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ABSTRACT
Objective To systematically search for research about the
effectiveness of mandatory reporting of child maltreatment
and to synthesise qualitative research that explores
mandated reporters’ (MRs) experiences with reporting.
Design As no studies assessing the effectiveness of
mandatory reporting were retrieved from our systematic
search, we conducted a meta-synthesis of retrieved
qualitative research. Searches in Medline (Ovid), Embase,
PsycINFO, Cumulative Index to Nursing and Allied Health
Literature, Sociological Abstracts, Education Resources
Information Center, Criminal Justice Abstracts and
Cochrane Library yielded over 6000 citations, which were
deduplicated and then screened by two independent
reviewers. English-language, primary qualitative studies
that investigated MRs’ experiences with reporting of child
maltreatment were included. Critical appraisal involved
a modified checklist from the Critical Appraisal Skills
Programme and qualitative meta-synthesis was used to
combine results from the primary studies.
Setting All healthcare and social-service settings
implicated by mandatory reporting laws were included.
Included studies crossed nine high-income countries (USA,
Australia, Sweden, Taiwan, Canada, Norway, Finland, Israel
and Cyprus) and three middle-income countries (South
Africa, Brazil and El Salvador). Participants: The studies
represent the views of 1088 MRs.
Outcomes Factors that influence MRs’ decision to report
and MRs’ views towards and experiences with mandatory
reporting of child maltreatment.
Results Forty-four articles reporting 42 studies were
included. Findings indicate that MRs struggle to identify
and respond to less overt forms of child maltreatment.
While some articles (14%) described positive experiences
MRs had with the reporting process, negative experiences
were reported in 73% of articles and included accounts of
harm to therapeutic relationships and child death following
removal from their family of origin.
Conclusions The findings of this meta-synthesis suggest
that there are many potentially harmful experiences
associated with mandatory reporting and that research on
the effectiveness of this process is urgently needed.

INTRODUCTION
Global estimates of child maltreatment indicate that nearly a quarter of adults (22.6%)

Strengths and limitations of this study
► This is the most comprehensive review to date of

mandatory reporting of child maltreatment, focusing
on mandated reporters’ (MRs) experiences with
reporting.
► Although a systematic search was conducted, little
information about mandatory reporting from lowand middle-income countries was retrieved.
► Critical appraisal of included articles followed an
established checklist and reporting of synthesis
findings was done according to the Enhancing
Transparency in Reporting the Synthesis of
Qualitative research statement.
► This meta-synthesis used an established method
for synthesising study findings that enabled the
creation of recommendations for MRs relating to the
reporting process

have suffered childhood physical abuse;
over a third of adults (36.3%) have suffered
childhood emotional abuse; 16.3% of adults
have suffered childhood neglect and 18% of
women and 7.6% of men, respectively, have
suffered childhood sexual abuse.1–3 These
estimates vary across countries. For example,
according to 2015 US child protective services
(CPS) reports, 63.4% of reported children
experienced neglect.4 Given the high prevalence of child maltreatment and its potentially
serious, long-term health and social consequences,5–8 many countries have taken steps
to prevent child maltreatment and reduce its
associated impairment, including through
the introduction of mandatory reporting.
Mandatory reporting law, in the context of
child maltreatment, “is a specific kind of legislative enactment which imposes a duty on a
specified group or groups of persons outside
the family to report suspected cases of designated types of child maltreatment to child
welfare agencies”.9 The USA enacted the
first mandatory reporting laws in 1963.10 11
These laws were more narrowly conceived,
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requiring certain mandated professions to report ‘severe’
or ‘significant’ physical abuse by parents or caregivers.
Over time, legislation has expanded in the USA and has
been replicated in other countries. Across jurisdictions,
mandatory reporting can include other forms of maltreatment (notably physical, sexual and emotional abuse,
neglect, children’s exposure to intimate partner violence
(IPV) and prenatal exposure to drug abuse), reporting
by more than mandated professionals (eg, by all citizens), reporting abuse perpetrated by non-caregivers and
reporting beyond ‘severe’ or ‘significant’ abuse.12
Some information about the international context of
mandatory reporting is available, but in general little
information about this process is available from low- and
middle-income countries (LMICs) (see online supplementary file 1). Furthermore, while we began this project
with the intent of doing a systematic review of studies of
effectiveness about mandatory reporting, we were unable
to find any studies that could be used for this purpose (ie,
no prospective controlled trials, cohort studies or case–
control studies assessing the effectiveness of mandatory
reporting in relation to child outcomes were retrieved
from our systematic search). Instead, we found that
while there are a handful of prospective studies assessing
particular outcomes of mandatory reporting,13 14 most
of the research discussing its impact relies on retrospective analysis of CPS reports15–18 or is related to mandated
reporters’ (MRs), children’s and caregivers’ perceptions
about reporting, as discussed in surveys,19–27 qualitative
literature28–30 or case reports31–33 (qualitative literature is
summarised in this meta-synthesis). Given the paucity of
data on effectiveness of mandatory reporting, the purpose
of this meta-synthesis is to summarise qualitative research
about MRs’ experiences with reporting. A companion
paper titled, A meta-synthesis of children's and caregivers’
perceptions of mandatory reporting of child maltreatment (in preparation), will address caregivers’ and children’s experiences with mandatory reporting.
METHODS
Various methods for synthesising qualitative literature
exist depending on the purpose of the review34 or the philosophical35 or epistemological36 stance of the researcher.
As there is no standard way to summarise qualitative literature, for this meta-synthesis we follow the methods of
Feder and colleagues,37 whose work builds on Noblit and
Hare’s (43) approach to meta-ethnography. Meta-ethnography does not offer suggestions for sampling or
appraising articles and at times can be criticised for lack
of transparency.34 A benefit of Feder and colleagues’37
method is that they conducted a systematic search of
qualitative studies with clear inclusion and exclusion
criteria, thus enhancing the transparency of their study
selection process. While the benefit of appraising qualitative research is still debated,38 Feder and colleagues’
approach to appraising qualitative literature prioritises
studies that are ranked as of higher quality, which supports
2

increasing recommendations to consider study quality,
but also does not inappropriately exclude so-called lower
quality studies that make ‘surface mistakes’ that would
not otherwise invalidate their study findings.34 Finally, like
Noblit and Hare’s (43) work, Feder et al’s37 approach to
synthesising qualitative literature allows for the inductive
creation of a set of higher order constructs (third-order
constructs, discussed below) that reflect concepts identified in individual studies but also extends beyond them.
While the quantification of qualitative work has been
criticised, in this study, individual concepts are ‘counted’
to let the reader decide about the relative importance
of the themes. We suggest that themes that appear at a
lower frequency are not necessarily less important (eg,
one account of harm to a child is significant and must be
considered) but rather that this theme was less of a focus
for MRs and study authors. For example, the theme of
‘cultural competence’ is not discussed by as many MRs as
compared with all of the various factors that impact their
decision to report, which is partially explained by the fact
that 11 (25%) of included articles set out specifically to
investigate factors that impact MRs’ decision to report.
The results of this meta-synthesis are reported according
to the PRISMA checklist and Enhancing Transparency
in Reporting the Synthesis of Qualitative (ENTREQ)
research statement35 (see online supplementary file 2).
Search strategy
The systematic search was conducted by an information
professional (JRM). Index terms and keywords related
to mandatory reporting (eg, ‘mandatory reporting’,
‘mandated reporters’, ‘duty to report’, ‘failure to
report’) and child abuse (broadly defined, including,
but not limited to terms for child welfare, physical abuse,
emotional abuse, neglect, sexual abuse/exploitation and
children’s exposure to IPV) were used in the following
databases from database inception to 3 November 2015:
Medline (1947-), Embase (1947-), PsycINFO (1806-),
Cumulative Index to Nursing and Allied Health Literature (1981-), Criminal Justice Abstracts (1968-), Education Resources Information Center (1966-), Sociological
Abstracts (1952-) and Cochrane Libraries (see online
supplementary file 3 for example search strategy).
Forward and backward citation chaining was conducted
to complement the search. All articles identified by our
database searches were screened by two independent
reviewers (JRM and AA) at the title and abstract level.
At the level of title and abstract screening, an article
suggested for inclusion by one screener was sufficient to
put it forward to full-text review. Full-text articles were
screened for relevance and put forward for consideration by one author (JRM); relevance for inclusion was
confirmed by a second author (MK), with discrepancies
being resolved by consensus.
Study selection criteria
Our inclusion criteria were as follows: (1) primary studies
that used a qualitative design; (2) published articles;
McTavish JR, et al. BMJ Open 2017;7:e013942. doi:10.1136/bmjopen-2016-013942
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Table 1 First, second and third-order constructs
Construct order

Definition

First-order constructs

First-order constructs represent the experiences and understandings of mandated
reporters with respect to mandatory reporting processes
Second-order constructs represent the conclusions or interpretations of the article author(s)
who reported the study findings—some of these interpretations were inferred from the author’s
recommendations.
Views and interpretations of the meta-synthesis team

Second-order constructs

Third-order constructs

(3) investigations of MRs’ experiences with mandatory
reporting of child maltreatment, including physical
abuse, sexual abuse, emotional abuse, neglect, exposure to IPV, prenatal exposure to maternal drug abuse
or child sex trafficking; (4) presence of direct quotes
from the participants to facilitate the formulation of the
results and (5) English-language articles only. Excluded
studies include (1) all non-qualitative designs, including
surveys with open-response options; (2) studies that did
not examine mandatory reporting in the context of child
maltreatment (eg, mandatory reporting for elder abuse
or IPV only) and (3) qualitative methods that did not
lend themselves to direct quotes from participants (eg,
forensic interviews).
Data analysis
Data analysis followed two parallel strands: (1) first and
second-order constructs (table 1) were identified in each
article and (2) each article was appraised with a modified critical appraisal tool for qualitative literature from
the Critical Appraisal Skills Programme (CASP). For data
extraction, each article was analysed for the perspectives of MRs (first-order constructs) and the conclusions
offered by the author(s) of the article (second-order
constructs). For first-order constructs, only direct quotes
from participants (and any clarifying text provided by the
study author) found in the Results sections of included
articles were considered for analysis. For second-order
constructs, only study author recommendations (often
worded as ‘should’ or ‘ought’ statements and found in
the Discussion of the article) were considered for analysis.
Two reviewers (JRM and MK) independently placed the
primary data from each study and its corresponding code
into an Excel file, and these files were compared for consistency (JRM). After reviewing discrepancies across Excel
files, one author (JRM) developed a master list of codes,
and after discussion with a second author (MK) (where
both authors reviewed all codes and corresponding data
together), this list of codes was further modified. Any
discrepancies identified by the two authors were resolved
by a third researcher (HLM). After this point, one author
(JRM) went back through and recoded all data in the excel
file according to the master list of codes and a second
author reviewed all recoding (MK). Readers are able to
view this final Excel file, which includes all extracted data,
codes (including master list of codes) and overall quality
rating of included articles. Final conclusions (third-order

constructs (table 1)) were all double checked (JRM) to
ensure that they were supported by articles that ranked
highly on the quality appraisal forms.
For critical appraisal, a modified appraisal tool from
CASP was used to assess the quality of each article (see
online supplementary file 4). Two independent authors
(JRM and MK) appraised each article to assess if it
addressed each CASP question (yes/no/unsure) and
came to consensus about the final score for each article.
Only the total CASP scores were considered, and studies
were not excluded for poor study design, as (1) according
to our inclusion criteria, we only included articles with
full quotes from MRs, (2) we coded all MRs’ quotes as
first-order constructs and (3) we felt that the exclusion
of any articles could exclude a valuable quote/perspective from an MR and that this exclusion could impact the
meta-synthesis findings.
Data coding for this meta-synthesis was primarily inductive. Data analysis focused on identifying (1) first-order
and second-order constructs that appeared across studies
(repeating themes); (2) first-order or second-order
constructs that were conflicting across studies or within
studies and (3) unfounded second-order constructs or
researchers’ conclusions or interpretations that were not
supported by quotes from participants. First and secondorder constructs that appeared across studies were re-examined to develop the third-order constructs or the
conclusions of this meta-synthesis. Specifically, one author
(JRM) identified third-order constructs that addressed
strategies to improve MRs’ experiences with the reporting
process—especially when these themes were supported by
strategies offered by MRs in first-order constructs—and
these themes were, per Feder et al,37 reworded as recommendations. For example, the recommendation that MRs
should ‘Be aware of jurisdiction-specific legislation on
reportable child maltreatment’ combines a second-order
construct that suggests MRs need better training about
jurisdiction-specific mandatory reporting legislation with
the first-order construct in which MRs admitted that they
lacked knowledge about mandatory reporting legislation.
These third-order constructs were first discussed with the
two authors (MK, HLM) involved in developing the first
and second-order constructs to ensure they reflected their
understanding of the data. Following this, a table that
showed a ‘tally’ of which first and second-order constructs
were combined to generate each third-order construct
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Figure 1

Preferred Reporting Items for Systematic Reviews and Meta-Analyses flow diagram.

(and a brief rationale for combining them) was reviewed
by all study authors and a discussion followed. Minor
adjustments to the third-order constructs were made after
this discussion. The biggest discrepancy across all authors
of this meta-synthesis was whether or not we should offer
recommendations specific to mandatory reporting at all,
given that (1) we did not find any effectiveness data and
(2) the qualitative studies suggest many negative experiences with reporting. However, the third-order constructs
represent what is found in the included studies that we
synthesised (ie, included studies did not recommend
against mandatory reporting), and their presentation
as recommendations is faithful to the approach used by
Feder et al, which we set out to follow, and the experiences of MRs, as summarised in the included articles.
RESULTS
A total of 6500 records were identified and, after deduplication, 3809 titles and abstracts were screened using
the screening criteria. After full-text screening of 218
articles, 44 articles (representing 42 studies) were
included in this review (see figure 1). Details about
participant and study characteristics are available
in online supplementary file 5.

Study characteristics and methodological quality
The methodological quality of the studies varied and the
total score percentages for each article (total possible
score was 20 ‘yeses’) are reported in table 2. These studies
represent the views of 1088 MRs, including 231 physicians, 224 nurses, 168 CPS professionals, 156 teachers,
114 psychologists and therapists, 85 social workers, 19
dentists, 16 domestic violence workers, 16 police officers.
This underestimates the number of participants included
because it was challenging to determine exact number of
participants in some of the studies (including one study
with 10 focus groups). MRs’ ages were reported in 25%
of studies and ranged from 20 to 60 years of age; their
years of experience were reported in just over 50% of
the studies and ranged from 6 months to 41 years of
experience. Only six articles39–44 discussed any training
that MRs received about recognising and responding
to child maltreatment; aside from one study42 that was
examining the impact of child maltreatment training,
it is hard to determine if or how training (or lack of
training) influenced MRs’ responses. Over 80% of the
articles had been published since the year 2000, with
seven articles published between 1981 and 1999. The
studies took place in nine high-income countries (USA

Table 2 Methodological quality of studies
% of total score

49% and under

50%–74%

75% or above

Study reference

41 50 85–94

28–30 39 44 51 52 57 75 76
95–106

40 42 43 53 107–112
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(15), Australia (6), Sweden (5), Taiwan (5), Canada (2),
Israel (2), Norway (1), Finland (1) and Cyprus (1)) and
three middle-income countries (South Africa (3), Brazil
(2) and El Salvador (1)). Other studies from LMICs
were identified45–49 that did not meet all of the inclusion
criteria; this limitation of our study is discussed further
below.
MRs’ decisions to report and experiences with reporting (firstorder constructs)
Seven first-order constructs (views of MRs) are detailed
below; all except construct seven (experiences receiving
a report) are supported by articles from the top quartile
(see table 2 above). As is shown in table 3, most of the
articles (91%) addressed factors that influenced MRs’
decision to report (construct 1). These findings suggest
that MRs struggle to identify less overt forms of maltreatment, including ‘mild’ physical abuse, emotional abuse,
children’s exposure to IPV and abuse experienced by
children with disabilities. MRs also were reluctant to
report their suspicions of abuse and preferred to report
only when they found physical evidence of abuse, such
as physical injuries, bruises, broken bones, caries (and
corresponding lack of treatment) or ‘total’ changes
in behaviour. Unfortunately, most MRs did not clarify
their reporting decisions in relation to specific forms
of maltreatment. For example, only five articles28 50–53
discussed decisions to report (including hesitance to
report) in relation to sexual abuse, and four of these articles discussed maltreatment of children with disabilities
(suggesting particular challenges they faced in reporting
maltreatment of children with disabilities).
Factors that influenced the decision to report were
distinct from the reporters’ judgements and views about
mandated reporting (construct 2) and their experiences
with reporting (construct 3), as expressed through specific
accounts of positive or negative experiences. While six
articles (14%) reported positive experiences with the
reporting process, 32 articles (73%) mentioned negative
experiences with the reporting process, including 13 articles (30%) that offered concerning examples regarding
negative child outcomes, such as: when the child was not
removed from harm and the abuse continued or intensified; when the child was removed from harm, but the
foster care environment was worse than the family-of-origin environment and child death following a report or
after being removed from the family of origin.
First-order constructs also addressed MRs’ values and
knowledge related to child maltreatment and reporting
(construct 4), MRs’ strategies for responding to disclosures of child maltreatment or for reporting (construct
5) and whether or not MRs felt personally responsible for
reporting or passed this responsibility to others, such as
a supervisor (construct 6). A handful of articles included
CPS professionals' experiences with receiving a report
(construct 7).
McTavish JR, et al. BMJ Open 2017;7:e013942. doi:10.1136/bmjopen-2016-013942

Strategies for supporting MRs (second-order constructs)
All second-order constructs (views of study authors) listed
in table 4 below were supported by first-order constructs
within the same study; all were also supported by articles
from the top quartile of study quality score (see table 2
above). These constructs represent study authors’ suggestions for how MRs could improve their decision-making
during the reporting process, including strategies for mitigating negative experiences. The majority of articles (86%)
commented on the need for MRs to be trained in how to
best identify, respond and report suspected child maltreatment (construct 1). Two other influential themes related
to the need for increased consultation between MRs and
between MRs and CPS (construct 2) and the need for
increased communication among MRs, among MRs, children and families and between MRs and CPS (construct
3). Study authors also emphasised that MRs need to be
better supported in their reporting process (construct 4)
and that they need clear protocols related to identifying
and reporting child maltreatment (construct 5). Some
study authors emphasised that child rights and well-being
must be prioritised throughout the reporting process
(construct 6). A few study authors suggested that MRs’ and
CPS’ responses to child maltreatment need to be culturally
competent (construct 7) and emphasised that MRs must
report suspicions of abuse when this is their legal obligation
(construct 8).
These second-order constructs show that MRs need
better support at all social–ecological levels: (1) personally, in terms of better training, including skills to identify and respond to child maltreatment, as well as skills
for stress and coping management; (2) interpersonally,
in terms of better opportunities for dialogue among
colleagues about child maltreatment generally, as well
as specific cases; (3) organisationally, in terms of more
support for the time it takes to report (and the potential
‘costs’ to other patients when taking this time), safeguards
for MRs’ personal safety when reporting and access to
staff experts in child maltreatment; (4) in the community, especially in terms of better feedback about reported
cases from CPS and in general better dialogue between
different agencies involved in the reporting process and
(5) nationally, in terms of national protocols about identifying, responding to and reporting child maltreatment.
Apparent contradictions
All of the apparent contradictions found within the studies
(or constructs that conflicted within or across studies)
are examples of correlates of reporting that have been
discussed previously in the literature (eg, MRs’ decisions to
report should or should not be influenced by the context of
the family, the level of evidence available, the context of the
reporter or the perceived impact of reporting on the child
or family; MRs should or should not report children’s exposure to IPV or corporal punishment; MRs should or should
not intervene with the family instead of reporting; the MR
who identifies maltreatment should report it or refer it to
a senior personnel). The solutions to these contradictions
5
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n=32, 74%

n=6, 14%

n=19, 43%

(b) Positive

(4) MRs’ values and
knowledge

n=33, 73%

(3) Experiences with
reporting

(a) Negative

n=11, 25%

(b) Positive

Values and knowledge that informed MRs throughout the reporting process:
parental rights and well-being, cultural factors and the desire to ensure
family preservation;
► MRs’ discussions about their lack of knowledge related to reporting
legislation or about how to identify and respond to children in need.

► Conflicting values included discussions of child rights and well-being,

Continued

“You'll call and say, ‘I have a such and such child
who made an outcry that her uncle rubbed her
breasts last night.’ And they'll be like, ‘Well, was
it over the clothes or under the clothes?’…I know
that's all part of their risk assessment and they
have to get to the high-priority risk to be able to
take a report, but it's really challenging to hear
someone on the other line say, ‘Well, you know,
that's just not bad enough.”101
“She made the student describe the sexual
abuse experience again after they returned from
the hospital. This is so (emphasised) wrong.
The student should not have to experience
secondary damage by going through this again
and again.”109
“Many times, we don’t have adequate knowledge
about child abuse and the law. It is not extensively
provided to every healthcare provider or to
ordinary people. Without the knowledge, it is hard
for us to be sensitive about the abuse or to find
evidence of child abuse.”39

Examples of MRs’ positive or negative experiences with the reporting
process, including:
► The amount of support MRs received when reporting (eg, some MRs had
little institutional support for their reporting duties);
► Responsiveness of the intake workers screening the report (eg, some
reporters discussed rude or dismissive responses from intake workers);
► The scope of CPS (eg, some reporters were discouraged when their report
fell outside of the scope of CPS);
► MRs’ positive or negative feelings about filing a report;
► Feedback from CPS (eg, many reporters were discouraged when they
received no feedback about their reported case from CPS);
► Perceived outcomes of the report (MRs described positive or negative
outcomes of the report for themselves, the child, or the family).

n=33, 75%

(a) Negative

(f) Context of family

“Knowing the child protection agency in our area,
nothing would come of a report.”57
“It’s pretty much a one way street as far as
information goes. I find that really frustrating.”111

n=9, 20%

n=8, 18%

(e) Consultation

Factors related to MRs’ general satisfaction with the reporting process,
including:
► MRs’ perceived level of trust or collaboration with other professionals in
the reporting process (including their own colleagues or CPS);
► Any general burden MRs felt from the reporting process;
► MRs’ perceptions of CPS’s (in)effectiveness.

n=12, 27%

(d) Perceived impact

(2) Judgements and views n=34, 77%
towards the reporting
process

n=28, 64%

n=19, 43%

(c) Alternative response

n=32, 73%

(b) Context of reporter

“The most obvious (signs) are easy. It’s the ones
that are not so obvious, the ones that you have
to dig for and explore to get to…those are the
overt forms of maltreatment);
hardest ones…those are the ones that just haunt
► The context of the reporter (eg, institutional support; time burden);
you.”95
► Preferred alternative responses (eg, chart and follow child progress
“We need more time (than 24 hours) to interact
instead of reporting);
with the child, evaluate the whole thing, and make
► The perceived impact of the report on the child or family (eg, concern
a decision.”99
regarding stigma);
“If nothing comes out of it (report to CPS is
► Consultation (ie, MRs’ decision or need to consult with a colleague or CPS unsubstantiated)…you’re scared…thinking, I just
before filing a report);
bothered this family for no reason based on my
assumptions.”75
► Family context (eg, perceived parental skills).
► The amount of evidence of maltreatment (eg, challenges identifying less

Factors that influenced MRs’ decision to report, including:

n=40, 91%

Illustrative quotes

(1) Deciding when to
report
(a) Evidence

Description of construct

(n, %)

First-order constructs (views of MRs) and the number (n) and per cent (%) of articles that address each construct

First-order construct

Table 3
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(n, %)
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n=2, 5%

(7) Experiences receiving
a report

maltreatment (ie, whether MRs’ felt they were responsible for engaging
with children, or felt that they needed to refer the case to another
colleague)
► CPS professionals’ positive and negative experiences receiving a report

► MRs’ perceived responsibility in identifying and responding to child

confidentiality when starting a therapeutic relationship).
This construct also related to MRs’ struggles to engage non-judgementally
with offending caregivers.

► Strategies for filing a report (eg, informing a child or family of the limits of

consoling);

► Strategies for responding to disclosures of abuse (eg, listening and

Practical strategies used by MRs during the reporting process, including:

Description of construct

CPS, child protective services; MRs, mandated reporters.

n=15, 34%

(6) Responsibility

(5) Strategies for
n=16, 36%
responding to disclosures
of maltreatment and
reporting

First-order construct

Table 3

“So part of the issue for us is because we got all
of these mandated reporters and intake has to
take the complaint regardless, that's the problem.
It's that they're not permitted to say, well that's
not enough information.”97

“I reported my suspicions to the doctor that was
looking after the child and he reported it to the
consultant.”76

“My sense was that this child just wanted to
know that she was safe and that she could tell
someone, so I used that to help, in questioning
her, reassuring her that nothing would happen if
she told…(When the report was made) I presented
it to her as that she wouldn't get in trouble but
that it was a secret that I couldn't keep, and that
it was something that I could help her with…she
was very aware of the decision…The child knew
what was going on and she felt comfortable with
my telling her I was going to make a report.”91

Illustrative quotes
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n=12, 27%

4. Support

n=23, 52%

2. Consultation

n=21, 47%

n=38, 86%

1. Training and knowledge

3. Communication

(n, %)

reporting duties and the limits of confidentiality.108 112
75 76
► MRs require feedback from CPS about reported cases.
► MRs should be afforded opportunities to formally and informally talk about
child maltreatment with other MRs.40 42 75 95 107 109 110
► MRs should be supported in their reporting process by their respective
institutions, both in terms of the time and costs of reporting (including
support of their personal safety). Support may require additional staff
experts in child maltreatment.40 75 76 107
► MRs should partake in self-care and be supported in stress and coping
management.76 110

► MRs should communicate clearly with the child or family about their

including common and less overt forms of child maltreatment (emotional
maltreatment, physical neglect, emotional neglect, abuse against children
with disabilities).42 43 75 95 107 110 112
► MRs must know how best to respond to a child and family when child
maltreatment is identified or disclosed.43 107 112
► MRs must know common issues encountered when reporting, such as
ethical conflicts, moments where MRs hesitate to report, confidentiality
issues, jurisdiction-specific legislation, risks and benefits of reporting,
strong feelings that arise from child maltreatment cases, consequences of
failure to report.76 107 110
► MRs must know the purpose of mandatory reporting, that is, child safety
and well-being.107 109
► MRs must know their duty to report and how this differs from their moral
responsibility to respond.43 107
► For child protection to be successful, there needs to be better collaboration
between all professionals in the reporting process.42 43 107 109 111
► MRs should be able to discuss cases of suspected child maltreatment with
others, whether that be members of their own team, a child maltreatment
team at their institution or CPS personnel.75 76

► MRs must know how to identify all forms of child maltreatment,

Description and citations for supporting articles from the top quartile

Continued

“Employing bodies are encouraged to provide
a suitable support mechanism to decrease
the stress and anxiety of individuals who are
emotionally traumatised by the process of
mandatory reporting.”76

“Forewarning is critical for ensuring that clients
do not feel deceived into thinking that superior
levels of confidentiality exist.108
“Mandated professionals require feedback from
child protection agencies.”76

“Another important finding from the study is the
urgent need to improve systematic collaboration
and a trustful relationship with CPS.”43
“An important resource to develop in an effort to
improve child abuse and neglect detection and
reporting may be the identification and ongoing
support of child abuse and neglect content
experts within nonpediatric and nonacademic
hospital.”75

“All practitioners whose patients include
children should avail themselves regularly of
educational opportunities to increase their
knowledge of the epidemiology and evaluation
of child abuse and neglect.”112
“Professionals and authorities should have
increased awareness of the legislation and their
duties in all forms of violence.”104
“Good guidelines are important, but missing
guidelines must not be an excuse not to
care.”107
“Reporting, a legal requirement, must be
separated from responding, which is a moral
duty.”99

Illustrative quotes

Second-order constructs (views of study authors) and the number (n) and per cent (%) of articles that address each construct

Second-order construct

Table 4
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n=7, 16%

5. Structural concerns

McTavish JR, et al. BMJ Open 2017;7:e013942. doi:10.1136/bmjopen-2016-013942

n=4, 9%

8. Evidence

Illustrative quotes

abuse, when this is their legislative duty.107

► MRs should report suspicions of abuse rather than wait for evidence of

competent and families’ preferences for alternative ways of dealing with
abuse (eg, restorative justice) should not be dismissed.53

► MRs’ and CPS’ responses to child maltreatment should be culturally

reporting process.113

► MRs should prioritise children’s rights and well-being throughout the

as well as methods for reviewing and updating protocols.42 75 76 110

“People’s preference for traditional ways of
dealing with problem should not be taken
lightly, especially as any dismissal of it could
be taken as constituting a lack of trust and
understanding by the establishment of the
current African ways of dealing with abuse.”53
“Physicians and other healthcare workers are
legally required to report cases if they have
reasonable suspicion of child abuse.”92

“If the intention is for children to have the full
status of victim, the focus should not only be on
reporting but also on the responses following
reporting.”104

framework for reporting and feedback be
established, which incorporates exemplar cases
to demonstrate processes and outcomes which
will positively influence future decision-making
of mandated professionals.”76

► MRs need clear protocols for identifying child maltreatment and reporting it, “It is recommended that a formalised national

Description and citations for supporting articles from the top quartile

CPS, child protective services; MRs, mandated reporters.

n=4, 9%

7. Cultural competence

6. Child rights & well-being n=6, 14%

(n, %)

Continued
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are more straightforward to resolve legally but less so ethically. For example, in cases where MRs suspect that harm
may come to a child from the reporting process (based
on their experience or their expert judgement), they are
still required to report legally (when the type and severity
of child maltreatment falls within their jurisdiction’s
legislation).
Recommendations for MRs (third-order constructs)
The first-order constructs draw attention to several negative
experiences MRs had with the reporting process, as well as a
number of factors that influenced their decision to report.
The second-order constructs summarise some institutional
and cross-disciplinary responses to these concerns (offered
by study authors), such as the need for increased feedback
from CPS about reported cases, the need for clear protocols for identifying child maltreatment and reporting it and
the need for MRs to be better supported in their reporting

process. Most of the second-order constructs, however,
discuss how MRs’ negative experiences with the reporting
process can be addressed through increased training and
better communication or consultation among MRs, their
colleagues and CPS. The third-order constructs found in
table 5 represent study authors’ interpretation, across the
studies, of MRs’ and study authors’ strategies for mitigating
negative experiences with the reporting process, which
includes the level of knowledge about child maltreatment
that is required by all MRs. Restriction of the analysis to
studies in the top quartile of quality ratings did not change
these third-order constructs.
DISCUSSION
While our search retrieved no evidence about the effectiveness of mandatory reporting, and qualitative research
cannot be mistaken for evaluation of effectiveness,

Table 5 Third-order constructs in terms of recommendations to MRs
When

What/How

Before identification ► Be aware of jurisdiction-specific legislation on reportable child maltreatment. Most reporting legislation
or disclosure of
requires that you report suspicions of child maltreatment and not wait for physical evidence of
child maltreatment
maltreatment;
► Be aware of the level of evidence that CPS requires to substantiate a report in your jurisdiction;
acquiring this knowledge will likely require discussions with your local CPS;
► Be aware of child maltreatment experts in your institution or jurisdiction that you can consult with about
suspected cases of child maltreatment;
► Be aware of the roles of your colleagues and CPS in the reporting process. Try to arrange times to
communicate with both groups about issues related to child maltreatment and reporting to increase
opportunities for collaboration and trust;
► Take training related to how to identify child maltreatment, especially less overt forms of child
maltreatment; how best to respond to children exposed to maltreatment; and best practices for filing a
report;
► Be aware of the limitations of your decision-making about child maltreatment, in terms of conflicting
values about parental rights, family preservation and other cultural factors. The child’s rights and wellbeing should always be prioritised in cases of suspected child maltreatment.
At the beginning of ► When you start a relationship with a child or family, disclose your reporting duties and the limits of your
a relationship with
confidentiality to whomever is in your care.
a child or family
Immediate
response to
disclosure

► Respond in a non-judgemental way, showing compassion, support and belief of the child’s

experiences;
► If you are unsure if the form of maltreatment is reportable, first consult with colleagues or CPS about

the case, ensuring the confidentiality of your patient is maintained;
► If the identified form of maltreatment is reportable in your jurisdiction and it is safe to do so, take time to

Debriefing after
report

remind the child and parent of your role as a mandated reporter. Discuss how you will file a report and
what CPS responses to your report may entail;
► Be sensitive to the parent’s needs and well-being during the reporting process. Be professional and
non-judgemental with the offending caregiver;
► Ensure that the child is safe during the reporting process; for example, report at the beginning of the
school day or when the accused will be otherwise occupied;
► Remember that your moral responsibility to respond to the child or family in need is separate from your
responsibility to report maltreatment.
► In a confidential manner, take time to debrief about the reported case with a trusted colleague. Selfcare is important.

CPS, child protective services; MRs, mandated reporters.
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findings from this review raise important questions about
the effects of mandatory reporting by drawing on studies
reporting the experiences of MRs across nine high-income and three middle-income countries. While some
MRs have had positive experiences with reporting, the
negative experiences reported in the individual studies
are very concerning, especially those related to child
outcomes. Some of these include accounts of children
being revictimised by the reporting process, children
whose abuse intensified after a report was filed, foster
care environments that were perceived to be worse than
family-of-origin environments and reports of child death
after CPS intervention. Whether or not these negative
experiences are reflective of national or international
experiences must be assessed. Studies addressing MRs’
attitudes towards reporting address perceptions of negative experiences but are not able to address child-specific
outcomes.54–56 For example, Flaherty and colleagues’54 US
national survey of paediatricians found that 56% of physicians experienced negative consequences from reporting,
including 40% who lost patients after reporting and 2%
who were sued for malpractice. Some of these concerns
are likely to be especially salient for MRs in countries
where child protection systems are not well developed or
do not function properly. MRs may have real concerns that
reporting cases of child maltreatment to poorly trained or
poorly resourced service providers could lead to adverse
outcomes for children (see, for example, the concerns
raised by Devries and colleagues46 about the very poor
response of local services to children in Uganda). Particularly in these contexts, further research on the harms
and benefits of mandatory reporting is needed.
Given that negative experiences with reporting
discussed in this meta-synthesis spanned decades and
nine high-income and three middle-income countries, it
is not surprising that some authors have suggested that
the interface between MRs and CPS agencies ‘requires
renewed attention, in terms of both research and programming’.57 We were unable to find any high-quality research
studies suggesting that mandatory reporting and associated responses do more good than harm. The lack of
evidence about the effectiveness of mandatory reporting
has been noted by others, including the WHO.58 More
research addressing child-specific outcomes is needed
on 1) alternative approaches to mandatory reporting as
well as 2) alternative responses to investigation following
mandatory reporting (such as differential response; see
online supplementary file 1).
Researchers citing the benefits of mandatory reporting
note that mandatory reporting laws are an “essential means
of asserting that a society is willing to be informed of child
abuse and to take steps to respond to it”11 ; they also note
that mandatory reporting laws have resulted in the identification of more cases of child maltreatment59–61 and an
increase in reporting from reluctant reporter groups.62 63
It has been argued by some authors64 65 that identification
is not a sufficient justification given the problems with
the mandatory reporting process; as described in this

meta-synthesis, negative experiences seem to involve the
reporting process itself and the associated responses (or
lack of response). A key issue is the number of children
identified by MRs who receive either no services or of
greater concern—inappropriate, ineffective or harmful
responses. MRs’ discussions of ineffective responses seem
to be related most closely to their reports of ‘mild’ physical violence, neglect, emotional abuse or children’s exposure to IPV, which may lend credence to the suggestion
that mandatory reporting is most appropriate for cases
of severe abuse and neglect.11 More research about the
effectiveness of mandatory reporting across abuse types
and severity, as well as associated responses and strategies
for mitigating harm (including strategies for including
children and family in the reporting process), is urgently
needed.
Implications for clinicians and policy-makers
Much of the research included in this meta-synthesis did
not question the need for mandatory reporting (as many
of the studies aimed to address MRs’ decision-making
process with regards to reporting); instead, it included
studies that addressed MRs’ negative experiences and
reluctance to report with suggestions about the need for
increased support, training, consultation and communication. The third-order constructs (final conclusions)
of this study therefore offer recommendations for how
MRs can mitigate negative experiences with the reporting
process.
Analysis of recommendations by study authors
suggests that MRs need better support for the reporting
process at many levels: personally, interpersonally, institutionally, in the community and nationally. Personal
support for reporters can include training or support
for secondary traumatic stress—which many healthcare
professionals experience—through, for example, strategies for debriefing.66–68 Emerging work is examining the
methods by which health and social service providers can
be trained to recognise and respond to child maltreatment disclosures and suspicions of child maltreatment
(for example, see 69–71). Given that the evaluation of
these training programmes falls outside the scope of this
review, and that mandatory reporting is but one of many
components of appropriate recognition of and response
to children exposed to maltreatment, further work and
evaluation is needed to understand the extent to which
existing training programmes are capable of improving
MRs’ recognition and response to children exposed to
maltreatment or if further specialised training is needed.
Among studies of training programmes for mandatory
reporting with controlled designs, Kenny72 argues that
Alvarez and colleagues’73 training programme shows
the most promise. The components of the training
programme, discussed further by Donohue et al,69
include discussions about identifying child maltreatment,
reporting requirements and procedures, strategies for
involving caregivers in the reporting process and information about consultation with colleagues and CPS—all
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identified as important components of training in this
review. Whether or not the training programmes can be
successfully modified to address the training needs of
different countries and multidisciplinary trainees has yet
to be assessed.
Interpersonal support can include increased opportunity for communication and teamwork between interdisciplinary and multidisciplinary colleagues through,
for example, interdisciplinary training42 or multidisciplinary conferences.74 Relatedly, community support
can include increased communication and collaboration between reporting professionals; the need for
increased feedback from CPS about reported cases is
also important.54–56 75 76 Poor communication or collaboration between CPS and MRs has long been cited as an
area for much needed improvement.74 77–80 How exactly
to improve collaboration, however, is complex and
under-researched. As Winkworth and White81 argued in
relation to Australian initiatives to increase collaboration between child protection, family relationship and
family support service systems, “So ubiquitous is reference to collaboration in policy documents that it is in
danger of being ignored altogether by service deliverers
who are not clear about its rationale, how it is built,
or its real value”. Finally, national support necessitates
national protocols about identifying, responding to
and reporting abuse, as well as increased clarity around
specific reporting requirements (including increased
clarity around national or jurisdictional reporting legislation). Whether or not national protocols improve
the reporting process for MRs or help to improve child
outcomes would need to be tested.82–84
Strengths, limitations and future research
The strengths of our review include a systematic search to
inform the meta-synthesis; the use of clear a priori study
inclusion and exclusion criteria; use of an established
study appraisal checklist and transparent and reproducible methods for analysis. This review focused on MRs’
direct experiences with, or views about, the mandatory
reporting process and as such does not reflect complete
findings about (1) appropriate MR responses to the
disclosures or identification of child maltreatment; (2)
CPS workers’ experiences substantiating reports; (3)
children’s and caregivers’ experiences with mandatory reporting and (4) professionals’ experiences with
reporting in a non-mandated context (such as the UK).
Reviews on these topics would be complementary to
the findings of this review. While only English-language
studies were included and only a handful of included
articles discussed reporting processes in LMICs, the
limited availability of research from LMICs suggests an
even greater need to invest in research in these settings.
Research about voluntary or policy-based reporting
processes, as well as responses to mandatory reporting,
may provide more information about reporting process
from LMICs.
12

CONCLUSION
Mandatory reporting of child maltreatment has been variously implemented across jurisdictions and high-quality
research on the effectiveness of this process is severely
lacking. While our search retrieved no evidence about
the effectiveness of mandatory reporting, through this
meta-synthesis of MRs’ experiences with reporting, we
have summarised many accounts of harm associated with
reporting. Along with focusing on approaches to improve
mandatory reporting, the field needs to address whether
or not mandatory reporting actually improves children’s
health outcomes through research that is sensitive to both
severe and less overt forms of maltreatment. Our findings
in no way imply that the recognition and response to children exposed to maltreatment is not a significant public
health concern that requires coordinated responses.
Rather, it implies that we must work to ensure that all of
our methods for recognising and responding to children
exposed to maltreatment demonstrate that they benefit
children’s safety and well-being and do no additional
harm .
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