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INTRODUCTION

Sexual abuse is frequent in the general population, both 
nationally and on a global level [1,2]. The negative conse-
quences for both psychic and somatic wellbeing are well- 
documented [3– 6]. With reference to dental care, Akinkugbe 
et al. [7] reported that a history of childhood sexual abuse was 
associated with postponement of appointments, extraction of 
≥6 teeth, and a reported time lapse of at least two years since 
the last dental visit. Moreover, extreme dental fear is reported 

to be more common among survivors of sexual abuse than in 
non- abused individuals [8,9].

Routines have been developed for providing care for pa-
tients with dental fear [10,11]. These routines are in accor-
dance with what is prescribed by Swedish legislation [12]. 
According to the Dental Care Act, dental care in Sweden 
must meet the patient's need for security in care and treatment 
and be based on respect for the patient's integrity and auton-
omy. To the extent possible, care and treatment should be 
planned in consultation with the patient [12]. The intentions 
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are, thus, good but the dental profession clearly fails to fulfil 
these ambitions. One of the consequences of extreme dental 
fear is poorer oral health [13]. This is partly due to avoidance 
of dental care [14– 17]. A recent publication also revealed 
that a visit to the dentist can be perceived as an echo of the 
sexual abuse and reawaken devastating physical reactions 
and negative emotions (such as feelings of shame, guilt, lack 
of control, and powerlessness) similar to those experienced 
during the episodes of abuse [18]. These responses contribute 
to avoidance of dental care.

Prolonged postponement of dental treatment, even when 
in pain, might lead to serious dental problems. When the pa-
tient eventually seeks care, complicated and lengthy treatment 
will be required. In this context, everyone loses: the patient, 
the dental care provider (i.e., dentists and dental hygienists), 
and the community, because of the ultimately greater cost. 
This raises some health economic issues. To the best of our 
knowledge, there are no published studies on this topic; health 
economics, in general, strives to maximize the health bene-
fits that can be achieved on a given budget [19]. Thus, al-
though the initial costs may be lower when patients fail to 
seek regular treatment, this must be considered a negative 
trend because of the greater long- term overall costs. There 
is, therefore, a public health benefit in developing strategies 
that enable the delivery of effective dental treatment to sexual 
abuse survivors with grave dental fear.

An insider perspective (i.e., qualitative data collected 
from interviews of individuals who have experienced sexual 
abuse), with the aim of understanding and exploring, rather 
than explaining and predicting, has the potential to provide 
an in- depth view and explore feelings, perceptions, mean-
ings, expectations, motives, and attitudes [20]. It is import-
ant to understand how delivery of dental care is perceived by 
people who have been subjected to sexual abuse, to be able 
to provide adequate care on the patient's terms and with oral 
health as a result.

The aim of the present study was to explore the experi-
ences of sexually abused individuals as dental patients.

MATERIAL AND METHODS

The study was carried out by a research team including EW, 
who is an endodontist with previous experience of conduct-
ing in- depth interviews, resulting in several scientific publi-
cations. She is involved in undergraduate and postgraduate 
education on the topics of men's violence against women 
and violence in close relationships, with associated exter-
nal engagements. GP is a psychologist with extensive re-
search experience in child sexual abuse and some experience 
in research based on qualitative data. DG and PN are both 
Doctors of Dental Surgery, with previously limited research 
experience.

A total of 18 potential informants were contacted in dif-
ferent ways and invited to participate in the study. Three peo-
ple (asked by their therapist) declined to participate, and two 
people (asked by a contact at a trauma treatment center) did 
not respond to the request. Finally, 13 Swedish informants 
were enrolled in the study. Eight of the informants contacted 
the project leader after receiving information through a pod-
cast on the webpage of a privately practicing psychologist 
specialized in sexual trauma. Contact with a midwife yielded 
another four people who were willing to participate. The final 
informant volunteered after being made aware of the project 
at a sexual abuse conference.

The informants were strategically selected. Absolute in-
clusion criteria were that the informants had been subjected 
to sexual abuse as children and/or as adults. Memories of 
the abuse episodes would also have been triggered by dental 
and/or dental hygienist appointments. Informants would have 
worked through their trauma with a therapist, be able to ex-
press themselves in Swedish, and be at least 18 years of age.

Eleven women and two men aged between 19 and 56 years 
old participated in the study. Their socio- economic status 
varied from being a student or working to being in early re-
tirement; some were single, while others lived in a partner-
ship or were married; some had a child/children while others 
did not. The abuse experience also varied from sexualizing 
looks and caresses to repeated abuse over many years. Eleven 
of the informants had been abused during childhood, eight of 
them both as children and as adults. The perpetrators were 
both men and women, and most often acquainted with the 
victim, though not in all cases. All informants self- reported 
some degree of dental fear.

The interviews were conducted face- to- face in a non- 
clinical location chosen in agreement with the informant. 
The three main areas covered during the interviews (one with 
each informant) undertaken in Swedish by EW were:

(i) Please describe, in as much detail as possible, one or 
more dental appointments at which you were reminded 
of the sexual abuse you have experienced.

(ii) How do you perceive the effect of sexual abuse on your 
oral health?

(iii) How do you perceive the effect of sexual abuse on your 
general health and quality of life?

The first interview area mentioned above led to narratives 
about mental and bodily expressions during dental encoun-
ters [18] but it also led to tangible comprehensive narratives 
about receiving dental care. The meaning units addressing 
this topic were selected for further analysis in this paper.

Based on the different answers by the informants, fol-
low- up questions were asked that were intended to invite fur-
ther reflection and development, in order to obtain a more 
detailed overall picture. The interviews took place between 
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April 2017 and May 2018, lasted between 41 and 93 min, and 
were recorded digitally and transcribed verbatim by a secre-
tary, under a confidentiality agreement. The transcripts were 
not returned to the informants for comments or correction. 
Names and places that could be linked to the informant were 
anonymized and the text was then translated into English 
under a confidentiality agreement, by a likewise authorized 
translator, and checked for authenticity by EW.

Qualitative content analysis was conducted according to 
Graneheim and Lundman [21]. The interviews were read in 
their entirety several times to gain an overall understanding 
of the content. The interviews were then separated into mean-
ing units, i.e, a space was made in the text when there was a 
change in the content of what was said. The meaning unit 
was then condensed into more readily manageable material: 
redundant words were removed in order to shorten the text 
while retaining the basic content. The condensed meaning 
units were then coded to summarize the meaning of each unit 
(Table 1). The different codes were compared for similari-
ties and differences and then stratified into subcategories and 
categories that describe the manifest content (clearly visible 
level). The underlying, latent content (the interpretative level) 
was formulated into an overall theme. One author (EW) con-
ducted the interviews in Swedish and also sorted the texts 
into meaning units.

The work continued by assessing each meaning unit in re-
lation to the purpose of the study: initially, those considered 
relevant were selected independently by EW, PN, and DG, 

and then discussed for definite determination. For the mean-
ing unit condensation and coding, the interviews were shared 
by EW, PN, and DG and then reviewed together and revised 
in case of disagreement. There were minor differences in 
vocabulary but not in essence. To illustrate the identified 
pattern, the codes were grouped by all authors into subcat-
egories and categories, followed by a theme formulation, as 
described above. The informants did not provide feedback on 
the findings.

Ethical considerations

The study was conducted in accordance with the 1964 
Declaration of Helsinki II (version 2002 revision, www.wma.
net). Written informed consent was obtained from each par-
ticipant. The authorized secretary and the translator signed 
confidentiality agreements. The Regional Ethical Review 
Board, Lund University, Lund, Sweden, approved the study 
(Dnr 2014/780).

There is a risk that interviews about experiences of sex-
ual abuse can induce discomfort and raise the need to talk 
further about feelings and thoughts evoked by the interview. 
Therefore, after initial contact, the interviewer met the infor-
mants for a single, preliminary meeting (two meetings were 
carried out on Skype) to inform them about the project orally 
and in writing, and to give the informant an opportunity to 
ask questions about the study. The informants provided their 

T A B L E  1  Qualitative content analysis process used to analyse interviews and extract results

Theme The dental appointment— a volatile base requiring predictability and a secure working alliance

Category Subcategory Code Condensed meaning unit

The dental care 
provider “assumes 
responsibility”

Contradictory disclosure Hesitant disclosure I can talk about my experience in detail without making 
it confronting for others. When I am so frightened 
then say those words: “I have been the victim of 
abuse.” Then my protective system collapses. If one 
is asked the question, one can say yes or no.

Alliance formation-  a levelling 
of power

Participation She could have eased by saying: “Now I'm going to take 
the mirror. I'll just check how it looks.” Then I would 
have been included. It would have been better with 
more communication. She sometimes asked: “Will it 
be ok if we put a cotton roll?”. I was able to give it a 
try and said: “No, that's not going to work” so they 
took it out.

The patient is “in focus” Signs of discomfort Self medication It was a return visit because I had bitten off the tooth. To 
get there I need to take tablets, tranquilizers. And so 
I get there and I am rather out of it, because I take a 
big dose.

Obvious but subtle expressions 
of needs

Sensitivity to 
atmosphere

One is aware of the security in the room. And if they are 
relaxed and pleasant to each other, it is nicer for me 
myself.

Note: The identified pattern described in the theme covering the latent content, and categories, subcategories, covering the manifest content, as well as examples of 
codes and condensed meaning units.

http://www.wma.net
http://www.wma.net
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therapist's contact information. In cases where there was cur-
rently no therapist, this was arranged and the interviewer con-
tacted the therapist before an interview was undertaken. The 
informants were entitled to two therapy sessions financed by 
the research grant. This was utilized by four informants and 
another six had therapy sessions scheduled with their thera-
pist at the expense of the social welfare authority.

RESULTS

The dental appointment— a volatile base 
requiring predictability and a safe working 
alliance

The overall theme illustrating the latent content was The den-
tal appointment—  a volatile base requiring predictability and a 
safe working alliance (Figure 1). There is no inherent trust in the 
dental care provider, but rather a great concern that the visit will 
prove just as terrible as anticipated. The pattern identified illus-
trates the need for the dental care provider to accept responsibil-
ity for taking care of the patient and also to focus on the patient.

Just that they are standing over one …., or are 
sitting over one –  like this therefore –  just that 
is a big thing, very big. Because it puts them 
in a position of power. […] And then it gets 
that way that one goes through it (the abuse) 
again…Ehh ….. and one feels the powerless-
ness: “Yes, but it's probably ok. They can 
probably do this…. Everyone else has in fact 
done it”. 

(Informant 7)

The first main category covering the manifest content was 
The dental care provider “assumes responsibility,” with two 
subcategories: (i) contradictory disclosure, and (ii) alliance 
formation— a levelling of power. The second category was 
The patient is “in focus,” with two subcategories: (i) alert-
ness to signs of discomfort, and (ii) attention to obvious but 
subtle expressions of needs. The use of quotation marks [“..”] 
illustrated that the dental care providers did not always as-
sume responsibility for providing patient- centred care, nor 
were the patients always in focus and their needs observed 
and acknowledged.

F I G U R E  1  The dental appointment— a volatile base requiring predictability and a safe working alliance

PREDICTABILITY

TRUST

ALLIANCE FORMATION
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The dental care provider “assumes 
responsibility”

The category The dental care provider “assumes responsibil-
ity” covered the requirement that the dental care provider, 
being in a superordinate position by virtue of professional 
knowledge, should be the one ensuring that the dental ap-
pointment is successful for all parties. The dental care pro-
vider can take the initiative to address the issue of violence 
and sexual abuse, or share power with the patient, but does 
not always do so.

Contradictory disclosure, the first subcategory, illustrated 
the difficulty involved in bringing the abuse experience to 
light (Figure 2). Few informants had told the dental care pro-
vider about their experiences of sexual abuse, and if so, only 
after a long time. Although these particular informants had 
no problem in talking about the experience of abuse in gen-
eral, there could still be strong resistance to discussion during 
a dental appointment.

Now I have come quite a long way, so that I can in 
fact… I have in fact given lectures about this. […] 
I can in fact talk about my experience of abuse in 
quite a lot of detail, without it…., making it …. 
too confronting for others. Ehm…. But when I 
am in …., in a situation where I am so frightened, 
…. then to say those words: “I have been the vic-
tim of abuse”, would in fact… Because then…, 
then my protective system collapses. Then…, 
then I would never get to the stage of being able 
even to get myself into the dental chair. 

(Informant 11)

They know that I am frightened, but not re-
ally why. Eh.. Because it is very difficult. So 

they often ask me “Do you know why you are 
afraid?” when I am already lying down. And it 
… Yes, but then I am already very vulnerable. 
Eeh…, because then … then I can't in fact … It 
isn't easy to flee then. And then it isn't all that 
simple to say: “Oh well, I was raped all through-
out my childhood.” 

(Informant 11)

Although the great resistance to disclosure was apparent 
and expressed as a tendency to deny or to react with anger 
when asked, the informants still expressed a wish to be asked 
about the abuse experience.

EW: Yes, if someone had asked you when you 
were twelve?

…… I would have appreciated it. Because 
somewhere I was in fact searching … for some-
one I could tell about it, who was willing to lis-
ten, who was willing to…. to be able to actually 
stand there… and be able to take it in. …. So 
that I would have been able to have …. to have 
got hold of it myself in some way. Because now 
I continued to just flee… from … it in some 
way. 

(Informant 13)

If one is asked the question. One can say yes 
or no. 

(Informant 11)

If the question was asked, there might be denial a couple of 
times, but the informant him/herself could then decide whether 
or not to tell the dental care provider about their experience and, 
sooner or later, there would be disclosure.

Of certain significance was one occasion when a dental 
appointment was scheduled and the dentist knew about the 
history of sexual abuse, but the informant experienced the 
response of the dental care provider as incomprehensible.

In fact I explained why. And I said that I had 
been the victim of sexual abuse. “This is …. 
special.. […] In fact she could have like met 
me there and say: “Yes, I heard that it's tough 
and…., it's ok. We don't have to do anything 
today”. Nothing. In fact it was like totally … 
cold, in fact. 

(Informant 7)

The informants expressed a desire that health care 
providers should generally improve their skills in asking 

F I G U R E  2  The contradictory disclosure— a fourfold resistance to 
bringing the sexual abuse experience to light

Patient

...to tell ...to ask 

Dentist/
Dental hygienist

Resistance

...to be told...to respond sincerely
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uncomfortable questions and not be surprised if the truth 
came to light, and also to be able to respond to the infor-
mation with respect.

Alliance formation— a levelling of power, the second sub-
category, comprises the negative consequences of the power 
exercised by the dental care provider, as well as the possible 
positive outcomes of levelling this power. Feelings of power-
lessness were difficult to handle, caused insecurity, and were 
sometimes impossible to tolerate, resulting in the patient never 
returning for further treatment. Although a built- up capital of 
trust was sometimes reported to be robust enough to withstand 
mistakes, situations where mutual agreements were broken 
were particularly negative. One single (unconscious) mistake 
from the dental care provider could have major consequences 
and mean that the patient does not return.

Because there I felt tramped over. Because it 
was like:“But has she forgotten?” […] We had 
an agreement. And then it just felt as if she had 
forgotten about it. That's how it seemed to me. 
And then it got… As soon as they continued it 
felt almost like a new episode of abuse. It was 
like: “Yes, but I am in charge. I decide here, like. 
Be quiet”. 

(Informant 7)

The insensitive exercise of power by a dental care provider 
was considered to be devastating.

I hardly had time to sit myself down in that 
dental chair. There was sort of no talk of 
showing me a needle or …. It was just sort of 
… straight into it.. […] It was like: “Sit down 
and now we're going to do this.” […] And it 
just didn't work. 

(Informant 1)

Take out a tooth, that isn't much fun. […] And 
that's very violent and it …, especially with those 
roots. And … Eh …, so it became a really diffi-
cult thing. And then…, then when I didn't want 
them to take the tooth out, then…. So that also 
became one more…, one more incident that was 
difficult, that the dentists are the culprits like. 

(Informant 2)

The main problem associated with a dental appointment 
was not pain: the most devastating aspect was the perceived 
powerlessness. The informants felt that loss of control would 
make them feel like a victim and the dental care provider would 
instead have all the power.

The informants described several ways in which the dental 
care provider could achieve a safe working alliance with the pa-
tient. An agreement and an ‘approval’ from the dental care pro-
vider, in addition to waiting until the patient was ready to proceed 
with the next treatment step, could reduce the feeling that power 
lay with the dental care provider. Informants stated that this had 
facilitated treatment; procedures then felt less like abuse.

If they say like:“But it's ok.” Because then it 
feels a little as if one has got an ok from …the 
ones who decide, in some way. Eeh.. Because 
in there it is still you (the dental care provider) 
who decide. *Laugh* If you say so. Yes in one 
way then. And if one gets an ok there, then …, 
then it will feel a little more as if it is in fact we 
are deciding together in some way. Then there is 
no power … ranking, so. 

(Informant 6)

Exercise of power on the part of the dental care provider some-
times meant that the patient reacted correspondingly. This was ex-
pressed as the possibility of saying “no” (i.e., to avoid a situation 
like the abuse situation). Active resistance to undergoing treatment 
under sedation with tranquilizers or nitrous oxide gas and prefer-
ring general anesthesia could also bring about feelings of triumph 
and being in control, as opposed to the abuse situation.

Then when I was there, the most recent visit, 
when I had general anaesthetic, I really felt that 
………. *little laugh* …. Yes, they really tried 
right to the end. It was almost as if it like…. 
Giving someone general anaesthetic, that's a big 
problem, in fact. Mm … … But that they gave 
up… … I think that was neat…., that it was…., 
then I didn't need to like make a fuss any more. 
They gave up. 

(Informant 12)

The patient is “in focus”

The category The patient is “in focus” comprises what 
might be considered the essence of being the subject of 
individualized dental care (i.e., signs expressed by the 
informants to be observed by dental care providers in re-
lation to or during the dental appointment and also what 
needs must be met for the treatment to be characterized as 
patient- centered).

Alertness to signs of discomfort, the first subcategory, 
comprises, as the informants in this study reveal, mostly dif-
ferent expressions of their dental fear. A fear they think the 
dental care provider should be able to detect.
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Perhaps in any case they should observe that 
another person …, that everything may not per-
haps be quite as it should be. I thought in fact, 
to be honest, that I was showing it quite clearly 
just the same. 

(Informant 12)

The informants express bodily reactions, like remaining up-
right when the chair is reclined close to a horizontal position, 
and being stiff or shaking when brought in from the waiting 
room and/or during treatment.

When you have to get into the dental chair the…, 
my whole body in fact starts to shake. And … 
yes … because in fact they are nice but it feels 
as if I am on the way to my execution. […] I lie 
there shaking like mad during the whole …. and 
almost get cramps. 

(Informant 11)

Perspiration, a flow of tears, a frequent wish to spit, exces-
sive salivation, and nausea when instruments and other equip-
ment were inserted into the mouth were signs mentioned by the 
informants. Being touched was sometimes difficult to tolerate, 
although the informant was aware of the necessity in the dental 
setting.

As long as it (the touching) isn't my head and 
face and such, then it works. […] One shields 
oneself or one shuts down. 

(Informant 13)

To shield or switch off, together with freezing and stop-
ping breathing, is also associated with the psychological reac-
tion called dissociation: this occurs when someone perceives 
themselves to be locked into an unbearable situation. This was 
frequently mentioned by the informants. Aggressive behavior 
triggered by a similarity with the episodes of abuse was also 
expressed.

When he did this (the dentist pulled the cheek), 
that was when I became angry. I thought: “No, 
I'm not going to sit still and let this happen 
again”, and that was when I hit him. Pure re-
flex. I didn't do that to my assailant, but then I 
knew.. I was so little then, so I … … and I made 
a promise to myself, without telling…., that I 
would never allow anyone to do something like 
that to me again, you see. …So that … the den-
tist copped what I couldn't do to my assailant 
when I was too little. 

(Informant 9)

The informants also described self- medication with tran-
quilizers. Communication then became somewhat difficult, or 
the patient fell asleep during treatment.

Sometimes…. Sometimes I took pain…, I took 
painkillers, as self- medication…. And it could 
happen that I actually fell asleep, because I was 
affected. 

(Informant 2)

Other indications, which were somewhat more difficult to 
discern and act upon, were reluctance to make an appointment 
despite an obvious objective need, repeatedly late cancellations, 
and unexplained broken appointments, as well as coming as far 
as the waiting room but leaving before being admitted to the 
surgery for treatment. Further signs were an explicitly expressed 
wish for sedation or general anesthesia as the only solution, and 
a preference for the dental clinic to assume responsibility for 
scheduling annual examinations.

Attention to the obvious but subtle expressions of needs, 
the second subcategory, comprises an explicit need to be in 
focus during the dental appointment, appreciation when this 
need was met, but also a clear awareness by the patient of 
being marginalized.

The informants wanted the dental care providers to avoid 
making them feel guilty about neglecting their oral health, 
even when the patient's oral status might be questionable or 
the patient had not sought dental care for a long time. The 
informants also expressed the need for dental care providers 
to be attentive to different reactions and emotional states.

I have lost it a few times, so I have fainted. And 
I have cried at the dentist's. And to think that no- 
one has asked me then or understood that: “Yes, 
but you have…yes you have dental fear haven't 
you?” “Yes.” And then nothing further like. 
[…] That they have.., just not furth…, asked 
why.”How can we make it easier for you?” But 
no, nothing like that. 

(Informant 6)

The informants appreciated a positive working rela-
tionship between the dentist and the dental nurse and also 
expressed the view that the dental care provider should be 
able to involve the patient in the treatment and facilitate 
communication.

Because it…, it is something I often experience 
that … when I have been to the dentist, that…, 
that there is no- one who addresses me. Instead 
they talk like over my head…….. Ehh, and …, 
and they don't like……. yes addresses me in 
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that way……because one can…. Even if I dis-
sociate, even if I am in …, in an abuse situation 
–  although I am at the dentist's –  so …. I can be 
recalled to the here and now. […]… … so to 
speak, tries to contact me too. 

(Informant 11)

A strong wish was that the dental care providers were re-
sponsive to and interpreted implicit expressions: to be able to 
see beyond mixed messages. This is illustrated in the following 
quote, whereby the informant agrees to continue the treatment 
but has other implicitly expressed hopes.

Because one …, one asks only once. So: “But is 
it ok?” “Absolutely!” Instead of looking at me: 
Do I really mean this? “Are you sure? Do you 
mean it or should we …?”[…] Fit the puzzle 
pieces together like. “Are you sure?” like. 

(Informant 6)

The informants also commented on the importance of active 
involvement of the dental nurse in the treatment session. Some 
informants explicitly stated that the nurse was more understand-
ing and helpful than the dentist; the nurse was occasionally de-
scribed as a symbol of security.

If you have someone who gives you confidence 
…. with their hand and checking like: “Does it 
feel alright? Ehh….. don't forget to breathe.” 
In fact, she (the dental nurse) keeps an eye on 
everything…. Therefore one felt safe there, be-
cause she was keeping an eye on things. Because 
I was fully occupied with keeping control of 
myself, not to give in to my feelings that this is 
an …. assault, but that I am at the dentist's. 

(Informant 7)

The informants requested individualized treatment and care, 
characterized by concern and respect. This could contain an ex-
plicit question from the dental care provider as to whether all 
steps during treatment should be explained in advance, keeping 
syringes out of sight, telling the dental nurse to be attentive to 
the patient, observing that the patient was tense or had stopped 
breathing and suggesting measures of relief. The care provider 
could just adopt a relaxed reassuring approach, without know-
ing why this was important.

My impression is in fact that: Yes. Well I dared 
to open my mouth and I dared to let her like 
take the next step. […]. … … … … And she 
was prepared to take me as she found me, even 
though she didn't know why (I was frightened) 
or anything. But she took it on just the same …. 

Just taking things very quietly and respecting 
my fear. 

(Informant 13)

The sex of the dental care provider was also discussed. For 
some of the informants, the sex was of minor importance but, 
occasionally, a female dental care provider was preferred.

Then I have mostly had female dentists and I 
think I prefer that too. Because of what I have 
been through. Once as an emergency patient, 
then I in fact had a male. And he was in fact 
nice and so on, but the good dentists I have had 
who are women, they are often…. In fact they 
are gentler and have more empathy. 

(Informant 10)

DISCUSSION

The sexually abused individuals' experience of dental treat-
ment was based on a volatile foundation. For a successful 
outcome to be possible, predictability and formation of alli-
ance (power levelling) between the parties were important. 
There was no obvious inherent trust of the dental care pro-
vider, but great concern that the visit would prove just as 
terrible as anticipated. There was an identified need for the 
dental care provider to assume responsibility for addressing 
the patient's need to be in control of the situation and also 
to ensure that treatment was delivered in an individualized, 
patient- centered approach. However, these needs were not 
always acknowledged or catered for.

There was a risk of bias when collecting and analysing 
data, as two of the authors were generally familiar with the 
research field and had a preunderstanding of possible over-
all difficulties an experience of sexual abuse might imply. 
However, there was awareness of the importance of brack-
eting the preconceived understanding during the interviews 
and the analysis, which is facilitated by the interview tech-
nique where the interviewer does not lead, but rather follows 
the informant.

An interview conducted with open- ended questions cre-
ates a unique opportunity for elucidation of what the indi-
vidual regards as important and not necessarily what the 
researcher initially considered important. This became 
obvious during the interviews: initially, there had been no 
intention of asking explicitly about the provision of dental 
treatment, but the topic was frequently mentioned by the in-
formants and, therefore, became the basis for the analysis in 
the present study. Saturation can be estimated only once all 
material has been collected and analyzed [21] and the pat-
tern emerges. Some uncertainty about saturation, however, 
does not necessarily invalidate the findings: it might indicate 
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that the area of interest has not yet been thoroughly explored 
[22]. The results would have probably been even more de-
tailed if dental treatment had also been an explicit area of 
investigation.

The method and analysis illuminate the complexity of 
the participants’ experiences in its own context [23]. The 
results are probably transferable to other sexual abuse sur-
vivors who suffer from dental fear, but may be less relevant 
in cases where dental appointments are not associated with 
great discomfort. Although dental fear is reported to be over-
represented among sexual abuse survivors [8,9,24], the fear 
may in fact be multifactorial. Moreover, in this study, dental 
fear is self- reported by the informants and not measured on a 
validated scale.

The informants' narratives were colored by subsequent 
life experiences and their psychological treatment. This could 
not, however, be avoided in such a study, where ethical con-
siderations are of utmost importance. Only informants who 
were aware of their abuse experience and who had (at least 
partly) been able to work through their trauma with a thera-
pist were deemed eligible for inclusion. To our knowledge, 
whether psychological trauma treatment is particularly rele-
vant to the dental care context has not been determined (i.e., 
concomitant with psychological recovery, a patient also ex-
periences a decrease in or disappearance of dental fear, if the 
topic has not been covered specifically during the therapy).

The present study focuses on the dental care provider's 
responsibility for ensuring that the dental care encounter is 
safe and endurable for the patient. The subcategory ‘contra-
dictory disclosure’ supported the observation that sexually 
abused patients are often reluctant to talk about their expe-
riences [1,25,26]. They do not object to being asked about 
violence [27], but are, for significant reasons, not always pre-
pared to answer sincerely, as expressed in the present study. 
Patients are also reported to prefer less specific questions, for 
example, the care provider asking if something can be done 
to make the patient feel more comfortable [28].

Disclosure is reported to also be difficult for the care pro-
vider [24,29], as indicated in the present study. The reported 
reluctance of care providers to ask questions about violence 
[24,29] is debated [30,31] but it is certainly in conflict with 
the requirement of the Swedish National Board of Health and 
Welfare [32].

The caregiver should decide when and how 
dental personnel [….] must ask questions about 
violence in order to identify victims of violence 
and children who have witnessed violence and 
are in need of care.

Even more serious than the dental care provider avoiding 
asking the patient about any experience of violence is the re-
sponse described by the informants: when the patient explicitly 

disclosed experience of abuse and the dental care provider did 
not respond with empathy. Altogether, this indicates a four-
fold resistance comprising the patient's reluctance both to tell 
and to answer sincerely about a violence experience, as well 
as the dental care provider's reluctance to ask and to respond 
adequately to a disclosure of violence (Figure 2). Previous stud-
ies show improved collaboration between the dentist and the 
patient in cases where the dentist took the information seriously 
and did not underestimate the magnitude of the problem [8,28].

It is also important, in a general context, to encourage dis-
closure of abuse experience, because this is the key to recov-
ery [33] and, thus, an opportunity to avoid or relieve serious 
health consequences [1,3– 5,33– 35]. Routine screening for 
experience of violence in order to facilitate disclosure has 
been suggested in the literature [36,37] and has resulted in 
increased disclosure [38]. When a dental care provider is in-
formed of abuse (ongoing, past experience, children involved, 
etc.) the dental care provider has a duty to act, not only with 
respect to provision of dental care, but also in accordance 
with the national legislation; in certain cases, legislation en-
courages contacting the police or reporting to social services.

The suggested need for alliance between the parties at 
the dental encounter can be discussed in regard of the con-
cept of power. The dental care providers might be unaware 
of the consequences of their position of power as an expert, 
or the consequences of certain actions of their own (or lack 
of action) while providing treatment. An expert in dental 
encounters can have the upper hand but can also invite the 
subordinate patient to equality [39] and to form an alliance 
between the two parties, thus, levelling the power. This is ex-
pressed not only by the informants in the present study but 
also in previous studies: a trauma- sensitive approach [40] by 
the dental care provider is required as a countermeasure for 
patients who feel invaded during the physically subordinate 
position in the dental chair, causing devastating anxiety [41].

There is a reported lack of knowledge among dental care 
providers about the experience of sexual abuse and its con-
sequences [42,43]. Morriss [44] distinguishes between what 
one has an “opportunity” to do (ableness) and what one 
“manages” to do (ability). Here, the relationship between 
power and responsibility is important [45]. Most of our ac-
tions have a number of unintended consequences. It is im-
portant to claim that those in power have the responsibility 
[46] and, in the case of dental care providers, also an obli-
gation to promote the interests of others, but they may fail to 
do so intentionally or out of ignorance. By using the inherent 
power position in a constructive way in the dental care set-
ting, treatment of a patient suffering from dental fear can be 
carried out successfully.

The present study highlights the importance of putting 
the patient in focus (i.e., adopting an individually tailored 
treatment approach), and, as reported earlier, making an ef-
fort to empower the patient to cope with undergoing dental 
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treatment [47]. Thereby, the dental care provider is alert to 
signs of discomfort and implicitly or explicitly expressed 
patient needs, in order to achieve a successful treatment 
outcome from both dental care provider and patient per-
spectives. This has been reported previously, not only in 
patients with experience of sexual abuse [28] but also in 
patients with dental fear [11] unrelated to sexual abuse. The 
informants expressed the need to be taken seriously by the 
dental care provider and also commented on the important 
role of the dental nurse in being attentive to individual ex-
pressions. Certain ways of securing patients' consent could 
be discussed and be of interest when studying what makes 
people compliant. With respect to dental encounters with 
patients who have experienced sexual abuse, this must be 
seen in relation to dissociative reactions [48], as reported 
here. During a dissociative reaction, the patient feels or acts 
as if the traumatic event is recurring. To unaware dental per-
sonnel, the patient appears to be calm and confident and 
treatment proceeds without the patient's conscious permis-
sion, invading the patient's personal boundaries and, in turn, 
increasing the risk of inducing further trauma. The possible 
consequences of this are unknown.

The concept of trauma- informed care [36] is also rele-
vant with respect to alertness to patient discomfort and ex-
pressions of need. Under trauma- informed care, health care 
providers should understand how their patients’ history of 
trauma may affect current symptoms and reactions and, re-
gardless of their primary mission, provide services that meet 
the special needs of trauma survivors and make this service 
available to all [36]. Trauma- informed care includes making 
services as sensitive as possible and encouraging patients 
to participate in treatment decisions [40]. The literature on 
trauma- informed physical health care is still limited [37], es-
pecially with respect to dental care. The present study con-
tributes to knowledge of this field.

The importance of knowledge development concerning 
the experiences of sexually abused individuals as dental pa-
tients is relevant in a Swedish context since a new mandatory 
examination objective Show knowledge of men's violence 
against women and violence in close relationships was re-
cently (2018, 2019) introduced as a unit in eight educational 
courses at universities, including undergraduate dental and 
dental hygienist courses [49]. As the prevalence of child or 
adult sexual abuse is high [1,6,50,51,52,53], most dental care 
providers are treating patients with these traumatic expe-
riences, although they are not always aware of the circum-
stances. The Swedish government has, therefore, assigned to 
the National Board of Health and Welfare the task of dis-
seminating knowledge of violence to health care educators 
and providers, including dental care providers, by organizing 
courses, seminars, and work- shops, many of which are free 
of charge. Greater awareness of possible reaction patterns 
among these patients might contribute to bridging the lack 

of knowledge and experience that exists in dealing with an 
affirmative answer to questions of violence, as well as the 
dental treatment of sexual abuse victims [18,54,55]. On an 
understanding that the patient has been sexually abused, an 
individually tailored, patient- centered, and trauma- informed 
approach to treatment is suggested. Dental care providers 
may also need to be aware of and reflect on their position of 
power and its possible chairside implications.
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