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Abstract Aim: To analyze the experience and knowledge of dental practitioners in Saudi Arabia

regarding the identification of child abuse and neglect (CAN), to identify barriers that prevent the

reporting of suspected cases of child maltreatment by dental practitioners, and to assess the need for

training dentists in child protection.

Methods: A self-administered, web-based questionnaire was emailed to all of the members of the

Saudi Dental Society (n= 7352) in 2012.

Results: The respondents (n= 122) demonstrated good knowledge of the forms and indicators

of CAN. Moreover, a large proportion (59%) had experienced a case of child abuse or neglect in

their practice over the previous five years. However, only about 10% of these respondents made

a report. Fear of family reprisal, lack of certainty about the diagnosis of child maltreatment, and

uncertainty about case management were critical barriers to the reporting of the suspected child

maltreatment. In addition, only 20.9% of the respondents reported having knowledge of a child

protection policy in their workplace.
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Conclusions: Based on the results of this survey, it appears that the level of knowledge among the

respondents regarding the forms and indicators of CAN is good. However, a large proportion of

respondents did not take action regarding suspected cases of CAN in their practice over the past

five years. Therefore, additional resources and training are needed to support the identification

and management of cases of child maltreatment by dental practitioners.

ª 2014 King Saud University. Production and hosting by Elsevier B.V. All rights reserved.
1. Introduction

Child abuse and neglect (CAN) are significant problems world-

wide. In particular, a substantial increase in the report of cases
of CAN has occurred in Saudi Arabia, with 616 CAN cases
registered in 2011 (The National Safety Program Annual

Report, 2011). This is in comparison with 80 registered cases
in 2010, 73 cases registered in 2009, and 65 cases registered
in 2008 (The National Safety Program Annual Report,

2010). Although these numbers only represent hospital-based
reported cases of CAN, these statistics do reflect an increased
awareness among physicians regarding CAN cases. Further-
more, there is a legal obligation for health care providers in

Saudi Arabia to report suspected cases of CAN.
CAN has been defined by the World Health Organization

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, sur-
vival, development or dignity in the context of a relationship of

responsibility, trust or power’’ (World Health Organization,
1999). Thus, this definition includes both considerations of
action (physical, emotional, or sexual abuse) and omission

(neglect). The potential for irreversible damage to a child
developmentally, mentally, and/or physically, depends on both
the extent of the abuse and the age of the child.

Based on the regular contact that dental practitioners have

with children and their families, these health professionals are
in a favorable position to observe abnormal child–parent
behavior, and to identify and report suspected cases of CAN

(Jessee, 1999). It is also possible to diagnose child dental
neglect, as well as neglect in general, upon dental examination.
In 1992, Da Fonseca et al. reported that ‘‘abusive caretakers

rarely take the child to the same physician, but they are not
cautious about dentists’’. This observation further supports
the importance of dental evaluations and the awareness of den-
tal practitioners regarding CAN.

It has been reported that the physical abuse of children
manifests in the oro-facial region in 50–77% of abuse cases
(Hibbard and Sanders, 2004), and this is an area that dentists

routinely assess. However, despite the opportunities to detect
child maltreatment, dentists are reluctant to report CAN due
to lack of certainty about the diagnosis of abuse, lack of

knowledge about the referral procedures for cases of CAN,
fear of negative effects on the child or the child’s family, and
concerns about confidentiality (Al-Habsi et al., 2009; Cairns

et al., 2005; Harris et al., 2009a,b; John et al., 1999; Manea
et al., 2007; Owais et al., 2009; Welbury et al., 2003; Uldum
et al., 2010). Similar results have been published for dentists
in Jordan (Sonbol et al., 2011; Owais et al., 2009). However,

to our knowledge, there are no published data available
regarding dentists’ perception of their role in detecting and
reporting suspected cases of CAN in Saudi Arabia, nor are
there any studies published on the knowledge of dentists in
Saudi Arabia regarding the signs, symptoms, and risk factors

of CAN.
Therefore, the purpose of this study was to analyze the

experience and knowledge reported by dental practitioners in
Saudi Arabia regarding the identification of CAN, to identify

dental practitioners’ attitudes toward reporting CAN, to iden-
tify the barriers that prevent the reporting of suspected cases of
child maltreatment, and to assess the need for additional train-

ing in child protection.

2. Materials and methods

This study was conducted at King’s College London. There-
fore, ethical approval was obtained for this study from the Bio-
medical Sciences, Dentistry, Medicine, and Natural &

Mathematical Sciences Research Ethics Subcommittee
(BDM) of King’s College London Research Ethics Committee.

A web-based questionnaire was distributed via email to all

dentists registered with the Saudi Dental Society in February
2012. A cover letter, a link to the survey platform (Survey-
Monkeyª), and an information sheet were enclosed in the
email which stated that responses would be anonymous and

confidential. Participants were given six weeks to complete
the survey. To maximize response rates, two reminder emails
were sent two weeks and four weeks after the initial distribu-

tion of the questionnaire. The reminders were sent to all of
the members of the Saudi Dental Society and they included
a link to the survey as suggested by Dillman (2007) and

Edwards et al. (2007). General dentists and dental practitio-
ners from all specialties were included in this study. However,
dentists with less than one year of experience were excluded.

While the intent was to maximize the representativeness of
the sample, the results analyzed are only those from the den-
tists that responded. Moreover, there are no published data
on the demographic characteristics of dental practitioners in

Saudi Arabia to compare the current data.

2.1. The questionnaire

The questionnaire was written in the English language based
on previous similar studies (Ramos-Gomez et al., 1998; John
et al., 1999; Kilpatrick et al., 1999; Cairns et al., 2005;

Thomas et al., 2006; Al-Habsi et al., 2009; Chadwick et al.,
2009; Harris et al., 2009a,b). The questionnaire was reviewed
by two psychologists with knowledge of this field. The content

validity of the questionnaire was tested by conducting a pilot
survey of postgraduate students studying at the Dental Insti-
tute, King’s College London (n= 30). Unfortunately, it was
not practically possible to conduct the pilot study with the tar-

get population, since the researchers were located in the United
Kingdom. However, the pilot sample did include students of
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Saudi origin that were studying in the United Kingdom. The
postgraduate students were asked to comment on the compre-
hensiveness of the material covered by the questionnaire (e.g.,

did the measures reflect all aspects of CAN), to indicate which
aspects of CAN were not covered, and to address the clarity of
the question and response formats. The criterion-related valid-

ity of the questionnaire could not be tested since standard mea-
sures of the constructs that were measured are not currently
available. Some comments and modifications that were

received were incorporated into the final version of the
questionnaire.

The questionnaire was composed of five sections:

The first section included ten questions that were designed
to survey the characteristics and demographics of the
respondents, including age, gender, nationality, profes-

sional experience, education, specialty, place of work, and
the number of children seen per week.
The second section consisted of questions designed to sur-

vey the respondents’ ability to recognize different forms
of CAN (the seven items surveyed were all considered to
represent forms of abuse, except for ‘non-injurious spank-

ing’), risk factors for CAN (13 items), manifestations of
physical abuse (6 items), and indicators of CAN (9 items
which are likely to be indicators of CAN, except for bruises
on a toddler’s forehead).

The third section of the questionnaire consisted of six ques-
tions that were designed to address the respondents’ profes-
sional experience with CAN, the number of children with

neglected dentition that had been evaluated in their prac-
tice, the history of suspected child abuse cases for their
practice, actions taken for suspected cases, the number of

suspected CAN cases observed in the last five years, and
whether their practice has a protocol in place for dealing
with CAN in the workplace.

The fourth section mainly included questions regarding
barriers that potentially interfere with the reporting of sus-
pected cases of CAN (11 items).
Table 1 Academic degrees and specialties of the respondents.

Topic surveyed Answer Responses N (%)

Last degree obtained Bachelor’s degree 57 (46.7)

Master’s degree 36 (29.5)

PhD degree 11 (9.0)

Fellowship 1 (0.8)

Board member 16 (13.1)

Other 1 (0.8)

Specialty General dentistry 49 (40.2)

AGD* 2 (1.2)

Restorative dentistry 11 (9.0)

Pediatric dentistry 16 (13.1)

Orthodontics 8 (6.6)

Periodontics 7 (5.7)

Maxillofacial surgery 3 (2.5)

Prosthodontics 9 (7.4)

Endodontics 14 (11.5)

Oral medicine –

Dental Public Health 3 (2.5)

* Advanced general dentistry.
Lastly, the fifth section was composed of five questions that

addressed the history of training in child protection by the
respondents, as well as the opinion of the respondents
regarding the need for continuing education in recognizing

and reporting CAN.

The response formats for these sections included yes/no
answers, multiple choice answers, or the selection of a response

according to a five-point Likert scale. The latter was scored
from 1 to 5 to represent answers of ‘‘strongly disagree’’, ‘‘dis-
agree’’, ‘‘neutral’’, ‘‘agree’’, and ‘‘strongly agree’’, respectively.

The Likert scale is considered reliable in providing an approx-
imate ordering of respondents’ concerns regarding a specific
attitude (Oppenheim, 1992).

Data received were coded and analyzed using the Statistical
Package for Social Sciences (IBM SPSS) version 20 software.

3. Results

3.1. Demographic characteristics of the respondents

A total of 163 Saudi dentists responded to the web-based survey that

was distributed to all dentists registered with the Saudi Dental Society.

However, 41 dentists only completed the demographic section of the

questionnaire, and therefore, their incomplete questionnaires were

excluded from the study. For the remaining 122 participants, the

male-to-female ratio was 1:1, consisting of 61 dentists of each gender.

A total of 90/122 (73.8%) dentists were 640 years of age, while 32/122

(26.2%) were >40 years of age. Regarding experience, 108/122

(88.5%) respondents reported practicing dentistry for less than

20 years, while 14/122 (11.5%) had more than 20 years of experience.

Most of the respondents worked in a university setting (41%), while

the remainder were employed in private or public hospitals and clinics.

The academic degrees and specialties of the respondents are summa-

rized in Table 1.

3.2. Knowledge of CAN

Dentists were asked to identify different forms of CAN by agreeing or

disagreeing with statements that represented different forms of abuse.

Nine out of ten items represented abuse, with the exception being ‘non-

injurious spanking’. The average total score for the respondents when

the latter was excluded was 84.2%. Fig. 1 shows the distribution of

responses according to each item.

When asked about risk factors of CAN, the responses varied

among the respondents. Fig. 2 presents the proportion of dentists

who correctly identified risk factors associated with CAN.

3.3. Observed indicators of CAN

When asked about the most common manifestations of physical abuse,

the total average score of the respondents was 73.3%. The highest per-

centage of respondents (86.1%) indicated that skin and mucosal burns

were the most common manifestations, followed by oro-facial injuries

(84.4%). In addition, 69.7% of respondents indicated that bruises on

the neck were manifestations of physical abuse, while 63.1% agreed

‘injuries to soles of feet’ and ‘bone fracture’ represented manifestations

of physical abuse.

For a high percentage of respondents (81.1%), bruises on the soft

tissue of the cheeks represented an indicator of CAN, while only

52.5% of respondents indicated that intra oral injuries were a common

indicator of CAN. Furthermore, regarding ‘bruises on a toddler’s fore-

head’, 67.2% agreed this represented an indicator of CAN. Fig. 3

shows the proportion of dentists who identified various indicators as

those of CAN.
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Figure 1 Proportion of agreement among respondents regarding proposed forms of CAN.
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Figure 2 Proportion of respondents who correctly identified risk factors for CAN.
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Table 2 Experience of respondents with children exhibiting neglected dentition.

Topic surveyed Answer Responses total = 122) N (%)

Approximately how often do you see children with neglected dentition? Children are not evaluated 20 (16.4)

No cases observed 32 (26.2)

One case a day 11 (9.0)

More than one case a day 22 (18.0)

One case a week 10 (8.2)

One case a month 14 (11.5)

One case every 6 months 12 (9.8)

One case a year –

Table 3 Frequencies of the type of CAN cases suspected by

respondents in the last five years.

Type of abuse Answer KSA Sample (n= 122) N (%)

(1) Physical abuse Up to 5 47 (38.5)

>5 14 (8.3)

(2) Emotional abuse Up to 5 39 (32)

>5 24 (19.7)

(3) Sexual abuse Up to 5 30 (24.6)

>5 0

(4) Neglect Up to 5 19 (15.6)

>5 44 (36.1)
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3.4. Experience with suspected cases of CAN

Of the respondents, 16.4% did not treat children. Therefore, of those

who routinely treated children, 27.0% reported observing at least

one case a day of neglected dentition in their practice. The experience

of respondents with children exhibiting neglected dentition is summa-

rized in Table 2.

A total of 72/122 (59%) respondents reported evaluating a child sus-

pected of being subjected to CAN in the last five years. Table 3 describes

the types of child abuse suspected by dentists in these cases. However,

while 84.3%of all respondents reported their willingness to report a sus-

pected case of child abuse, 19.7%of the dentists with CAN cases in their

practice did not take any action.Moreover, 39.4%only documented the

signs of abuse in the patient’s medical record. A very small percentage of

dentists (7.0%) contacted social services, and contact of police was least

popular among the respondents, with only 2.82% reporting this action

(Table 4). In addition, only 20.9% of the respondents reported knowl-

edge of a child protection policy in their workplace.

Dentists were able to give more than one response to the question

inquiring about whom to discuss or refer concern in cases of suspicion

of CAN. The majority of dentists (62.6%) reported that they preferred

to discuss suspected cases of CAN with a social worker. In addition,

31.3% preferred to discuss suspected cases with the caregiver, 55.7%

preferred to discuss the case with a senior staff member, 38.3% pre-

ferred to consult a colleague, and 22.6% preferred to discuss suspected

cases with the police.
Table 4 Actions taken by respondents with suspected cases of CAN

Actions taken regarding CAN cases

(1) Dismissed/no action taken

(2) Documented signs of abuse in patient’s records

(3) Discussed the case with the child’s caregiver

(4) Discussed the case with a senior staff member

(5) Discussed the case with a colleague

(6) Contacted social services

(7) Contacted police

Percentages add up to more than 100 because participants could indicate
3.5. Barriers to reporting suspected cases of CAN

In general, fear of family violence toward the child was reported as the

main barrier (88%) preventing the respondents from reporting sus-

pected cases of CAN. In addition, respondents reported lack of cer-

tainty about the diagnosis of CAN (80%) and lack of knowledge in

referral procedures of CAN (79%) as barriers to reporting suspected

abuse cases (Fig. 4).
3.6. Present knowledge and attitudes toward training programs for child

protection

Only four dentists reported attending a training program in child pro-

tection (3.3%), although the majority of respondents (94.7%) agreed

that dentists’ knowledge of child protection protocols is important.

Similarly, 93% of respondents agreed that additional training is

required in this field. However, 47.8% of respondents reported being

confident in recognizing signs of CAN’. Further details regarding their

responses are provided in Table 5.
4. Discussion

While the limitations of this study include the low response
rate and a sample consisting mainly of academics rather than

practitioners, the results provide valuable insights into a very
important issue and significantly contribute to our knowledge
of the attitudes and experience regarding CAN by health pro-
fessionals in the dental field in Saudi Arabia.
4.1. Knowledge of the different forms of CAN

To our knowledge, this cross-sectional study to identify the

knowledge and attitudes of dental practitioners in Saudi Ara-
bia toward CAN is the first to be conducted in Saudi Arabia.
However, comparable studies have previously been published
in their practice (n= 71).

Answers reported

N %

14 19.72

28 39.40

32 45.07

29 40.85

32 45.07

5 7.04

2 2.82

more than one response.
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Figure 4 Barriers to reporting suspected cases of CAN perceived by respondents.

Table 5 Knowledge of and attitudes toward training programs

of child protection by respondents.

Statement for consideration Answer Responses

(total n= 113)

N (%)

(1) Knowledge about child protection

protocols is important

D 1 (0.9)

N 5 (4.4)

A 107 (94.7)

(2) More training regarding child

protection is needed for dentists

in this field

D 1 (0.9)

N 7 (6.2)

A 105 (92.9)

(3) I can confidently recognize

signs of child abuse

D 25 (22.1)

N 34 (30.1)

A 54 (47.8)

Number of missing data 9

D: Disagree, N: Neutral, A: Agree.
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for dentists in the United Arab Emirates (Hashim and Al-Ani,
2013) and Jordan (Owais et al., 2009; Sonbol et al., 2011).

In the present study, a score of 80% was set as the cut-off
between adequate knowledge and deficient knowledge (Habib,
2012). Most of the respondents for this survey were found to

have adequate knowledge of different forms of CAN, which
included physical, emotional, and sexual abuse, as well as
neglect, in the questionnaire distributed. The average score

was 84.2%, when ‘non-injurious spanking’ was excluded, and
similar results were published by Habib (2012) in a study
involving the knowledge of pediatricians in Saudi Arabia
regarding CAN. In a study of dentists in Jordan, 97% of both

general dental practitioners (GDPs) and specialists were able
to identify physical abuse, 92% identified sexual abuse, and
84% identified emotional abuse and neglect as forms of child

maltreatment (Owais et al., 2009).
Interestingly, 52.5% of the current respondents reported

that non-injurious spanking (corporal punishment) was also
a form of CAN. This result is surprisingly high given that a
2012 report of the Global Initiative to End All Corporal Pun-
ishment of Children in Saudi Arabia revealed that corporal
punishment was still lawful in the home. Furthermore, Basic

Laws (1992) that prevent abuse are not interpreted as prohib-
iting corporal punishment as part of childcare. The present
finding may be explained by the high percentage of respon-

dents who held faculty positions at a university (41%), and
thus may have greater exposure to the literature on child pro-
tection. In addition, 13% of the respondents were pediatric

dentists, and this subset of respondents might also have
increased exposure to the literature on child abuse.

4.2. Knowledge of CAN risk factors

Knowledge of the factors that increase the risk of CAN was
found to be deficient based on the questionnaires returned.
This result emphasizes the need for a better understanding of

the causative factors that can increase the risk of CAN. These
topics could be incorporated into a training program for den-
tists in Saudi Arabia. Moreover, such information is vital for

dentists to have a comprehensive understanding of the various
aspects of child protection and to be better able to detect sus-
pected cases of CAN. In a study conducted in Jordan, more

than half of the dentists surveyed (57%) reported that CAN
occurred mostly in low socio-economic households, rather
than in middle or high socio-economic classes (Sonbol et al.,
2011). Correspondingly, 74.6% of the current respondents

conveyed that CAN was more common in low socio-economic
classes, and 28% disagreed with the statement that CAN
occurs in medium to high socio-economic classes. In addition,

Hobbs and Wynne (2001) previously reported that low socio-
economic status, poverty, and temporary housing are highly
and consistently linked to the incidence of CAN. In another

study (Gillham et al., 1998), a link between parent unemploy-
ment and the risk of child maltreatment was identified. Despite
these findings, however, it is important for healthcare provid-

ers to recognize that child maltreatment is not confined to pov-
erty and low socio-economic classes.
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4.3. Common manifestations of physical abuse

The respondents for the present study exhibited deficient knowl-
edge regarding common manifestations of physical abuse.
Moreover, similar results have been reported in previous studies

(Owais et al., 2009; Sonbol et al., 2011; Hashim and Al-Ani
2013). Taken together, these results indicate that a need still
exists for training of health professionals in child protection.

4.4. Observed indicators of CAN

Regarding observed indicators of child abuse, most of the
respondents (81%) indicated that bruises on the soft tissue of

the cheek and neck were indicators of child abuse. Similar find-
ings were reported by Owais et al. (2009) for dentists in Jordan.
For bruises on a toddler’s forehead, 68% of respondents con-

sidered this an indicator of abuse. Similarly, a study of United
Arab Emirates dental students by Hashim and Al-Ani (2013)
reported that 79.2% of the students agreed that physical abuse

usually occurs in areas overlying bony prominences. Although,
it is important to consider that toddlers are known to be more
prone to accidental falls in their first years of walking that are
likely to lead to injuries over bony prominences. Distinguish-

ing between these two possibilities is likely to be part of a child
protection training program.

4.5. Experience with suspected CAN

The proportion of respondents who had suspected their
patients represented cases of abuse in the last five years is higher

(59%) than previously reported (Ramos-Gomez et al., 1998;
Cairns et al., 2005; Manea et al., 2007). This may be due to
the large percentage of respondents in the present study that

possessed advanced degrees, in combination with the large
number of pediatric dentistry specialists who responded and
would be predicted to evaluate a greater number of children.
Owais et al. (2009) reported a high percentage (42%) of dentists

in Jordan who suspected CAN cases, and Sonbol et al. (2011)
reported a percentage of 50%. In contrast, Al-Buhairan et al.
(2011) reported that only 20% of school professionals in Saudi

Arabia had encountered at least one case of child maltreatment
throughout their career. Al-Buhairan et al. (2011) also reported
that only 22% of the dentists evaluated were aware of the Uni-

ted Nations Convention of the Rights of the Child (UNCRC)
Article 19, or national policies addressing child maltreatment
(United Nations Human Rights. Convention on the Rights of
the Child, 1989). Thus, the lower percentage of encountered

CAN cases may not represent the actual incidence of CAN
but rather undiagnosed cases of child maltreatment.

Child dental neglect is perceived to be within the scope of

child neglect and thus should be addressed seriously. In the
present study, around one quarter of respondents reported see-
ing at least one case of dental neglect per day. This may be due

to inadequate dental care and diet by the caregiver, or inacces-
sibility of dental care to these families. Since many families
face difficulties in accessing dental care, clinicians need to

determine whether dental services are available to the family
when considering dental neglect. Dental neglect is considered
a form of CAN when a caregiver is aware of a child’s need
for dental care but willfully denies the child from dental care

(American Academy of Pediatrics Committee on Child
Abuse and Neglect and the American Academy of Pediatric
Dentistry, 2010).

4.6. Action taken regarding incidences of suspected CAN

The results of the present study indicate that a gap exists
between suspected cases of CAN (59%) and the reporting of

suspected incidences. For example, almost one in every five
respondents did not take action after suspecting a CAN case.
Moreover, only 39.4% of the respondents indicated that they

had recorded suspected findings in the affected child’s medical
record. Good record keeping is essential in dentistry for legal
purposes, and especially if CAN is suspected. Correspond-

ingly, a comprehensive record should include injuries observed
by the dentist along with any other significant findings, includ-
ing any abnormal child-caregiver interactions (Cairns et al.,
2005). To obtain evidence for child protection procedures,

X-rays and photographic evidence should be obtained with
consent from the caregiver. A special form for recording find-
ings related to suspected cases of CAN should also be available

in dental clinics. Accordingly, dental practitioners should be
trained in the handling of such cases and in the completing
of these forms.

It was not surprising to find that almost half of the dentists
who indicated they had experience with suspected CAN cases
discussed these situations with a colleague. Colleagues are gen-
erally readily accessible, and it is understandable that a dentist

would feel more comfortable discussing such a sensitive matter
within his professional circle. Alternatively, 62.6% of respon-
dents preferred to discuss CAN cases with a social worker.

However, only 7% of these reported actually contacting a
social worker. This may be due to a lack of communication
that typically exists between dental practitioners and social

workers. Moreover, contact of the police was the least often
reported action taken. Similar findings have also been reported
in other studies. For example, Owais et al. (2009) reported that

only 20% of the dentists they surveyed reported suspected
cases of CAN, while Sonbol et al. (2011) reported that only
12% of their cohort reported cases of CAN.
4.7. Barriers to reporting suspected cases of CAN

Under-reporting of CAN cases by dentists and healthcare pro-
viders is a problem that challenges many societies. The main

barrier to reporting suspected CAN cases in the present study
was fear of violence toward the child (87.7%). Similarly, 66%
of GDPs in a study by Al-Habsi et al. (2009) reported fear of

an unknown consequence to the child as a barrier (79%). Since
corporal punishment is still acceptable culturally and under the
law in Saudi Arabia, this supports the reported fear of dentists

regarding a child’s well-being. Lack of confidence in child pro-
tection services and their ability to handle such sensitive cases
has also been identified as a potential barrier for the reporting
of CAN cases (John et al., 1999).

‘Lack of certainty about the diagnosis’ was the second most
common barrier reported by respondents of the present study
(79.8%). Similarly, this was the most cited barrier to referral in

studies by Harris et al. (2009a,b) and Cairns et al. (2005).
Interestingly, dental practitioners are not required to diagnose
a case before making a referral; diagnosis is the shared

responsibility of the child protection team Harris et al.
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(2009a,b). In Saudi Arabia, child protection teams consist of a
pediatric physician, a psychologist, and a social worker
(Almuneef and Al-Eissa, 2011). In the present study, lack of

knowledge of referral procedures was also reported as a barrier
to reporting suspected CAN cases (78.9%), and only 21% of
respondents reported knowledge of an existing child protection

protocol in their workplace. Uncertainty about referral proce-
dures was also reported by Sonbol et al. (2011) as a major con-
cern that prevented dentists from reporting suspected cases of

CAN in Jordan. However, health care professionals are
responsible for reporting and preventing child maltreatment,
and they must seek the necessary knowledge in reporting pro-
cedures if needed. In Saudi Arabia and Jordan, a lack of child

protection training programs contributes to this situation.
Fear of negative effects on the child’s family was reported

by 58.8% of respondents as a barrier to the reporting of sus-

pected CAN cases. Similarly, almost half of the dentists sur-
veyed in this study reported ‘family violence against dentists’
as a barrier. In contrast, Sonbol et al. (2011) reported that only

a quarter of the dentists they surveyed expressed fear from the
affected family or anger of the parents. Another concern
expressed in the current study was regarding confidentiality

associated with reporting CAN cases. A similar concern was
reported in a study by Owais et al. (2009). Unfortunately,
approximately half of the current respondents disagreed with
the statement that ‘dentists have no legal obligation to report

abuse’. This percentage is surprisingly high, considering that
a large percentage of the respondents reported holding univer-
sity faculty positions, postgraduate degrees, and pediatric den-

tistry as a specialty. Therefore, it is possible that the dental
practitioners in Saudi Arabia may include an even larger per-
centage of dentists who feel they have no obligation toward

child protection. Conversely, the least reported barriers to
the reporting of CAN cases included: fears of a negative
impact on dental practice, fear of litigation, and reporting

child abuse is against social norms.

4.8. Child protection training

The majority of respondents had not attended any type of for-

mal training in child protection, and 92.9% agreed that such
training is required for dentists. Similar findings were reported
by Al-Buhairan et al. (2011) with only 1.9% of school profes-

sionals surveyed having attended any sort of training in child
protection. However, in the latter study, 69.3% of those sur-
veyed were willing to attend training.

Unfortunately, inadequate training in child protection is
evident in this study, and was evident from pediatricians in
Saudi Arabia surveyed by Habib (2012) as well. By publishing
these results, it is hoped that child protection will be better rec-

ognized and appreciated by health care providers. Further-
more, these results indicate that there is a need for clear
guidelines, regulations, and training related to child protection.

Good communication is also needed between health care pro-
viders and local authorities, child protection teams, and pedia-
tricians in order to establish protocols to deal with CAN cases.

5. Limitations

This study was associated with several limitations. First, the

questionnaire was initially completed by postgraduate dental
students studying at King’s College London, rather than a
Saudi population. However, the goal of the pilot testing was
to focus on the comprehensiveness and comprehensibility of

the material covered by the questionnaire.
Secondly, the total number of participants in this study was

122, despite distribution of the questionnaire and reminders to

all dentists registered with the Saudi Dental Society. It is pos-
sible that this email-based contact may have been labeled as
‘‘SPAM’’ or ‘‘junk email’’, thus lowering the possibility that

the recipients actually received the intended emails. In addi-
tion, the low rate of return could also be attributed to changes
in the e-mail addresses of dentists registered with the Saudi
Dental Society, as well as the lack of interest or knowledge

in the subject. The questionnaire was also long and this may
have discouraged dental practitioners from completing it
(Edwards et al., 2007). However, the survey was designed to

be comprehensive, and similar studies included comparable
sample sizes (Kilpatrick et al., 1999; Manea et al., 2007; Al-
Habsi et al., 2009; Habib, 2012).

Thirdly, a large percentage of respondents in this study
were academics. Therefore, the results obtained are not neces-
sarily representative of the total population of dentists work-

ing in Saudi Arabia. However, to our knowledge, there are
also no published data regarding the demographic characteris-
tics of dentists living in Saudi Arabia, thereby preventing an
analysis of the demographics that characterized the present

study. Moreover, knowledge of child protection that is
reported in the present study may not represent the actual
knowledge of dental practitioners working in Saudi Arabia,

and thus, knowledge of CAN may be even lower than what
has been reported.
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