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Sazetak

Rano prepoznavanje zlostavljanog djeteta jedan od vrlo aktualnih zadataka, a istodobno je i mo-
ralna te zakonska obveza svih medicinskih stru¢njaka koji se bave djecom. Zlostavljanje podra-
zumijeva nekoliko kategorija: zanemarivanje te emocionalno, fizicko i seksualno zlostavljanje.
Zanemarivanje je najcesci oblik zlostavljanja djece. U dentalnomedicinskoj literaturi poznat je i
pojam dentalnog zanemarivanja, kao podvrste medicinskog zanemarivanja. Kao najces¢i poka-
zatelji navode se nelijecen rani djecji karijes (,early childhood caries®) koji ima dugorocne po-
sljedice na opce zdravlje i nerijetko je samo izdvojen simptom opce zanemarenog djeteta, zatim
nelije¢ena bol, upala, krvarenje ili trauma u sklopu orofacijalnog podrucja te odgodeno trazenje
dentalnomedicinske pomoci. Adekvatno znanje svih ¢lanova dentalnomedicinskog tima o simpto-
mima razli¢itih oblika zlostavljanja nuzan je preduvjet za otkrivanje zlostavljanja i pruzanje pomo-
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Uvod

Djeca imaju pravo na zastitu od zlostavljanja i zanemari-
vanja te svih oblika tjelesnog i dusevnog nasilja, zatim imaju
pravo na zdravstvenu zastitu, lijecenje i oporavak od bolesti,
na vodu za pice, hranu i ¢ist okolis. Ta su prava definirana u
Konvenciji o pravima djeteta Ujedinjenih naroda koja je pri-
hvac¢ena 1989. godine, a nasa je drzava supotpisnica toga me-
dunarodnog sporazuma od 1992. (1).

Od lije¢nika dentalne medicine ocekuje se, u vezi sa za-
stitom djece od nasilja, odgovorno djelovanje (responsibility).
To obuhvaca prepoznavanje (recognize), dokumentiranje (re-
cord), prijavljivanje (reporz) i upuéivanje (refer) — takozvani
4R prema anglosaksonskom nazivlju (2). Svi ¢lanovi dental-
nomedicinskog tima, poput administratora, medicinske se-
stre, zubne asistentice, dentalne higijenicarke, a ne samo li-
je¢nika, imaju prema poslu  koji obavljaju iznimno vainu
ulogu u otkrivanju i prevenciji zlostavljanja - od dogovara-
nja termina, prvog susreta u ordinaciji, anamneze, vodenja
dokumentacije o pacijentu do dentalnomedicinske obrade.
U zemljama u kojima postoje dentalni higijenicari, smatra se
da je njihova zadada vrlo vazna jer oni obavljaju prvi pregled
pacijenta, rade neke male zahvate, a cesto imaju i vise vre-
mena za komunikaciju s pacijentom od lije¢nika (3,4). Istra-
zivanja pokazuju da je nedostatak znanja ¢lanova dentalno-

Introduction

Children are entitled to protection from abuse and ne-
glect and all types of physical and psychological violence,
they have the right to health protection, treatment and re-
covery from disease, the right to drinking water, food and
clean environment. These rights are defined in the Conven-
tion on children’s rights by the United Nations that was ac-
cepted in 1989. Croatia signed the Convention in 1992
(1).

Doctors of dental medicine are expected to act responsi-
ble with regards to the protection of children from violence.
This requires the dentist to recognize, record, report and refer
— the four Rs — such practice (2). All members of the dental
team, such as administrators, assistants, nurses, hygienists,
and not only the doctors, have an immensely important role
in recognition and prevention of abuse; from the appoint-
ment set-up, first visit to the dental office, medical/dental
history, documents, all the way to actual treatment. In coun-
tries that have dental hygienists it is considered that their role
is especially important, since they perform the first examina-
tion, provide minor treatment, and usually have more time
for interaction with the patient than the doctor (3,4). Inves-
tigations show that the lack of knowledge often represents an
obstacle in recognition and report of neglect and abuse, so
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medicinskog tima zapreka u prepoznavanju i prijavljivanju
zanemarivanja i zlostavljanja, te da je potrebna kontinuirana
izobrazba mnogih struénjaka ukljucenih u pruzanje medicin-
skih usluga (5-9).

Dje¢ja i preventivna stomatologija predstavljaju specijali-
sticko podrucje u sklopu kojega se obavljaju zahvati primar-
ne dentalnomedicinske skrbi te suvremeni preventivni, di-
jagnosticki i terapijski postupci kako bi se satuvalo oralno
zdravlje dojencadi, djece i adolescenata (10). Dakle, doktor
dentalne medicine moze tijekom dentalnomedicinskog za-
hvata ili pregleda vidjeti ozljede na glavi, licu, vratu ili ruka-
ma, to vie $to istrazivanja govore da se od 50 do 75,5 posto
svih fizickih trauma dogada upravo u podru¢ju glave i vra-
ta (11,12). Osim toga, doktor dentalne medicine morao bi
znati uociti specificnosti oralnog i dentalnog nalaza jer pone-
kad mogu biti prvi pokazatelji za postavljanje sumnje o zlo-
stavljanju, $to, naravno, ovisi o njegovoj educiranosti i spre-
mnosti (13).

Nase zakonodavstvo propisuje obvezatno prijavljiva-
nje suspektnih slucajeva zlostavljanja i zanemarivanja. Pre-
ma Obiteljskom zakonu svatko je duzan obavijestiti Cen-
tar za socijalnu skrb o krsenju djetetovih prava, a posebice
o svim oblicima tjelesnog, dusevnog ili spolnog nasilja, za-
nemarivanja ili nemarnog postupanja, zlostavljanja ili izra-
bljivanja. Zatim, prema Zakonu o zastiti od nasilja u obi-
telji, zdravstveno osoblje, djelatnik socijalne skrbi, psiholog,
socijalni radnik, socijalni pedagog i djelatnik odgojno-obra-
zovne ustanove duzni su policiji ili mjerodavnom opéinskom
drzavnom odvjetni§tvu prijaviti nasilje u obitelji za koje su
doznali tijekom obavljanja duznosti. Ako stru¢njak ima ne-
ke spoznaje o mogucem zlostavljanju djeteta, a nije obavije-
stio mjerodavne institucije, moze kazneno odgovarati i sno-
siti strukovne sankcije.

Oblici zlostavljanja

Zlostavljanje se najces¢e opisuje u Cetiri kategorije: kao
zanemarivanje, emocionalno zlostavljanje, fizicko zlostavlja-
nje i seksualno zlostavljanje.

1. Zanemarivanje

Zanemarivanje je, prema americkim istrazivanjima naj-
¢eséi oblik zlostavljanja djece i obuhvaca ¢ak 60 posto slu-
¢ajeva zlostavljanja, a istodobno je i naj¢eséi uzrok smrtnosti
medu zlostavljanom djecom (14,15). Medicinsko zanemari-
vanje, kao podvrsta zanemarivanja, zna¢i odgodu ili odbi-
janje medicinske skrbi na $tetu zdravstvenog stanja djeteta

(16-18).

Dentalno zanemarivanje

Dentalno zanemarivanje smatra se podvrstom medicin-
skog zanemarivanja. Prema definiciji Americke akademije za
dje¢ju stomatologiju (American Academy of Paediatric Den-
tistry), to je namjerno izbjegavanje i/ili odbijanje provodenja
dentalnomedicinskog lije¢enja nuznoga kako bi se poboljsa-
lo oralno zdravlje u smislu zadovoljavajuce zva¢ne funkcije i
stanja bez bolova i upale (19). Naime, gotovo svaki stoma-
toloski problem, poput nelijecenog karijesa, nelije¢ene pa-
rodontne bolesti i ostalih oralnih bolesti, mogu uzrokovati

Zlostavljanje djece

continuous education of professionals involved in providing
medical services is stressed (5-9).

Pediatric and preventive dentistry represents a specialist
field that provides dental treatment and state-of-the-art pre-
ventive, diagnostic and therapeutical procedures that sustain
oral health of toddlers, children, and adolescents (10). It is
possible that the doctor of dental medicine during examina-
tion or treatment discovers trauma of the head, face, neck
and hands; the research shows that 50-75.5% of all physical
trauma occurs in the area of the head and neck (11,12). Doc-
tor of dental medicine should be able to recognize the speci-
ficities of oral and dental status, since it could represent the
first indications for abuse; this, however, depends on the ed-
ucation level and readiness (13).

The Croatian legislature foresees obligatory report of all
suspect cases of abuse and neglect. According to the Family
Law everyone is obliged to inform the Center for social care
about the abuse of children’s rights, especially about any type
of physical, psychological or sexual violence, neglect or irre-
sponsible behavior, abuse or exploitation. Additionally, ac-
cording to the Law on protection from domestic violence,
medical professionals, welfare officers, psychologists, social
workers, as well as teachers are required to report domestic
violence about which they found out during working hours
by contacting the police or local district attorney’s office. If
any professional has some knowledge about possible child
abuse, and has not informed the authorities, that person can
be held legally responsible and suffer professional sanctions.

Types of abuse

Abuse is usually divided in four categories: neglect, emo-
tional abuse, physical abuse and sexual abuse.

1. Neglect

According to the US research, neglect is the most fre-
quent type of child abuse, amounting to 60% of all abuse
cases. At the same time it is the most frequent cause of death
among abused children (14,15). Medical neglect, a subtype,
is related to delaying or refusing to provide medical care that

influences the health of a child (16-18).

Dental neglect

Dental neglect is considered to be a special subgroup of
medical neglect. According to the definition of the Ameri-
can Academy of Pediatric Dentistry it is intentional avoid-
ance and/or refusal of dental treatment needed in order to
achieve or sustain oral health in relation to acceptable chew-
ing function and painless and inflammation-free conditions
(19). Almost every dental problem, such as untreated caries,
periodontal disease and other oral diseases, can cause pain,
inflammation spreading, sleep disturbance, food intake im-
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bolove, $irenje upale, poremecaj sna, otezano hranjenje, izo-

stanak iz $kole, potrebu za antibiotikom, ponovljenu potrebu

za ekstrakcijama i teske infekcije koje mogu zavrsiti rizi¢nim

stanjima opasnima za zivot (20,21). Prepoznamo li dentalno

zanemarivanje, treba imati na umu i kako ono utjece na op-

¢e zdravstveno stanje te procijeniti koliko je dijete opéenito

zanemareno (22). Tri su glavne skupine pokazatelja koje ¢la-

novima dentalnomedicinskog tima mogu pomo¢i prepozna-

ti dentalno zanemarivanje djece (2):

1. nelijeceni, rampantni karijes;

2. nelije¢ena bol, infekcija, krvarenje ili trauma u sklopu
orofacijalnog podrudja;

3. odgodeno trazenje dentalnomedicinske specijalisticke
pomoc¢i nakon razjasnjene dijagnoze.

Dakle, ako su dijagnoza i njezine posljedice jasno iden-
tificirane, ako se postupak lije¢enja objasni i ako se uklone
eventualne zapreke za obavljanje skrbi (najées¢e socijalno-
ckonomski i obrazovni ¢imbenici), neprihvacanje lije¢enja
smatra se dentalnim zanemarivanjem (23,24). Najces¢i po-
kazatelj je nelijecen rani karijes (25). Uz zlostavljanje djece
on se smatra najve¢im javno-zdravstvenim problemom koji
pogada malu djecu u svim kulturnim, etni¢kim i socijalno-
ckonomskim skupinama, sa svim medicinskim, moralnim,
kulturalnim i psiholoskim implikacijama (26). Prema defi-
niciji Americke akademije za dje¢ju stomatologiju (Ameri-
can Academy of Paediatric Dentistry — AAPD-a), rani djec-
ji karijes (early childhood caries) je prisutnost jednog ili vise
karioznih zuba (bilo da je rije¢ o nekavitiranim ili kavitira-
nim lezijama), izvadenih zuba (zbog karijesa) ili zuba s ispu-
nima do dobi djeteta od 71. mjeseca (27). Epidemiologija
ranog dje¢jeg karijesa u stranim istrazivanjima pokazuje $i-
roku prevalenciju u rasponu od 11 do 72 posto (28). Etio-
loskim ¢imbenicima smatraju se kariogeni mikroorganizmi,
slina, prehrambene navike, supstrat te obiteljske i socijalo-
ckonomske okolnosti. Inicijalna kolonizacija mutans-strep-
tokoka (MS-a) dogada se tijekom prve godine djetetova Zivo-
ta, $to predstavlja i razdoblje kada izrastaju prvi mlije¢ni zubi
(29). Primaran nacin prijenosa MS-a je vertikalnom transmi-
sijom preko njihovih majki (majé¢inom slinom), $to potvr-
duju i genotipovi MS-a izolirani kod djece (30). No, postoji
i horizontalna transmisija jer su MS-ovi izolirani kod dje-
ce u vrti¢ima genotipizacijom pokazali identi¢ne genotipo-
ve (31). Osim navedenih, postoje i prehrambeni ¢imbenici
koji su znatno povezani s ranim dje¢jim karijesom, osobito
ako se neadekvatno odrzava oralna higijena. Oni podrazumi-
jevaju dnevni unos Secera, no¢ne obroke, visoku frekvenciju
ispijanja slatkih napitaka te velik broj obroka tijekom dana.
Primarno saharoza, ali i fruktoza te glukoza, zatim i drugi fer-
mentirani ugljikohidrati, imaju veliku ulogu u razvoju ranog
dje¢jeg karijesa (32-35). Sljede¢i ¢cimbenik koji moze utjecati
na rani djeji karijes jest izlucivanje i sastav sline jer ona, ako
je ima dovoljno, svojim puferskim kapacitetom djeluje kao
zatitni ¢imbenik od karijesa, a ako je izlucivanje smanjeno
(tijekom no¢i) moze povecati rizik za nastanak kariozne le-
zije (36,37). U nekim istrazivanjima, $to se moze objasniti
viSe¢imbeni¢nom etiologijom, potvrdena je velika ovisnost
izmedu no¢nog hranjenja bocicom i ranoga djecjeg karije-
sa (32,38-41), a u nekima ne (42,43). Promatramo li doje-

Abuse of children

pairment, non-attendance at school, antibiotic treatment,
repeated need for extractions and severe infections that can
lead to life-threatening conditions (20,21). If dental neglect
is recognized, one must bear in mind that it influences the
general health condition and needs to assess the overall ne-
glect (22). There are three groups of indicators that can help
dental professionals in the recognition of dental neglect (2):
1. untreated, rampant caries

2. untreated pain, infection, bleeding or trauma in the oro-

facial region

3. delayed seeking of dental help after clear diagnosis.

If the diagnosis is certain, and its consequences clearly
identified, if the treatment is described in detail and all the
obstacles for delivery are removed (usually socio-economi-
cal and educational factors), non-acceptance of treatment
should be considered as neglect (23,24). The most frequent
indicator is early caries (25). In combination with abuse, it
is considered to be the greatest public health problem that
affects small children in all cultural, ethnical and socio-eco-
nomical groups with all the medicinal, moral, cultural and
psychological implications (26). According to the definition
of the American Academy of Pediatric Dentistry (AAPD),
early childhood caries is presence of one or more teeth with
carious lesions (either non-cavitated or cavitated lesions), ex-
tracted teeth (due to caries) or filled teeth up to the age of
71 months (27). The epidemiology of early childhood caries
shows a wide prevalence range from 11 to 72% (28). Etio-
logical factors considered are cariogenous microorganisms,
saliva, nutritional habits, substrate and family and socio-eco-
nomical circumstances. The initial colonization of the mu-
tans Streptococci (MS) occurs during the first year of life,
which is at the same time the period of deciduous teeth erup-
tion (29). The primal way of contracting MS is vertical trans-
mission from the mothers (through their mothers™ saliva);
this is confirmed by MS genotypes isolated from children
(30). Horizontal transmission also occurs, since MS geno-
types isolated from kindergarten children showed identi-
cal genotypes (31). Nutritional factors contribute strongly
to childhood caries, especially with unfavorable oral hygiene
measures combined with high sugar intake, night snacks,
high frequency of sweet beverages and high number of meals
during the day. Primarily saccharose, but fructose and glu-
cose as well as other fermented carbohydrates, plays an im-
portant role in the development of early childhood caries
(32-35). Next factor that can influence the development of
early childhood caries is secretion and composition of sali-
va, since it, if present in abundance, can act as a protective
agent against caries thanks to its buffer capacity. If there is
not enough saliva (during the night), the risk for caries devel-
opment can increase (36,37). Some studies confirm (32,38-
41), and some deny (42,43) the high dependence of night
feeding by bottle and early childhood caries; this can be ex-
plained by multifactorial etiology. If we consider breastfeed-
ing, the results are different; some authors claim that pro-
longed breastfeeding (longer than 12 months) during the
night can increase the risk for caries development, while oth-
ers claim there is no correlation between breastfeeding and
early childhood caries (32,44-46). Another factor that can
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nje, rezultati istrazivanja su razliciti, pa jedni govore u prilog
tome da produljeno dojenje (vise od 12 mjeseci) no¢u moze
povecati rizik od nastanka karijesa, a drugi da izmedu doje-
nja i ranog dje¢jeg karijesa nema povezanosti (32,44-46). Jo$
jedan ¢imbenik koji moze pridonijeti razvoju karijesa jest po-
remeceno obiteljsko okruzje (jedan roditelj ili razdvojeni ro-
ditelji), ali i oralno-higij enske navike roditelja (47,48).

Kliniéka slika ranog dje¢jeg karijesa karakteristi¢na je i na
pocetku se pojavljuje u obliku bijelih demineraliziranih mr-
lja na vanjskoj plohi zuba uz gingivu, a kasnije moze prera-
sti u diskolorirane kavitete (49). Promjene se mogu pojaviti
ve¢ nakon nicanja zuba, najprije zahvacaju¢i mlije¢ne gor-
nje prednje zube, no u toj prvoj fazi roditelji ih najcesée ne
prepoznaju. Ako je ostecenje zuba dovoljno veliko da dije-
te izgubi frontalne zube u dobi od dvije do tri godine, to je
najkriti¢nije razdoblje jer se tada razvija govor. Takav uzna-
predovali rani dje¢ji karijes ima reperkusije i na fizicki razvoj,
pa cesto dolazi do gubitka na teZini, zaostajanja u visini zbog
otezane prehrane, a smanjena je i zelja za hranom zbog bolo-
va (26). Kona¢na posljedica ranog dje¢jeg karijesa moze biti
prerani gubitak mlije¢nih zuba zbog vadenja onih koji se vi-
$e ne mogu izlijeciti konzervativnim metodama. Cesto kod
djece s ranim karijesom postoji povecani rizik od nastanka
karijesa i u trajnoj denticiji (50). Osim nelije¢enog rampan-
tnog karijesa, kao glavnog indikatora dentalnog zanemari-
vanja, bilo koja druga nelijecena bol, infekcija, krvarenje ili
trauma u orofacijalnom podruéju mogu takoder upudivati
na dentalno zanemarivanje. Kako je oralna higijena kod za-
nemarene djece najée$¢e na vrlo niskoj razini, Cesto je, osim
opseznih karioznih lezija, vidljiva i upala mekih tkiva usne
supljine, gingive i parodonta. Zato je vazno u rutinski kon-
trolni pregled ukljuciti ne samo odredivanje statusa zuba, ne-
go i potpornih struktura. Djeca mogu imati bilo koju vr-
stu parodontalne bolesti prema klinickoj klasifikaciji bolesti
Americke akademije za parodontologiju (5 1), i to:

1.) upalu gingive nastalu zbog plaka;

2.) kroni¢ni parodontitis;
3.) agresivni parodontitis;
4.) parodontitis kao manifestaciju sistemske bolesti;
5.) nekrotiziraju¢u parodontalnu bolest.

No, naj¢esée imaju gingivitis kod kojega nije prisutan
gubitak kosti (52,53), a za etiologiju i patogenezu smatra se
odgovornim povecana subgingivalna razina bakeerijskih vr-
sta poput Actinomyces sp., Capnocytophaga sp., Leptotrichia
sp. i Selenomonas sp.. Prijede li gingivitis u kroni¢an oblik
i potraje li dovoljno dugo, upala se moze prosiriti u ostale,
okolne strukture. Iako postoji znatno manja prevalencija de-
struktivnih parodontnih bolesti kod djece negoli kod odra-
slih, kod djece se mogu razviti tezi oblici parodontitisa. Nai-
me, agresivni parodontitis, lokalizirani ili generalizirani, koji
prati rapidan gubitak pri¢vrska i kosti, moze biti znatno ¢e-
§¢i kod djece i adolescenata u odnosu prema odrasloj popu-
laciji (51).

Prvi potez u obradi pacijenta s traumom u svakom je slu-
¢aju uzimanje dobre anamneze i heteroanamneze vezano za vr-
stu ozljede, nacin na koji je nastala i vrijeme nastanka. Razlike
u anamnezi i heteroanamnezi te neslaganje s tezinom klinic-
ke slike pacijenta, vrlo je suspektno na zlostavljanje. Takoder,

Zlostavljanje djece

contribute to caries development is disturbed family rela-
tions (single parent, separated/divorced parents), but so are
parents’ oral hygiene habits (47,48).

Clinical presentation of early childhood caries is specif-
ic, appearing as white demineralized spots on the outer sur-
face of the tooth close to gingiva; later they can develop into
discolored cavities (49). Changes can occur soon after tooth
eruption, affecting upper deciduous teeth. The parents rare-
ly notify these changes in the first phase. If the destruction
is such that upper front teeth are destroyed by the age of 2
to 3 years, it can seriously affect the speech that is develop-
ing. Such advanced early childhood caries has serious reper-
cussions on physical development in relation to weight loss,
impaired growth due to problems in food uptake, as well as
loss of appetite due to pain (26). Final consequence of ear-
ly childhood caries can be the premature loss of decidiuous
teeth that can not be treated conservatively. Such children al-
so very often have increased risk for caries in the permanent
dentition (50). Apart from untreated rampant caries as the
most important indicator of child neglect, any other untreat-
ed pain, infection, bleeding or trauma in the orofacial region
can suggest dental neglect. Since oral hygiene in neglected
children is poor they very often have, apart from carious le-
sions, inflammation of the mucosa, gingiva and periodon-
tium. Therefore it is of utmost importance to perform the ex-
amination of dental status as well as the examination of the
supporting structures. Children can be diagnosed with any
of the periodontal diseases classified by the American Acad-
emy of Periodontology as (51):

1.) Plaque-related gingival inflammation

2.) Chronic periodontitis
3.) Aggressive periodontitis
4.) Periodontitis related to systemic diseases and conditions
5.) Necrotizing periodontal disease

Most of the children, however, have gingivitis that is not
associated with bone loss (52,53). Its etiology and pathogen-
esis is considered to be associated with increased subgingi-
val levels of bacterial species such as Actinomyces sp., Capno-
cytophaga sp., Leptotrichia sp. and Selenomonas sp. If gingivitis
advances and becomes chronic, it can spread to nearby struc-
tures. Although children tend to have smaller prevalence of
destructive periodontal disease when compared to adults,
they can have more severe types of periodontal disease. Ag-
gressive periodontitis, localized or generalized and character-
ized by rapid loss of attachment and bone, tends to be more
frequent in children and adolescents than adult population
(51).

First step in the examination of a trauma patient is his-
tory, taken from the child as well as from its parents/custodi-
ans, regarding the nature of the trauma, type of trauma and
the time of trauma. Differences in the history and lack of
consistency between the severity of the trauma and the story
told by the parents/custodians may point to abuse. Also, de-
layed seeking of professional help or lack thereof regarding an
carlier trauma can be an additional component for suspected
neglect. It is of utmost importance that the picture of the in-
teraction between the parent and the child is assessed on en-
try into the dental office, more so if the nature of the trauma
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odgodeno trazenje ili ne trazenje pomo¢i za traumu koja se,
prema nasoj procjeni, dogodila ranije, moze biti dodatni ele-
ment za sumnju na zanemarivanje. Upotpunjavanje nase slike
o djetetu i roditelju, kada je rijec o njihovu uzajamnom pona-
$anju, ali i o komunikaciji s ostalim osobljem dentalnomedi-
cinskog tima tijekom prvog dolaska u ordinaciju, iznimno je
vazno za procjenu o kakvoj se vrsti ozljede radi — namjernoj ili
nenamjernoj. Nezaobilaznu ulogu u cjelokupnoj procjeni ima
i sestra na prijmu u ordinaciju i dentalni higijenicar, a ne sa-
mo stomatolog kako bismo u prvi trenutak pomislili (2). Op-
¢enito, trauma na licu i u usnoj $upljini moze imati velike ne-
gativne posljedice za djecu u smislu funkcije zvakanja, estetike
i psihosocijalnog aspekta. Traume mlije¢nih zuba najéesce se
dogadaju u dobi djeteta od dvije do tri godine, $to je uobica-
jeno i razdoblje razvoja motoricke koordinacije (54). No, uo-
¢imo i ozljede na drugim, neprominentnim dijelovima tijela
kod takvog malog pacijenta, a uz to imamo i viestruke trau-
me mlije¢nih zuba, valja razmotriti moguénost zlostavljanja.
Nakon $to se dogodi trauma mlije¢nog zuba, strategija lijece-
nja ponajprije ovisi o procjeni posljedica koje bi se mogle do-
goditi na trajnim zamecima (55,56). Kako je intruzijska trau-
ma ujedno i najées¢i oblik traume zuba u mlije¢noj denticiji,
procjena o ¢ekanju spontane reerupcije, odnosno o vadenju
mlije¢nog zuba iznimno je vazna za procjenu stanja zametka
trajnog zuba i mogucih kasnijih posljedica na njegov rast i ra-
zvoj. Naime, moguce su komplikacije vezane za vitalitet pulpe
i promjenu boje krune traumatiziranog zuba, ali i komplika-
cije na trajnim nasljednicima poput caklinske hipoplazije, hi-
pokalcifikacije, dilaceracije krune i/ili korijena ili promjene re-
doslijeda nicanja trajnog zuba (57-59). Sto je trauma nastala u
ranijoj fazi rasta i razvoja zuba, to ¢e posljedice biti jace izraze-
ne i to nam svakako pokazuje vrijeme nastanka traume. Trau-
ma trajnih zuba najcesce nastaje kao posljedica slucajnih pado-
va, sportskih treninga, automobilskih nesreca, ali i nasilja i to
u dobi od sedme do devete godine (60). Tada su najéesée trau-
matizirani zubi gornji sredi$nji sjekutici kod kojih jos nije za-
vrsena apeksogeneza, $to dodatno moze komplicirati tretman
zuba. Odredivanje strategije lije¢enja trajnih zuba najéesée ovi-
si o vitalitetu pulpe i parodontnog ligamenta (60,61).

2. Emocionalno zlostavljanje

Emocionalno zlostavljanje trajno je lose emocionalno po-
stupanje s djetetom u mjeri koja izaziva teske i trajne negativ-
ne ucinke na emocionalni razvoj. Takvo zlostavljanje ¢esto pra-
te drugi oblici nasilja i moze ga se previdjeti ako dijete izgleda
zbrinuto i uhranjeno. Glavni trag koji lije¢nika dentalne me-
dicine moze potaknuti na sumnju o emocionalnom zlostavlja-
nju moze biti odnos djeteta i roditelja. Emocionalno zlostav-
ljana djeca ¢esto kasne s intelektualnim i socijalnim razvojem,
zaostaju u razvoju, u $koli su neuspjesna, nemaju socijalnu od-
govornost, mogu biti agresivna, mogu imati poremecaje vezi-
vanja, nekriti¢no su prijateljski raspolozena, problemati¢no se
ponasaju i imaju teSkoce s pozornoséu (2,16).
3. Fizicko zlostavljanje

Najces¢e fizicko zlostavljanje je udaranje, tre$nja, baca-
nje, trovanje, opekline, utapanje, gusenje i sli¢no. Zabrinu-
tost uvijek poticu ozljede mekih tkiva, ozljede s odredenim
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is to be established — voluntary or accidental. Important roles
are also played by a dental hygienist and a receptionist, not
only the dentist (2). Generally, facial or oral trauma can have
great negative consequences for the child regarding the chew-
ing, esthetics and psychosocial aspects. Trauma of deciduous
teeth is usually occurring in age 2-3, the age of coordina-
tion (54). But if we discover trauma on other, non-promi-
nent parts of the body of such small children, occurring at
the same time with multiple trauma of deciduous teeth, we
should consider the possibility of abuse. Trauma of decidu-
ous teeth is treated according to the consequence assessment
that could affect permanent dentition (55,56). Since intru-
sion trauma is usually the most often type in deciduous den-
tition, the assessment of subsequent spontaneous re-eruption
or extraction is essential for the assessment of the condition
of the developing permanent tooth, and subsequent conse-
quences on its growth and development. Possible complica-
tions are related to the vitality of the pulp and changes of the
crown of the traumatized tooth, as well as complications on
permanent teeth such as enamel hypoplasia, hypocalcifica-
tion, dilacerations of the crown and/or root, or changes in
the eruption sequence (57-59). The earlier the trauma, the
stronger are the consequences — thereby showing the time
of trauma occurrence. Trauma of permanent teeth is usually
a consequence of sudden falls, sport training, car accidents,
but also abuse in the age 7 to 9 (60). The most traumatized
teeth in that age are upper central incisors that are still in the
process of apexogenesis, the fact that can further complicate
the treatment. Determination of treatment strategy of per-
manent teeth usually depends on tooth and periodontal liga-
ment vitality (60,61).

2. Emotional abuse

Emotional abuse is continuous poor emotional relation
to a child that leaves deep and permanent effects on emo-
tional development. Such abuse is often entwined with oth-
er types of abuse and can be overseen if a child appears tak-
en care of and fed. The main lead that can incite dentists to
suspected emotional abuse is the relationship between the
child and its parent. Emotionally abused children are usual-
ly slow in intellectual and social development, troublesome
in school, lack social responsibility, may be aggressive, have
trouble in bonding, uncritically hostile, behave oddly and
have attention problems (2,16).

3. Physical abuse

The most frequent types of physical abuse are hitting,
shaking, throwing, burns, drowning, choking, and similar.
Concern is always aroused by soft tissue trauma, trauma with
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uzorkom, zatim svaka ozljeda koja ne odgovara anamnezi,
obostrane ozljede, ozljede u ,sigurnom trokutu® i ostalo. Ne-
namjerne ozljede u pravilu uklju¢uju kostana izbocenja, od-
govaraju anamnezi i u skladu su s djetetovom razvojnom fa-
zom. Otljede zlostavljanja na glavi i licu manifestiraju se
najées¢e kao modrice, abrazije i laceracije, opekline, ugri-
zi, ozljede oka i prijelomi kostiju. Modrice na mekom tkivu
obraza, modrice kod dojencadi koja se ne kre¢e samostalno i
viSestruke modrice u skupinama ili one sli¢nog oblika, upu-
¢uju na zlostavljanje. Modrice ili posjekline na vratu i uhu ri-
jetke su i moze ih se smatrati namjernim ozljedama. Abrazije
i laceracije na licu zlostavljane djece mogu biti izazvane mno-
gim predmetima, no najéesce je to prstenje ili nokti na ruci
osobe koja je nanijela ozljedu. Opekline obuhvaéaju oko de-
set posto slucajeva fizickog zlostavljanja i mogu biti nanesene
vrudim ili kausti¢nim tekudinama, ili vruéim krutim sredstvi-
ma koja tada odrazavaju oblik predmeta s kojim se zlostav-
ljanje ¢inilo. Ugrize mogu izazvati druga djeca ili odrasli ti-
jekom napada ili su oblik kaznjavanja. Tragovi ugriza koji su
nastali tijekom seksualnog odnosa ¢eséi su kod adolescenata.
Ljudski ugriz prepoznaje se prema obliku i velicini, a trajanje
tragova ovisno je o primijenjenoj sili i opsegu oste¢enja tki-
va. Otisci zuba koji nisu probili kozu mogu nestati za 24 sa-
ta — u svakom slucaju tragovi na tanjim tkivima dulje se za-
drzavaju. Otisak ugriza predstavlja jedinstvenu moguénost za
identifikaciju zlostavljaca. Ozljede oka kod djece su neuobi-
¢ajene, i aku su obostrane, treba posumnjati na zlostavljanje.
Prijelomi mogu nastati na svim kostima, a ve¢ina se javlja u
dobi do tre¢e godine. Fizicki trajno zlostavljano dijete mo-
ze imati viSestruke prijelome u razlicitim stadijima cijeljenja.
Intraoralni znakovi mogu biti rascijepljen labijalni frenulum
zbog forsiranog hranjenja, petehije i oziljci na usnama, lace-
racija jezika i usana, frakture gornje i donje éeljusti, frakture
ili avulzije zuba i multiple frakture korijena ili neobi¢ne ma-
lokluzije izazvane traumom, diskolorirani zubi kao posljedica
gubitka vitaliteta zuba nakon traume i opekline mekih tkiva
usne Supljine zbog djelovanja kausti¢nih sredstava (62,63).
Prema istrazivanju Naidooa (64), zlostavljanjem su najcesée
zahvadene oralne strukture usne Supljine (54%), a zatim oral-
na mukoza, zubi, ginigva i jezik.

4. Seksualno zlostavljanje

Seksualno zlostavljanje znaci zavodenje ili prisiljavanje
djeteta ili mlade osobe da sudjeluje u seksualnim aktivno-
stima, ukljucujuéi prostituciju, bilo da je dijete svjesno toga
$to se dogada ili ne. Te aktivnosti mogu biti s tjelesnim kon-
taktom (penetracijske i nepenetracijske aktivnosti), te bez
kontakta, poput poticanja djece da se ponasaju na seksualno
neprikladan nacin ili da gledaju seksualne aktivnosti. Na sek-
sualno zlostavljanje doktor dentalne medicine moze posum-
njati nade li u usnoj Supljini petehijalno krvarenje na nepcu,
$to je posljedica forsiranog oralnog seksa, zatim oralni sifilis i
klinicke manifestacije ostalih spolno prenosivih bolesti (2).

Zakljucak

Poznato je da mnoge slucajeve zlostavljanja i zanemariva-
nja djece stru¢njaci ne prepoznaju ili ne prijavljuju zbog ra-
zlicitih razloga, pa takva djeca kontinuirano trpe. Rani djedji

Zlostavljanje djece

certain pattern, every trauma that does not fit to the histo-
ry, trauma on both sides, trauma in the “safe triangle”, etc.
Unintentional wounds include bone exostoses, comply with
the history and are in concordance with the developmen-
tal phase. Abuse wounds on the head and face include black
marks, abrasions, lacerations, burns, bites, eye trauma and
bone fractures. Black marks on the buccal soft tisse, black
marks in children that cannot move by themselves, as well as
black marks in groups or similar shape, suggest abuse. Abra-
sions and lacerations on the neck and ear are rare and can
be considered intentional trauma. They can be caused by a
number of objects such as rings or fingernails on the hand
of the abuser. Burns present around 10% of the abuse cases
and can be caused by hot or caustic liquids or hot hard ob-
jects so that the trauma resembles the shape of the object.
Bites can be caused by other children or adults during attack,
or can be a type of punishment. Bite marks occurring during
sexual intercourse are more frequent in adolescents. Human
bite mark is recognized by the size and shape, and its dura-
tion depends on the force and tissue damage inflicted. Teeth
marks that have not penetrated the skin can disappear in 24
hours — they remain visible longer on thinner tissues. Bite
mark represents the ideal possibility for the identification of
the attacker. Eye trauma is unusual in children; if they are on
both sides, one should consider abuse. Fractures can occur
in all bones, usually more often until the age of 3. Physical-
ly abused child can have multiple fractures in different stages
of healing. Intraoral signs can include forked frenum (due to
forced feeding), petechiae and scars on lips, lip/tongue lac-
erations, jaw fractures (upper or lower), fractures and avul-
sions of teeth, multiple root fractures, unusual malocclusions
caused by trauma, discolorated teeth that have lost their vi-
tality due to trauma, intraoral burns caused by caustic agents
(62,63). According to Naidoo et al. (64) abuse is most fre-
quently located on the oral structures such as lips (54%), fol-
lowed by oral mucosa, teeth, gingiva and tongue.

4. Sexual abuse

Sexual abuse considers seduction or forced sexual inter-
course with a child or young person and includes prostitu-
tion (whether the child is aware or not). The activities can
have physical contact (penetration/non-penetration), or be
without the contact, such as enticing children to act in a sex-
ually inappropriate way, or to observe sexual activities. Sex-
ual abuse can be suspected when a dentist finds petechial
bleeding on the palate that is the consequence of forced oral
sex, oral syphilis and clinical manifestations of other sexually
transmitted diseases (2).

Conclusion

It is well known that many cases of abuse and neglect are
not recognized by the professionals due to numerous reasons.
Such children are in constant suffering. Early childhood car-
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karijes, kao najées¢i potencijalni pokazatelj dentalnog zane-
marivanja, stomatolozi bi morali uo¢iti, osobito zbog vise-
strukih i dugotrajnih posljedica na oralno i opée zdravlje.
Osim toga, ¢esto ponavljanje traume zuba, na istim ili razli-
¢itim zubima, te prisutnost kasnih posljedica nelijecenih tra-
uma vrlo su indikativni za dentalno zanemarivanje i zlostav-
ljanje. Zadaca specijalista dje¢je stomatologije, ali i cijeloga
dentalnomedicinskog tima, nezaobilazan je element uspjes-
nog multidisciplinarnog pristupa djeci koju valja zastititi od
zlostavljanja.

Abuse of children

ies, the most frequent sign of dental neglect, should be not-
ed by the dentists, especially due to its multiple and long-
term effects on oral and general health. Frequent traumas to
the same or other teeth, appearance of late consequences of
untreated trauma are very indicative for dental neglect and
abuse. It is the task of the specialists of pediatric and preven-
tive dentistry, but of the whole dental team as well, to ap-
proach such children in a multidisciplinary manner in order
to protect children from abuse.

Abstract

Early recognition of abused children is an important task with legal obligation for all medical pro-
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fessionals that deal with children. Abuse encompasses a number of categories: neglect, emotion-

al, physical and sexual abuse. The most frequent type of abuse is neglect. The dental literature
includes the term dental neglect, a subgroup of medical neglect. It is often manifested by early
childhood caries (which has long-term effects on general health and is frequently an outstand-
ing symptom of a generally neglected child), untreated pain, inflammation, bleeding or trauma of
the orofacial area, as well as delayed seeking of professional dental help. Adequate knowledge
is required from all members of the dental team regarding different types of abuse; it is a neces-
sary prerequisite for the discovery of abuse and delivering aid to the abused child in the dental

practice.
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