traumas, etiology 
of the trauma, type of orofacial traumatic 
lesion, type of odonto-periodontal lesion 
and so on) obtained from all legal medical 
certificates were statistically analyzed and 
processed and the results were synthesized 
by means of a descriptive and correlative 
study.  
 
 
 

RESULTS AND DISCUSSIONS  
It was ascertained an alarming rate of 

cases of oro-facial traumas produced via 
physical abuse, compared to other cases 
(car crashes, rapes) (fig.3), and their 
prevalence at the age stage 13 to 18 years 
(table 1), which suggests a higher rate of 
oro-facial traumatic lesions at this age 
stage in comparison to other age stages, 
data comparable with those in the 
specialized literature [2, 6]. 

0

50

100

150

200

250 218

81
boys

girls

0

20

40

60

80

100

120

140

urban rural

91

127

36
45

boys

girls



Romanian Journal of Oral Rehabilitation 

Vol. 2, No. 3, July 2010 

19 

 

 
Fig. 3 Etiology of orofacial traumas 

 
Age 6-12 years 13-18 years 

Etiology Physical abuse Physical abuse 
Number of 

subjects 
15.05% (45 subjects) 84.95% (254 subjects) 

Table 1 - Distribution of subjects per age stages  
 

Child abuse has major consequences 
in the oro-facial area, which consisted 
generally in lesions of soft tissues 
(contusions and ecchymoses, bites) - 
62.11%, dento-periodontal traumas 
(fractures, dislocations, conccusions, 
avulsions and so on)  19.47%, mandible 
fractures  7.89%, fractures of the facial 

massive bone  7.89% and lesions of ATM 
 2.63% (fig5). It was ascertained that in 

comparison to other types of lesions, 
dental fractures were at a higher rate  
49%, and as to the topography of the 
dento-periodontal traumas, they were 
prevailingly located at the level of the 
central incisors  74%. 

 

 
Fig. 5 Distribution of the lesion type on the orofacial area  

 
We may say that it is highly necessary 

to make a minute extra and extra oral 
examination in all cases that the dentist 
suspects or believes are child abuse cases. 
Some authors [7] consider the oral cavity 
as being a target of the physical abuse 
because of its significance and role in 

ensuring important functions, such as 
communication or nutrition.  

All pediatric dentists should know 
how to recognize the signs and symptoms 
of child abuse and to be aware of the laws 
which requires them to report such cases to 
the authorities, because the timely 
recognition of such a problem leads to 
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taking effective intervention measures, 
beneficial on the short, medium and long 
term, if we consider that most of the times 
these children are subject both to physical 
abuse and to the emotional abuse, as they 
live in fear, they lack confidence in 
themselves and have no self-respect.  

 
CONCLUSIONS 

It is required a holistic approach of 
child health and social work for the child, 
with the true involvement of all the 

decision-makers. As most then half the 
lesions resulting from physical abuse are 
located in the orofacial area, pediatric 
dentists have the moral and ethic 
obligation to report child abuse that they 
see in their dental practices. The pediatric 
dentists should be legally habilitated and 
morally entitled to report to competent 
authorities that they suspect any child 
abuse, as this is a complex issue with 
multiple legal-medical and psychological-
behavioral implications.   
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