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Dental health personnel’s experience with receiving inquiries from child welfare
services: a national cross-sectional study

Ingfrid Vaksdal Brattabøa, Stein Atle Lieb and Anne Nordrehaug Åstrøma,b

aOral Health Centre of Expertise in Western Norway, Bergen, Norway; bDepartment of Clinical Dentistry, Faculty of Medicine, University of
Bergen, Bergen, Norway

ABSTRACT
Objectives: To assess if and to what extent public dental health personnel (PDHP) receive inquiries
from child welfare services (CWS), and to assess whether PDHP’s experience of receiving inquiries is
associated with PDHP’s characteristics and whether the associations are influenced by PDHP’s experi-
ence of reporting to CWS.
Material and methods: Questionnaires were distributed to 1542 PDHP in Norway. Descriptive statis-
tics were used for analysis. Negative-binominal-regression analyses with incidence rate ratios (IRRs)
and confidence intervals (CIs) were used to estimate the association between received inquiries from
CWS and PDHP characteristics.
Results: From a total of 1074 respondents, 52.4% had received inquiries from CWS (2012–2014) with a
mean number of 3.9 (SD ¼ 4.5). PDHP’s likelihood of receiving inquiries was significantly associated
with having many patients, working in small municipalities, working in eastern Norway, having good
knowledge of the Health Personnel Act, and having experience reporting to CWS. Regional differences
were the only association that varied according to PDHP reporting activity.
Conclusions: PDHP receive inquiries from the CWS. The likelihood of receiving inquiries is associated
with several characteristics of PDHP. To increase PDHP’s likelihood of receiving inquiries, it is important
to establish contact between the CWS and PDHS and ensure that the PDHP has good knowledge of
the Health Personnel Act.
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Introduction

Child maltreatment can have severe and lifelong impacts on
a child’s physical and mental development [1,2]. In Norway,
child welfare services (CWSs) are obliged to help and safe-
guard children at risk [3]. Hence, decisions made by child
welfare professionals can have a major impact on a child,
the child’s family, and society, both in the short and long
terms [4,5]. To be well-founded and correct, each decision
made by CWS must be built upon relevant and available
documentation.

According to the Norwegian Child Welfare Act [3], when
the CWS receives a report of concern, they are obliged to
screen the report and decide whether it is reasonable to start
an investigation. If an investigation is warranted, CWS can
gather additional information concerning the child under
investigation [3]. Such information can be acquired from dif-
ferent instances that can hold information relevant to the
investigation, such as the child’s educational institutions and/
or health services [6]. A report from Norway indicated that
CWS in Norway inquired information from different services,
with a mean of 2.6 inquiries per investigation [6]. If public
dental health personnel (PDHP) receive an inquiry from the

CWS regarding one of their patients, they are mandated by
the Health Personnel Act and the Child Welfare Act to pro-
vide the requested information to the CWS [3,7].

Children’s oral health status, together with their dental
attendance history, might indicate the child’s overall care
situation. This is especially true in countries such as Norway,
Sweden, Finland, and Denmark, where all children receive
free dental services regularly at public dental health services
[8,9]. All children are dependent on their caregivers to main-
tain good oral health. This dependency relates to both oral
hygiene habits, diet, and being taken to dental appointments
when they are summoned or if they need oral treatment
due to pain [10–13]. Research has shown that abused and
neglected children have an increased risk of having
untreated caries, a reluctance to seek dental treatment when
needed, and a history of missed dental appointments
[10,14–16]. Furthermore, victims of neglect and physical or
sexual abuse (in particular abuse involving the oral cavity)
have an increased likelihood of experiencing fear or anxiety
related to receiving oral treatment [17–21]. Hence, poor oral
health, severe untreated caries, and/or a history of not show-
ing up to dental appointments can indicate child maltreat-
ment. This is conditioned on no medical, financial, or other
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known reason for the child’s impaired oral situation
[14,15,22]. Children’s dental health records can be important
for CWS, as they can hold important information regarding
children’s health and living conditions.

Altogether, CWS must be aware of the association between
child abuse and neglect and oral health [16]. There is reason to
believe that sharing relevant information between the CWS
and the public dental health service (PDHS) can be of great
importance for at-risk children, both in terms of detecting
abuse or neglect and identifying and treating children with oral
health needs [16]. Hence, it is central that CWS are aware that
a child’s dental records can be of importance and utilize their
right to gather additional information from the PDHS. Several
studies worldwide have assessed whether dental health person-
nel reports their concern to CWS and why they report or fail to
report [16,19,23–25]. In contrast, there is a lack of studies
assessing whether and to what extent dental health personnel
receives inquiries from CWS in terms of being asked to provide
information from the dental records of children under their
investigation [25].

The aim of this study was two fold:

1. Investigate if and to what extent PDHP receives inquiries
from the CWS.

2. Investigate whether PDHP’s experience of receiving
inquiries is associated with personal, behavioural, organ-
izational, and external characteristics and whether those
associations are influenced by PDHP’s experience of
reporting to CWS.

Material and methods

Survey

This article is one of several published papers based on a
national, cross-sectional study conducted in 2014, including a
census of dentists and dental hygienists employed in the
PDHS in Norway [23,24,26,27]. In the survey, the PDHP in 18
out of 19 counties in Norway was included. The excluded
county was used to pilot the survey. The Regional Ethics
Committee (REK) concluded that approval for the study from
REK was not needed. The Norwegian Centre for Research
Data (NSD) registered and ratified the study in 2014.
Furthermore, the NSD distributed the survey and collected
the data. A total of 1542 public dentists and dental hygien-
ists received a cover letter and an electronic self-adminis-
tered questionnaire containing an informed consent form.
The questionnaire was distributed in November 2014. Non-
responders received up to three reminders. The question-
naire had an estimated completion time of 30–40min.
Dental personnel were given permission to answer the ques-
tionnaire during their working hours. For additional informa-
tion, see Brattabø et al. [23].

Dependent variable

The respondents were asked whether they had received
inquiries from the CWS within three years (2012–2014) and

to list the number of inquiries they had received.
Respondents who had not received inquiries were registered
with 0 inquiries. The reported number of inquiries from the
CWS regarding patients under investigation was set as the
dependent variable (see Figure 1).

Independent variables

The independent variables pertained to the PDHP’s personal,
organizational, external, and behavioural characteristics. For
ease of readability, several independent variables were
recoded into fewer categories. Personal characteristics
included gender (male or female), age (20–39 or 40þ years;
recoded from 20 to 29, 30–39, 40–49, 50–59, 60–69, and
70þ years), education (dentist or dental hygienist), and work
experience (0–10 or 11þ years; recoded from being numer-
ical). Organizational characteristics consisted of the number
of patients examined during the last 12months (0–500 or
501þ patients; recoded from 0–250, 251–500, 501–750,
751–1000, 1001–1250, 1251–1500, and 1501þpatients).
External characteristics were measured in terms of the size of
the municipality where the dental clinic is located (0–10,000,
10,001–40,000, or 40,001þ inhabitants; recoded from 0–5000,
5001–10,000, 10,001–15,000, 15,001–20,000, 20,001–40,000,
40,001–80,000, and 80,001þ inhabitants) and geographical
region (north, central, west, south, or east; recoded from the
18 counties). Behavioural characteristics were measured in
terms of knowledge of the Health Personnel Act and which
information should be given to CWS upon inquiry (sure, nei-
ther/nor, and unsure; recoded from very unsure, unsure, nei-
ther unsure/nor sure, sure, very sure) and the respondent’s
own experience with sending a report of concern to CWS
(experienced or unexperienced reporter).

Statistical analysis

Statistical analyses were performed using IBM SPSS Statistics
for Windows, Version 25.0, IBM Corp., Armonk, NY), and
descriptive statistics were calculated in terms of frequencies
for categorical variables and mean (with standard deviations,
SD) for continuous variables. To identify how the PDHP’s
experience of receiving inquiries from CWS varies according
to the characteristics of the PDHP, each independent variable
was compared with the dependent variable using negative
binomial regression analysis (with a log-link function). The
results are presented as incidence rate ratios (IRRs) with 95%
confidence intervals (CIs). To assess whether the association
of each independent variable with PDHP’s experience of
receiving inquiries from CWS varied according to the PDHP’s
reporting experience, the analysis was stratified based on
reporting experience (no experience versus >0 experience).
A joint model with an interaction term for each of the inde-
pendent variables and reporting experience was used to test
if there was a significant difference in the associations
between experienced and non-experienced PDHP. For all
analyses, p< .05, were considered statistically significant.
Cases with missing data were excluded from analyses.
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Results

Of the 1542 dentists and dental hygienists who received the
electronic questionnaire, 1200 (77.8%) responded. However,
due to missing responses on variables, 1074 replied to
the questions on inquiries from the CWS within 3
years 2011–2014.

Of the 1074 respondents, 52.4% (563/1074) had received
an inquiry in the previous 3 years (>0), with a mean of 3.9
(SD ¼ 4.5) while 47.6% (511/1074) did not receive an inquiry
(¼0) (not tabulated). The number of inquiries from the CWS
ranged from 0 to 25 (Figure 1).

Table 1 displays the distribution of the respondents’ char-
acteristics in total, the mean number of inquiries from CWS
according to PDHP characteristics, organized by PDHP per-
sonal, organizational, external, and behavioural characteris-
tics. Owing to missing data, N differs between 1074 and
1067 for different characteristics. The characteristics of the
respondents are in accordance with the distribution in the
PDHS in Norway: 80.2% were females, 46.3% were 40 years
of age or older, and 69.9% were dentists. The mean number
of inquiries for all 1074 respondents was 2.06 (SD ¼ 3.8)
(Table 1).

Concerning PDHP’s knowledge of the Health Personnel
Act and which information should be given to CWS upon an

inquiry from CWS, 55.8% reported that they were sure, 16.0%
reported that they were neither sure nor unsure, and 28.2%
reported that they were unsure. Those who were sure had a
mean of 2.76 (SD ¼ 4.3) inquiries from CWS. The correspond-
ing number for those who were neither sure nor unsure was
1.53 (SD ¼ 3.7), while for the unsure, the mean was 0.98 (SD
¼ 2.1). The majority of respondents were experienced report-
ers, with 59.1% had reported suspicion of child abuse or
neglect to CWS (Table 1).

The adjusted analyses in Table 2 indicate that the PDHP’s
experiences with receiving inquiries from the CWS during
2012–2014 were associated with PDHP’s personal, organiza-
tional, external, and behavioural characteristics. Females in
the PDHS had an increased likelihood (IRR ¼ 1.38, 95% CI:
1.05–1.82) of receiving inquiries from CWS compared to
males. PDHP working in municipalities with 10,000 or fewer
inhabitants had an increased likelihood of receiving inquiries
from CWS (IRR ¼ 1.42, 95% CI: 1.10–1.84) compared to PDHP
working in municipalities with more than 40,000 inhabitants.
The likelihood of receiving an inquiry from CWS increased in
line with the PDHP’s level of knowledge of the Health
Personnel Act and the kind of information that could be
shared with CWS. Compared to those who reported being
unsure of the Health Personnel Act, both those who reported

Figure 1. Distribution of inquiries received by public dental health personnel (PDHP) from child welfare services (CWS) in the 3-year period 2012–2014.
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being neither sure nor unsure (IRR ¼ 1.64, 95% CI: 1.19–2.26)
and those who were sure (IRR ¼ 2.63, 95% CI: 2.06–3.37) had
an increased likelihood of receiving an inquiry. Moreover,
compared to non-experienced reporters, PDHP who had
experienced reporting suspected child abuse or neglect to
CWS had an increased likelihood of receiving an inquiry from
CWS (IRR ¼ 1.32, 95% CI: 1.07–1.61) (Table 2).

Table 3 depicts the unadjusted and adjusted negative
binomial regression analysis for IRRs receiving inquiries from
CWS by PDHP characteristics, separately for experienced and
non-experienced reporters, and a joint model for differences
between experienced and non-experienced reporters. As
shown in Table 3, the unadjusted analysis and the joint
model showed significant differences between experienced
and non-experienced reporters in the IRRs for receiving
inquiries according to PDHP’s age, working experience, num-
ber of patients in the last 12months, and region. The

corresponding IRRs were (IRR ¼ 1.90 95% CI: 1.25–2.90), (IRR
¼ 1.61 95% CI: 1.05–2.4), (IRR ¼ 1.53 95% CI: 1.00–2.36) and
(IRR ¼ 2.62 95% CI: 1.34–5.13). For the adjusted analysis, the
joint model showed a significant difference between the
experienced and non-experienced reporters regarding region
only, with an IRR of 2.08 (95% CI 1.06–4.06.)

Discussion

There is a dearth of research assessing whether and to what
extent dental health personnel receives inquiries from CWS
asking for information from children’s dental records. The
findings of the present study show that the PDHP in Norway
is used as informants by the CWS. About half of the respond-
ents working in all regions of Norway reported having
received inquiries from CWS in 2012–2014. This suggests that
the CWS in Norway is aware that children’s dental records

Table 1. Distribution of PDHP and mean (SD) number of inquiries by characteristics.

Number of respondents in total
Mean number of inquiries from CWS for respondents in

total (2012–2014)

Characteristics
Categorical variable

information N Percent Mean SD

Personal Gender
Female 857 80.20 2.21 4.052
Male 211 19.80 1.46 2.795

Total 1068 100.00 2.06 3.486
Age
20–39 years 574 53.70 2.02 3.970
40þ years 494 46.30 2.12 3.700

Total 1068 100.00 2.06 3.846
Education
Dental hygienist 322 30.10 2.68 4.854
Dentist 746 69.90 1.80 3.287

Total 1068 100.00 2.06 3.846
Organizational Number of patients

last 12months
0–500 433 40.60 1.57 3.235
501�þ 634 59.40 2.40 4.185

Total 1067 100.00 2.06 3.848
Working experience
1–10 years 649 60.80 1.89 3.565
11þ years 419 39.20 2.34 4.235

Total 1068 100.00 2.06 3.846
External Size of municipality

0–10,000 356 33.40 2.15 4.226
10,001–40,000 363 34.00 2.37 4.143
40,001þ 348 32.60 1.66 3.009

Total 1067 100.00 2.06 3.848
Region
North 180 16.90 2.30 4.559
Central 173 16.20 1.27 2.599
West 284 26.60 1.40 2.844
South 219 20.50 2.33 3.780
East 212 19.90 3.12 4.872

Total 1068 100.00 2.06 3.846
Behavioural Knowledge of Health

Personnel Acta

Sure 597 55.8 2.76 4.383
Neither nor 171 16.0 1.53 3.687
Unsure 302 28.2 0.98 2.114
Total 1070 100.0 2.06 3.844
Experience with sending

report of concern
to CWS

Reporting experienceb 635 59.10 2.39 4.079
No reporting experience 439 40.90 1.58 3.409
Total 1074 100.00 2.06 3.839

aKnowledge Health Personnel Act § 33 – of which information that should be given to CWS upon inquiry.
bHave sent at least one report of concern to the CWS during career.
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can contribute to the understanding of a child’s health and
living conditions. Our findings indicate that the likelihood of
receiving inquiries from CWS is significantly associated with
PDHP’s personnel characteristics in terms of gender, behav-
ioural characteristics in terms of knowledge of the Health
Personnel Act and previous reporting experience, organiza-
tional characteristics in terms of the number of patients, and
external characteristics in terms of size of the municipality
and region. In addition, regional inequality in PDHP receipts
of inquiries varies according to their reporting experience.

This study had several strengths and limitations. The study
is national and includes a census of public dentists and den-
tal hygienists in Norway. This, together with the high
response rate and the fact that the demographic distribution
of the respondents was in line with the corresponding distri-
bution of the census of PDHS in Norway, implies that the
study has high external validity. For self-report studies, there
is always a risk of bias due to recall and social desirability.
Nevertheless, receiving inquiries from CWS entails an import-
ant job for the PDHP, which is relatively easy to recall. The
present findings show that the majority of PDHPs have not
received frequent inquiries from CWS. Hence, it is reasonable
to assume that remembering the number of inquiries during
the past three years is less demanding. In the present study,
the respondents were asked about their knowledge of the

Health Personnel Act [7] and information they may give CWS
when an inquiry is received. PDHPs should be familiar with
the Act; therefore, admitting uncertainty or lack of know-
ledge might be challenging. Hence, there is a risk that some
of the responses to this question are influenced by social
desirability. However, 28.2% of the respondents reported
being unsure of the act and 16.0% reported being neither
sure nor unsure shows that respondents admitted their
uncertainty.

It is evident that the PDHPs in Norway are experienced
reporters of CWS and suspect different forms of child mal-
treatment, including neglect, physical, psychological, and
sexual abuse [26]. The present findings reveal that more than
half of the investigated PDHP received inquiries from the
CWS, with a mean number of close to four inquiries. The
PDHP who are experienced reporters to the CWS themselves
were more likely to receive inquiries from CWS than non-
experienced reporters. This finding indicates that contact
between the CWS and PDHP increases the likelihood of fur-
ther collaboration. Perhaps CWS awareness and understand-
ing concerning the importance of children’s oral health
increases according to the number of received reports of
concern from the PDHP.

Previous research from Norway has shown that PDHPs
working in large municipalities are more likely to send

Table 2. Negative binominal regression analysis.

Characteristics Categories
IRR (95% CI) for receiving inquiries from CWS 2014–2017

Unadjusted Adjusted

Personal Gender
Female 1.51 (1.16–1.97)� 1.38 (1.05–1.82)�
Male 1 1

Age
20–39 years 0.95 (0.77–1.17) 1.25 (0.95–1.65)
40þ years 1 1

Education
Dental hygienist 1.49 (1.19–1.86)�� 1.21 (0.96–1.53)
Dentist 1 1

Working experience
1–10 years 0.81 (0.65–0.99)� 0.80 (0.61–1.06)
11þ years 1 1

Organizational Number of patients last 12months
0–500 0.65 (0.53–0.81)�� 0.67 (0.54–0.83)��
501–þ 1 1

External Size of municipality
0–10,000 1.29 (1.00–1.67)� 1.42 (1.10–1.84)�
10,001– 40,000 1.43 (1.11–1.84)� 1.23 (0.96–1.57)
40,001þ 1 1

Region
North 0.74 (0.53–1.02) 0.65 (0.47–0.89)�
Central 0.41 (0.29–0.57)�� 0.43 (0.31–0.61)��
West 0.45 (0.33–0.61)�� 0.46 (0.35–0.62)��
South 0.75 (0.55–1.02) 0.69 (0.52–0.94)�
East 1 1

Behavioural Knowledge of Health Personnel Acta

Sure 2.81 (2.21–3.57)�� 2.63 (2.06–3.37)��
Neither nor 1.56 (1.13–2.16)� 1.64 (1.19–2.26)�
Unsure 1 1

Experience with sending report of concern to CWS
Reporting experience b 1.52 (1.23–1.87)�� 1.32 (1.07–1.61)�
No reporting experience 1 1

IRR (95% Cl) for PDHP receiving inquiries from CWS by characteristics.
aKnowledge Health Personnel Act § 33 – of which information that should be given to CWS upon inquiry.
bHave sent at least one report of concern to the CWS during career.�p< .05.��p< .001.
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reports of concern to CWS than those working in smaller
municipalities [23]. Hence, it is interesting that the present
findings show the opposite trend in terms of PDHP receiving
inquiries from the CWS. Thus, the likelihood of receiving
inquires was higher for PDHP working in smaller municipal-
ities than for PDHP working in larger municipalities. One rea-
son for this finding can be that different services are more
familiar with one another in smaller municipalities than in
larger municipalities. Hence, it might be easier for CWS to
inquire about information in small municipalities, as it is eas-
ier to know which public dental health clinics need to be
addressed. Another reason might be that CWS in small
municipalities has closer collaboration with PDHS, are familiar
with people working there, and are perhaps more aware of
which information can be found in a child’s dental records.
To conclude, further research is needed.

While PDHP from all parts of Norway received inquiries
from the CWS, there were regional differences. Participants
from the central, western, southern, and northern regions in
Norway were all less likely to receive inquiries from the CWS
than their counterparts in the eastern region. When testing

for differences between PDHP with and without reporting
experience, it was only the characteristic region that showed
significant differences between the two groups. Compared to
the eastern region, the northern region was less likely to
receive inquiries independent of the PDHP as an experienced
reporter. However, this relationship was significantly weaker
among non-experienced than experienced PDHPs. These
findings may be influenced by the demographics in the
northern region, which differs from the rest of Norway by
having many rural and sparsely populated areas with large
distances in between. To our knowledge, only one previous
study has assessed whether dental health personnel receives
inquiries from the CWS [25]. A study conducted among
PDHPs working in Norway’s capital Oslo found that 90% of
the dental health personnel investigated had been requested
to send information to the CWS during a 5-year period [25].
Our findings with PDHP in the eastern region (including
Oslo), which has the highest likelihood of receiving inquiries,
support the results of that study. The increased likelihood of
receiving inquiries in the eastern region might reflect the
challenges associated with socioeconomic and cultural

Table 3. Negative binominal regression analysis stratified by DPHP reporting experience and a joint model testing difference in number of inquiries from CWS.

IRR (95% CI) for receiving inquiries from CWS

Reporting
experience

No
reporting
experience

Joint model for
difference

Reporting
experience

No
reporting
experience

Joint model
for difference

Characteristics Categories Unadjusted Unadjusted Unadjusted Adjusted Adjusted Adjusted

Personal Gender
Female 1.41 (0.99–1.99) 1.64 (1.09–2.48)� 0.86(0.50–1.46) 1.28 (0.90–1.83) 1.79 (1.15–2.80) � 0.71 (0.40–1.26)
Male 1 1 1 1 1 1

Age
20–39 years 1.18 (0.91–1.54) 0.62 (0.45–0.86)� 1.90 (1.25–2.90) � 1.36 (0.96–1.91) 1.05 (0.66–1.67) 1.30 (0.73–2.30)
40þ years 1 1 1 1 1 1

Education
Dental
hygienist

1.33 (1.01–1.76)� 1.85 (1.30–2.63)�� 0.72 (0.46–1.13) 1.10 (0.81–1.50) 1.23 (0.84–1.82) 0.89 (0.55–1.46)

Dentist 1 1 1 1 1 1
Working

experience
1–10 years 0.97 (0.74–1.26) 0.60(0.43–0.84)� 1.61 (1.05–2.47)� 0.87 (0.62–1.22) 0.66 (0.41–1.06) 1.32(0.73–2.37)
11þ years 1 1 1 1 1 1

Organizational Number of
patients
last 12months
0–500 0.78 (0.59–0.02) 0.51 (0.37–0.71)�� 1.53 (1.00–2.36)� 0.73 (0.56–0.96)� 0.57 (0.39–0.83)� 1.28 (0.81–2.03)
501�þ 1 1 1 1 1 1

External Size of
municipality
0–10,000 1.42 (1.01–1.99)� 1.20 (0.81–1.77) 1.19 (0.71–1.99) 1.49 (1.07–2.08)� 1.26 (0.83–1.92) 1.19 (0.69–2.03)
10,001–40,000 1.52 (1.11–2.08)� 1.15 (0.75–1.75) 1.32(0.78–2.24) 1.34 (0.99–1.80) 0.97 (0.64–1.47) 1.38 (0.82–2.30)
40,001þ 1 1 1 1 1 1

Region
North 0.97 (0.64–1.46) 0.37 (0.22–0.63)�� 2.62(1.34–5.13)� 0.82 (0.55–1.24) 0.40 (0.23–0.68)�� 2.08 (1.06–4.06)�
Central 0.43 (0.28–0.68)�� 0.39 (0.24–0.65)�� 1.10(0.56–2.18) 0.46 (0.29–0.72)�� 0.41 (0.25–0.68)�� 1.13 (0.57–2.21)
West 0.49 (0.33–0.71)�� 0.42 (0.27–0.66)�� 1.16 (0.64–2.11) 0.52 (0.36–0.76)�� 0.37 (0.24–0.59)�� 1.41 (0.78–2.52)
South 0.73 (0.50–1.06) 0.74 (0.43–1.27) 0.99 (0.51–1.92) 0.75 (0.53–1.07) 0.65 (0.39–1.09) 1.16 (0.62–2.18)
East 1 1 1 1 1 1

Behavioural Knowledge of
Health
personnel acta

Sure 2.55 (1.84–3.53)�� 2.82 (1.96–4.05)�� 0.91 (0.56–1.48) 2.53 (1.83–3.48)�� 2.56 (1.72–3.80)�� 0.99 (0.59–1.65)
Neither nor 1.38 (0.89–2.13) 1.75 (1.08–2.85)� 0.79 (0.41–1.51) 1.48 (0.97–2.26) 2.04 (1.25–3.34)� 0.73 (0.38–1.39)
Unsure 1 1 1 1 1 1

IRR (95% Cl) for receiving inquiries from CWS.
aKnowledge Health Personnel Act § 33 – of which information that should be given to CWS upon inquiry.�<¼0.05.��¼ 0.001.
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diversity in a big city like Oslo. According to a study among
Norwegian youth, there are more challenges with crime, can-
nabis abuse, school skipping, and violence among youth in
Oslo than youths living in other parts of Norway [28].

The present findings indicate that the Health Personnel
Act can be challenging for PDHP [7], with about half of the
participants being neither sure nor unsure about its content.
PDHPs who were sure of the act were more likely to receive
inquiries from CWS than their counterparts who were unsure
or very unsure. These findings were consistent for both expe-
rienced and inexperienced reporters, indicating the import-
ance of securing PDHP’s knowledgeability and confidence of
the Health Personnel Act. Alternatively, it might also be that
the PDHP’s knowledge of the Health Personnel Act [7] is
influenced by their experience of receiving inquiries from the
CWS. Further research is needed to understand
these mechanisms.

Previous research from our research group has revealed
that PDHP does detect child maltreatment, as one-fourth of
the reports of concern from the PDHS in Norway have led to
measures by CWS [26]. In addition, empirical evidence shows
an associative relationship between child maltreatment and
poor oral health [16]. It is reasonable to assume that by
inquiring information from the PDHS, CWS can increase their
ability to make decisions based on relevant information. The
current study shows that, to some extent, there is an inter-
agency collaboration, information regarding the oral health
of children under investigation by CWS is being inquired and
shared between the PDHS and CWS in Norway. The finding
that PDHPs who have received inquiries report to have
received several inquiries from CWS might support the
assumption that CWS finds the information from PDHS rele-
vant. Moreover, there is reason to believe that an inquiry
from CWS can increase the PDHP’s awareness of the child
under investigation, making them better positioned to facili-
tate dental treatment according to the child’s needs [14].

Previous studies have addressed a need for a closer col-
laboration between PDHS and CWS[16], the PDHP in Norway
report to lack feedback from CWS in one fourth of their
reported cases [23,26]. The findings in the present study,
with close to half of the PDHP not having received an
inquiry from CWS and close to one-third being unsure of the
Health Personnel Act also imply that the services can benefit
from increased knowledge and closer collaboration. A report
from Norway revealed that CWS most often inquired about
information from schools, public health clinics, general prac-
titioners, medical doctors, police, and kindergartens in
descending order [6]. The PDHS is not mentioned but is
most likely included in the category ‘other public health serv-
ices’, which is rarely inquired by CWS [6]. This might indicate
that there is a need to raise awareness of what kind of infor-
mation a child’s dental record can provide, that poor oral
health can indicate that a child is at risk of abuse or neglect
and that victims of abuse and neglect have an increased like-
lihood of having oral health needs, some of which can be
complex [16].

There is reason to believe that CWS and PDHS that suc-
ceed in sharing information when relevant might be better

positioned to detect, support, and treat at-risk children. By
inquiring information from children’s dental records, CWS
might become better positioned to make well-founded deci-
sions and PDHS becomes aware of children that might need
a close and facilitated dental treatment. The present study
presents some obstacles that should be addressed to enable
good information flow between the PDHS and CWS.
However, further research is needed. Future research should
focus on employees in the CWS, assessing when and what
information CWS inquires from PDHS and to what extent the
inquired information from the children’s dental records con-
tributes to new and relevant information for the CWS. This
study is based on data represents the situation in
2012–2014, it would be interesting to see if the situation has
changed over time. This study has implications for PDHS,
CWS, and educational institutions.

In conclusion, the findings of this study show that the
PDHP in Norway is being used as informants by the CWS.
Slightly more than half of the responding PDHP received
inquiries from the CWS within 3 years (2012–2014), with the
majority having received multiple inquiries. Compared to
their counterparts, PDHP’s likelihood of receiving inquiries
from CWS seems to be significantly associated with being
female, having more than 500 patients, working in munici-
palities with 10,000 or fewer inhabitants, working in eastern
Norway, having good knowledge of the Health Personnel
Act, and having experience reporting to CWS. Except for
regional differences, the association between received inqui-
ries from CWS and PDHP characteristics did not vary accord-
ing to the PDHP’s previous reporting activity. Furthermore, a
large portion of PDHP is uncertain about the Health
Personnel Act [7] and the information they can provide to
the CWS. This indicates that measures should be taken to
improve their knowledge and confidence regarding
these issues.

Taken together, the present findings suggest that in order
to increase PDHP’s likelihood of receiving inquiries, it is
important to secure a good knowledge of the Health
Personnel Act by the PDHPs [7] and which information they
can provide to the CWS when receiving an inquiry. In add-
ition, it is important to establish contact between the CWS
and PDHS and to familiarize themselves with one another.
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