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Domestic violence is a prevalent public health issue that primari-

ly affects women and children. Its impact on oral health includes 

head, neck, and facial injuries, irregular dental visits, and dental 

fear, making dental professionals well-positioned to identify signs 

of abuse in clinical settings. However, uncertainty, lack of training, 

and concerns about patient confidentiality often lead to missed re-

cognition and inaction. In the Nordic countries, dental professionals 

have both a legal and ethical duty to report suspected DV, and in 

Sweden, public-sector dentists are required to provide forensic in-

jury reports upon request from law enforcement.

This overview highlights how individuals affected by various forms 

of DV can be identified in dental settings, with a focus on recogni-

zing traumatic injury patterns, dental diseases, and behavioural 

indicators for early detection. It also emphasizes the importance 

of accurate documentation when suspicion arises. Forensic odon-

tologists play a crucial role in supporting dental teams through 

expert consultation, education, and training. Integrating forensic 

awareness into routine dental practice strengthens the ability to 

detect, document, and report suspected abuse – facilitating early 

intervention and contributing to justice for vulnerable individuals.

Domestic violence, including intimate partner violence, refers to a 
persistent pattern of physical, sexual, or psychological harm wit-
hin close relationships. A central component is coercive control – a 
systematic use of manipulation, intimidation, and domination in-
tended to instill fear and maintain power over the victim [1]. This 

CLINICAL RELEVANCE BOX

•	 Injuries from abuse are often located in the head, neck, 
and oral region – areas routinely examined.

•	 A forensic approach enhances the early detection and 
documentation of non-accidental injuries.

•	 Dental teams must be aware of injury patterns, 
behavioral signs, and vulnerability factors associated 
with abuse and neglect.

•	 Clear guidelines and training are essential to support 
dental professionals in fulfilling their legal and ethical 
duty to report suspected abuse.

•	 Collaboration with forensic odontologists can strengt-
hen the quality of injury documentation and support 
legal processes.
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control is often exerted through physical aggression, sexual coerci-
on, psychological abuse, and other controlling behaviors [2].

DV also encompasses other forms of abuse occurring within 
domestic settings, such as child abuse and neglect, elderly abuse, or 
violence between siblings. Despite being extensively researched and 
recognized as a political priority, DV remains a widespread societal 
and public health concern [3]. Although both men and women can 
be victimized, IPV is generally acknowledged as a gendered form 
of violence, predominantly affecting women, both in terms of fre-
quency and severity of injuries sustained [4]. Epidemiological data 
suggest that approximately one in three women has experienced 
IPV at some point in her lifetime [5].

The well-documented negative health consequences of DV affe-
ct survivors both in the short and long term, encompassing psycho-
logical conditions such as anxiety and depression, physical injuries, 
and, in some cases, fatal outcomes [6]. Child abuse and neglect take 
many forms and have long-lasting effects on a child’s emotional and 
physical well-being, including oral health. Traumatic life experien-
ces, including adverse childhood experiences (ACEs), such as phy-
sical, sexual, or psychological abuse, neglect, bullying (including 
online), and other forms of exploitation, can have lasting adverse 
effects on the individual’s functioning and physical, social, emotio-
nal, or spiritual well-being [7][8].

Research also shows that exposure to violence during childhood 
can have profound effects on health trajectories, including oral he-
alth. For instance, a Norwegian study reported that children suspe-
cted of sexual abuse had four times more caries and restorations in 
permanent teeth compared to those suspected of physical abuse [9]. 
Additional data from the Young-HUNT Survey in Norway [10] (n 
= 6,526; ages 13–19) revealed that 42,4% of adolescents had experi-
enced at least one adverse childhood experience, including physical 
abuse, witnessing violence, and sexual abuse [11]. These findings 
underscore the long-term and multisystemic impact of domestic 
violence, particularly among vulnerable groups such as children 
and adolescents.

The aim of this review is to describe various forms of DV, their 
manifestations, and the role of dental professionals in identifying, 
documenting, and reporting abuse, emphasizing the importance of 
integrating forensic awareness into routine dental examinations for 
early detection and intervention.

Recognizing domestic violence in the dental clinic
Detecting DV in dental settings requires attention to both patient 
behavior and clinical signs. While physical injuries may not always 
be present, other indicators can suggest abuse. Financial abuse, for 
example, may prevent patients – particularly women – from affor-
ding or accessing dental care. Controlling behaviors, such as with-
holding child support or restricting healthcare decisions, can lead 
to delayed or missed appointments [12]. Additionally, signs such as 
dental fear and anxiety may be indicative of trauma. Women with 
a history of sexual abuse often describe dental care as triggering, 
leading to avoidance behaviors, disruptions in daily routines, and a 
decline in oral hygiene practices, including reduced tooth brushing 
and a reluctance to attend to dental appointment [13][14].

Risk factors of domestic violence
Identifying individuals at risk of DV in dental practice is chal-
lenging. Warning signs may include unexplained injuries, evasive 
behavior, or the presence of a controlling partner during appoint-
ments. The patient’s broader social context also matters. For instan-
ce, children who live in violent households are at heightened risk of 
physical abuse, and in Sweden, simply residing in such an environ-
ment constitutes a criminal offense [15].

Risk factors span multiple levels of the socio-ecological model 
[16]. Individual-level factors include prior abuse, financial depen-
dence, and traditional gender roles. At the relationship level, une-
qual power dynamics, controlling behavior, and economic dispa-
rities increase vulnerability [17]. Dental professionals should also 
recognize vulnerability factors that heighten the risk of domestic 
violence, such as low socioeconomic status, mental illness, substan-
ce abuse, a history of trauma, or chronic illness – each of which can 
hinder an individual’s ability to seek help or self-protect [18][19].

Injury characteristics in domestic violence
Understanding injury patterns and assessing the trauma history as 
told by the patient is crucial for identifying and addressing abu-
se across various populations. Oral injuries in both children and 
adults subjected to abuse commonly result from direct physical 
violence to the face, such as punching or slapping, which can cau-
se dental trauma, mucosal lacerations, and jaw fractures. Additi-
onal mechanisms include forced feeding, gagging, rubbing, biting 

Abbreviations used in the text

•	 DV Domestic Violence
•	 IPV Intimate Partner Violence
•	 CC Coercive Control
•	 CAN Child Abuse and Neglect
•	 ACEs Adverse Childhood Experiences
•	 HNF Head, Neck, and Face
•	 STIs Sexually Transmitted Infections
•	 OHQoL Oral Health-Related Quality of Life
•	 FDV Family and Domestic Violence
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and strangulation which may lead to soft tissue injuries in the lips, 
gums, oral mucosa and throat [20][21] (table 1). The spectrum of 
abusive injuries ranges from discrete, barely recognizable, impacts 
to fatality [22][23].

In victims of physical abuse, bruises are the predominant injury 
type (e.g. 1) appearing with a reported prevalence of around 70% 
among abused children [22] and 26–57% in adults and elderly [17]
[24]. Other abuse-related injury types include soft tissue lacerati-
ons, fractures and internal injuries [4]. Danish data from a foren-
sic cohort of children (0–18 years) referred for suspected physical 
abuse showed skin lesions in 72% (head), 70% (arms/hands), 60% 
(trunk), 37% (legs/feet), 31% (neck), and 17% (genital/buttock re-
gion), with bruises accounting for nearly 50% of lesions. Over 40% 
of children under two had occult fractures, underscoring the need 
for full-body X-rays in suspected cases [23].

Among women exposed to DV, injuries of the head, neck and 
face (HNF), including the oral cavity, are highly prevalent, with stu-
dies showing that 13–75% of abuse victims sustain trauma to these 
areas [4][25]. The prevalence rates and clinical finding of injuries 
associated with HNF/Dental varies significantly based on the study 
population and data collection methods. A Portuguese study ana-
lyzing 332 forensic reports found that 13,4% of IPV cases involved 
oral injuries [26]. These injuries predominantly affected soft tissues, 
including the lips, oral mucosa, and tongue. ​A more recent review 
by Souza Cantão et al. [27] revealed that 29% of women exposed 

to FDV had oral and facial injuries, while 4% suffered from dental 
trauma.

Differentiating between accidental versus non-accidental 
injuries
Since traumatic injuries alone rarely prompt dental practitioners to 
suspect violence, the key lies in distinguishing accidental from inflic-
ted injuries. In dependent individuals, such as children or those with 
disabilities, accidents may signal neglect due to inadequate supervisi-
on. Recent efforts have aimed to identify injury patterns that support 
early suspicion and forensic assessment. Accidental injuries in chil-
dren typically occur on bony prominences – such as the forehead, 
knees, and elbows – and align with the child’s developmental stage. In 
contrast, non-accidental injuries are often located in protected areas 
– such as the ears, neck, and inner arms – and may exhibit recogni-
zable patterns (e.g., handprints, bite marks) or occur at varying stages 
of healing. Delayed care-seeking, inconsistent caregiver explanations, 
and behavioral changes further raise suspicion [28].

Tools like the TEN-4 rule (bruising on torso, ears, neck, or any 
bruising in infants <4 months) has proven useful in distinguishing 
abuse from accidental injury [29]. Cairns et al. [30] highlighted 
that most physically abused children present injuries easily visible 
during dental exams, especially in the «triangle of safety» (ears, side 
of face, neck, and shoulders), where accidental injuries are rare [28] 
(figure 1).

Table 1. 

Indicator Description Possible Cause

Torn labial frenulum Tear in the tissue connecting the upper lip to the gums; 
suspicious in non-ambulatory infants.

Forceful feeding, direct trauma; rare in accidental 
falls.

Bruises or lacerations in lips/oral 
mucosa

Soft tissue injuries, often seen on inner cheeks, lips, or 
gums.

Blunt force trauma, slapping, or forced feeding.

Dental trauma Luxations, avulsions and fractures etc. Direct impact, punching, object insertion, or blunt 
trauma.

Bite marks Distinct oval or circular lesions; may include bruising 
or abrasion.

Biting by perpetrator or another child; assess pattern 
and size.

Burns to oral mucosa Mucosal damage with clear demarcation lines. Forced ingestion of hot liquids or corrosive substances.

Palatal petechiae Small red or purple spots on the soft palate. Indicative of forced oral penetration or gagging.

Dental neglect Extensive caries, infections, or abscesses; poor oral 
hygiene in association with not seeking dental care/
follow recommendations

Chronic neglect; failure to seek or provide dental care.

Behavioral indicators Extreme fear, flinching, resistance to oral examination, 
or missed appointments.

Trauma response to prior abuse or neglect.

Sexually transmitted infections 
(STIs)

Presence of STIs in the oral cavity, such as gonorrhea 
or HPV.

Indicative of possible sexual abuse; requires further 
evaluation.
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Injury locations that should raise concern

Be aware of injuries to 
ears/behind ears

Injuries to eyes

Injuries in the face

Peri- and intra-oral injuries

Forearms 

Chest and abdomen

Injuries to genitalia

Inner aspects of thights

Soles of feet

The triangle of safety: 
Accidental injuries are 
unusual in this area, 
be aware ears, side of face, 
neck and top of shoulders

Inner and outer aspects 
(grip marks is common on 
the outer side) of arms

Back and side of trunk

Illustration: Marie Lindeman Johansen, OD/UiO

Figure 1. Typical injury locations in accidental versus non-accidental trauma.
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Dental professionals, who routinely examine the face under 
strong lighting, are well-positioned to detect these injuries if pro-
perly trained [31][32]. In adults, facial trauma resulting from in-
terpersonal violence is often associated with a higher incidence of 
facial bone fractures and skin lacerations. Conversely, accidental 
injuries more frequently affect prominent areas of the face and ne-
urocranium [33].

Dental neglect
Dental neglect occurs when a caregiver fails to provide and comply 
with adequate dental care, leading to dental pain, infection, or sig-
nificant deterioration of a child’s or dependent individual’s oral 
health [12]. Also applicable among adults and elderly in need of 
assistance. It is recognized as a serious but often overlooked sub-
set of medical neglect that can have significant consequences for 
a child’s overall health and well-being [21]. Furthermore, dental 
neglect is often associated with broader patterns of social vulne-
rability and various forms of abuse [34][35]. According to a revi-
ew of 147 reports from the dental profession to the social services, 
the primary cause of reporting was parental deficiencies in care, 
followed by a concern of dental neglect [35][36]. Lack of parental 
engagement may be identified through repeated missed and can-
celled appointments despite urgent dental needs and/or seeking 
necessary treatment [21]. Key indicators include untreated caries 
and, often leading to pain, infections, abscesses, or difficulty eating 
[37]. Poor oral hygiene and periodontal disease with clinical obser-
vable thick plaque and calculus buildup, gingivitis, or severe peri-
odontal disease where the caregiver consistently fails to adhere to 
recommendations. ACEs have also been linked to poor oral health 

outcomes, including associations with inadequate oral hygiene ha-
bits, increased caries prevalence, and missed dental appointments 
[11]. Affected children may experience anxiety, shame, and fear of 
losing control, which can contribute to dental anxiety and reduced 
oral health-related quality of life [38].

The role of the dental profession in detecting and reporting 
DV
Dental professionals must be alert to signs of violence in both chil-
dren and adults and are uniquely positioned to identify, intervene, 
and protect individuals at risk, for example by [19][21][39][40]:
•	 Seeing patients regularly, which allows for ongoing monitoring 

and trust-building that may reveal mistreatment.
•	 Working in well-lit environments with clear visibility of the 

head and neck area.
•	 Being trained to recognize signs of abuse, which may appear as 

facial injuries, oral trauma, or dental neglect.
•	 Noticing behavioral changes, such as missed appointments, 

that may indicate abuse or neglect.
In the Nordic countries, dental and healthcare professionals are 

legally and ethically required to report suspected child abuse or 
neglect to child welfare services without exception [19]. Reporting 
is mandatory, and if a criminal offence or evidence tampering is 
suspected, the police should also be notified. The same duty applies 
in cases of domestic violence to protect patient safety [39][41][42]. 
Despite this duty, underreporting by dental professionals remains 
common in the Nordic countries and beyond [42][43][44][45][46]. 
A recent Norwegian study, however, shows increased reporting 
among general dentists [43].

Table 2. 

Uncertainty/Insecurity How substantial must the suspicion be? Doubts regarding the dental teams´ intuition. When is it 
suitable to report when a child doesn´t attend regular check-ups? When is it suitable to report if it is 
known that a child requires treatment, but fails to attend?

Lack of knowledge How to report? How detailed should a report be?

Lack of guidelines

Patient confidentiality Uncertainty about the validity of the patient confidentiality

Connection to the family The patient/family is known to the dental team and has formed a relationship and trust with the 
team. A staff member knows the patient/family.

Uncertainty about what happens 
next

Fear of consequenses the patient/parents/guardians after the report has been filed. Concern about 
others´opinions on the matter.

Increased work-load Writing and sending the report. Possibility for the need to testify in court

Discomfort in experiencing emotions 
related to the matter
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Research indicates that healthcare professionals who often tre-
at patients affected by DV, rarely conduct routine screenings, even 
when managing injuries related to abuse [47][48][49]. There are se-
veral reasons for reluctance to report, including uncertainty, lack of 
guidelines, and limited knowledge of referral procedures [43][44]
[50][51] (table 2). Emotional concerns may arise when the suspe-
cted perpetrator is known to the dental team, potentially affecting 
trust. However, the duty to report suspected abuse takes precedence 
over patient confidentiality [43][44]. Reporting a suspicion of ne-
glect, abuse and violence is always with the individual´s best inte-
rest in mind.

Documentation
Dental records are a critical source of information in suspected ca-
ses of domestic violence. Patient-reported trauma history, reasons 
for dental fear, and financial difficulties may indicate an abusive 
context and should be carefully documented. Social, medical, and 
dental history, along with any suspicion of maltreatment, must be 
recorded thoroughly. In children, documentation should include 
dialogue with caregivers regarding dental caries, treatment plans, 
and their adherence to recommendations. Attendance records, ca-
ncellations, and reasons for missed appointments may also support 
child welfare investigations. For trauma cases, both extraoral and 
intraoral findings should be described in detail, alongside any be-
havioral observations. Accurate written descriptions on injuries, 
clinical photographs, and radiographs are essential [19][21][28]. 
All reports of suspected abuse must be clearly and securely docu-
mented, including the rationale for reporting. Patients – and gu-
ardians – have the right to access their records [19]. Most Nordic 
electronic record systems now offer options to safeguard DV-rela-
ted information using protected keywords accessible only to autho-
rized personnel.

Forensic aspects in dentistry and abuse cases
A forensic approach in general dentistry is crucial for accurately 
documenting injuries that may serve as legal evidence. However, 

most dental professionals receive limited training in recognizing 
abuse-related oromaxillofacial injuries, distinguishing them from 
accidental trauma, and meet forensic documentation standards. 
Unlike routine records, forensic documentation requires detailed 
injury descriptions, high-quality clinical photographs with scale, 
and radiographs to detect hidden trauma.

Forensic odontologists serve as a link between dentistry and 
law enforcement, providing expert guidance in injury assessment, 
report writing, and legal proceedings. In Sweden, public-sector 
dentists are legally required to issue forensic certificates upon requ-
est from law enforcement, yet many lack clarity on how to fulfill this 
duty. Involving forensic odontologists in dental education through 
specialized training can strengthen dental teams’ competence, pre-
paredness, and confidence in managing suspected abuse cases.

Conclusions
•	 Dental professionals play a crucial role in detecting domestic 

violence, as many abuse-related injuries involve the head, neck, 
and oral region – areas routinely examined in dental care.

•	 Underreporting remains a major issue, often due to uncertain-
ty, lack of forensic training, and fear of breaching confidentia-
lity. Strengthening knowledge and clear reporting guidelines is 
essential for improving response.

•	 Thorough and objective documentation is critical for patient 
safety, legal proceedings, and safeguarding vulnerable indivi-
duals. A forensic approach should be integrated into everyday 
dental practice.

•	 Forensic odontologists have a key role in supporting the dental 
profession through education, expert guidance, and collabo-
ration with legal authorities. Their involvement enhances both 
the quality of documentation and the likelihood of appropriate 
intervention.
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Din tanntekniske 
sparringspartner

Hva betyr det egentlig å ha en 
tannteknisk partner – ikke bare en 
leverandør?

Hos oss møter du tannteknikere 
som forstår din arbeidshverdag 
– og tilpasser seg den. Enten du 
ønsker sømløse digitale løsninger, 
direkte én-til-én-dialog med  
tekniker, eller en kombinasjon.

Vi er din faglige støttespiller – 
med tannlegen, for pasienten.

Scan QR-koden for å se mer av hva  
vi kan sparre om, eller kontakt oss:

+47 21 06 31 31 
post@proteket.no 
proteket.no
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