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Ab s t r Ac t
Aim: The purpose of this review is to present the most recent bibliography regarding the etiology, risk factor indicators, types of dental neglect, 
and the epidemiological studies, showing the relationship between neglect and dental caries indices. Moreover, the review will focus on the 
role of oral healthcare professionals in evaluating such conditions. 
Background: Untreated oral diseases, like dental caries, can lead to a variety of negative impacts on children including pain and infection. 
However, such complications can be prevented if a child’s basic oral health needs are fulfilled. In addition, it is important to be aware that there 
are significant inequalities in accessing dental care and poverty, and such cases have to be distinguished from neglect. However, when there 
is adequate access to oral healthcare services and the parent or the guardian persistently fails to ensure appropriate medical care or treatment 
for his/her child, the possibility of dental neglect has to be seriously considered. 
Review results: Dental neglect can be apart of a child’s general neglect with short-term complications, such as caries, as well as long-term 
consequences that extend to adulthood, such as poor growth and impaired quality of life.
Conclusion: Early diagnosis of dental neglect plays an important role in avoiding adverse impacts on children. Signs and risk factors for dental 
neglect should alert the dental team in order to intervene in time and prevent suspected cases.
Clinical significance: Diagnosis of dental neglect can be difficult. However, identifying dental neglect at an early stage and making a child 
protection referral may safeguard the child and prevent further harm. For this reason, dentists should be informed about dental neglect and 
they should know how to deal with these cases. Effective education is necessary to increase knowledge and awareness of all aspects of child 
neglect. 
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In t r o d u c t I o n
The United Nations Convention on the Rights of the Child 
emphasizes that all children should be protected from any kind 
of maltreatment or neglect and they should be provided with 
sufficient healthcare services.1 The World Health Organization 
subdivided violence into four types: physical, sexual, psychological, 
and involving deprivation or neglect.2 In England and Wales, 
children’s maltreatment includes physical abuse, psychological 
abuse, sexual abuse, and general and dental neglect.3 Children 
are more likely to be victims of violence and the dominance of 
neglect compared to other forms of violence is worth mentioning.4 
Neglect is the insistent failure to provide appropriate physical and/
or psychological needs with significant impacts on children’s health 
and development.5 In accordance with the National Society for the 
Prevention of Cruelty to Children in the United Kingdom (UK), 1 in 
10 young adults appeared to be a victim of severe neglect when 
he/she was younger.6 It is reported that in the UK, 44% of children 
were neglected6 and in the United States, this number rose up to 
78%.7 In Australia, according to a study by Radford and coworkers, 
5% of children who are under 11 years old suffered from neglect 
and 3.7% have been strictly neglected.6

American Academy of Pediatric Dentistry states that dental 
neglect is the “willful failure of the parent or guardian, despite 
adequate access to care, to seek and follow through with treatment 
necessary to ensure a level of oral health essential for adequate 
function and freedom from pain and infection.”8 According 
to the academy’s definition of dental neglect, there are some 

factors for a layperson that suggest dental neglect and should 
not be overlooked, such as visible severe dental caries, untreated 
pain, infection, bleeding, or trauma, and a history of unfinished 
treatments.9,10 However, many people can be unaware of the 
processes and the implications of a dental disease. If the healthcare 
provider meticulously explains the existence of the disease, its 
extension, and the appropriate treatment and despite available 
access to dental health services if the caregiver fails to obtain 
therapy, there is a case of dental neglect.10,11
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As there is not such a comprehensive review in the literature, the 
aim of this article is to present the epidemiology of dental neglect, 
its etiology, features, and consequences on oral health. Additionally, 
the characteristics and the awareness of parents of neglected 
children and the dentist’s role in the identification, prevention, and 
maintenance of high standards of hygiene will also be discussed.

Types of Dental Neglect
The most common type of dental neglect is untreated carious 
lesions.10 Dental caries, otherwise known as tooth decay, are 
formed through a complex interaction over time between acid-
producing bacteria of dental microbial plaque12 and fermentable 
carbohydrates, mainly sucrose.13,14 White spot lesions are the first 
sign of decayed teeth and if the cariogenic conditions continue 
cavities will appear. The upper primary incisor teeth are the most 
prone for decay followed by primary first molars, primary second 
molars, and canines. The primary lower incisors are usually free 
of decay due to the mechanical removal of plaque by tongue 
movements and the presence of abundant saliva.15 Early childhood 
caries (ECC) also known as “nursing bottle caries” and “baby bottle 
tooth decay” is one of the main characteristics of neglected children. 
According to the American Academy of Pediatric Dentistry, ECC 
refers to one or more dental caries (with or without cavities), 
extractions because of carious lesions, or fillings in any deciduous 
teeth in children who are younger than 6 years old.16

Another type of dental neglect is untreated dental traumas. 
About 10% of children aged from 18  months to 18  years may 
suffer from tooth traumas.17 Most cases of tooth injuries due to 
physical abuse or falls appear in children who are 1 to 3 years old 
with consequences either in hard dental tissue, dental pulp, or 
periodontal structures. The upper incisors are more likely to be 
affected. It is worth mentioning that severe fractures may lead 
to root canal therapy. Moreover, there may be consequences to 
the succeeding permanent teeth and in some cases, the injured 
primary teeth may need extraction. As a result, the dentist’s 
intervention must be immediate in order to avoid direct or future 
complications.17,18

Malocclusion is one of the most common oral pathologies 
after dental caries and periodontal disease. Incorrect oral habits 
and abnormalities regarding the number, shape, or developmental 
position of teeth are some factors that can lead to malocclusion. 
Negligence in providing appropriate treatment for malocclusion 
at the right age can result in adverse incidences, such as dental 
caries, periodontitis,19 or temporomandibular joint dysfunction.20 
Furthermore, individuals may have low self-esteem,21 as their facial 
appearance is disfigured.22

Dental neglect can be separated into active, passive, or self-
neglect. This classification depends on the reasons for dental 
neglect. Active neglect concerns the cases when parents or 
guardians fail to provide necessary treatment on purpose. On 
the contrary, parents or guardians may be uninformed about the 
oral health problem and the appropriate oral health care needed 
and unaware of the available dental services or they even suffer 
from disabilities or financial difficulties. In such cases, the neglect 
is considered passive. Moreover, self-neglect is the neglect due 
to children’s inability to express or meet their own needs due to 
physical, mental, or developmental disabilities.23 Dental neglect 
can also be subdivided into dental-prevention neglect and 
dental-treatment neglect. Dental-prevention neglect is the lack of 
preventive measures while dental-treatment neglect is the failure 
of providing appropriate dental treatment. Both of them may lead 

to untreated dental caries, traumatic dental injuries, dental pain, 
or inflammation.24

Epidemiology
Dental caries is the single most common chronic disease of 
childhood.25 By 5 years of age, approximately 60% of children have 
experienced caries in their primary dentition.26 A study in Portugal 
showed that 88% of 6-year-old children had carious lesions on 
primary teeth.27 In the USA, 78% of children have suffered from 
caries by age 17.28 In addition, 90% of all caries in school-age 
children appear in pits and fissures.8

Research in Pacoti, Brazil, shows a correlation between dental 
caries indices and neglect in 5-year-old children. Moreover, 60% of 
parents seem to be low educated.29 One Canadian study found that 
children who suffered from maltreatment had 50% more decayed 
teeth compared to the control group.30 Another study in Italy 
describes the relationship between ECC and child neglect. Sixty-
three children were examined and 61.9% of them were presented 
with ECC, especially in families with low socioeconomic status.31 
Another study in Chennai examined 6,000 teenagers aged from 
15 to 18 to explore the connection between dental neglect and 
dental caries and oral health in adolescents. It demonstrated that 
social and demographic factors are strongly associated with dental 
neglect.32 In some countries, such as the Czech Republic,29 Hong 
Kong,33 Philippines,34 and Australia,35 where primary oral health 
care and national programs of oral health estimate are not widely 
accessible,36 high caries indices in children are reported. In Sweden, 
a study regarding 0- to 6-year-old children that experienced general 
anesthesia (GA) at a specialist pediatric dentistry clinic from 2006 to 
2011, demonstrated that those children suffered more often from 
dental neglect.37

Etiology
It would be useful to understand the factors that lead to 
dentally neglectful behaviors and attitudes. It is proved that 
sociodemographic variables, like age, gender, or socioeconomic 
class, are associated with dental neglect.38–45 Dental neglect can 
exist at any age (childhood, adolescence, or old ages). However, 
it is found that children and elders are more likely to suffer from 
neglectful oral health45 while older adolescents have greater 
levels of dental neglect than younger ones.43,44 Several studies 
have been conducted regarding the occurrence of dental neglect 
in adolescence.41–45 During adolescence due to the eruption of 
permanent dentition, increased numbers of tooth surfaces may 
be affected by carious lesions and there is also an increase in early 
periodontal disease occurrence. In addition, adolescents are more 
independent from their parents as they start establishing their own 
oral care habits. Thus, their increasing autonomy may influence their 
dental attendance.42 Elders may suffer from diminished physical 
and cognitive capabilities that may lead to avoidance of dental care 
services and poor oral health.46

Moreover, it is observed that dental neglect is more common 
among males than females.36,41,45 In addition, low levels of 
education,39,40,45 unemployment,40,45 financial difficulties,45 and 
low socioeconomic profile39,41 are risk indicators for dental neglect 
and dental diseases.

Furthermore, it is important that disabled individuals are 
most prone to either negligence by family members, home 
care attendants, or institutional healthcare workers or even 
self-negligence.47 Additionally, preschool children and disabled 
children are more likely to suffer from dental neglect due to 
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Screening questions for parents when assessing for dental neglect 
should include the following:73

• Does anyone in your family have a history of dental problems?
• When was the last time anyone in your family went to the 

dentist?
• Has your child ever been to a dentist?
• What have you noticed about your child’s teeth?
• Do you brush your child’s teeth?
• Does your child ever have a bottle or sippy cup in bed?
• Have you ever noticed bleeding from anywhere in your child’s 

mouth?

In 1996, scales were developed for measuring dental indifference74 
and dental neglect.38 Nuttall composed an eight-item scale in 
order to measure what he defined as “dental indifference.” It 
examined respondents’ daily oral health routine, their perspective 
of dental care, their attitude toward dentist’s appointment in the 
previous 5 years, and their behavior in case of filling loss in a back 
tooth, painless gum bleeding, and a pretty painful back tooth.40 
Meanwhile, Thomson et al. suggested a seven-item scale based on 
the information about behavior and attitude toward oral health. 
Initially, it was designed for children and parents had to rate their 
children’s dental care performance. Higher scores were related to 
higher levels of dental neglect in the previous 2 years.38 Later, it was 
modified for adults and it proved the association between dental 
neglect and poor dental status.41 Dental neglect scale was proven 
to be an easy and useful tool for health services, unaffected by the 
observation process, to understand variations in dental health and 
establish health promotion strategies.40–43

dI s c u s s I o n A n d cl I n I c A l sI g n I f I c A n c e
The dental team should be aware of the warning signs of dental 
neglect as they can help with the identification of a broader neglect 
in children.75 As a result, untreated dental caries could be a hint of 
a general neglect.62,76

In accordance with the National Institute of Health and Care 
Excellence, the dental team should be suspicious of dental neglect when 
they detect poor oral health repeatedly and when parents fail to ensure 
necessary treatments, despite the possible access to dental care.77 
Powell and Appleton highlighted the difference between “did not 
attend” and “was not brought.” Therefore, public health nurses should 
pay more attention to the reasons for missing scheduled checkups.78 
Bradbury-Jones et al. found that public health nurses seldom connect 
untreated dental caries and child neglect.23 In Croatia, 26.27% of dentists 
have observed cases of children’s maltreatment or neglect and only 
5.1% of them reported it.79 In the UK, 81% of dentists treated neglected 
children on a regular basis and only 21.4% of them communicated their 
concerns with other agencies.80 A research, which took place in Scotland 
in March 2010, showed that the main factor affecting the decision of 
74% of general dental practitioners was the fact that they were not sure 
of the diagnosis.81 In other studies, 50% of dentists were capable of 
recognizing indicators of children’s maltreatment and neglect but less 
than 25% of them knew how to handle this situation.68 All healthcare 
professionals’ duty should be to ensure the welfare of children63 and 
they are mandated by law to report any suspicion of child neglect in 
all appropriate jurisdictions.82 However, it is found that lack of proper 
training or clear guidelines, the uncertainty of the diagnosis, fear of the 
impact on their practice, fear of parents’ aggressive reaction, or even 
court procedure are some significant factors that prevent the healthcare 
professionals from reporting neglect.62,80,83

their lack of independence as well as looked-after children and 
refugees.24

Parents’ oral habits play a pivotal role in evaluating their 
children’s oral health.33,48 It is proved that parents who had a 
bad dental experience or are afraid of dentists are more likely to 
neglect their children’s oral health necessities.49 According to Goh 
et al., dental anxiety has a strong correlation with dental neglect.50 
Additionally, parents who do not care about their oral health and 
fail to complete treatment plans appear to be more uninterested 
in their children’s dental needs, such as restorative and periodontal 
treatments.51 These parents usually miss appointments repeatedly, 
often need emergency pain relief, and have poorly performed home 
oral hygiene and no interest in hygiene education.23,29 Moreover, 
parents are responsible for their children’s oral health routine up 
to the age of 7, so they have to be involved in their dental care.29

Consequences of Dental Neglect
ECC has a noticeable influence on both children and the 
community.52 Dental neglect may affect children’s both general 
health and quality of life.53-58 Pain, swelling, inflammation, frequent 
intake of antibiotics, malnutrition, delays in language development, 
and an overall impact on playing, learning, and socializing can occur 
in ECC children. Moreover, increased absence from preschool or 
school, as well as a reduction of self-esteem, have been observed. 
Furthermore, an increased need for orthodontic treatment in 
permanent dentition due to space loss or rotation or misplacement 
of adjacent teeth29 has been recorded.52,57,59,60 In addition, in rare 
severe cases, dental caries in primary teeth can even affect the 
enamel of succeeding permanent teeth.61 Dental management 
of toddlers with ECC may even be performed under GA.29 Taking 
everything into consideration, ECC is a complex problem that 
requires special treatment and may interfere with a child’s normal 
growth and development.62

Diagnosis of Dental Neglect
It is important to notice that although dental neglect is common 
among children, it appears to be extremely difficult to diagnose 
it.63–65 Dental neglect is associated with ethnic, race, socioeconomic, 
cultural, religious, and educational backgrounds.63,66–68 Medical 
providers have to identify the reasons for untreated dental caries 
and they have to separate neglect from cases of unawareness or 
limited access to dental care.69

Many factors should be examined like assessment of dental 
disease, parental awareness, access to dental care, and autonomy 
of the child.70 It is possible that dental decay may be considered 
by parents as a natural condition of primary teeth which cannot be 
avoided.29,71 Indicators, such as repeatedly missing dental checkups, 
emergency appointments to get relief from pain on a regular basis, 
and the necessity of GA for dental care or extractions more than 
once62,72 should be considered in the early identification of dental 
neglect in children.

Screening questions for children when assessing for dental 
neglect should include the following:73

• Do you have any problem eating certain foods, like hard, cold, 
hot, or chewy foods?

• When do you brush your teeth?
• Does anyone help you brush your teeth?
• Do you ever get teased or bullied at school?
• What do they tease you about?
• Have you ever hurt any of your teeth?
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co n c lu s I o n
Dental neglect is a form of child maltreatment and, if suspected, 
should be reported to the appropriate child protective agencies. 
However, dental neglect can be unidentified and as a result, child 
neglect is underreported. It is possible that dentists do not notice 
the link between dental caries and child neglect. Moreover, dental 
neglect is not usually an isolated issue that can lead on its own to 
child protection referral. Dental professionals have to be aware of 
the indicators of dental neglect in order to be able to intervene 
early rather than only when a crisis occurs. The early classification of 
high-risk groups can improve general oral health and furthermore 
the quality of life of the patients. 

Thus, the dental team is encouraged to be knowledgeable 
about dental neglect’s indices and their significance as well as 
the serious consequences of neglectful dental care and their 
importance of reporting. A dentist with formal training can ensure 
appropriate diagnosis and treatment so emphasis should be 
placed on this topic as part of undergraduate and postgraduate 
dental education. Most children do not appear referenced with 
a history of neglect, so it is up to the dentist to have appropriate 
sensitivity and training to identify, record, and report these  
cases. 

In addition, interprofessional working is also necessary in the 
context of early help provisions and multiagency communication 
should always be considered. 

However, when the situation is too complex or deteriorating 
despite best efforts and there are concerns about possible severe 
harm from neglect, a child protection referral is vital. 

Taking everything into consideration, the prevention of both 
dental and child neglect requires awareness not only among 
dentists and other healthcare professionals but also among parents 
and the general public. 
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