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Dental neglect has been defined as the per-
sistent failure to meet a child’s basic oral health 
needs, likely to result in the serious impair-
ment of the child’s oral or general health or 
development.3,4 A case control study of five-
year-old pre-school children in Toronto found 
that children suffering from neglect were twice 
as likely to suffer from dental caries.5 Untreated 
dental disease commonly causes pain,6 but it 
also affects children’s well-being, body weight 
and quality of life.7 Dental decay in the primary 
dentition may also lead to higher risk of decay 
in the permanent teeth.8

Dental decay can also lead to maxillofacial 
space infections. Signs of infection include 
acute cervicofacial swelling or trismus.9 The 
spread of infection can cause life-threatening 
complications such as airway obstruction,10–12 
sepsis,13 endocarditis, mediastinitis,14,15 necro-
tising fasciitis,16,17 cavernous sinus throm-
bosis,18 brain abscess,19 or death.20 Ludwig’s 
angina is a potentially life-threatening 
disease.21 Britt et al. published a case series 
of 29 children with Ludwig’s angina, 54% of 

Introduction

Child abuse and neglect is an important 
issue and can have major consequences into 
adulthood. On 31 March 2017, 51,080 children 
were subject to a child protection plan in 
England and in 48.1% of these cases neglect 
was the initial category of abuse.1

Neglect is defined as the persistent failure to 
meet a child’s basic physical and/or psychologi-
cal needs, likely to result in the serious impair-
ment of the child’s health or development.2 
Neglect also includes not providing access to 
healthcare.

Introduction  Child neglect has a significant impact on children’s physical and emotional health and development with 

lifelong consequences. Dental decay can lead to maxillofacial space infections which can have life-threatening complications 

and may indicate that a child has suffered dental neglect. Aims and method  In this retrospective audit, we reviewed 

children below sixteen years who were admitted under oral and maxillofacial surgery for incision and drainage of a dental/

facial abscess, under general anaesthesia, between January 2015 and January 2017, to understand if they had experienced 

dental neglect. We also assessed if they were or had been known to Children’s Social Services (SS) before hospital admission. 

Results  Twenty-seven children were included in the study, eleven children (40%), were known to social services (SS). On 

average 3.2 teeth were extracted with an average hospital stay of 2.5 days. Discussion  Our data indicate that a significant 

number of children admitted for maxillofacial space infection are already known to social services. Conclusion  Our 

recommendation is that all children admitted with dental/maxillofacial space infections, where dental neglect may be 

present, should be discussed with the local safeguarding team.

which had a dental aetiology. Intubation was 
required in eight cases, tracheostomy was 
carried out in two cases. The mortality rate of 
Ludwig’s angina is estimated to be 17%.22

The leading cause of maxillofacial space 
infections is considered to be odontogenic 
in more than 50% of cases.22,23 The greatest 
predictor of dental sepsis is untreated decay.24 
In the majority of cases, dental decay has been 
present for some time before patients present to 
emergency departments, suggesting a neglect 
of dental health. Thus, the majority of cases are 
potentially preventable, especially in children 
without complex general medical problems.

The statutory guidance for safeguarding 
children in England is ‘Working Together to 
Safeguard Children’ (2015).

In this, safeguarding is defined as:25

• Protecting children from maltreatment
• Preventing impairment of children’s health 

and development
• Ensuring that children grow up in circum-

stances consistent with the provision of safe 
and effective care
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Acute dento-facial/ cervico-facial infection in 
children may be an indicator of wider neglect .

40.7% of children presenting dento-facial / cervico-
facial infection were already know to social services.

More than 50% of children presenting with 
dento-facial infection were between 5-8 years old, 
suggesting this group is at greater risk of dental 
neglect

Key points
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• Taking action to enable all children to have 
the best outcomes.

As such, every employee should participate 
in safeguarding training and take steps to 
identify and protect children from neglect. 
Medical and dental health professionals also 
have access to advice and support from safe-
guarding children advisors.26

Aims

In this retrospective audit, we reviewed 
the records of all children under the age 

of sixteen years, who were admitted as an 
emergency under oral and maxillofacial 
surgery at King’s College Hospital between 
January 2015 and January 2017 and required 
incision and drainage of a dental/maxillofacial 
space infection under general anaesthesia, of 
odontogenic cause.

The aims were to:
• Assess what proportion were already 

known to social services (SS) for neglect
• Support the development of a local safe-

guarding referral protocol for children 
with dental neglect admitted under oral 
and maxillofacial surgery.

Material and methods

This audit was registered with our Trust’s 
clinical audit team. All children below the age 
of sixteen years, who presented with dental/
maxillofacial space infection requiring incision 
and drainage under general anaesthesia, 
between January 2015 and January 2017, were 
included. Patients were identified from our 
operations database. Electronic records were 
utilised to obtain demographic data including 
gender, age at presentation, length of inpatient 
stay and number of teeth extracted or decayed. 
The route of referral (dentist, dental hospital 

Table 1  Paediatric cases of dental infections from Jan 2015 to Jan 2017 at King’s College Hospital

Age
group
(years)

Patient Gender
Age
y (years)
m (months)

Source Surgical 
drainage

Initial
presented

Length 
of stay 
(days)

Number 
of teeth 
extracted

Known 
to social 
service

Discussed
with local
safeguarding 
team

New referral 
to social 
service

0 to 4

A m 2y 3m LR D I+D ED 3 1 no no no

B f 4y 8m LR D/E I+D DentH 1 6 yes no no

C m 4y 9m LR D/E I+D ED 2 4 no no no

D m 4y 10m LL D I+D ED 3 1 yes no no

E f 4y 11m LR D/E I+D Dentist 1 4 yes no no

F m 5y 3m UL D I+D ED 1 1 yes no no

G m 5y 4m UR D/E I+D ED 1 10 no no no

H m 5y 7m LL D I+D DentH 2 1 no no no

I f 6y 1m UL D/E I+D DentH 3 4 no no no

5 to 8

J f 6y 11m LR 6 I+D ED 3 1 no no No

K m 7y 1m UL D/E I+D Dentist 3 2 no no No

L f 7y 2m UL D/E I+D Dentist 3 6 yes no no

M f 7y 3m LL D I+D ED 4 8 no yes yes

N m 7y 7m UR D I+D Dentist 3 1 unknown no no

O f 8y LR D I+D Dentist 2 9 yes no no

P f 8y 8m LL 6 I+D DentH 2 11 no no no

Q m 8y 9m LR 6 I+D Dentist 3 1 no no no

R f 9y 2m UR E I+D Dentist 4 1 unknown no no

S m 9y 10m LL E/6 I+D Dentist 2 2 yes no no

9 to 12

T f 9y 11m LR 6 I+D DentH 4 6 yes yes yes

U m 10y 4m LR D/E I+D Dentist 1 3 no no no

V f 10y 9m LL 6 I+D e.o. ED 4 4 yes yes yes

W m 10y 10m LR 6 I+D ED 3 6 no no no

X f 11y 9m Cor.LL7 I+D ED 2 0 unknown no no

Y m 13y 10m LL 6 I+D Dentist 3 2 yes yes yes

13 to 16
Z f 14y 8m LR 6 I+D e.o. Dentist 3 1 unknown yes no

AA m 15y 9m LR 7 I+D e.o. DentH 1 1 yes no no
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[DentH] or emergency department [ED]) was 
obtained from the medical records.

In line with safeguarding guidelines, the 
child’s local authority was contacted to find 
out if the child was known to SS, currently or 
in the past.

Data for the specific boroughs of London 
were obtained in regard to poverty, demo-
graphics and parental education from London 
datastore 27 and Trust for London. 28

Results

A total of 27 children treated between January 
2015 and January 2017 were included. Thirteen 
were female, and 14 were male. The youngest 
child was two years and three months; the 
oldest child was 15 years and nine months. The 
mean age was eight years and three months 
(Table 1).

Table 2 illustrates the number of children 
according to their age. In total, eleven children 
were already known to SS prior to their hospital 
admission, (40.7%). In four cases (4/27) data 
could not be obtained, in three of these cases 
the authority would not provide information 
due to confidentiality (Fig. 1).

Ten children (37%) presented directly to 
the emergency department, six children (22%) 
were referred by the dental hospital and eleven 
children (41%) presented initially to their 
dentist or an emergency dentist (Table 3).

The average number of extracted teeth was 
3.2. The range of tooth extraction was 0–11 
(pericoronitis from an unerupted permanent 
tooth).

The average length of hospital stay was 
2.5 days (range 1–4 days, Table 1).

Five patients (5/27) were discussed with our 
Trust’s safeguarding team during their hospital 
stay, of these five patients one new referral to 
social services was made and three cases were 
re-referred due to new safeguarding concerns 
(Table 1).

Table 4 illustrates the specific boroughs of 
London with regard to poverty, demograph-
ics, parental education, the number of patients 
from these boroughs and the number of 
patients already known to SS (Table 4).

Discussion

In general, dental decay in children is a 
preventable disease. Despite wide access to 
NHS dental services and free dental care for 
children, dental caries remains a significant 
public health issue. Dental decay in children 

has a significant impact on their general 
health and development, and untreated dental 
disease further disadvantages children,29 due 
to physical suffering, disruption in eating, 
sleeping and attendance at nursery and school. 
Hospital admission and undergoing a surgical 
procedure under general anaesthesia may well 
be distressing for a child, in addition to causing 
significant costs to the NHS. A retrospective 
study from the USA estimated the mean 
overall costs for a hospital admission due to 
odontogenic cellulitis, with an average hospital 
stay of 2.08 days, to be $4166 per case.30

Studies on child neglect show that adversity 
in childhood can cast a long shadow with 
negative outcomes for children in regard to 
educational achievement and physical and 
psychological well-being. Studies show an 
association between exposure to child physical 
abuse, emotional abuse, neglect and adverse 
health outcomes.31–34 This can also include 
the development of significant issues such as 
mental ill-health and substance misuse.35

Our study found, that 40% of children 
who presented with potential life-threatening 

dental/maxillofacial space infections were 
already known to SS. More than 50% of these 
children were between five and eight years 
old, suggesting this group are at greater risk of 
harm and highlighting a potential coincidence 
of dental neglect and broader global neglect. 
Four children (15%) were referred to SS due 
to fresh raised concerns during their hospital 
stay and one was a new referral.

Our study did not find any other indicators 
of risk such as socio-economic  deprivation, 
but this may be due to our small sample size. 
In the UK, dental care is free at the point of 
delivery for all children under the NHS. A 
study in France by Azogui-Lévy et al. (2003) 
similarly showed that even when 100% reim-
bursement was given for dental treatment, 
most children in need of dental care did not 
receive it.36

Public health nurses in Scotland play a major 
role in child protection by supporting families 
in the community. Bradbury-Jones et al. (2013) 
highlighted, that healthcare professionals 
without a dental background rarely assess 
children’s oral and dental status.37 There is a 

27 children admitted with dental/maxillofacial space infection

11 known to social services 12 not known to social services 4 no data available

Fig. 1  Children admitted with dental/maxillofacial space infection and SS input

Table 2  Patients admitted with dentofacial infection according to their age and SS input 
(see also Table 1)  

Age n Known to SS

0–4 years 1 0

5–8 years 14 6 (43%)

9–12 years 9 3 (33%)

13–16 years 3 2 (66%)

Total 27 11

Table 3  Route of admission and known to social services (See also Table 1)  

Route of presentation n Known to SS

ED 10 3 (30%)

Dental hospital 6 3 (50%)

Dentist 11 5 (45%)

Total 27 11
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general lack in clinical confidence in identify-
ing and referring dental neglect.38

This is compounded by dental neglect in 
children being poorly and inconsistently 
understood.39

Where parents or carers repeatedly fail to 
access dental treatment for a child’s tooth decay 
or leave dental tooth pain untreated, ‘alarm bells’ 
should ring for clinicians to consider neglect.40

The systematic review by Bhatia et al. of data 
from 1595 children between 0 and 18 years, 
highlighted the following key features of dental 
neglect:38

• A failure or delay in seeking treatment for 
significant dental caries or trauma

• Failure to complete a recommended course 
of treatment

• Allowing the child’s oral health to continue 
to deteriorate.

Harris et al. reported, that 81% of dentists 
state that they see children with neglected 
dentitions at least once a week.41 Although 
dental neglect may exist in isolation, it can be 
an indicator or even the first sign of broader 
child neglect.37,41–43

When children are admitted with dental/
maxillofacial space infections, they are likely 
to have undergone a sustained period of oral 
health neglect and it is imperative that a full 
assessment of their care is undertaken.

Table 4  Demographic and socio-economic data of London boroughs involved. The data was collected from London datastore27  
and Trust for London28

Borough No of 
patients

Known 
to social 
services

Poverty Demographics

Child 
poverty 
rate
(%)

Adult 
poverty 
rate
(%)

Unemployed 
(2015)
(%)

Low paid
(%)

Adults lacking 
Level III 
qualification
(%)

Average 
age
2017

Population 
born 
abroad
(%)

Children 
0-15
(%)

Bexley 4 4(100%) 24.7 15.9 7.6 22.8 48.0 39.0 16.1 20.6

Brent 1 1(100%) 32.0 33.0 7.5 22.8 33.0 35.6 53.9 20.9

Bromley 5 1(20%) 21.4 15.3 5.3 16.4 30.0 40.2 18.3 19.9

Enfield 1 0 34.1 27.0 3.8 29.1 45.0 36.3 35.0 22.8

Lambeth 2 1(50%) 36.1 29.8 5.9 19.5 22.0 34.5 32.2 17.6

Wandsworth 1 0 27.3 21.5 5.7 12.4 17.0 35.0 32.8 17.8

Greenwich 5 2(40%) 33.7 26.3 8.1 22.4 33.0 35.0 35.4 21.9

Lewisham 5 1(20%) 34.7 25.7 5.7 21.3 28.0 35.0 34.9 20.6

Croydon 2 1(50%) 31.2 21.5 4.1 23.6 35.0 37.0 29.4 22.0

Southwark 1 0 36.7 31.0 7.7 20.6 27.0 34.4 38.4 18.6

Greater London 37.0 24.0 6.1 21.0 n.a. 36.0 36.6 13.9

Admission to hospital with dental space infection/abscess for incision and drainage

Refer to paediatric dental team 
for treatment planning prior to 

emergency GA if possible

I+D/extractions completed

Liaise with social worker 

Liaise with social worker

Refer to Safeguarding Team

Follow up and intensive dental 
prevention with GDP

Child already known to 
social services

Child not known to 
social services

Liaise with health visitor, school 
nurse, GMP as appropriate

Risk factors
• Dental neglect
• Duration and severity of symtoms
• Previous extractions under GA
• History of previous missed dental/medical appointments
• Frequent visits to Emergency Department 
• Parents do not have legal right to consent to treatment
• Other signs of neglect
• Signs of physical harm or emotional abuse
• Parental aggression towards child or staff
• Parental apathy

 

Fig. 2  Referral pathway for children admitted with dental/maxillofacial space infection
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As a result of our findings, a pathway of care 
for children admitted with dental/maxillofacial 
space infections has been developed (Fig. 2). 
Features of generalised neglect are included in 
the pathway in addition to features of dental 
neglect, as reported by Bhatia et al.38 Where 
possible, referral to the paediatric dental team 
is advised for emergency admissions prior 
to theatre. Once the initial treatment and 
extractions are completed, intensive follow 
up with the dentist should be arranged for 
a preventive regime in line with ‘Delivering 
Better Oral Health Toolkit’.44 Where there is 
evidence of dental neglect or broader signs of 
neglect (Fig. 2), referral to the safeguarding 
team should be made. Awareness and confi-
dence to escalate concerns as well as education 
of non-dental healthcare workers is required 
to recognise dental neglect early and arrange 
treatment to prevent the development of 
potential dental/maxillofacial space infection.

Conclusion

Dental neglect can lead to children attending 
with dental/maxillofacial infections requiring 
surgical intervention under general anaes-
thesia. Dental neglect can be an indicator 
of broader neglect. Therefore, all children 
attending with infection as a result of dental 
neglect should be discussed with the local 
safeguarding team and a social services referral 
considered. A future comparative study to 
analyse the difference between children 
undergoing elective extractions of carious 
teeth under general anaesthesia, with those 
admitted as an emergency should be carried 
out to ascertain differences in their likelihood 
of possible neglect.
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