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Abstract

Objective: The purpose of this study was to investigate the prevalence of early
childhood caries (ECC) in a population of maltreated children in Toronto, Ontario,
Canada. Methods: The sample consisted of preschool-aged children (2 to 6 years)
admitted to the care of the Children’s Aid Society of Toronto (CAST) between 1991
and 2004. Data were collected by reviewing the dental and social workers’ records
of CAST. ECC was determined using the decayed, missing, and filled deciduous
teeth (dmft) index. The type and severity of maltreatment were obtained from the
Eligibility Spectrum. Results: The study included 66 children: 37 (56 percent) boys
and 29 (44 percent) girls, with an average age of 4.1 years [standard deviation
(SD) = 1.2]. Four (6 percent) children had evidence of dental injury, and none had
teeth filled or extracted as a result of decay. ECC was observed in 58 percent of the
abused children. Of these, the mean decayed teeth (“dt”) value was 5.63 (SD = 4.17,
n = 38) and 3.24 (SD = 4.21) for the whole sample (n = 66). The proportion of
children with untreated caries was 57 percent among “neglected” children (n = 53)
and 62 percent in physically/sexually abused cases (n = 13). Logistic regression
revealed that children in permanent CAST care and those in its care more than once
were significantly less likely to have experienced caries. Conclusions: Abused and
neglected young children had higher levels of tooth decay than the general popu-
lation of 5-year-olds in Toronto (30 percent prevalence, mean dt = 0.42, SD = 1.20,
n = 3185). However, this study did not find any difference in ECC prevalence
between children with different types of maltreatment. The study did find that CAST
services had a protective effect on children’s oral health, which supports the recom-
mendation that child protection services should investigate possible dental neglect in
physical/sexual abuse and neglect cases.
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Introduction
Child maltreatment and early

childhood caries (ECC) are major
public health problems affecting
young children in all cultural, ethnic,
and socioeconomic groups, with
medical, moral, cultural, and psycho-
logical implications (1). In Canada,
child maltreatment is defined as “the
mistreatment of a child or a disregard
for the developmental needs of a
child by a parent, guardian or car-

egiver resulting in injury, emotional/
psychological harm or the potential
for such harm” (2). Similar to ECC,
child maltreatment is the result of
a combination of multiple socio-
economic factors associated with
poverty (1), dysfunctional families,
and parenting behavior (3).

Despite the fact that these two
health issues are different, they share
some important common features
such as high prevalence, risk factors,

and long-term consequences. Child
maltreatment affects more than
225,000 children a year across
Canada (4). Correspondingly, the
prevalence of dental caries among
5-year-old children in urban areas
is estimated to be 30 percent (5).
Second, although child maltreatment
is present in all segments of society,
young children at a high risk of
dental disease and child maltreat-
ment have common risk factors,
especially those related to low socio-
economic status (SES) (6,7), social
deprivation (8), single-parent house-
holds (9,10), family isolation and
disintegration (11,12), low parental
level of education (13,14), substance
abuse (3,14), and unemployment (7).
Third, both ECC and child maltreat-
ment can affect children perma-
nently, and the devastating effects of
abuse in children go beyond physical
injuries. Children who experience
maltreatment are at a very high risk
of developing psychological, behav-
ioral, emotional, and social problems
not only in childhood and adoles-
cence, but also into adulthood (15).
Likewise, untreated dental caries in
young children can not only destroy
their teeth but also affect their
general health and have detrimental
consequences on the children’s well-
being and quality of life (16). More-
over, the close relationship between
these two public health issues seems
evident when it is repeatedly sug-
gested that severe cases of dental
caries such as “nursing caries” could
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be seen as a sign of child maltreat-
ment, particularly dental neglect
(17).

Nevertheless, very little is known
about the prevalence of dental caries
in young abused/neglected children.
The present study sought to a) deter-
mine the prevalence of ECC in an
identified population of abused and
neglected children, b) investigate
whether or not the prevalence of
caries in a population of maltreated
children is the same as that in the
general population in the same geo-
graphic location, and c) examine the
extent to which untreated decay
rates are associated with varying
types of child maltreatment. We
hypothesized that maltreated young
children not only experience higher
rates of dental caries than nonabused
children but also that the type of
maltreatment is associated with
untreated dental caries (an indicator
of access to dental care). Children
suffering neglect are potentially less
likely to visit the dentist and
therefore are more likely to have
untreated dental caries.

Methods
This was a retrospective preva-

lence study of the oral health status of
young children admitted for care to
the Children’s Aid Society of Toronto
(CAST), Ontario, Canada. Medical
and dental examinations, followed by
any required treatment, are provided
for all children admitted to CAST. The
children selected for this study were
identified by reviewing the records
of CAST dental services. The target
population was the roster of all eli-
gible children who were admitted to
the care of CAST and who were
referred for dental evaluation from
1991 to 2004. The study protocol
was reviewed and approved by the
Research Ethics Review Committees
of the University of Toronto and
CAST. Selection of children was based
on the following criteria: a) cases
were referred to a specific private
pediatric dental practice in the city of
Toronto, close to CAST, and b) at the
time of the first dental examination,
children were in the primary dentition
stage of tooth development. The

specific dental office was selected
because a large number of CAST chil-
dren are referred there; this practice
has worked in partnership with CAST
for many years and has extensive
experience treating this vulnerable
pediatric population. Three pediatric
dentistry specialists work in this
dental practice.

Data on the oral health status
from the first referral visit were col-
lected by the principal investigator
through retrospective dental chart
reviews of primary dentition odonto-
gram (tooth/mouth diagram) and
dental history. The page giving the
patient name, address, and other
personal information was removed
to keep the investigator blind to the
identification of the child. Abstracted
data such as untreated decayed (d),
missing (m), and filled (f) teeth (t)
were recorded, and indices were
calculated.

For the purpose of this study, the
outcome was determined by means
of the following indicators: a) ECC
case, if the dmft was greater or equal
to 1; b) severe ECC (S-ECC) case,
defined as a child with a total dmft of
4 or more; c) evidence of dental
trauma, as noted by the dentist in the
child’s dental chart based on tooth
discoloration and mobility; and
d) the mean dmft value and its
components (dt, mt, ft).

Data on maltreatment were also
collected from protective social ser-
vices (CAST). These included the type
of abuse, severity of the abuse,
number of times in CAST care,
number of siblings in CAST care,
period of time under CAST care, and
guardianship status – all collected
from CAST internal records, which
were retrieved by CAST personnel not
directly involved in the study. Data
were entered in an Excel spreadsheet
and provided to the primary investi-
gator with coded identifiers to allow
for merging with the oral health status
data. Specifically, the type and the
severity of the abuse were obtained
from the Eligibility Spectrum, which is
an objective and updated tool used
by social workers in Ontario to make
consistent and accurate decisions
about eligibility for service and

provide reasons for admission at the
time of referral (18). Guardianship
status refers to the legal guardian of
the child. In extremely severe cases,
when it is necessary to remove the
child from the home, the child may be
made a Crown ward by the court.
Crown wards are recognized as per-
manent wards of the province until
the age of 18, or until they are
adopted. While children are Crown
wards, the Children’s Aid Society
(CAS) assumes the rights and respon-
sibilities of the parent. A second clas-
sification is the Society ward. Society
wards are not permanent Crown
wards, and CAS and the parent share
the legal guardianship of the mal-
treated child, usually for periods less
than 2 years. A third classification,
“temporary care,” applies to cases of
child maltreatment in which both CAS
and the parent have legal status over
the child, but the child is likely to
be in CAS custody only on a short-
term basis. Two other classifications,
“apprehension” and “noncourt
order,” are also of short-term dura-
tion, typically lasting, on average, 5
days, with CAS and the parent
sharing legal status.

Descriptive statistics were used to
summarize the data and inspect the
shape of the variables’ distributions.
Bivariate statistical analyses of asso-
ciations between the oral health status
variables (dichotomized) and various
CAST categorical and demographic
indicators were done by means of
Pearson’s Chi-square test and Fisher’s
exact test. Bivariate (unadjusted)
odds ratios (OR) and 95 percent con-
fidence intervals were employed to
determine the strength of the relation-
ship between CAST indicator vari-
ables and ECC and S-ECC. For caries
experience, as measured by the
dmft/s indices and their components
(discrete variables), the t-test and the
Mann–Whitney U-test were used,
depending on the shape of the data
distribution. Logistic regression mod-
eling was used to evaluate the joint
effect of CAST indicators and the
child’s demographic factors on the
risk of ECC and S-ECC. Statistical
tests were two-tailed and interpreted
at the 5 percent significance level.
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Information about the mean dmft
values from 5-year-olds from the
general population in the city of
Toronto, published in 2001, were
used for comparison (5). These data
were collected as part of the Ministry
of Health and Long-Term Care of
Ontario’s dental screening mandated
Dental Indices Survey (DIS) on
schoolchildren aged 5, 7, 9, and 13.
According to the DIS guidelines, all
age-eligible children are to be
screened each year to determine the
risk level of individual schools and

the dental public health needs of
each for the following school year.
DMFT/deft index data are collected
by health units’ calibrated dental
public health hygienists and record-
ers, using sterilized, blunt dental
explorers and mouth mirrors, with a
standard light source. To compare
the mean dmft of the study popula-
tion with that of the general popula-
tion of Toronto, a pooled estimate of
the variance was computed and a
two-independent-samples t-test was
calculated.

Results
The initial target population size

was 83 children, but 12 were ex-
cluded because these children had
been defined as “requesting assis-
tance” of protective social services,
which means that no abuse had
been inflicted, and another five
were excluded because their dental
records could not be accessed. All
final 66 cases studied had no evi-
dence of previous dental treatment;
only untreated decay at the time of
the first dental examination was
observed. In other words, none had
filled or missing teeth caused by
caries. The proportion of boys and
girls was nearly equal (Table 1), with
an average age of 4.1 years [standard
deviation (SD) = 1.16]. Approxi-
mately one in five children (13/66)
experienced physical/sexual abuse,
and 80 percent (53/66) experienced
neglect. Severity of the abuse and
neglect was classified as extreme/
moderate in all but two cases. Crown
wards comprised 15 percent (10/66)
of the whole sample. Other demo-
graphic information on the children
and the service characteristics
(CAST indicators) are summarized
in Table 1.

ECC (dt � 1) were observed in
57.6 percent of the abused children
(Table 2), as compared with 30
percent among 3,185 5-year-old
schoolchildren in the city of Toronto
(5). The prevalence of S-ECC
(dt � 4) was 31.8 percent. The pro-
portion of children with untreated
caries was 61.5 percent (8/13) among
those who had been physically/
sexually abused, and 56.6 percent
(30/53) among “neglected” children
(c2 = 0.104, P = 0.75). Likewise, the
proportion of children with S-ECC
tended to be higher (46.2 percent) in
physically/sexually abused children
than in neglected children (28.3
percent) (Fisher’s exact test,
P = 0.319). The age distribution was
similar, i.e., 61.5 percent (8/13) cases
of physical/sexual abuse and 52.8
percent (28/53) cases of neglect
occurred among 4- to 6-year-old chil-
dren (c2 = 0.319, P = 0.57). Only four
children had clinical evidence of
dental injury, recorded in the dental

Table 1
Characteristics of the Study Population

Variable % (n = 66)

Age (years)
2 16.7
3 28.8
4 30.3
5 18.2
6 6.1

Age (years) (regrouped)
2-3 45.5
4-6 54.5

Sex
Male 56.1
Female 43.9

Type of abuse
Physical/sexual 19.7
Harm by omission 22.7
Emotional harm 4.5
Abandonment/separation 1.5
Caregiver capacity 51.5

Type of abuse (regrouped)
Physical/sexual 19.7
Neglect 80.3

Severity of the abuse
Minimally/not severe 3.0
Extremely/moderately 97.0

Number of times in CAST care
Only once 66.7
More than once 33.3

Siblings in CAST care
No siblings 75.8
Siblings 24.2

Period in CAST care
Less than 1 year 65.2
More than 1 year 34.8

Guardianship status*
Crown ward 15.2
Society ward 33.3
Temporary care 1.5
Apprehension 36.4
Noncourt order 13.6

* Guardianship status (see text for definition).
CAST, Children’s Aid Society of Toronto.
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chart as tooth discoloration (2/13
were physically/sexually abused and
2/53 were neglected). The mean dt
value was 3.24 [standard error
(SE) = 0.52, SD = 4.21] for the whole
sample, while the mean dt value in
physically/sexually abused children

(3.54, SE = 1.00, SD = 3.62) and
neglected children (3.17, SE = 0.60,
SD = 4.38) did not differ significantly.
Among those with dental decay, the
overall mean dt value was 5.63
(SE = 0.68, SD = 4.17), 5.75 (SE =
1.00, SD = 2.82) among children

who had been physically/sexually
abused, and 5.60 (SE = 0.82, SD =
4.50) for those who had been
neglected.

Generally, there was a tendency
for more boys to be affected by ECC
than girls, but the mean dt value was
slightly higher for females of all ages
(Table 3). In the 4-to-6 age group, a
higher proportion of females was
affected by S-ECC. However, neither
the rates of ECC/S-ECC nor the dt
mean values were significantly differ-
ent between the sexes. Caries pre-
valence was high, with 50 percent
(15/30) children under 4 years of age
and 64 percent (23/36) of those 4 to 6
years being affected; however, this
difference between age groups was
not statistically significant (c2 = 1.29,
P = 0.26). As anticipated, the preva-
lence of S-ECC was also higher
among older children (36.1 percent)
than younger ones (26.7 percent), but
the difference was not statistically
significant (c2 = 0.673, P = 0.41). In
terms of the mean dt difference
between populations (study popula-
tion versus general population), 4- to
6-year-old abused/neglected children
scored nine times higher than the
general population of 5-year-old
schoolchildren residing in the City
of Toronto (n = 3,185; mean
dt = 0.42, SD = 1.20, SE = 0.021; t-test,
P < 0.001). The total dmft index score
for 5-year-olds in Toronto was 1.21
(SD = 2.47), with a dt/dmft ratio of
0.347, or 34.7 percent (5).

Children who were admitted to
CAST more than once and with the
guardianship status of Crown ward
were significantly less likely to have
ECC (Table 4). Similarly, abused/
neglected children who had been
under CAST care more than once
were 87 percent less likely to have
S-ECC than those who had been
admitted only once, with no differ-
ence in the age distribution of these
children (data not shown).

Guardianship status of the child
was the only variable that remained
statistically significant in the model
predicting the risk for ECC, adjusting
for age, sex, presence of siblings at
CAST, type of abuse, and number of
times under CAST care (Table 5). In

Table 2
Bivariate Analyses of the Relationship between Oral Health Status

and Child Maltreatment Outcomes in Preschool Children in
CAST Care

Oral health
status indicators Total

Child maltreatment outcomes

Physical/sexual Neglect P-value

Number of participants 66 13 53
n (%) with ECC (dt � 1) 38 (57.6)* 8 (61.5) 30 (56.6) 0.75‡
n (%) with S-ECC† 21 (31.8) 6 (46.2) 15 (28.3) 0.32¶
n (%) with dental trauma 4 (6.1) 2 (15.4) 2 (3.8) 0.17¶
Mean dt (SE) 3.24 (0.52) 3.54 (1.00) 3.17 (0.60) 0.52§
For those with caries
Number of participants 38 8 30
Mean dt (SE) 5.63 (0.68) 5.75 (1.00) 5.60 (0.82) 0.47§

* As compared with an ECC prevalence of 30% among 3,185 5-year-old schoolchildren in the City
of Toronto (5).
† S-ECC, severe early childhood caries (dt � 4).
‡ Chi-square test.
¶ Fisher’s exact test.
§ Mann–Whitney U-test.
CAST, Children’s Aid Society of Toronto; ECC, early childhood caries; SE, standard error; dt,
decayed teeth.

Table 3
Prevalence of ECC and S-ECC by Age, Sex, and Type of Abuse

n
ECC S-ECC dt

n (%) n (%) Mean ± SE

Age (years)
2-3 30 15 (50.0) 8 (26.7) 2.60 ± 0.73
4-6 36 23 (63.9) 13 (36.1) 3.78 ± 0.73*

Male
2-3 years 18 9 (50.0) 5 (27.8) 2.50 ± 1.01
4-6 years 19 13 (68.4) 6 (31.6) 3.68 ± 0.92

Female
2-3 years 12 6 (50.0) 3 (25.0) 2.75 ± 1.09
4-6 years 17 10 (58.8) 7 (41.2) 3.88 ± 1.17

Type of abuse
Physical/sexual 13 8 (61.5) 6 (46.2) 3.54 ± 1.00
Neglect 53 30 (56.6) 15 (28.3) 3.17 ± 0.60

Physical/sexual
Male 8 5 (62.5) 4 (50.0) 3.75 ± 1.40
Female 5 3 (60.0) 2 (40.0) 3.20 ± 1.53

Neglect
Male 29 17 (58.6) 7 (24.1) 2.93 ± 0.79
Female 24 13 (54.2) 8 (33.3) 3.46 ± 0.94

* As compared with the mean dt of 0.42 (SD = 1.20, SE = 0.021) among 3,185 5-year-old
schoolchildren in the City of Toronto (5). The mean deft for 5-year-olds in Toronto equaled to
1.21 (SD = 2.47) and dt/dmft ratio = 0.347 or 34.7% (5).
ECC, early childhood caries; S-ECC, severe early childhood caries; SE, standard error; SD,
standard deviation; dt, decayed teeth; dmft, decayed, missing, and filled deciduous teeth.
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other words, those children with per-
manent legal status had 86 percent
decreased risk of ECC than those
with temporary status (adjusted
OR = 0.14). Conversely, for S-ECC,
the significant predictor was
“number of times in CAST care,”
which conferred an 84 percent
decrease in the odds for S-ECC for
those children who had been in
CAST care more than once (adjusted
OR = 0.16) (Table 6).

Discussion
This is the first Canadian study

that estimated ECC prevalence in a
preschool population of confirmed
cases of child maltreatment. Our case
definition of ECC was adapted from
the National Institute of Dental and
Craniofacial Research (NIDCR) (19).
The children included in our project
demonstrated a staggering degree of
dental disease. The results of this
study indicate that the prevalence
of ECC (decayed only) is high
among abused/neglected children
(58 percent) in Toronto. By contrast,
the prevalence of ECC in the general
child population of similar age
within the same urban area was 30
percent (5), which clearly shows a
disproportionate level of decay in the
study population. This is despite the
methodological differences between

the data abstracted from the clinical
records of pediatric dentists and
those recorded by calibrated dental
hygienists without the use of X-rays.
Nevertheless, this finding confirms
our first hypothesis that abused
young children would demonstrate
high levels of dental caries.

As obvious untreated caries and
cases of rampant caries have been
mentioned as possible indicators of
dental neglect (20), we assumed that
children who have endured overall
neglect could present with high levels
of tooth decay. Surprisingly, our
results showed that a higher propor-
tion of physically/sexually abused
children experienced both ECC and
S-ECC more than neglected children,
although this difference was not
statistically significant. This finding,
however, refutes our second hypoth-
esis that neglected children have
higher rates of untreated decay than
physically/sexually abused ones. The
reasons for this finding remain, at
present, unclear.

When analyzing the severity of
decay, which was determined by the
mean dt in each subgroup classified
by type of maltreatment, we found
that both groups presented similar
rates of decayed teeth, with a mean of
3.24. This score is almost eight times
higher than that observed in 5-year-

old children within the general popu-
lation of Toronto, where the reported
mean dt was 0.42 (5).

Boys and girls were distributed
evenly in terms of risk for ECC within
our study groups. The present study
did not find a statistically significant
sex difference by type of child mal-
treatment and presence of ECC.
However, our data reflect a slight
tendency of male victims to pre-
dominate: 62.5 percent of physically/
abused children and 58.6 percent of
neglected children who have experi-
enced ECC were boys.

Only four children (6 percent)
displayed some evidence of intraoral
trauma, a level not dissimilar from
that reported by Becker et al. (21). In
their study, intraoral lesions repre-
sented 6 percent of overall injuries in
cases of physical abuse. Our study
found only one record indicating a
child had a history of facial trauma
(bruises on the chin), as reported by
a physician.

The bivariate analyses of the asso-
ciation between ECC and CAST indi-
cators showed that children who had
been admitted to CAST more than
once and who had the permanent
legal guardianship status of Crown
ward were significantly less likely to
have ECC. Moreover, the prevalence
of S-ECC was significantly lower
among children who had been under
the protection of CAST for a period
longer than 1 year. Taken together,
these findings indicate that CAST
services have a protective effect on
children’s oral health.

Only four previous studies have
examined the relationship between
dental decay and child maltreatment
among children aged 2 to 12, and the
results from these studies are conflict-
ing. Three were conducted among
abused/neglected children from mili-
tary families in the United States (22-
24). Two of them demonstrated that
abused/neglected children have 5.2
to 8 times increased likelihood of
having untreated decayed teeth than
nonabused children (23,24). Never-
theless, the third study (22) found no
significant differences in deft/DMFT
from the American national average.
Results of the American studies done

Table 4
OR (95% CI) for the Odds of ECC and S-ECC by CAST Indicators

CAST indicator Category n n (%) OR (95% CI) P-value

ECC
Number of times in care Only once 44 29 (65.9) Ref 0.05*

>Once 22 9 (40.9) 0.36 (0.13,1.03)
Guardianship status Temporary 56 36 (64.3) Ref 0.01†

Crown wards 10 2 (20.0) 0.14 (0.03,0.72)
Period in CAST care <1 year 43 29 (67.4) Ref 0.03*

>1 year 23 9 (39.1) 0.31 (0.11,0.89)
S-ECC

Number of times in care Only once 44 19 (43.2) Ref 0.01*
>Once 22 2 (9.1) 0.13 (0.03,0.63)

Guardianship status Temporary 56 20 (35.7) Ref 0.15†
Crown wards 10 1 (10.0) 0.20 (0.02,1.70)

Period in CAST care <1 year 43 15 (34.9) Ref 0.47*
>1 year 23 6 (26.1) 0.66 (0.21,2.02)

* Pearson’s Chi-square test.
† Fisher’s exact test.
CAST, Children’s Aid Society of Toronto; ECC, early childhood caries; S-ECC, severe early
childhood caries; OR, odds ratio; CI, confidence interval.

Journal of Public Health Dentistry98



on military populations may not
be generalizable, especially because
military personnel and their families
have access to free dental care and
other social benefits that are not avail-
able to the civilian population. On the
other hand, a fourth study conducted
(25) in Spain found a prevalence of
caries of 50.4 percent in abused chil-
dren up to 12 years of age and con-
cluded that these children are more
likely to have untreated decayed teeth
than nonabused children. In the
present study, the ECC problem was
even more severe, as we found a
mean dt of 3.24, which was higher
than the dt of 1.29 observed in the
Spanish study.

However, our study has limita-
tions that must be acknowledged.
First, we reviewed only charts of
patients admitted to CAST; therefore,
causal relationships cannot be deter-
mined through a retrospective ana-
lysis. Second, the relatively small
number of cases made definitive
comparisons between the prevalence

of ECC and potential risk indicators
difficult as a result of poor statistical
power. Third, this sample may not be
representative of all children who
have been exposed to abuse and any
attempt to extrapolate the results to
the entire child maltreated popula-
tion must be done with considerable
care. Fourth, because this study is
based on secondary data, it provides
an incomplete picture of the socio-
demographic environment relevant
to the etiology of maltreatment and
ECC. The data-retrieval process did
not include sociodemographic indi-
cators, especially those related to
SES. Therefore, correlations between
these variables and the outcome
could not be calculated, making it
impossible to compare this sample
with other samples for important
sociodemographic variables that may
influence the outcome measure.

Future studies may wish to
explore the SES of the family, immi-
grant status, and ethnicity in an
attempt to better understand the rela-

tionship between ECC and child mal-
treatment. Low SES and ethnicity is
associated with certain behaviors and
attitudes toward oral health and oral
health care. Families whose children
may typically develop caries are
those from impoverished families
where relationships are complicated,
and where immature parents are ill
equipped to bring up their children
(26,27). Such immaturity is mani-
fested by allowing the child to watch
TV for hours, frequent feeding of
sugary foods and snacks, and also
using sweets to comfort the child
during temper tantrums or sleeping
difficulties (28). Correspondingly,
in dysfunctional families where epi-
sodes of abuse exist, parents may
also have negative attitudes toward
health care, which significantly
impact the provision of dental treat-
ment (29). Lack of parental motiva-
tion and interest in oral health can
lead to development of dental caries
in children, which, if left untreated,
can be perceived as dental neglect.

Table 5
Logistic Regression Model for the Odds of Early Childhood Caries in Abused/Neglected Young Children

Variable Adjusted odds ratio 95% confidence interval Wald P-value

Age (2-3 years = 0; 4-6 years = 1) 1.52 0.51, 4.58 0.45
Sex (male = 0; female = 1) 0.54 0.17, 1.70 0.29
Siblings in CAST care (no sibling = 0; with sibling = 1) 0.74 0.21, 2.69 0.65
Type of abuse (physical/sexual = 0; neglect = 1) 1.09 0.27, 4.39 0.90
Number of times in CAST care (only once = 0;

more than once = 1)
0.42 0.13, 1.39 0.16

Guardianship status (temporary = 0;
permanent/Crown ward = 1)

0.14 0.02, 0.83 0.03

CAST, Children’s Aid Society of Toronto.

Table 6
Logistic Regression Model for the Odds of Severe Early Childhood Caries in Abused/Neglected

Young Children

Variable Adjusted odds ratio 95% confidence interval Wald P-value

Age (2-3 years = 0; 4-6 years = 1) 1.18 0.36, 3.82 0.79
Sex (male = 0; female = 1) 0.84 0.26, 2.73 0.77
Siblings in CAST care (no sibling = 0; with sibling = 1) 0.81 0.21, 3.08 0.75
Type of abuse (physical/sexual = 0, neglect = 1) 0.61 0.16, 2.37 0.48
Period of time under CAST care (less than 1 year = 0;

more than 1 year = 1)
1.29 0.32, 5.21 0.73

Guardianship status (temporary = 0; permanent/Crown ward = 1) 0.22 0.02, 2.70 0.24
Number of times in CAST care (only once = 0; more than

once = 1)
0.16 0.03, 0.83 0.03

CAST, Children’s Aid Society of Toronto.
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Because of the inaccessibility of
socioeconomic data, we could not
assess the effect of SES on the
relationship between child maltreat-
ment and ECC. Similarly, we could
not determine whether the presence
of untreated caries was linked to
neglect. While most neglect, includ-
ing dental neglect, can be attributed
to societal problems such as poverty,
we should not automatically assume
that the poor are neglecting their
children. To rule out the suspicion of
dental neglect, the need for dental
treatment must first be explained
clearly to the caregiver. Then, exist-
ing financial obstacles must be elimi-
nated or resolved. If after that still no
treatment is provided, evidence of
dental neglect is established (30).

In summary, the results indicate
that dental caries is highly prevalent
among abused/neglected young chil-
dren. Despite the limitation of preva-
lence studies to demonstrate causal
relationships, this study shows that
children who have been abused are
more likely to have untreated caries
than those in the general population.
However, this study did not find dif-
ferences in ECC/S-ECC prevalence
between types of maltreatment. It did
find that social services improved
children’s oral health, as CAST covers
dental treatment and preventive ser-
vices to all children under their care.
Barriers to access to dental care for
very young children are likely a sig-
nificant problem. This study suggests
that 2- to 6-year-old physically
abused/neglected children in Canada
have high levels of need for dental
treatment and oral health promotion
services. Indeed, more than half of
the children had dental decay with
no evidence of treatment, suggesting
that they may not have previously
visited a dentist until they were
admitted to CAST. Our results enable
us to advocate for a better knowl-
edge of dental care and its impact on
the general well-being of children on
the part of social welfare workers.
Furthermore, these findings have
significant implications for the child
protection services to ensure that
they investigate possible dental
neglect in young children in sexual/

physical abuse cases, as well as in
neglect cases. This study is a first
step toward understanding the rela-
tionship between child maltreatment
and ECC.
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