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ABSTRACT
The Child Abuse Recognition Experience Study revealed that primary care clinicians
did not always follow the legal mandate to report suspected child abuse to child
protective services. National child abuse experts representing different disciplines
met in a 2-day conference in January 2007 to discuss and develop new strategies that
would address the barriers to reporting suspected child abuse and improve the
protection of children. This article describes the rationale, structure, and goals of the
conference. Pediatrics 2008;122:S1–S5

BETWEEN 1963 AND 1967, all 50 states passed laws mandating that suspected child
abuse be reported.1 Although significant strides have been made in the identi-

fication and protection of children since that time, child abuse continues to affect the
lives of many children and families. The mortality and morbidity rates seem un-
changed. Each year �1500 children die as a result of maltreatment, and many more
suffer serious, permanent physical and emotional trauma. Sometimes the diagnosis
of child abuse is delayed because child abuse is not recognized. Jenny et al2 found
that approximately one third of children with abusive head trauma had been seen by
a physician before their diagnosis because of symptoms caused by their head trauma,
and the opportunity to intervene and prevent further abuse had been missed. These
children had been evaluated by a physician for signs and symptoms related to their
abuse an average of 2.8 times (range: 2–9) and an average of 7 days (range: 0–189 days) before the diagnosis of
maltreatment was made.

Sometimes physicians recognize that a child may have been abused and do not report the suspected abuse to child
protective services (CPS). In a number of retrospective studies that researched physician response to suspected abuse,
physicians have said that they do not report all suspected abuse.3–6 Physicians in these studies provided a variety of
reasons for not reporting. Lack of certainty that the child had been abused and a previous negative experience with
reporting were the 2 most common reasons for not reporting.

The Child Abuse Recognition Experience Study (CARES) demonstrated the extent to which clinicians do not
report suspected abuse.7 CARES was a national study conducted through the American Academy of Pediatrics (AAP)
Pediatric Research in Office Settings (PROS) Network and the National Medical Association Pediatric Research
Network (NMAPedsNet). The study prospectively examined primary care clinician decision-making around 15 003
childhood injuries they cared for in the office. The participants indicated their level of suspicion that an injury was
caused by child abuse on a 5-point Likert scale and whether they reported the child to CPS.

CARES participants reported only 24% of injuries that they indicated were possibly caused by abuse.7 They
seemed to need to consider that the child’s injury was likely or very likely to have been caused by abuse before
reporting to their state’s CPS. Even when they were quite suspicious of abuse, clinicians participating in this
study did not always report: they decided not to report 27% of the injuries that they indicated were likely or very
likely to have been caused by abuse.7 Patient- and incident-related factors primarily influenced the clinicians to
report suspected child abuse, and factors associated with the CPS system were often cited for choosing not to
report.7

CARES participants were most likely to report a suspicious injury if the injury was not consistent with the history
provided or if someone else had suspected abuse and referred the child to them for an evaluation. Patients who had
other injuries or who had had injuries in the past, patients with more serious injuries, and patients with injuries other
than a laceration (eg, bruises and fractures) were more likely to be reported. If the parent had delayed seeking care
for the child or if the clinician knew of certain parental risk factors such as interpersonal violence or drug or alcohol
abuse or if the parent had been the subject of previous reports to CPS, the clinicians were more likely to report the
suspected abuse. If the clinician was unfamiliar with the family or if the child was black, the clinicians were also more
likely to report.

When a subsample of these clinicians was interviewed, further analysis of their decision-making showed the
extent to which they were influenced by their knowledge of the patient and the patient’s family.8 The clinicians were
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more likely to report patients they did not know well.
Occasionally, however, familiarity with a family seemed
to be a double-edged sword: when the clinician had had
previous concerns about the family, they were more
likely to report suspected abuse, but if they were un-
aware of any risk factors, they were less likely to report
suspicious injuries.

In contrast, in deciding not to report suspected abuse,
clinicians were influenced by their perception of CPS.
Clinicians sometimes decided not to report because they
expected that CPS would do nothing or would not in-
tervene effectively. Previously, clinicians had expressed
distrust about the effectiveness of CPS intervention.4,5,9

In general, clinicians perceive that CPS fails to protect
significant numbers of children from further abuse, and
they lack confidence that CPS activation will improve
patient outcomes. Because the clinicians also reported
that they frequently do not receive feedback from CPS,4,9

they may assume that CPS has not intervened simply
because they have received no feedback.

The evidence is mixed as to whether continuing med-
ical education improves clinician decision-making and
supports their reporting suspicious injuries. In 1 study,
clinicians who had received some continuing education
about child abuse were 10 times more likely to report all
suspicious injuries.4 On the other hand, previous educa-
tion about child abuse did not show any effect on re-
porting in the CARES.5,7 Pediatricians who had received
some continuing education indicated that they felt more
confident to identify and manage child abuse,5 although
23% of the pediatricians who said they had received
some education about child abuse in the past 5 years
reported that they did not feel adequately trained.

These studies described significant barriers to health
care provider identification and reporting of suspected
child abuse. They demonstrated a need to refine and find
new strategies to improve the protection of children. To
meet that need, we convened a conference of national
experts and professionals; this supplemental issue of Pe-
diatrics provides a summary of the conference and its
recommendations.

In January 2007, influential policy makers represent-
ing a broad range of the different disciplines that evalu-
ate, investigate, treat, and provide care for maltreated
children participated in a 2-day conference to discuss the
CARES findings. They were invited to share their own
perspectives of the problems involved and reach joint
recommendations for solutions to improve the identifi-
cation and protection of maltreated children. The con-
ference had 3 goals:

1. Understand current roles and relationships between
health care professionals, investigative agencies, and
the legal system.

2. Develop strategies for enhancing physicians’ capabil-
ities and confidence in reporting suspected child
abuse and neglect, including improving interactions
with investigative agencies and the legal system.

3. Enhance working relationships among multidisci-
plinary participants who will work toward implemen-

tation of the strategies developed during this confer-
ence, including dissemination of the results of the
conference to a broad group of interested profession-
als from a variety of related disciplines.

PARTICIPANTS
The 26 professionals who participated in the conference
are nationally recognized experts in their field. Medical
representation included those in general pediatrics, child
abuse pediatrics, family practice, and child psychiatry as
well as nurse practitioners. Child welfare and CPS were
represented at both the social worker and administrator
levels. State and federal agency officials and other pro-
fessional associations that advocate on behalf of children
also participated.

CONFERENCE DESIGN
The conference moved participants through a series of
information exchanges and exercises to arrive at a com-
mon agenda for change in the distinct areas described
below. The conference used multiple facilitation formats
to maximize interdisciplinary understanding and allow
the group to identify areas of agreement and avenues for
change.

A facilitator began the conference by asking the par-
ticipants to develop a vision of the 3 characteristics of an
effective system that would allow health care providers
and other professionals to work together to ensure the
best outcome for children who have been maltreated.
The participants concluded that an effective system
would:

● establish clear roles for everyone involved;

● not be punitive;

● be sensitive to perceptions and expectations;

● provide opportunities for relationship building;

● be child and family centric;

● facilitate good communication that is multidisci-
plinary, unbiased, and integrated;

● have adequate resources; and

● include primary prevention.

The results of the CARES and other studies about
physician decision-making around child abuse were pre-
sented as background and as the rationale for the con-
ference.

The remaining part of the conference was designed
around a series of topically focused panel discussions
that each involved 3 professionals who served as lead
speakers and panelists. The lead speakers were chosen
on the basis of their expertise in the field they repre-
sented and their ability to provide a thorough perspec-
tive. Speakers were asked to write an article with their
perspective and experience on the following topics:

Understanding Roles and Improving Reporting and Response
Relationships Across Professional Boundaries
Health care providers have reported that they are influ-
enced by their previous experience with CPS.3–6,10,11 Ap-
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proximately half of the health care providers participat-
ing in the 1998 Pediatric Primary Care Research Group
(PPRG) study, a Chicago, Illinois, pediatric practice–
based network, said that their previous experience with
CPS made them less willing to report future suspicions of
child abuse.4 Some of them were concerned that CPS
would not respond promptly if they reported suspected
abuse.10 Furthermore, 63% of these providers believed that
the children who were reported had not benefited from
CPS intervention, and 47% said that the family had not
benefited. Providers indicated that they considered the
likely outcome of a report to CPS before making a report.
If they did not believe that the child or family would
benefit, they might not report suspected abuse.8

In addition, health care providers often complained
that they had not received feedback from CPS about the
results and disposition of their investigation.4,9 The pro-
viders indicated that the lack of CPS feedback might
make them less likely to report suspected abuse in the
future.9

Mandated reporters from all professions have de-
scribed how inadequate law enforcement investigations,
ill-prepared prosecution efforts, and inappropriate legal
decisions leave children exposed and vulnerable to fur-
ther maltreatment. Health care providers perceive that
CPS fails to protect significant numbers of children from
further abuse. The pediatricians responding to the 55th
AAP Periodic Survey of Fellows (Pediatricians Views on
the Treatment and Prevention of Violent Injuries to Chil-
dren) and the providers in the CARES reported instances
in which a child they had reported previously to CPS had
suffered further abuse because CPS had not responded
appropriately (20% and 21%, respectively).5,7

On the other hand, it is critical to recognize the chal-
lenges that CPS agencies face. First, pediatricians’ expec-
tations of the system may not be accurate. Some of the
participants in the CARES did not seem to understand
the role of CPS and expected them to intervene in cases
that did not involve child maltreatment (unpublished
data). Second, communication difficulties are bilateral.
CPS workers and law enforcement officials attempting to
contact physicians who had cared for children who were
reported to CPS frequently encountered difficulty in
contacting them. On the other hand, these physicians
may not have the expertise in child abuse needed to
provide CPS with the medical support they need to make
a decision.

Third, evidence suggests that health care practitio-
ners’ reports of abuse may differ according to race. One
study of toddlers hospitalized for fractures indicated that
health care professionals were more likely to request
skeletal surveys for minority (black or Hispanic) versus
white children and were more likely to report minority
children for suspected child abuse.12 The CARES also
found that black children were more likely to be re-
ported than nonblack children whom the provider sus-
pected had been abused.7

Finally, state CPS agencies frequently do not have
adequate resources to complete their responsibilities to
the best of their abilities. They are often underfunded,
which results in significantly overburdened caseloads for

workers who are charged with investigating reported
cases.

John Goad, former Illinois Department of Children
and Family Services Deputy Director, responded to these
concerns and challenges, and proposed strategies for
addressing the specific issues of improving understand-
ing of roles, enhancing feedback to pediatricians who
report suspected abuse, and enhancing trust between
health care and CPS agency professionals in the first of
the series of articles in this supplement.13

Supports/Resources That Could Help Reporters Best Respond
to the Mandate to Report Suspected Maltreatment
Child abuse pediatrics has become much more complex
as research has contributed much new information
about the root causes of child abuse, the mechanisms of
specific injuries, and the consequences of maltreatment
on the children’s physical and emotional health. As a
result, the American Board of Pediatrics has approved
child abuse pediatrics for a Certificate of Special Quali-
fication, which is the first step toward achieving subspe-
cialty status.14 The complexity of child abuse pediatrics
presents a stumbling block for both health care providers
and the investigators and judges who must determine
the disposition for children who are reported to CPS.
Health care providers have described a reluctance to
report suspected abuse unless they are certain that the
child has been abused.3,4 CPS and law enforcement pro-
fessionals who investigate allegations of abuse often turn
to health care providers with little expertise in child
abuse pediatrics for their opinion about the cause of a
child’s condition. Self-appointed experts with little train-
ing and knowledge of child abuse pediatrics may provide
expert medical opinions in court. These failures demon-
strate the need for all child professionals who make
decisions about the disposition of abused children to
have access to the expertise of child abuse pediatric
subspecialists.

Most of the primary care providers who partici-
pated in the CARES or the AAP Periodic Survey of
Fellows said they had resources available to help them
determine if a child’s injury had been caused by
abuse.8 The majority said that they had mental health
professionals, hospital-based child abuse medical
teams or experts, and pediatric emergency depart-
ments available to help them determine if an injury
was caused by child abuse. Only 2% of the CARES
health care providers said that they had no available
resources. A notable finding of the CARES was that
health care providers said they had consulted others
when they made a report to CPS, but those providers
who did not report injuries they suspected were
caused by abuse did not consult others in their deci-
sion-making process. When the participants of the
focus group were asked about resources that would
help them identify and report child abuse, they indi-
cated that both child abuse experts and pediatric
emergency departments were helpful resources.9

When asked to describe a resource that would be
helpful, they suggested that a telephone clearinghouse
that was immediately available and functioned like a
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poison control line be made available to assist any
practitioner who had questions about identifying or
reporting child maltreatment to CPS.

In the second article of this supplement,15 Carol
Berkowitz, MD, past-president of the AAP and executive
vice chair at the Department of Pediatrics at Harbor-
UCLA Medical Center, responded to these results and
suggested strategies to educate practitioners to more ef-
fectively use resources to make better decisions.

Professional Education for Partnership
Although the Residency Review Committee requires all
pediatric residency programs to include education about
child abuse in their training curriculum, they do not
specify the amount of that training or how that training
will be delivered.16 Few pediatric programs schedule a
mandatory block of child abuse education for their train-
ees.

In addition, current education about child abuse fo-
cuses only on identification of abuse. Although most
health care providers have some experience identifying
and reporting child abuse, these experiences seem to be
infrequent. The pediatricians in the focus group de-
scribed how these rare experiences became “sentinel

events” that influenced their future attitudes and re-
sponses to the management of suspicions of abuse.9

These results suggest that education needs also to ad-
dress reporting and management of suspected child
abuse. Because most primary health care providers have
limited experience with reporting suspected child abuse,
education should help to present these providers with a
more accurate perspective about the outcomes and con-
sequences of reporting.

Cindy Christian, MD, chair of the Child Abuse Special
Interest Group of the Ambulatory Pediatrics Association
and co-director of Safe Place: The Center for Child
Protection and Health, addressed these findings and
made specific recommendations for pediatric resi-
dency education and for continuing medical education
after residency.17

After each presentation, 2 panelists representing dif-
ferent disciplines or expertise responded to the presen-
tation by providing their unique perspectives. These pre-
sentations and panel discussions laid the foundation for
the consensus-building discussion that followed and led
to agreement on 5 strategies for improving recognition
and reporting of child abuse and ultimately saving the
lives of many children. Information about this consensus

Participants selected:

1. AAP leaders

2. Child welfare
administrators

3. Child advocates

4. NACHRI

5. Professional
facilitator

CARRET
Conference

Proposed to ask
multidisciplinary
leaders to
address barriers

CARES
shows
barriers to
reporting of
physical
abuse

 Papers commissioned
and distributed

CARRET Conference, January 21–22, 20007   

Participants developed a vision of
characteristics of an 

effective system to protect children

Results of CARES and other
studies presented

Experts present papers followed
by discussion and break out groups

Strategies prioritized resulting
in action plan

Action team

Publication of 
proceedings

FIGURE 1
Child Abuse Recognition, Research, and Education Translation
(CARRET) Conference design.
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building and the resulting strategies have been summa-
rized in the article “Strategies for Saving and Improving
Children’s Lives.”18 We conclude this supplement with a
commentary from general pediatrician Claire McCarthy
reacting to the articles and sharing her struggles with
reporting child abuse.19 Figure 1 shows the conference
design that brought us to this point.
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