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FROM THE EDITOR 
Child Abuse and Neglect 
Jeanne Elkin, MD, MBE 
 
I did not realize how common child abuse and neglect are until I actually began my 
clerkships. Like most physicians and trainees, I was privileged to grow up in a safe 
community. In medical school, we had only one lecture on child abuse and neglect. So, I 
considered it rare, like Rocky Mountain Spotted Fever or methylmalonic acidemia. But I 
met adult patients with enduring psychological trauma, women in labor who refused to 
have pelvic exams because it reminded them of childhood assault, babies who had 
somehow ingested opiates, parents living in such impoverished conditions that they 
could not satisfy their children’s basic needs, a middle schooler stabbed by an uncle, a 
mom with postpartum depression so severe that she forgot to feed her newborn, and 
children with so many injuries. 
 
These experiences point to the fact that child abuse and neglect are not rare at all, but 
common. Child protective services agencies receive roughly 4.4 million reports per year, 
and more than 600 000 are substantiated.1 A child is 40 times more likely to be a 
confirmed victim of child abuse and neglect than to be diagnosed with any kind of 
cancer.2 Yet students in the health professions learn far more about pediatric cancer 
than they do about abuse and neglect. 
 
This issue of the AMA Journal of Ethics considers clinical, legal, and ethical questions 
related to child abuse and neglect that are rife with ambiguity and uncertainty—
questions that are all the more difficult for clinicians, who are called upon to recognize 
their seemingly clear-cut duties to protect children. This issue also considers how 
clinicians might navigate this important tension and draw attention to everyday practice 
realities that are too often overlooked. 
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CASE AND COMMENTARY: PEER-REVIEWED ARTICLE 
How Should Clinicians Minimize Bias When Responding to Suspicions 
About Child Abuse? 
Megan M. Letson, MD, MEd and Kristin G. Crichton, DO, MPH 
 

Abstract 
Clinicians have ethical and legal obligations to report suspected 
maltreatment of children. A decision to report suspected abuse is one of 
great ethical, clinical, and legal importance and can weigh heavily on 
clinicians who have established relationships with a family. Mandated 
reporting is done inequitably, however, with overreporting of families 
with low socioeconomic status and minoritized families and 
underreporting of families with high socioeconomic status and White 
families. This article canvasses evidence-based approaches to 
evaluating and reporting suspicion of child maltreatment in ways that 
minimize bias and promote equity. 

 
The American Medical Association designates this journal-based CME activity for a maximum of 1 AMA PRA 
Category 1 Credit™ available through the AMA Ed HubTM. Physicians should claim only the credit 
commensurate with the extent of their participation in the activity 
 
Case 
A 9-month-old boy is brought to an emergency department (ED) by his mother. The 
baby’s mother reports that she slipped in an icy parking lot while lifting the baby from 
the car seat. She reports that, as she fell to the ground, the baby slipped out of her 
hands, hitting his head on the icy concrete. Physical examination of the baby reveals 
right-sided scalp swelling and multiple bruises on the torso and extremities. When asked 
about the bruises, the mother panicked, stating, “I didn’t think to check under my baby’s 
clothes. It was too cold. I just drove right here.” The ED physician and nurse caring for 
the baby are distressed by the severity of the baby’s injuries. The physician reviews the 
baby’s electronic health record (EHR). Notes from an ED visit 6 months ago include 
photographic and narrative documentation of 2 bruises on the then-3-month-old baby’s 
right arm. The physician and nurse confer quietly about what they observed, what they 
know, and how to respond. 
 
Commentary 
The federal Child Abuse Prevention and Treatment Act (CAPTA) of 1974 and Victims of 
Child Abuse Act Reauthorization Act of 2018 seek to protect children from abuse and 
neglect. This federal legislation provides funding to support the prevention, assessment, 
investigation, prosecution, and treatment of child abuse and neglect and establishes a

https://edhub.ama-assn.org/ama-journal-of-ethics/module/2800823
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federal definition of child abuse and neglect.1 CAPTA also requires states to implement 
reporting procedures.2 Forty-four states, the District of Columbia, and US territories have 
designated professionals and other persons, including clinicians, to report suspected 
child abuse and neglect to community agencies in accordance with federal law.2 
Standards for reporting vary by state, but a mandated reporter who suspects, has 
knowledge, or believes that a child has been abused or neglected is required to report.2 
A reporter does not need to be certain or to prove that abuse or neglect occurred. This 
threshold for reporting is intended to identify children who are being abused, minimize 
harm, and prevent further abuse. Thus, individual mandated reporters may act without 
evidence-based protocols based on their own interpretation of CAPTA criteria, often 
relying on their intuition and “gut” feelings. 
 
Gut Feelings as Sources of Bias 
The Centers for Disease Control and Prevention cites a combination of individual, 
relational, community, and societal factors that contribute to the risk of child abuse and 
neglect. These risk factors include caregiver characteristics such as substance use, 
mental health issues, low educational attainment, young age, and low income.3 
However, clinicians must interpret social risk factors and apply them in practice in ways 
that do not perpetuate bias. 
 
Overrepresentation of children of color in the child welfare system, possibly due to 
racism, has been well documented.4,5,6 Racial inequity can occur at any step along the 
child welfare continuum, starting with the initial reporting of suspected child abuse and 
neglect to child protective services (CPS). Black children are more likely than White 
children to be reported (excepting those of low socioeconomic status).4,7 Additionally, 
once reported to CPS, Black children are more likely to have their cases opened for 
investigation and are at a greater risk of being placed in out-of-home care than White 
children.6 For example, in 2019, Black children accounted for 23% of the foster care 
population but represented only 14% of the child population, while White children 
accounted for 44% of the foster care population but made up half of the child 
population.6 
 
Although children may be removed from their birth family to prevent abuse or neglect, 
foster care system involvement can have adverse outcomes. For children, removal from 
their home is traumatic. Often children enter foster care with unmet health needs and 
are at increased risk for medical, developmental, and behavioral health problems 
related to their childhood trauma.8 Additionally, they have poor educational outcomes, 
with more than 40% of school-aged children in foster care having educational 
difficulties.9 Unfortunately, many of these needs persist while the children are in foster 
care. 
 
In the case example, the clinicians must decide if mandated reporting is warranted and 
if a medical evaluation for additional injuries is indicated. Despite the existence of 
evidence-based clinical guidelines for child maltreatment, several studies have 
demonstrated clinician bias in the clinical evaluation of symptoms.10,11 Abusive head 
trauma has been shown to be unrecognized more often in young White infants than in 
minority infants and in infants from “intact” families than in families in which the 
parents were not living together.12 Additionally, underrepresented minority children are 
more likely than White children—and children without private insurance are more likely 
than those with private insurance—to be evaluated with a skeletal survey and reported 
for suspected abuse.13,14,15 

https://journalofethics.ama-assn.org/article/mandatory-reporting-human-trafficking-potential-benefits-and-risks-harm/2017-01
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Responding to Suspicion 
In addition to weighing complex decisions about initiating a medical evaluation to 
identify occult injury and engaging CPS, clinicians may also face the moral distress of 
realizing that they do not believe the history provided by the caregiver to account for the 
injuries. Clinicians who work with young children are accustomed to obtaining a medical 
history by proxy from caregivers. In most cases, these histories are reliable and can be 
trusted. However, when a caregiver provides a history of an injury that does not account 
for the injury, when the history of the injury changes, or when a child with no history of 
injury presents for an injury, clinicians may be hesitant to challenge the caregiver or 
report this concern to CPS due to fear of disrupting their relationship with and trust in 
the caregiver. Clinicians may also be concerned about negative professional 
consequences, such as testifying in court or being sued, despite US immunity statutes 
protecting mandated reporters.16,17 
 
These factors, if present, could tempt clinicians to avoid discussing suspected abuse 
with family members. It is critical for the safety of the patient and other children sharing 
the same care environment that clinicians persevere through their discomfort and 
explain their concerns using clear and nonjudgmental language. While clinicians might 
be uncomfortable saying the word abuse to caregivers, family-centered care continues 
to be a priority and is important in fostering trust and partnership with families. 
Caregivers have a right to know and understand their child’s medical condition, 
including concerns about physical abuse. As clinicians, we are ethically bound to clearly 
convey concerns about physical abuse so that caregivers can partner with us in 
protecting their child. In the case example, the clinicians could share their concerns with 
the mother to provide anticipatory guidance about next steps and help her understand 
potential safety risks for her child. 
 
Determining whether one’s suspicion for abuse is just can be complex. Failure to 
recognize or report abuse can result in dire consequences for children; however, 
reporting concerns of child maltreatment inappropriately can lead to unnecessary stress 
for children and their families, unwarranted removal of a child from their caregiver, and 
overburdening of an already strained child welfare system. Several strategies may be 
helpful as a self-check, including consulting with a child abuse pediatrician or another 
clinician for an independent assessment. When considering the clinical history, 
clinicians must focus on the factual, specific details provided by caregivers and on 
identified injuries while minimizing attention to subjective information or potential risk 
factors. Patient safety tools, such as STAR (stop, think, act, review), can provide a 
framework for clinicians to reflect on cases. For example, Nationwide Children’s 
Hospital, with which we are affiliated, used STAR as an approach to child abuse cases in 
conjunction with a clinical guideline. 
 

• Stop: Have you considered child abuse? 
• Think: What is known and what is uncertain. 
• Act: Call social work or child abuse team. 
• Review: Did you follow guidelines? 

 
Without STAR, clinicians may fall into the habit of relying on risk factors, such as 
socioeconomic status—which has long been used as a red flag for identifying 
populations of children at high risk of physical abuse—rather than considering each 
patient’s unique clinical history and physical examination findings. In the case 
highlighted, the physician and nurse discussed that the bruising would not be expected 

https://journalofethics.ama-assn.org/article/what-do-when-it-might-be-child-abuse/2009-02
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from the reported accidental history because the boy also had bruises on his abdomen, 
back, and posterior extremities. Given that he reportedly fell and hit his head and that 
the mother denied any other accidental injuries, the patterned bruising on his torso and 
extremities remained unexplained and raised concerns about physical abuse. The 
clinicians’ response should not be affected by the mother’s race, ethnicity, marital 
status, income, or educational attainment. 
 
Clinicians must understand the types and patterns of injuries indicative of physical 
abuse, including how presentations vary by age and plausible accidental injury 
mechanisms, in order to determine whether the injuries warrant concerns about 
physical abuse.11 Medical education on the identification of child abuse varies widely, 
and clinicians cite a lack of certainty about when to be concerned about abuse as a 
barrier to their recognition of suspicious injuries. 18,19,20,21 Ethical and evidence-based 
evaluation begins with a foundational knowledge of potential signs and symptoms of 
physical abuse and, like so many other diagnoses, a thorough history of how the injury 
occurred. Additionally, clinicians must be aware of how both injuries and mimics of injury 
can appear differently on different skin tones to avoid misdiagnosis.22 

 
Recommendations for Minimizing Bias 
Many institutions have pursued practice standardization by implementing screening 
tools, clinical guidelines and pathways, and EHR alerts to support clinical decision 
making about child abuse.23,24,25,26 Recently, to facilitate such decisions, one institution 
combined a routine screen using a brief series of questions asked by nursing staff with 
an EHR-embedded clinical decision support tool with triggers based on age-related chief 
complaints, documented exam findings, orders, and discharge instructions. The 
researchers found that the screen improved identification of suspected child abuse but 
that there was no relation between race and odds of a positive screen, which suggests 
that this approach might improve racial disparities in abuse evaluations.27 While many 
of these tools are promising, they need to be validated across multiple clinical 
settings.28 Furthermore, successful use of such tools requires clinician education and 
buy-in to ensure clinicians’ compliance and effective use of the tools. 
 
In addition to using an evidence-based approach, clinicians must be aware of explicit 
and implicit biases that everyone brings to their interactions with others. When making 
decisions about how to act on their concerns about child maltreatment, clinicians should 
reflect on what evidence exists to support or contradict their suspicion. Incorporating a 
multidisciplinary team with heterogeneous backgrounds and perspectives can help 
address bias in medical decision making.29 In this case, the multidisciplinary team 
should include a social worker to engage caregivers in completing holistic psychosocial 
evaluations that highlight family strengths and opportunities for support. Social workers 
are instrumental in partnering with clinicians to ensure that mandated reporting is 
prompt and accurate and to support clinicians’ communications with the family and 
community agencies. A hospital child protection team—specifically, a child abuse 
pediatrician who has specific expertise in injuries in children—can help clinicians review 
the clinical information, including identified injuries, and gauge the level of concern for 
physical abuse. This approach could be applied to provide an ending to the case 
scenario. 
 
A social worker met with the mother and learned that her boyfriend had been caring for 
the boy while she worked because she could not afford childcare. A skeletal survey was 
completed and revealed healing rib fractures, which a child abuse pediatrician, after 
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consultation, described as concerning for physical abuse. Social work facilitated a 
report to CPS, and CPS established a safety plan with the family as part of its ongoing 
investigation. 
 
Conclusion 
Although it is imperative for clinicians to recognize injuries indicative of child abuse in 
order to engage appropriate community agencies to protect children, they also must be 
mindful that involvement of these agencies is not benign and that racial and cultural 
bias results in disproportionate reporting and investigation of families of color. Evidence-
based screening, diverse interprofessional team collaboration, and expert consultation 
can improve diagnostic accuracy of child abuse and neglect. 
 
Finally, we cannot underestimate the toll that identifying and caring for children with 
suspected child abuse and neglect takes on health care professionals. Understanding 
the impact these cases have on individuals and teams will reduce compassion fatigue 
and burnout so that clinicians can continue to work for their most vulnerable patients. 
 
References 

1. Child Welfare Information Gateway. About CAPTA: a legislative history. Children’s 
Bureau, US Department of Health and Human Services; 2019. Accessed October 
12, 2022. https://www.childwelfare.gov/pubpdfs/about.pdf  

2. Child Welfare Information Gateway. Mandatory reporters of child abuse and 
neglect. Children’s Bureau, US Department of Health and Human Services; 
2019. Accessed October 12, 2022. 
https://www.childwelfare.gov/pubPDFs/manda.pdf  

3. Risk and protective factors. Centers for Disease Control and Prevention. Updated 
April 6, 2022. Accessed October 19, 2022. 
https://www.cdc.gov/violenceprevention/childabuseandneglect/riskprotectivefa
ctors.html 

4. Dettlaff AJ, Boyd R. Racial disproportionality and disparities in the child welfare 
system: why do they exist, and what can be done to address them? Ann Am 
Acad Pol Soc Sci. 2020;692(1):253-274. 

5. Cénat JM, McIntee SE, Mukunzi JN, Noorishad PG. Overrepresentation of Black 
children in the child welfare system: a systematic review to understand and 
better act. Child Youth Serv Rev. 2021;120:105714. 

6. Child Welfare Information Gateway. Child welfare practice to address racial 
disproportionality and disparity. Children’s Bureau, US Department of Health and 
Human Services; 2021. Accessed March 11, 2022. 
https://www.childwelfare.gov/pubpdfs/racial_disproportionality.pdf 

7. Putnam-Hornstein E, Needell B, King B, Johnson-Motoyama M. Racial and ethnic 
disparities: a population-based examination of risk factors for involvement with 
child protective services. Child Abuse Negl. 2013;37(1):33-46. 

8. Szilagyi MA, Rosen DS, Rubin D, Zlotnik S; Council on Foster Care, Adoption, and 
Kinship Care; Committee on Adolescence; Council on Early Childhood. Health 
care issues for children and adolescents in foster care and kinship care. 
Pediatrics. 2015;136(4):e1131-e1140. 

9. Jee SH, Szilagyi M, Ovenshire C, et al. Improved detection of developmental 
delays among young children in foster care. Pediatrics. 2010;125(2):282-289. 

10. Palusci VJ, Botash AS. Race and bias in child maltreatment diagnosis and 
reporting. Pediatrics. 2021;148(1):e2020049625. 

https://www.childwelfare.gov/pubpdfs/about.pdf
https://www.childwelfare.gov/pubPDFs/manda.pdf
https://www.cdc.gov/violenceprevention/childabuseandneglect/riskprotectivefactors.html
https://www.cdc.gov/violenceprevention/childabuseandneglect/riskprotectivefactors.html
https://www.childwelfare.gov/pubpdfs/racial_disproportionality.pdf


 

  journalofethics.org 98 

11. Christian CW, Crawford-Jakubiak JE, Flaherty EG, et al; Committee on Child 
Abuse and Neglect, American Academy of Pediatrics. The evaluation of 
suspected child physical abuse. Pediatrics. 2015;135(5):e1337-e1354. 

12. Jenny C, Hymel KP, Ritzen A, Reinert SE, Hay TC. Analysis of missed cases of 
abusive head trauma. JAMA. 1999;281(7):621-626. 

13. Lane WG, Rubin DM, Monteith R, Christian CW. Racial differences in the 
evaluation of pediatric fractures for physical abuse. JAMA. 2002;288(13):1603-
1609. 

14. Paine CW, Wood JN. Skeletal surveys in young, injured children: a systematic 
review. Child Abuse Negl. 2018;76:237-249. 

15. Hymel KP, Laskey AL, Crowell KR, et al; Pediatric Brain Injury Research Network 
(PediBIRN) Investigators. Racial and ethnic disparities and bias in the evaluation 
and reporting of abusive head trauma. J Pediatr. 2018;198:137-143.e1. 

16. Flaherty EG, Sege R. Barriers to physician identification and reporting of child 
abuse. Pediatr Ann. 2005;34(5):349-356. 

17. Child Welfare Information Gateway. Immunity for reporters of child abuse and 
neglect. Children’s Bureau, US Department of Health and Human Services; 
2018. Accessed July 20, 2022. 
https://www.childwelfare.gov/pubPDFs/immunity.pdf  

18. Mandadi AR, Dully K, Brailsford J, et al. A national survey of pediatric emergency 
medicine physicians on improving education in child maltreatment recognition 
and reporting child abuse and neglect. Child Abuse Negl. 2021;122:105324. 

19. Baker AJL, LeBlanc S, Adebayo T, Mathews B. Training for mandated reporters of 
child abuse and neglect: content analysis of state-sponsored curricula. Child 
Abuse Negl. 2021;113:104932. 

20. Eismann EA, Shapiro RA, Makoroff KL, et al. Identifying predictors of physical 
abuse evaluation of injured infants: opportunities to improve recognition. Pediatr 
Emerg Care. 2021;37(12):e1503-e1509. 

21. Eismann EA, Shapiro RA, Thackeray J, et al. Providers’ ability to identify sentinel 
injuries concerning for physical abuse in infants. Pediatr Emerg Care. 
2021;37(5):e230-e235. 

22. Ngo V. A closer look: medical conditions that mimic physical abuse. Pediatr Ann. 
2020;49(8):e341-e346.  

23. Crumm CE, Brown ECB, Thomas-Smith S, Yu DTY, Metz JB, Feldman KW. 
Evaluation of an emergency department high-risk bruising screening protocol. 
Pediatrics. 2021;147(4):e2020002444. 

24. Rumball-Smith J, Fromkin J, Rosenthal B, et al. Implementation of routine 
electronic health record-based child abuse screening in general emergency 
departments. Child Abuse Negl. 2018;85:58-67. 

25. Chen CJ, Chen YW, Chang HY, Feng JY. Screening tools for child abuse used by 
healthcare providers: a systematic review. J Nurs Res. 2022;30(1):e193. 

26. Pierce MC, Kaczor K, Lorenz DJ, et al. Validation of a clinical decision rule to 
predict abuse in young children based on bruising characteristics. JAMA Netw 
Open. 2021;4(4):e215832. 

27. Suresh S, Heineman E, Meyer L, et al. Improved detection of child maltreatment 
with routine screening in a tertiary care pediatric hospital. J Pediatr. 
2022;243:181-187.e2. 

28. Stilwell L, Golonka M, Ankoma-Sey K, et al. Electronic health record tools to 
identify child maltreatment: scoping literature review and key informant 
interviews. Acad Pediatr. 2022;22(5):718-728. 

https://www.childwelfare.gov/pubPDFs/immunity.pdf


AMA Journal of Ethics, February 2023 99 

29. Baird J, Ashland M, Rosenbluth G. Interprofessional teams: current trends and 
future directions. Pediatr Clin North Am. 2019;66(4):739-750. 

 
Megan M. Letson, MD, MEd is an associate professor in the Department of Pediatrics at 
The Ohio State University College of Medicine in Columbus. Board certified in general 
pediatrics and child abuse pediatrics, she is the chief of the Division of Child and Family 
Advocacy at Nationwide Children’s Hospital, where she is also medical director of the 
Center for Family Safety and Healing and program director of the Child Abuse Pediatrics 
Fellowship Program.  
 
Kristin G. Crichton, DO, MPH is an assistant professor in the Department of Pediatrics at 
The Ohio State University College of Medicine in Columbus. Board certified in general 
pediatrics and child abuse pediatrics, she is the clinic medical director of the Child 
Advocacy Center and Child Assessment Team Clinic and associate director of the Child 
Abuse Pediatrics Fellowship Program at Nationwide Children’s Hospital. 
 

Editor’s Note 
The case to which this commentary is a response was developed by the editorial 
staff. 
 
Citation 
AMA J Ethics. 2023;25(2):E93-99. 
 
DOI 
10.1001/amajethics.2023.93. 
 
Conflict of Interest Disclosure 
The author(s) had no conflicts of interest to disclose. 
 
The people and events in this case are fictional. Resemblance to real events or to 
names of people, living or dead, is entirely coincidental. The viewpoints expressed 
in this article are those of the author(s) and do not necessarily reflect the views and 
policies of the AMA. 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
Copyright 2023 American Medical Association. All rights reserved.  
ISSN 2376-6980 



 

  journalofethics.org 100 

AMA Journal of Ethics® 
February 2023, Volume 25, Number 2: E100-108 
 
CASE AND COMMENTARY: PEER-REVIEWED ARTICLE 
How Should Race and Resource Context Influence How Neglect Is 
Considered by Clinicians? 
David Kelly, JD, MA and Jerry Milner, DSW 
 

Abstract 
Separation of children from their parents is one possible traumatizing 
consequence of a mandated report, which is not to be taken lightly. This 
commentary on a case considers how racism and poverty should 
influence clinicians’ construal of their duties as mandatory reporters of 
abuse and offers recommendations about how to respond in similarly 
difficult cases. 

 
Case 
AB, age 1 year, is accompanied to a visit with pediatrician, Dr K. AB’s grandmother 
apologizes for missing prior scheduled appointments and explains that she and her 
daughter both work many hours beyond full-time. Dr K asks about AB’s caregiver when 
they’re at work. AB’s grandmother pauses and explains that neighbors “check in on” AB 
during the day. Dr K, recording AB’s below-normal weight, certainly feels there’s enough 
evidence to suspect that AB is neglected, although AB’s lack of regular adult supervision 
and insufficient caloric intake are due to poverty, not to insufficient parental impulse or 
love. 
 
Dr K hesitates, therefore, to “suspect” neglect. Dr K learned that one result of a recent 
mandatory report to the state’s child welfare agency led to a 3-year-old patient’s removal 
from a home in which the parents live in poverty. When that child returned to Dr K for an 
annual visit, the child was in a third foster care home, could not sustain eye contact with 
Dr K, would not engage in any kind of play Dr K tried to initiate, and was still 
underweight. 
 
Dr K worries, “Neglect is obvious, so, yes, I suspect it. This means I’m mandated by 
federal law to report this to the state. But, ethically, that hasn’t helped some of my 
patients before and might do more harm than good for AB.” Dr K doesn’t speak with 
anyone else and wonders what to do. 
 
Commentary 
Federal law requires that all 50 states have procedures for mandatory reporting by 
certain individuals when they suspect child abuse and neglect.1 This case illustrates a 
common dilemma in child welfare for mandatory reporters and caregivers who seek help
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for children with profound vulnerabilities. Dr K clearly recognizes what constitutes 
neglect from a medical perspective (ie, the child is underweight and alone for a good 
portion of the day). However, after asking the grandmother one question about childcare 
arrangements, Dr K did not ask additional questions to better understand what was 
happening in the life of the family or to evaluate what the improper weight may be due 
to—for example, the child’s having a medical condition or not being fed properly or 
regularly, or something else. We do not know whether differences of language or culture 
or racial dynamics affected the ability of the grandmother and Dr K to communicate 
effectively and truly understand one another. Regardless, Dr K is justified in being 
concerned by the mere fact of a 1-year-old child being left alone for long periods of time. 
Whether Dr K took the extra step of considering the cause of AB’s neglect—specifically, 
whether it is attributable to intentionally inadequate caretaking or perhaps to financial 
hardship, lack of access to childcare, unstable housing, or food insecurity—is not stated 
in the case. In short, Dr K was left with many unknowns about what could be 
contributing to his concerns about the health and well-being of the child, but he seems 
worried that help is needed.  
 
For mandatory reporters, especially medical doctors who are trained to examine the 
totality of a patient’s well-being, the dilemma is whether to make a diagnosis of neglect 
or child maltreatment generally and report the family to a child abuse hotline or to dig 
deeper into the circumstances of the family’s life to learn more about the root causes of 
the warning signs. A deeper dive might result in recognizing the problem as poverty or 
hardship and lead to efforts to connect the family to concrete support as opposed to 
labeling the problem as child maltreatment. 
 
The next section outlines the grounds for this assertion and places Dr K’s dilemma 
within the larger context of a system that is doing harm. We then explain ethical 
concerns stemming from definitions of neglect and mandatory reporting. Finally, we 
discuss distinguishing between hardship and neglect and describe an ethical approach 
to child welfare. 
 
Report or Look Closer? 
As Dr K recognizes, the dilemma of whether to report or to probe for signs of abuse or 
neglect is heightened by the limitations of the likely responses from child protective 
services (CPS). Dr K remembers a specific case with a similar fact pattern in which CPS 
involvement did not lead to positive outcomes for the child. In fact, the overall health 
and well-being of that child may now be worse as a result of the call to the hotline and 
placement in 3 foster homes. The child that Dr K recalls now has great instability in life 
and is separated from family, which is affecting the child’s development and has 
interfered with healthy bonding, not to mention that the child remains underweight. This 
information adds to the ethical challenge that he faces in reporting what he suspects is 
neglect and risking further harm or taking an alternative approach. 
 
In the case, the physician reveals his ambivalence about the child’s circumstances, 
noting on the one hand that the child’s being underweight and left alone “are due to 
poverty” and, on the other, that “neglect is obvious.” Is it obvious? While hardship can 
be harmful, is hardship that causes harm de facto child maltreatment? We assert it is 
not and that a closer look is warranted. Is it critical to connect families struggling with 
hardship to supportive and concrete services? Absolutely. Is a call to a child abuse 
hotline necessary in this case or even what would be helpful? Could other supportive or 
protective steps be taken in lieu of a hotline call? Does Dr K feel this is truly the most 

https://journalofethics.ama-assn.org/article/language-barriers-and-patient-encounter/2007-08
https://journalofethics.ama-assn.org/article/report-or-not-report-physicians-dilemma/2009-02
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appropriate or only way to address the situation? Or is it that, as a mandatory reporter, 
Dr K feels compelled to report to avoid culpability? Too often, we believe it is the latter. 
 
The case raises several difficult ethical questions for clinicians. 
 

• Do clinicians have the necessary information to reasonably suspect neglect and 
report it as such?  

• Could mandatory reporting impair clinicians’ ability to do what they feel is in the 
best interest of their patients’ overall health and well-being? 

• Does harm caused by reporting constitute a violation of clinicians’ oath? 
• Is a decision to make a report in any way influenced by race or social standing or 

any other factors in the family’s situation other than the child’s condition? 
 
These questions result from, reflect, and contribute to an approach to child welfare in 
the United States that places many parties in ethical conflict. For mandatory reporters, 
such as Dr K, ethical conflict centers on legal reporting requirements vs gathering more 
information about possible causes of signs of abuse or neglect. For the family itself, the 
conflict is whether to seek medical attention for the child and risk being reported.2 
 
Ethical Concerns 
The need for ethical clarity in child welfare is demonstrated by persistent racial 
disparities in outcomes—such as children of color being “more likely to experience 
multiple placements, less likely to be reunited with their birth families, more likely to 
experience group care, less likely to establish a permanent placement and more likely to 
experience poor social, behavioral and educational outcomes” than White children3—
and it is clear in the words used by those who have experienced the system to describe 
it.4 Recognition of the harm that the child welfare system causes is reflected in the case, 
which describes the negative impacts on a child reported for neglect (ie, withdrawn and 
underweight) and the child’s subsequent treatment by the system designed to protect 
the child (ie, 3 foster home placements). The origins and evolution of the child welfare 
system are well documented5 and deserve to be discussed at greater length, but 3 key 
flaws are noteworthy: (1) the system is reactive rather than proactive and causes 
trauma; (2) it offers few alternatives to separating families; and (3) it disproportionately 
intrudes in the lives of families with low income and families of color.6,7,8 These flaws are 
highlighted in the following discussion of ethical concerns. 
 
Mandatory reporting. Mandatory reporting1 has been recognized as a structure of 
oppression, especially for Black and Indigenous populations.9 Mandated reporters may 
fear that they will be sued for not reporting suspected child abuse, as some states allow 
such tort claims.10 This fear of liability places tremendous pressure on mandated 
reporters and may increase the chances that a report is made when it is not necessary. 
For example, reporters may make a call for neglect for what they recognize as poverty-
driven circumstances. Insofar as they are aware of mandatory reporting requirements, 
families experiencing vulnerability may be disincentivized to seek help.11 In such 
instances, family integrity hangs in the balance, and trauma to children often follows. 
 
Neglect. Neglect is the most common reason children are separated from their families 
and placed in foster care.12 The term neglect is not defined in federal child welfare 
statute, except in the broadest terms.13 Rather, it is left to the states to define, resulting 
in inconsistent definitions across the nation. What may be considered neglect that rises 
to the level of maltreatment in one state may not be neglect at all in another.14 Unlike 

https://journalofethics.ama-assn.org/article/how-should-we-respond-when-clinicians-calls-cps-are-punitively-weaponized-against-families/2009-02


AMA Journal of Ethics, February 2023 103 

criminal law, in which offenses are categorized by count and require a mental state as 
an element of a crime, no such requirements exist in child protection law definitions.15 
 
Ambiguity in legal definitions of neglect increases the likelihood that decisions to report 
will be made subjectively.15 In the case, what constitutes neglect is front and center (ie, 
Dr K says on the one hand that the problems “are due to poverty” and on the other that 
“neglect is obvious”). Potential criminal liability or loss of professional licensure for not 
reporting can increase stress for mandatory reporters, as they seek to avoid 
underreporting due to fear of legal liability and to avoid overreporting out of an 
abundance of caution. Should medical professionals, especially pediatricians, be trusted 
to make sound professional judgments without facing potential criminal liability? We 
suggest the answer to both questions is yes. 
 
Harm. In the case, Dr K has concerns about 2 harms to the child that arise at 2 levels: 
the harm of the child’s being underweight and home alone at times if the child remains 
in the family and the harm of the child’s experiencing instability and disruption as a 
result of separating the family. Both harms require contemplation and weighing both the 
short- and long-term consequences. On the one hand, we know that very young children 
are especially vulnerable to factors that impede their healthy development, including the 
lack of consistent care and attention to their physical and emotional needs.16 On the 
other, we also know that very young children are particularly sensitive to disruption in 
their attachments to and bonds with their parents and that changing caretakers and 
making frequent moves can impair them for life, physically and psychologically.16,17 
 
The ethical dilemma of having to choose one form of harm over another should have no 
place in a system intended to protect children. Nonetheless, the child welfare system’s 
primary response to a report of child abuse and neglect, when the report is 
substantiated, is to investigate a family and separate the child from that family. 
Separation causes trauma to children and their parents, even when it is necessary.17,18 
Accordingly, there is growing concern about harms that traditional child welfare 
approaches and vague definitions of neglect cause children.19 For example, the child 
welfare system continues to surveil and police poor families and families of color, 
exposing them to increased reporting and the harm of separation, even when poverty, 
not neglect, is the main concern.20 Decades of poor outcomes for children and youth in 
the child welfare system, including more than 20 000 young people exiting care 
annually21 without the permanency of a family and the supports and connections 
needed for their well-being, provide additional evidence of the system’s harmful 
results.22,23,24,25 
 
How to Respond 
Dr K must work within the system of which he is a part and in accordance with the laws 
that govern his professional behavior, which include reporting obligations when he has 
good reason to suspect that a child is being neglected. While it is not his job to 
determine if neglect has occurred, it should be his job to understand enough of the facts 
to warrant a report and risk the further harm that reporting can bring. Dr K has an 
opportunity to engage with the child’s parent and grandparent to explore age-
appropriate childcare arrangements and proper nutrition. He has an opportunity to ask 
for more frequent appointments and possibly link the family with a home visiting nurse. 
 
Through activities such as these, Dr K would have an opportunity to ascertain whether it 
is indeed the family’s poverty that is responsible for the child’s being underweight and 
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left alone or whether the caretakers are intentionally neglectful. In either case, help will 
be needed, but the additional information and insight could help Dr K determine where 
that help should come from and what form it should take. Nevertheless, the nature of 
the dilemma will not change until child welfare changes how it responds to both poverty 
and neglect. We assert that, in the face of the known harms and dangerous effects of 
common child welfare practices, the continuation of those practices—and the vast 
funding of those practices—constitute a lack of systemic ethics and will continue to put 
reporters, such as Dr K, squarely in ethical dilemmas. 
 
As a field, we allow preventable harm to occur with little and sometimes no 
consideration of transforming the system that causes the harm. In fact, we require harm 
to occur before most interventions, services, or supports are made available, and then 
we exacerbate harm to children and their parents by causing additional trauma in our 
responses, which include unnecessary family separation—often without reasonable 
efforts to keep family members safely together.26 
 
What Should Child Welfare Practice Look Like? 
An ethical approach to child welfare in the United States requires explicit 
acknowledgement and ownership of the harms that have been caused and a 
corresponding duty to stop causing harm and to dismantle harm-causing structures and 
approaches.7 The child welfare system can and should be reconceived and restructured, 
at minimum, to do no harm. Ideally, like whole health and wellness approaches to 
medicine, child welfare could become a framework for a preventative approach and, 
when needed, be restorative and healing. This framework would clearly distinguish 
hardship from child maltreatment and contain safeguards to prevent the confusion of 
the two.27 It would incentivize efforts to understand child and family needs and provide 
critical services and supports as opposed to clinicians’ fear of criminal liability making 
intervention the default. This type of approach would allow a medical professional like 
Dr K to stay focused on what the child needs to be healthy and what can be done to help 
the parent or caretaker better ensure the child’s needs are met. Dr K would—and 
should—retain the ability to call child protection services in any instance when abuse is 
suspected or the child is in immediate danger, but this option should be fully at the 
discretion of the pediatrician based on their professional judgment. 
 
Overall, an ethical approach requires investments in historically disadvantaged 
communities and in robust networks of familial support (ie, primary prevention).28 Such 
an approach should be designed and driven by families and communities. Partnerships 
with community members enable trust that is essential for families to make stigma-free 
and threat-free requests for help, admitting their vulnerabilities along with their 
openness to help and support without fearing the loss of their children. With appropriate 
community investment, could the family of the child in the case find support for reliable 
childcare? For proper nutrition? For transportation to medical appointments? 
Resoundingly, yes. 
 
In the absence of immediate danger or harm, an ethical approach demands alternatives 
to separating families that do not threaten the integrity of family relationships and unity. 
There is growing research demonstrating that community-based, universally available 
family supports diminish the need for formal intervention by CPS.29 Place-based 
approaches that provide an array of services and concrete supports within the 
communities where families live and work are showing promise.30 These approaches are 
consistent with research demonstrating the positive impact of providing material 
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supports to families to prevent the greater harm of not attending to those needs.31,32 
Family resource centers are one example of a form of community support that is 
nonthreatening and nonstigmatizing. Compassionate community responses that 
recognize and can meet cultural and familial needs—including basic human and 
material needs—before a physician or other mandatory reporter faces a dilemma of 
whether to report or call for help can make a difference.33 They can also serve as an 
alternative to a referral by a physician who sees need or feels concern but does not 
suspect maltreatment. 
 
It is time for an overarching systemic commitment to nonmaleficence in child welfare 
and a corresponding duty to invest in families and communities to help them thrive as a 
first step to repairing historic and ongoing harm. Failure to make such commitments 
affirmatively and to redesign child welfare accordingly represents a profound moral and 
ethical shortcoming and abnegation of justice for families. However, reform will not 
replace the need for state intervention in instances of severe physical, sexual, and 
emotional abuse or intentional neglect. It would, however, dramatically reduce the 
trauma that occurs when families are subjected to state intervention when other, less 
intrusive measures could alleviate stress and risk, help to keep children safe, and 
preserve the integrity of families and children’s relational health. 
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Abstract 
When health care professionals encounter child abuse and neglect, they 
can experience a range of emotions, such as anger, sadness, and 
frustration. Such feelings can cloud judgment, compromise care, or even 
undermine one’s capacity to complete evaluation of a child. This article 
discusses key ethical values of honesty, objectivity, compassion, 
professionalism, respect for persons, and justice, which can be used to 
guide one’s approaches to navigating secondary trauma during and after 
clinical interactions with children who have suffered abuse or neglect. 
Strategies for coping with intense feelings, especially during interactions 
with abused and neglected children’s families, are also offered herein. 

 
The American Medical Association designates this journal-based CME activity for a maximum of 1 AMA PRA 
Category 1 Credit™ available through the AMA Ed HubTM. Physicians should claim only the credit 
commensurate with the extent of their participation in the activity. 
 
Witnessing Abuse and Neglect 
In fiscal year 2020, child protective services agencies received 3.9 million referrals 
alleging child abuse and neglect.1 Approximately 618 000 children were identified as 
victims, with the highest rates for infants. Roughly 12% of reports to child protective 
services were made by medical personnel.1 As mandatory reporters in all 50 states, 
health care professionals are often required to complete child abuse education training 
in mandated reporting.2,3 However, there is no universal training program for teaching 
health care professionals—including students and trainees—how to manage and cope 
with their emotions in these cases, which can make it difficult to adhere to ethical 
standards, including honesty, objectivity, and respect and empathy for caregivers who 
might be suspected perpetrators of child abuse and neglect. Here, we offer 
recommendations for communication strategies health care professionals can employ in 
cases of suspected child abuse and neglect and discuss approaches to managing 
secondary trauma that such cases might evoke. 
 
Honesty 
When child abuse or neglect is being considered, it is best practice for health care 
professionals to communicate this concern to families in an open and honest way. For 
instance, the statement, “I am concerned someone may have harmed your child,” is an

https://journalofethics.ama-assn.org/article/suspected-child-abuse/2007-11
https://edhub.ama-assn.org/ama-journal-of-ethics/module/2800822
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appropriate expression of concern, especially if a diagnosis of abuse is not certain. 
Alternatively, if the child is battered or has pathognomonic, multiorgan injury that can 
only be the result of abuse, it is appropriate to clearly state that the child is a victim of 
abuse. Sometimes staff do not know the appropriate language to use to convey concern, 
or they might worry about angering or offending parents or other caregivers or simply 
feel uncomfortable with confrontation. In consequence, staff might not communicate 
appropriately with families or might avoid communication with families, which can affect 
families’ perceptions of how they are treated. In a study that examined parental 
perceptions of care during young children’s hospitalization for traumatic injuries, 
parents who were evaluated for possible abuse by the hospital child protection team—
even when the injury was determined to be nonabusive—reported feeling less informed 
by staff and were less likely to feel that they were treated honestly or respectfully than 
parents for whom abuse was not considered.4 Additionally, parents of children who were 
abused were more likely to feel that the diagnosis of abuse changed the way they were 
treated by hospital staff. These perceptions may be due to parents thinking that they are 
being negatively judged by the hospital staff or to their recognizing the hesitancy of staff 
who are uncomfortable caring for families of children who might have, or who have, 
been abused. Potentially, both factors contribute to these perceptions, highlighting the 
need for repeated communication with families. It is often helpful for clinicians to begin 
the conversation with concerns about possible abuse and ask parents whether they 
have any concerns that someone might have hurt their child. This is a nonjudgmental 
way to begin an open dialogue. 
 
It is also ethically important not to “hide” behind one’s mandate to report child abuse 
when discussing concerns with families. That is, clinicians blaming a decision to report 
on the law (eg, “I don’t think it’s abuse, but I am mandated to report”) rather than taking 
full responsibility for acting on their discernment and concern obscure the best reasons 
they have for reporting. Transparency with families is too important for professionals to 
invite such obfuscation into an already complex and emotionally fraught discussion. In 
fact, families in most cases likely deserve to know the specific roles clinicians play on a 
team—whether consultant or admitting physician, trainee, or supervising clinician. 
Families should be introduced to the various members of the medical team, just as in 
any other patient-clinician interaction, and know that the team members take their 
responsibilities seriously. It is also important to educate trainee team members to be 
forthcoming about their role as a trainee.5 
 
Expressing concerns about child abuse and neglect to a family can be unsettling for any 
health care professional, but it is especially unsettling for trainees. Trainees may never 
have encountered child abuse and neglect before and may have minimal experience 
with challenging patient interactions. Just as mentors would not send trainees 
independently to deliver bad news without modeling how to do so, so they should not 
send trainees independently to discuss child abuse and neglect concerns without 
adequate preparation. To better prepare trainees for these patient encounters, we 
recommend modeling communication with families prior to having trainees lead the 
discussion. We also recommend emphasizing the importance of explaining medical 
terminology using language that is easily understood by patients and families. In 
addition, trainees should be taught to inform families that a report of suspected abuse 
is needed to further investigate the cause of the child’s injury or condition. We often tell 
families that we will evaluate for underlying medical explanations while asking child 
protective services to investigate the possibility of abuse or neglect. In general, health 
care professionals are expected to report those cases in which there is reasonable 

https://journalofethics.ama-assn.org/article/if-role-models-do-model-roles/2002-11
https://journalofethics.ama-assn.org/article/report-or-not-report-physicians-dilemma/2009-02


AMA Journal of Ethics, February 2023 111 

suspicion that a child was a victim of abuse or neglect by an individual whose care they 
were under.2,6 
 
Objectivity 
Medical professionals cannot allow their disgust or horror at a patient’s clinical 
presentation to affect how they treat the patient or the patient’s caregivers. Regardless 
of their degree of concern about child abuse and neglect, trainees and medical 
professionals must take an objective approach to evaluating children for child abuse 
and neglect and making decisions regarding mandated reporting. Trainees should be 
educated on mandated reporting laws and clinical guidelines that inform appropriate 
medical evaluations in child abuse and neglect cases.3 It is important to note that while 
there is a minimum federal definition of child abuse and neglect for purposes of 
reporting, each state has its own definition.6 Nonetheless, health care professionals are 
mandated reporters in all 50 states.7 Although medical school curricula exist to teach 
students about child abuse and neglect, it is critical to continue educating clinicians 
along the training continuum beyond medical school.3 
 
The threshold for reporting requires only a reasonable suspicion of child abuse and 
neglect. However, there are no clear-cut, universal guidelines on what constitutes a 
reasonable suspicion. Each individual likely has their own threshold to report based on 
clinical experience, culture, religious background, personal upbringing, and knowledge. 
How do you teach trainees where and how to draw the line? Health care professionals 
can educate trainees and students to use a consistent framework to approach cases of 
child abuse and neglect, such as Leventhal’s triangle, which acknowledges that there is 
a continuum between accident or medical condition and child abuse or neglect and that 
there is a threshold for a presentation to warrant reporting.2 We know that racial bias—
implicit or explicit—exists both in reporting practices and in investigative outcomes.8,9,10 
As health care professionals, we have an obligation to recognize our individual potential 
for bias, work diligently to address our biases, and educate trainees to be careful, 
thorough, and objective in their approach to child abuse and neglect.2 
 
A number of resources are available to assist in making evaluations. The American 
Academy of Pediatrics provides recommendations for evaluations in cases of suspected 
child abuse.11,12 Some institutions have created clinical pathways for providing an 
objective, evidence-based evaluation to reduce bias in medical evaluations.13 Such 
pathways can also serve as tools to bolster clinician confidence in reporting when a 
concern for child abuse and neglect is identified, as health care professionals miss 
cases of abuse and do not always report cases when they have suspicion.14,15,16 Several 
reasons for not reporting have been identified, including familiarity with the family, 
perceptions of what would be the outcomes of child protective services reports, and 
consistency of the injury with elements of the patient’s history.15,17 Moreover, some 
clinicians elect not to report suspected child abuse and neglect because of their concern 
that it might harm families. However, we do not recommend this approach, as there is 
significant potential for children who remain with their family to return to the health care 
facility with signs of additional, more severe abuse or neglect. Cases of child abuse and 
neglect are challenging for a myriad of reasons. When cases are ambiguous or 
complicated, clinicians can seek consultation and recommendations from pediatricians 
who specialize in child abuse and neglect or others who have expertise in this area, such 
as social workers. 
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Compassion and Respect 
One responsibility of health care professionals is to treat each patient with compassion 
and respect. This ethical standard holds for caregivers who may be perpetrators of child 
abuse and neglect. While it might be easy for health care professionals to feel sympathy 
for victims of abuse and neglect and to provide compassionate care to such children, it 
is more challenging to show compassion for potential perpetrators of or accomplices in 
child abuse and neglect. It is essential to teach trainees and students to refrain from 
apportioning blame to parents or caregivers, as there may be extenuating factors in a 
given case. Various stressors can lead to a child’s victimization, such as lack of support, 
isolation, fractured family structure, or poverty. We know that poverty, for example, is a 
potent risk factor for child abuse and neglect; however, most impoverished caregivers 
do not neglect their child’s needs.18 
 
We also must recognize that perpetrators often still love their child, despite their abusive 
acts. Additionally, we often do not know the identity of the perpetrator when talking with 
families, and we must recognize that the person at the bedside may be a nonoffending 
parent who was unaware of the abuse. Abuse can also be perpetrated by other adults, 
such as daycare workers, teachers, clergy, or relatives. It is not our role to be 
investigators in cases of child abuse and neglect. Rather, our role is to render a medical 
opinion and communicate the medical information to investigators. We should educate 
caregivers on what to expect through the child protection and criminal processes and 
support families through the initial investigation and hospitalization. 
 
Health care professionals should build rapport with patients and caregivers. Toward this 
end, health care professionals should teach students and trainees to use the “Ask-Tell-
Ask” approach to deliver concerns about abuse.19,20 Trainees and students can also be 
taught to respond to caregivers’ strong emotions—including anger, frustration, sadness, 
or confusion—using open-ended, nonjudgmental language. One useful strategy is the 
NURSE mnemonic: naming, understanding, respecting, supporting, and exploring.19,20 
These basic communication skills are essential in all aspects of medicine but can be 
especially helpful in cases of child abuse and neglect. 
 
Coping With Secondary Trauma 
Health care professionals are at risk for secondary trauma as a result of these 
interactions and the feelings that they evoke. Secondary trauma occurs from indirectly 
being exposed to another person’s trauma, such as through caring for a patient who is a 
victim of child abuse or listening to a caregiver’s own history of domestic violence or 
sexual abuse.21 Secondary trauma is distinct from second victim syndrome, which 
describes the psychological harm that occurs to a clinician who makes a recognized 
mistake, such as when abuse goes unrecognized and the child sustains further injury.22 
 
For a variety of reasons, child abuse and neglect may be challenging for students and 
trainees to address and may arouse a range of emotions—from sadness and disbelief to 
anger and abhorrence—in a given clinical situation. For many students and trainees, the 
clinic may be their first exposure to family violence and child abuse. Some students and 
trainees have been victims of sexual and physical abuse as children. Others may feel a 
sense of guilt when diagnosing abuse or filing a report to child protective services due to 
potential sequalae, such as criminal investigation or placement of the child in kinship or 
foster care. Some mandated reporters have had previous experiences with child 
protective services and believe that their report will fail to make a positive difference for 
the child and thus hesitate or fail to report suspected abuse and neglect.15,17 
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Secondary trauma can affect clinicians’ well-being. One study of child abuse pediatric 
clinicians demonstrated a positive association between secondary trauma and 
burnout.23 Another study found that pediatricians and trainees caring for patients with 
suspected abuse and neglect had high average scores of secondary traumatic stress 
and low average compassion satisfaction scores.24 When educating trainees and 
students, mentors must acknowledge this challenging aspect of the work and offer 
strategies to cope with and mitigate secondary trauma. 
 
One potential strategy to help trainees and students cope with secondary trauma is to 
debrief after difficult cases—for example, after caring for a child with severe polytrauma 
or fatal injury, as well as after interactions with families who express anger or frustration 
toward the medical team. Emotional debriefing may reduce burnout and promote 
resilience.25 Debriefing tools used in other care environments, such as the emergency 
department or the critical care unit, could be employed to help teams process 
challenging clinical situations or family conversations.26,27 Our institution’s child 
protection team uses a debriefing tool for difficult interactions, as well as for severe 
cases or fatalities. It can be helpful to debrief in all cases of child abuse and neglect and 
to create trauma-informed health care environments for both patients and health care 
professionals.24 Additionally, educating trainees on positive coping strategies, providing 
peer support, promoting self-care, and helping them find hope and meaning in their 
work may reduce secondary traumatic stress and risk of burnout.23,28 
 
Conclusion 
Cases of child abuse and neglect can evoke a range of emotions in health care 
professionals, especially in inexperienced students and trainees. It is important to 
educate learners to maintain objectivity, to speak honestly, and to treat patients and 
their families with compassion and respect. Additionally, it is critical to support students 
and trainees in cases of child abuse and neglect and to provide strategies to mitigate 
the effects of secondary trauma through activities such as debriefing. 
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Abstract 
While adverse childhood experiences and trauma, including childhood 
abuse and neglect, have often been viewed from the lens of psychiatry, 
their influence on physical health, health behaviors, and factors that 
moderate health now garner more attention. This article reviews recent 
literature that has changed clinical and social viewpoints on child abuse 
and neglect and can be used as a primer to better understand (1) 
influences of child abuse and neglect on physical illness; (2) critical 
diagnostic advances relevant to persons who have experienced child 
abuse and neglect; and (3) ethical, research, and practical questions 
generated by these new understandings. 

 
The American Medical Association designates this journal-based CME activity for a maximum of 1 AMA PRA 
Category 1 Credit™ available through the AMA Ed HubTM. Physicians should claim only the credit 
commensurate with the extent of their participation in the activity. 
 
Trauma’s Roles in Health 
Increasing attention is being paid to the impact of child abuse and neglect on health. 
The rapidly growing knowledge base on long-term outcomes of those exposed to child 
abuse and neglect in the form of both trauma and adverse childhood experiences 
(ACEs), such as childhood economic hardship,1 neglect, sexual abuse, emotional abuse, 
discrimination, racism, household dysfunction, exposure to violence, parental mental 
illness, and parental substance use has warranted this attention.2 These types of 
maltreatment have often been viewed only from the lens of psychiatry, but it is now clear 
that, beyond their impact on mental health, these experiences affect biological 
mechanisms that influence physical health,3,4 health behaviors, and other factors that 
moderate good health, making it a general concern for all of health care and for those 
invested in improving health outcomes at large. 
 
Given these wide-ranging health impacts, health care systems and individual 
practitioners must be prepared to evaluate childhood maltreatment-related health 
concerns. Many clinicians feel unprepared to do this sort of work, and it was likely 
absent from their training.5 This article aims to review recent core literature that has 
broadened medicine’s understanding of the forms of child abuse and neglect. It also

https://journalofethics.ama-assn.org/article/mental-illness-inside-and-out/2013-10
https://journalofethics.ama-assn.org/article/mental-illness-inside-and-out/2013-10
https://edhub.ama-assn.org/ama-journal-of-ethics/module/2800824
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provides a primer to better understand (1) the impact of child abuse and neglect on 
physical health; (2) critical diagnostic advances relevant to those who have experienced 
ACEs; and (3) the ethical, research, and practical issues that arise from this new 
understanding of child abuse and neglect. 
 
Physical Impact of Child Abuse and Neglect 
In 1998, a Kaiser Permanente survey of adults revealed that ACEs were common among 
patients undergoing routine medical evaluations and were related to serious health risks 
and conditions in later life.6 More specifically, the researchers found that over half of 13 
000 respondents had been exposed to at least one ACE, with risk for substance use, 
suicide attempts, and serious medical conditions—such as ischemic heart disease, 
cancer, and liver disease—increasing with the breadth of exposure to ACEs. The lifetime 
health effects of child abuse and neglect have since been researched and characterized 
in depth.7 

 

In 2017, the American Heart Association published a scientific statement outlining the 
downstream effects of ACEs, which included trauma, on cardiac disease.8 Increased 
cardiac disease and cardiac disease risk factors in adults who experienced 
maltreatment as children are seen in mostly high-income countries.9,10,11,12,13,14,15,16 This 
cornerstone publication gave further scientific credence to the critical role of child abuse 
and neglect in physical health more generally. Specifically, it highlighted that ACEs affect 
physical health through 3 mechanisms: (1) change in health behaviors (eg, decreased 
physical activity, tobacco use), (2) biological embedding (eg, inflammation, abnormal 
endocrine function), and (3) increases in mental health problems. Given this broadened 
understanding, efforts are needed to mitigate the impact of child abuse and neglect on 
people’s overall health. 
 
Diagnostic Advances 
Currently, a patchwork of diagnostic concepts and standard methods of documenting 
trauma exist. Here, we focus on posttraumatic stress disorder (PTSD), which was first 
included in the Diagnostic and Statistical Manual of Mental Disorders (DSM)-III in 
1980.17,18 As a construct, PTSD presents with diverse symptoms, creating diagnostic 
challenges in clinical work. There are over 630 000 different combinations of symptoms 
within the primary symptom clusters of PTSD (intrusive, avoidance, cognitive/affective, 
and arousal) in DSM-5.19,20 This level of heterogeneity has led many to question the 
validity of PTSD in its current form, and different phenotypes have been suggested 
based on biological studies and brain imaging.21 Moreover, it has been argued that 
existing DSM-5 diagnostic categories should include a code to specify presence of 
trauma exposure.22 The identification of clinically relevant subgroups would contribute to 
more accurate diagnoses and better-tailored treatment modalities. 
 
Two new diagnoses that are potentially relevant to child abuse and neglect have been 
proposed: complex PTSD (cPTSD)23 and developmental trauma disorder (DTD).24 
However, these diagnoses have not been formally included in the DSM, seemingly due 
to ongoing debate about whether they should be separate from PTSD.25,26 The Table  
compares criteria for a diagnosis of PTSD and borderline personality disorder (BPD) to 
these newly proposed constructs. 
 
 
 

https://journalofethics.ama-assn.org/article/evolving-definition-posttraumatic-stress-disorder-legal-ramifications/2013-10
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Table. Comparison of PTSD, cPTSD, DTD, and BPD 

 PTSD cPTSD DTD BPD 

Core criteria Exposure to actual 
or threatened 
death, serious 
injury, or sexual 
violence 
 
Intrusive 
Symptoms 
(minimum 1/5) 
 
Avoidance 
(minimum 1/2) 
 
Negative 
alterations in 
cognition & mood 
(minimum 2/7) 
 
Negative 
alterations in 
arousal & reactivity 
(minimum 2/6) 
 

Exposure to event(s) 
of an extremely 
threatening/horrific 
nature, commonly 
prolonged/repetitive 
events from which 
escape is 
difficult/impossible 
 
Development of 3 
core elements of 
PTSD (re-
experiencing, 
avoidance, 
hypervigilance) 
 
Severe & pervasive 
problems with affect 
regulation 
 
Persistent beliefs 
about self as 
diminished, 
defeated, or 
worthless with 
feelings of shame, 
guilt, or failure 
related to stressor 
 
Persistent 
difficulties 
sustaining 
relationships/feeling 
close to others 

Exposure to repeated 
& severe 
interpersonal violence 
for at least 1 year & 
disruption in 
caregiving 
 
Affective & 
physiological 
dysregulation 
symptoms 
(minimum 2/4) 
 
Behavioral or 
attentional 
dysregulation 
symptoms 
(minimum 3/5) 
 
Self & relational 
dysregulation 
symptoms 
(minimum 3/6) 
 
At least 1 symptom in 
at least 2 PTSD 
symptom clusters 
 

Frantic efforts to avoid 
abandonment 
 
Unstable and intense 
relationships 
 
Identity disturbance 
 
Impulsivity 
 
Recurrent suicidal/self-
harm behavior 
 
Affect instability 
 
Chronic feelings of 
emptiness 
 
Inappropriate anger 
 
Transient stress-related 
paranoid 
ideation/dissociation 
 
(minimum 5/9 of the 
above) 
 

Comparisons     

Concerns   
interpersonal 
or chronic 
trauma 

No Yes Yes No 

Interpersonal 
problems 

No Yes Yes Yes 

Disturbance 
of self-
regulation or 
identity 

No Yes  Yes  Yes 

Affect 
Dysregulation 

Yes Yes  Yes Yes 

Diagnostic 
system 

DSM & ICD20,23 

 
ICD only23 

 
Proposed for 
inclusion in diagnostic 
systems24 

DSM only20 

 

Abbreviations: BPD, borderline personality disorder; cPTSD, complex posttraumatic stress disorder; DSM, Diagnostic and Statistical  
Manual of Mental Disorders; DTD, developmental trauma disorder; ICD, International Classification of Diseases; PTSD, posttraumatic 
stress disorder. 

 
While not included in DSM-5, cPTSD is recognized in the 11th revision of the 
International Classification of Diseases23 and was previously under consideration for 
inclusion in DSM-IV as disorders of extreme stress not otherwise specified.27 It is 
intended to characterize symptoms experienced by survivors of prolonged or repeated 
trauma, especially trauma of an interpersonal nature. DTD is also intended to capture 
sequelae of interpersonal trauma, especially for children and adolescents,28 as criteria 
for PTSD are not met by many children affected by abuse and neglect.22 
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Although both cPTSD and DTD require the individual to meet some criteria for PTSD, 
these diagnostic categories place greater emphasis on the relational impact of trauma. 
Specifically, DTD requires the person to have experienced a disruption in caregiving and 
either self or relational dysregulation. cPTSD requires persistent difficulties in feeling 
close to others or in sustaining relationships. In contrast, while PTSD includes 
interpersonal symptoms, such as detachment from others and negative beliefs about 
others, one can meet criteria for the diagnosis without these. 
 
Although having no criteria regarding trauma exposure, the diagnosis of BPD shares 
symptoms with PTSD, cPTSD, and DTD—namely, affect dysregulation, altered sense of 
self/identity, and relational issues. The possible role of child abuse and neglect in the 
development of this condition, as well as evidence of symptom overlap and comorbidity 
among these conditions, has led experts to conclude that they are related but distinct, 
creating additional layers of complexity in clinical work.29 

 
Expanded Understandings 
An understanding of child abuse and neglect that transcends psychiatry and psychology 
means embracing an increasing amount of complexity and accepting pluralistic 
approaches to explanations and mechanisms of disease while striving for the highest 
level of application of our medical understanding of these conditions and related 
processes.30 In order to promote justice for those affected by child abuse and neglect 
across health systems, Teicher et al22 recently advanced 5 recommendations: (1) that 
clinicians screen all patients with mental illness for child abuse and neglect, (2) that 
diagnosis include a code to differentiate between those with abuse and neglect histories 
and those without, (3) that all treatment trials collect child abuse and neglect data for 
use as a moderator, (4) that research on biological bases of psychiatric disorders collect 
child abuse and neglect data, and (5) that concerted efforts be made to reduce child 
abuse and neglect and prevent development of related disorders in those exposed to it. 
 
For public health professionals, upstream factors that precondition, precipitate, and 
perpetuate child abuse and neglect must be addressed if we are to effectively prevent 
serious medical illnesses such as cancer31 and heart disease.32 Preventing 
psychological trauma caused by racial-, ethnic-, gender-, and identity-based violence and 
victimization, hate crimes, and political violence should become a focal point, and 
structural factors that can be acted on to prevent trauma should receive more clinical 
and research attention.33 

 
For health care systems and individual clinicians, serious consideration should be given 
to mechanisms to screen for and treat the sequela of ACEs and trauma, given that the 
risks and dangers of “therapeutic mislabeling”34 and misdiagnosis (with the potential for 
mismanagement) are high. A concerted effort needs to be made to screen patients 
effectively and empathically (without causing undue harm) while respecting the 
uniqueness and treatment wishes of each individual, since the extent to which these 
experiences affect the development, severity, or course of physical and mental illness—
let alone how the individual will respond to specific treatments or treatment modalities—
is unknown. Once widespread screening for ACEs has been implemented, efforts should 
be taken to ensure that such screening is thoughtful, considerate, and careful.35 
Because responses to adverse experiences vary widely, some argue that screening for 
trauma symptoms, rather than for traumatic experiences alone, is preferable because it 
would identify children who would most benefit from trauma-specific treatment.36 
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Large-scale efforts are underway to improve trauma-informed care within primary care 
and pediatrics.37,38 Applying updated treatment recommendations for trauma-related 
conditions remains prudent.39,40,41 In clinical settings, screening for child abuse and 
neglect might help target interventions more effectively, and, in research on 
interventions, exposure to trauma should be regarded as a critical variable. 
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Abstract 
In 1997, Jimcy McGirt was convicted by the State of Oklahoma for sex 
crimes against a minor. McGirt appealed his conviction, citing that 
Oklahoma lacked jurisdiction over the case due to his tribal citizenship, 
since the crime took place on tribal territory. On July 9, 2020, the 
Supreme Court of the United States (SCOTUS) reversed the Oklahoma 
Court of Criminal Appeals’ original decision for the case, citing that 
Congress had failed to disestablish reservations with regard to the Major 
Crimes Act, which gave the federal government jurisdiction over major 
felony crimes perpetrated by Native Americans on reservations. This 
ruling has already caused sweeping changes in the investigations and 
prosecutions of child maltreatment in eastern Oklahoma, as such cases 
may fall under the jurisdiction of federal agencies or tribal law 
enforcement. This article details the historic significance of the decision 
and the experiences of 3 child abuse pediatricians working as part of a 
multidisciplinary team while jurisdictional changes were implemented 
following the SCOTUS ruling. 

 
The American Medical Association designates this journal-based CME activity for a maximum of 1 AMA PRA 
Category 1 Credit™ available through the AMA Ed HubTM. Physicians should claim only the credit 
commensurate with the extent of their participation in the activity. 
 
Forced Migration and Child Abuse 
Mistreatment of Indigenous peoples happened long before the creation of the United 
States and has continued to the present day. In the 1830s, the ruling of the Supreme 
Court of the United States (SCOTUS) in Worcester v Georgia, which held that states 
could not impose regulations on Native American lands, was openly defied by then-
president Andrew Jackson, making way for the forced migration of tribes—including 
Cherokee, Creek, Chickasaw, Choctaw, and Seminole peoples—to Oklahoma.1,2 During 
these removals, each tribe was promised lands in the West, via treaties.3,4,5 
 
Knowledge of this history is invaluable for understanding the implications of SCOTUS’ 
decision in McGirt v Oklahoma—a case involving sex crimes committed against a minor

https://edhub.ama-assn.org/ama-journal-of-ethics/module/2800825
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on tribal land—for child maltreatment cases in Oklahoma.6,7 This article details the 
significance of this decision and the experiences of 3 child abuse pediatricians (CAPs) 
working as part of a multidisciplinary team when jurisdictional changes that followed the 
McGirt decision first influenced child maltreatment cases’ prosecution. 
 
McGirt Overview 
Jimcy McGirt was convicted by the State of Oklahoma for first-degree rape by 
instrumentation, lewd molestation, and forcible sodomy in Wagoner, Oklahoma, in 
1997.6,8,9 McGirt, a member of the Muscogee (Creek) and Seminole nations, first 
appealed his conviction to the Oklahoma Court of Criminal Appeals. After the court 
declined to review his case, he petitioned SCOTUS, arguing that the state lacked 
jurisdiction over the case due to his status as a tribal citizen, since the crime took place 
in what the US federal government calls “Indian Country” (eg, territory belonging to a 
tribal nation).6 The State of Oklahoma argued that the Creek Reservation was 
disestablished by Congress through federal statutes enacted to further strip the Creek 
government and its people of their rights after they settled in Oklahoma.6 

 
On July 9, 2020, SCOTUS reversed the Oklahoma Court of Criminal Appeals’ decision, 
citing that Congress had failed to disestablish Indian reservations with regard to the 
Major Crimes Act, which gave the federal government—not state courts like the one that 
convicted McGirt—jurisdiction over major felony crimes perpetrated by Native Americans 
on reservations.6,8,10 In his majority opinion, Justice Neil Gorsuch cited the 1832 Treaty 
With the Creeks, Article XIV, which states: “[no] State or Territory [shall] ever have a right 
to pass laws for the government of such Indians, but they shall be allowed to govern 
themselves.”6 He further contended that Congress had never formally disestablished the 
Creek Reservation (by divesting it of its land and diminishing its boundaries) regardless 
of the number of promises broken by the federal government to the tribe.6 This ruling 
reaffirmed the commitment the United States made to tribes when the parties signed 
treaties hundreds of years ago, while also opening the door to sweeping changes in the 
investigation and prosecution of child maltreatment-related crimes in eastern 
Oklahoma. As of April 2022, the McGirt decision applies to the Creek, Cherokee, 
Choctaw, Chickasaw, Seminole, and Quapaw nations.11 

 
The SCOTUS McGirt decision fundamentally changed the way cases falling under the 
Major Crimes Act are investigated. Previously, maltreatment crimes were prosecuted 
primarily by the State of Oklahoma regardless of the crime’s location. Now, when a 
major crime (eg, homicide, rape, maltreatment) occurs, local law enforcement agencies, 
who remain the immediate response group for crimes, generate a police report looking 
at the factors outlined in the Figure to determine if the investigation will stay with local 
law enforcement or should be transferred to the Federal Bureau of Investigation (FBI) 
and the US Attorney’s Office or to tribal law enforcement. In some cases, in which the 
jurisdiction is unknown, the investigation will be concurrent with all 3 parties.  
 
 
 
 
 
 
 
 
 

https://journalofethics.ama-assn.org/article/policy-wellness-and-native-american-survivorship/2020-10


AMA Journal of Ethics, February 2023 125 

Figure. Jurisdiction Decisions After the US Supreme Court McGirt Decision  

 
Adapted from Mckkanen AQ.12 
a In some cases, young children may be eligible for tribal enrollment but not be officially enrolled with a tribe. When one or more parent is 
an enrolled member of a tribe and the child is eligible for enrollment, this ruling still applies. On June 29, 2022, SCOTUS ruled in favor of 
Oklahoma in Oklahoma v Castro-Huerta,13 further complicating jurisdictional procedures when a non-Native individual is alleged to have 
committed a crime on a member of a federally recognized tribe on Indian territory. Those changes are not included within this figure. 

 
Unlike legislative processes, the McGirt decision did not come with a case processing 
framework, leaving tribal governments and multidisciplinary teams to navigate these 
unprecedented jurisdictional changes. Tribal governments have relied on the FBI and US 
Attorney’s Office to handle cases, in part because the Indian Civil Rights Act severely 
limited the sentencing power of tribal courts.14 This reliance is not without issue, as 
federal agents’ and prosecutors’ refusal to become involved in cases has been a point 
of contention among tribes and their members for some time.15 Tribal members’ 
mistrust of the federal government’s handling of cases is not without merit, given the 
historical mistreatment orchestrated by the federal government that Indigenous peoples 
have endured, including genocide and ethnocide. 
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Child Abuse Pediatrics After McGirt 
The Tulsa County Children’s Advocacy Center (CAC) is located in the second-largest city 
in Oklahoma, which is one area that has been greatly affected by the SCOTUS McGirt 
decision. Tulsa County contains part of the Cherokee Nation reservation in its northern 
half and part of the Muscogee (Creek) Nation reservation in its southern half. In 2021, 
18.45% of the 1767 children utilizing services at the CAC were Native American (S. 
Beilke, written communication, January 18, 2022). The CAC is home to the Tulsa County 
Multidisciplinary Team, a team created under a State of Oklahoma statute to investigate 
suspected child maltreatment.16,17 The team includes local, federal, and tribal law 
enforcement agencies, federal and state prosecutors, forensic interviewers, social 
workers, and CAPs.16  
 
Jurisdictional change. The unprecedented nature of the SCOTUS McGirt decision and its 
lack of processing framework have created unique challenges. Multidisciplinary teams 
involved in child maltreatment investigations in Oklahoma were not prepared for the 
seismic shift in cases and workflow. While the CAC’s client database was not created to 
track jurisdiction, the center typically saw less than 10 cases of child maltreatment per 
year involving the FBI and/or tribal or federal courts before the McGirt decision (B. 
Sarah, written communication, April 22, 2022). That number has risen into the 
hundreds since then, highlighting the impact of jurisdictional changes (B. Sarah, written 
communication, April 22, 2022). 
 
Overwhelming case numbers. After the McGirt decision, the FBI faced unprecedented 
caseloads and lacked the workforce to investigate; as such, local law enforcement was 
deputized under the federal government.18,19 Although federal prosecutors and FBI 
agents were sent to Oklahoma, most federal investigators were only there for 6 to 12 
weeks.18 This period of time did not allow investigators to become familiar with the 
workings of maltreatment investigations, the geography of Oklahoma, the inner workings 
of the child abuse multidisciplinary team, or the cultural considerations of working with 
tribal authorities. All of these factors have played a significant part in the disruption of 
investigative processes. 
 
Evaluation delay. Of this paper’s 4 authors, 3—M.A.B., S.J.P, and L.K.C—have practiced 
child abuse pediatrics in northeastern Oklahoma. Based on the experiences of CAPs 
working in eastern Oklahoma, the jurisdictional changes related to the SCOTUS McGirt 
decision initially resulted in team members changing for some cases, which led to a 
delay in case investigations. New team members, in many cases, had not previously 
been involved in child maltreatment investigations. In addition to new investigators, 
political power struggles playing out in the courts regarding jurisdiction20,21 also 
considerably affected the functioning of the team. 
 
Negotiating Delays Caused by McGirt 
The CAPs have responded to these challenges by providing education to new team 
members and advocating for the needs of the children they serve. The education 
focused on the core functions of every member’s role and what is required of new team 
members for those roles to be fulfilled. During the 18 months following the SCOTUS 
McGirt decision, the CAPs held continuing education training sessions on the medical 
aspects of child maltreatment for staff of both the Eastern and the Northern District US 
Attorney’s Offices, which included federal prosecutors, FBI agents, other Department of 
Justice employees, as well as for social workers and tribal police departments. These 
trainings, which were approved by the Council on Law Enforcement Education and 
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Training (CLEET), consisted of PowerPoint lectures with handouts. An additional CLEET-
approved training delivered through a partnership with the Oklahoma Commission on 
Children and Youth was given to the Assistant US Attorney’s Office. The Tulsa County 
Multidisciplinary Team has also provided these groups with protocol training, which 
included discussions of how each agency functions within the CAC. 
 
Since the SCOTUS McGirt decision applies to Native Americans who either are alleged to 
have committed a crime or have had a crime committed against them, the implications 
of the decision are wide-ranging and apply to the general public. It is imperative that 
other members of the multidisciplinary team understand the risks associated with and 
ramifications of delayed evaluations of child maltreatment. Based on the authors’ 
experiences, it is crucial that investigations be handled in a timely manner. Early and 
comprehensive training for new federal and tribal team members is recommended. 
Additionally, child protective service workers’ and federal investigators’ joint response is 
vital for the safety and well-being of children. When investigations aren’t conducted in a 
timely manner, children may be left vulnerable to further maltreatment, increasing their 
risk of morbidity and mortality. Delays could also result in a child being placed in a foster 
home for a prolonged period of time.  
 
The authors urge others working in maltreatment-related fields—particularly in areas of 
the United States that may one day see jurisdictional changes—to prepare appropriate 
case processing and training frameworks to prevent delays in investigations. Timely and 
appropriate preparation for potential jurisdictional changes has the potential to increase 
the safety and welfare of all children. As such, medical professionals who interact with 
children they suspect of being maltreated should be prepared to educate investigators 
with whom they interact. 
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POLICY FORUM: PEER-REVIEWED ARTICLE 
What the COVID-19 Pandemic Teaches US About Pediatric Iatrogenic 
Risk 
Katherine Pumphrey, MD, MHA and Jessica Hart, MD, MHQS 
 

Abstract  
Iatrogenic morbidity and mortality are pediatric public health risks. This 
article considers how the COVID-19 pandemic illuminates these risks, as 
clinicians have been forced to navigate increased diagnostic uncertainty 
and changes to pediatric health care systems, including closures, limited 
staffing, and new infection control guidelines. 

 
Diagnostic Uncertainty and Inequity 
Patient harm resulting from treatment by a member of the medical team is referred to 
as iatrogenesis. This harm may be secondary to an adverse outcome of evaluation or 
treatment, or it may be due to medical error1,2,3; both iatrogenic morbidity and mortality 
are associated with medical error.4 Over the last two-and-a-half years, the COVID-19 
pandemic has resulted in increased diagnostic uncertainty and diagnostic error and, 
therefore, an increased risk of iatrogenic morbidity and mortality for certain 
populations.5 More specifically, the COVID-19 pandemic highlighted iatrogenic morbidity 
and mortality as public health risks for pediatric patients. 
 
Throughout the COVID-19 pandemic, physicians were forced to navigate diagnostic 
uncertainty. Physicians practiced within a rapidly changing health care system (eg, 
facility closures, limited staffing, telehealth delivery) while experiencing increased 
fatigue and stress, as well as emotionally charged scenarios. This changing environment 
resulted in increased opportunities for diagnostic error, defined by the National Academy 
of Medicine as “the failure to (a) establish an accurate and timely explanation of the 
patient’s health problem(s) or (b) communicate that explanation to the patient.”6 
Diagnostic error increases risk of iatrogenic morbidity and mortality, secondary to 
availability bias, diagnostic momentum, and premature closure in the diagnostic 
process.7,8 For example, the diagnosis of COVID-19 for pediatric patients was 
complicated by multisystem inflammatory syndrome in children (MIS-C), a 
postinflammatory disease related to SARS-CoV-2 infection, which presents similarly to 
severe pediatric diseases, including bacterial sepsis, toxin-mediated disease, and viral 
syndromes.7 Referred to as the “COVID trap,” diagnostic error during the COVID-19 
pandemic was identified by Fatemi and Coffin as an especially salient cause of 
preventable harm in a series of pediatric cases.7
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Diagnostic Error as a Source of Iatrogenic Harm to Children 
Although highlighted during the COVID-19 pandemic, diagnostic error is not new and is 
estimated to account for 5% to 15% of diagnoses.9,10 Previous work has demonstrated 
that a significant number of admissions to pediatric intensive care units (PICUs) were 
due to iatrogenic events, with diagnostic error being identified as one area with potential 
for improvement.11,12 Furthermore, diagnostic error has been identified as a priority 
research topic by the Children’s Hospitals’ Solutions for Patient Safety Network, with 
experts noting a lack of large, high-quality pediatric studies on the subject.10,13 
 
Although diagnostic error continues to be a common—and often serious—risk to patients, 
unlike other foci of patient safety, such as health care-associated infections or 
medication errors, few gains have been made, perhaps because diagnostic error may be 
more challenging to address via a systems solution. Nevertheless, researchers must be 
willing to examine the complex, multifaceted diagnostic process to reduce diagnostic 
error. This examination will require the health care system to ensure a culture of 
psychological safety, as physicians will need to discuss their own role in contributing to 
diagnostic error via cognitive errors. Recently, researchers have identified frameworks 
for improving reporting of diagnostic error, as it is believed that physician reporting could 
be a promising method for identifying risks of diagnostic error.14,15 However, reducing 
diagnostic error remains an uphill battle, as a culture of fear and low psychological 
safety still exists within many health care organizations.15 Until we can address these 
issues, diagnostic error is likely to continue. 
 
Conclusion 
In 2019, Congress authorized $2 million for the Agency for Healthcare Research and 
Quality to investigate and solve the problem of diagnostic errors.16 The timing of the 
COVID-19 pandemic likely impeded this research, although it also highlighted why this 
work may be more important than ever before. In 1999, the Institute of Medicine’s 
report, To Err is Human: Building A Safer Health System, challenged us to build a safer 
health care system4; however, pediatric iatrogenic harm continues to occur commonly 
without clear evidence of improvement.17 A changing health care landscape in the 
setting of the COVID-19 pandemic highlighted the ongoing risk of pediatric iatrogenic 
morbidity and mortality due to diagnostic error. However, before diagnostic error can be 
reduced, physicians must feel safe addressing their own role in contributing to 
diagnostic errors so that the diagnostic process can be improved. 
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How Should Clinicians and Health Care Organizations Promote Equity in 
Child Abuse and Neglect Suspicion, Evaluation, and Reporting? 
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Abstract 
Victims of child abuse and neglect come from every racial, ethnic, and 
socioeconomic background, yet clinical evaluation, reporting to child 
protective services, and responses to reports inequitably harm Black 
children and malign families of color. Racial bias and inequity in 
suspicion, reporting, and substantiation of abuse and neglect and in 
services offered and delivered, foster care placement, and criminal 
prosecution are widely documented. In response, clinicians and health 
care organizations should promote equity by educating clinicians about 
racial bias, standardizing evaluation using clinical decision support tools, 
and working with policy makers to support prevention services. If we 
decide that it is ethically justifiable for clinicians to err on the side of 
overreporting, we must ensure fair distribution of associated benefits 
and harms among all children and families. 

 
Vulnerability 
The term vulnerable is often used to refer to a population at risk of being harmed and 
worthy of society’s protection.1 Children are inherently vulnerable due to their 
dependency on others to survive and flourish.2 This dependency puts them at risk of 
maltreatment, which includes neglect, abuse, and exploitation. States’ mandated 
reporter laws, which require clinicians to report suspected abuse and neglect to child 
protective services (CPS), were created as a way to protect children from such harm. 
Kim et al estimate that over one-third (37%) of all US children experience a CPS 
investigation by 18 years of age; the rates are higher for African American children 
(53%) and lower for Asians/Pacific Islanders (10%).3 While the benefit of protecting a 
child from abuse and neglect is clear, the harms of over- vs underreporting must also be 
considered, particularly when certain harms are experienced disproportionately among 
children from certain racial and ethnic groups. 
 
Unwarranted reports—one consequence of overreporting—not only threaten the 
therapeutic relationship between the patient or family and clinician but also can result in 
significant emotional and financial hardships for children and families, including 
traumatic separation, stigmatization due to CPS involvement, missed workdays, and 
legal costs associated with the investigation.4,5 Such reports also increase the workload
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of already overburdened child welfare workers, creating a barrier to identifying and 
addressing true cases of abuse and neglect or arranging support services for 
families.5,6,7 Even if a report is unwarranted, children are at risk of both removal from 
their families and longer-term harms of foster care due to the bias that exists at every 
step of the child welfare decision-making process. Racial and ethnic differences have 
been identified in acceptance rates of reports for investigative response, substantiation 
of maltreatment, referral to services, and out-of-home placement.8,9,10,11 If we decide 
that these known harms of overreporting are ethically justifiable due to the benefit of 
protecting children from further maltreatment, we must ensure that the benefits and 
harms are fairly distributed among all children and families. 
 
Inequity in Suspicion, Evaluation, and Reporting 
Currently, clinicians are taught to report when they have reason to suspect that abuse or 
neglect has occurred. Yet, of 3.9 million referrals to CPS involving 7 million children, only 
618 000 (15.8%) children were substantiated as victims of abuse or neglect in 2020.12 
While CPS findings do not identify all victims, and while many families receive services 
without a formal finding, there is nonetheless a notable margin of error in rates of 
reporting and substantiation of maltreatment. In particular, national child welfare data 
show higher rates of abuse and neglect reporting and substantiation among 
underrepresented minority families, leading some to conclude that minority children are 
more likely to be abused or neglected than White children.12 However, research that 
includes children with suspected abuse and neglect who are not reported to CPS has 
shown either that there are no differences in rates of abuse and neglect by race or 
ethnicity or that the differences depend on socioeconomic status.13,14 These data 
indicate that a clinician’s decision to evaluate and report suspected abuse and neglect 
is influenced by factors other than the actual presence of abuse or neglect. Implicit bias 
and racism have been postulated to explain these differences, although evidence from 
multiple research studies examining racial or ethnic disparities in evaluation and 
reporting of child abuse and neglect is not entirely consistent (see 
Table).9,10,15,16,17,18,19,20  

 
Table. Research Studies Examining Child Maltreatment Disparities  

Reference  Step in 
process 

Type of  
injury 

Age  Racial/ethnic and class disparities 

Hymel  
(2018)15 

 

Evaluation  
 

AHT 

 
0-3 
years 

Black and Hispanic infants with low likelihood of AHT were more 
likely to be evaluated than White cohorts. Findings limited to 2 of 
18 hospital sites. 

Reporting AHT 
 

0-3 
years 

Black and Hispanic infants with low likelihood of AHT were more 
likely to be reported than White cohorts. Findings limited to 2 of 18 
hospital sites. 

Jenny 
(1998)16 

Diagnosis  AHT 
 

0-3 
years 

Diagnosis of AHT more likely to be missed in White children than 
children of color. 

Johnson 
(2007)9 

 
 

Substantiation 
 

All types 
 

All 
ages 

• Increased likelihood of substantiation for African-American, 
American Indian, and Asian/Pacific Islander children compared 
to White children 

• No difference in substantiation between Hispanic and non-
Hispanic children. 

Referral to 
services 

All types 
 

All 
ages 

• Increased likelihood of referral for multiracial children compared 
to White children. 

• No difference in referral rates between Hispanic and non-
Hispanic children. 

Out-of-home 
placement 

All types 
 

All 
ages 

• Fewer placements for African-American than White children. 
• More placements for American Indian than White children. 
• No differences in placement rates between Hispanic and non-

Hispanic children. 

https://journalofethics.ama-assn.org/article/papal-doctrines-deep-trauma-legacies-minoritized-communities/2023-02
https://journalofethics.ama-assn.org/article/papal-doctrines-deep-trauma-legacies-minoritized-communities/2023-02
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Keenan 
(2008)17 

Prosecution AHT 
  

0-2 
years 

Minority perpetrators more likely to receive severe sentence than 
White perpetrators.  

Lane 
(2002)18 

 
 

Evaluation  Fracture  
 

0-3 
years 

Minority children aged 1-3 years more likely to have skeletal survey 
than White cohorts. 

Diagnosis/ 
reporting 

Fracture 
 

0-3 
years 

Minority children aged 1-3 years more likely to be reported than 
White cohorts. 

Putnam-
Hornstein 
(2013)10 

 
 

Reporting All types 
 

0-3 
years 

• Black children more likely to be reported than White children 
overall, but Black children receiving public health insurance less 
likely to be reported than White cohorts. 

• Foreign-born Hispanic children less likely to be reported than 
White children; US-born Hispanic children more likely to be 
reported than White children. Among children receiving public 
health insurance, all Hispanic children had lower likelihood of 
being reported than White children. 

Substantiation All types 
 

0-5 
years 

• Black children more likely to be substantiated than White 
children. 

• Hispanic children less likely to be substantiated than White 
children. 

Out-of-home 
placement 

All types 
 

0-5 
years 

• Black children more likely to be removed than White children.  
• Hispanic children less likely to be removed than White children. 

Putnam-
Hornstein 
(2016)19 

Reporting 
 

SEN 

 
0-28 
days 

Black and Hispanic infants equally likely or less likely to be reported 
than White infants. 

Wood 
(2010)20 

 
 

Evaluation  
 

AHT  
 

0-1 
year 
 

• Infants with public or no insurance more likely to receive 
skeletal survey than those with private insurance. 

• Effect modified by race, with a greater performance difference 
for White infants than for Black or Hispanic infants. 

Diagnosis AHT  0-1 
year 

White infants with skeletal survey more likely to be diagnosed with 
abuse than Hispanic and Black infants. 

Abbreviations: AHT, abusive head trauma; SEN, substance exposed newborn. 

 
Child abuse and neglect identification bias can occur when minority children are 
overidentified—or when White children are underidentified—as victims. One of the first to 
describe this bias in the medical literature was Jenny et al, who found that the diagnosis 
of abusive head trauma (AHT) was more likely to be missed in White children than in 
Black children.16 Relatedly, Lane et al found that minority children aged 1 to 3 years 
were nearly 9 times as likely to be evaluated for abuse with a skeletal survey than White 
children after adjusting for insurance status, likelihood of abuse, and appropriate 
ordering of skeletal survey and that minority children at least 12 months old with 
accidental injuries were more than 3 times as likely to be reported to CPS than White 
children.18 Using a multicenter administrative database of children’s hospitals, Wood et 
al found that, while Black children were more likely than White children to be evaluated 
with skeletal surveys, White children with skeletal surveys were more likely to be 
diagnosed with abuse.20 These findings suggest a potential higher threshold for ordering 
a skeletal survey in White children.20 More recently, Hymel et al found that minority 
children with low risk for AHT were more frequently screened for occult injury (ie, 
skeletal survey, retina exam) and reported to CPS than White children with low risk for 
AHT.15 Other studies have shown no differences in evaluation and reporting rates by 
race/ethnicity after adjusting for social factors (see Table). 
 
As clinicians, one of our professional and ethical obligations is to “do no harm.” We must 
ask ourselves whether the existing structure of reporting is truly accomplishing this goal. 
How can we prevent one harm (maltreatment) without introducing other harms (eg, 
mistrust, trauma, stigmatization) in the evaluation and reporting process? Instead of 
focusing on simply more reporting, we should be focusing on more accurate and 
equitable reporting. Additionally, in order to promote good and to avoid unintended 
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harm, there is a need to shift from tertiary prevention of abuse and neglect toward more 
primary and secondary prevention strategies, such as improving access to services that 
support families in caring for their children. 
 
Reducing Inequity Through Health Care System Changes 
Promote accuracy in evaluation and reporting through clinician training. In order to 
improve clinicians’ accuracy in child abuse and neglect evaluation and reporting, we 
should expand clinician education in bias, inequities, and social determinants of health. 
We should also utilize the expertise of child abuse pediatricians. Child Abuse Pediatrics 
(CAP) is a fairly new subspecialty of general pediatrics in which physicians assess the 
likelihood of maltreatment, help identify or rule out conditions that may mimic 
maltreatment, and make recommendations about additional assessment, reporting, and 
treatment. CAP fellowship training requires education on social determinants of health 
and ethical issues related to diagnosis and reporting.21 Most CAPs staff work within a 
hospital or community-based multidisciplinary team (MDT), which, in addition to CAPs, 
may include CPS, law enforcement, social workers, family advocates, and mental health 
clinicians. Studies examining the role of CAP and MDT consultation have demonstrated 
reductions in the unwarranted reporting of noninflicted injuries to CPS,22,23 although the 
authors of these studies did not assess whether child race or ethnicity contributed to 
these effects.22,23 Nevertheless, the higher frequency of reporting of minority children 
with noninflicted injuries suggests that CAP and MDT involvement could benefit these 
children more than White children and could reduce disparities in reporting by race and 
ethnicity. 
 
Promote equity in evaluation and reporting through the use of clinical decision support 
tools. Clinical guidelines, clinical pathways, standardized electronic medical record 
(EMR) tools, and prediction rules can decrease the likelihood of bias in the evaluation 
and reporting of maltreatment. For example, at one institution, the implementation of a 
clinical guideline for unwitnessed head injury in infants eliminated racial disparities in 
ordering of skeletal surveys.24 At another institution, the use of standardized child abuse 
EMR order sets led to compliance with American Academy of Pediatrics’ evidence-based 
guidelines that specify which children should be screened for physical abuse and with 
which tests.25 Clinical pathways can also increase the likelihood of consultation and 
evaluation by a hospital-based child protection team, as well as reduce socioeconomic 
disparities in the medical evaluation of suspected physical abuse.26 Several validated 
clinical prediction rules may also decrease bias. The TEN-4-FACESp clinical rule for 
predicting bruises caused by physical abuse had high sensitivity (ie, few false negatives) 
and high specificity (ie, few false positives) when used in children younger than 4 years 
who were seen in the emergency department.27 The Pediatric Brain Injury Research 
Network has also developed and evaluated a clinical prediction rule for identifying 
AHT.28,29 Best practice alerts or pop-up reminders in the EMR could trigger clinicians to 
use decision-making support tools (eg, standardized order sets, prediction tools, 
standardized report templates) when a child with signs of abuse and neglect presents in 
the clinical setting. These tools can help clinicians conduct thorough evaluations and 
make accurate determinations of the likelihood of abuse. 
 
Expanding Prevention 
While improving accuracy and equity in evaluation and reporting of abuse and neglect is 
important, there is also a need to think about more upstream prevention solutions. The 
Centers for Disease Control and Prevention has published a technical report on 
evidence-based abuse and neglect prevention strategies, which focuses on 5 strategies: 

https://journalofethics.ama-assn.org/article/how-should-we-respond-when-clinicians-calls-cps-punitively-weaponized-against-families/2023-02
https://journalofethics.ama-assn.org/article/iatrogenesis-and-health-inequity/2022-08
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strengthening economic support for families, supporting positive parenting, providing 
quality early child care and education, augmenting parenting skills to facilitate healthy 
child development, and intervening to mitigate harms and prevent future risk.30 
Interventions such as home visiting programs and parenting programs that promote 
positive parenting and enhance parenting skills have been shown to decrease 
maltreatment. The Nurse Family Partnership, a home visiting program in which specially 
educated nurses provide support to first time moms from pregnancy through the child’s 
second birthday, has been shown to significantly reduce child abuse and neglect, as well 
as risk factors for maltreatment.31,32 Long-term participation (4 to 6 years) in child-
parent centers—an enrichment program with family engagement—was associated with a 
33% reduction in substantiated maltreatment.33 Additionally, policies and supports that 
economically strengthen families, such as tax credits, subsidized child care, housing 
assistance, livable wages, and paid parental leave, have been shown to decrease the 
risk of child maltreatment.30,34,35,36,37 One study showed that paid parental leave was 
associated with reductions in hospitalization rates for AHT.35 Another study found that 
lack of waitlists to access subsidized child care decreased rates of child abuse and 
neglect, even after adjusting for known risk factors (eg, poverty, education level, 
unemployment).34 
 
Conclusion 
While all children are inherently vulnerable to abuse and neglect and deserving of 
protection, we need to acknowledge that our efforts to protect them can introduce 
unintended consequences when we overreport minority children and underreport White 
children. Decades of research reveal the existence of evaluation and reporting bias and 
the need to implement changes that promote accuracy and equity. At the same time, 
investing in evidence-based interventions that support families and prevent abuse and 
neglect would reduce the need for assessment and reporting and reduce demands on 
the child welfare system. Through such interventions, including expanded clinician 
education on maltreatment; utilization of child abuse pediatricians; development of 
abuse and neglect clinical pathways, guidelines, and prediction tools; and investment in 
upstream prevention services and supports, we can more equitably protect our children. 
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Papal Doctrines’ Deep Trauma Legacies in Minoritized Communities 
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Abstract 
Understanding papal documents from the 15th century and the nature 
and scope of their authority is important when working with Black, 
Indigenous, and people of color communities influenced by forces and 
structures of colonialism. Intergenerational trauma has deep roots, 
which require clinicians to understand historical and cultural context 
when working with vulnerable patients—in particular, young victims of 
child abuse and neglect. 

 
The American Medical Association designates this journal-based CME activity for a maximum of 1 AMA PRA 
Category 1 Credit™ available through the AMA Ed HubTM. Physicians should claim only the credit 
commensurate with the extent of their participation in the activity. 
 
Child Abuse and Intergenerational Trauma 
Child abuse and neglect remain a global crisis, and, as the articles in this special volume 
illustrate, health and social care professionals play a critical role in identifying, 
intervening on, reporting, and ultimately treating the biopsychosocial symptoms of 
neglect and abuse in their young patients. Clinicians recognize abuse in the clinical 
encounter, where the stakes are high for all the parties involved—in particular, for Black, 
Indigenous, and people of color (BIPOC) communities. Fortunately, our understanding of 
abuse and neglect has been transformed over the last several decades through trauma-
informed theory and practices. More specifically, public health researchers have come 
to understand that historical traumas (eg, war, slavery, and genocide) can impact the 
current health status of living groups.1 Related to child abuse and neglect, ethnographic 
work by medical anthropologists has clearly shown how the legacy of forced removal of 
Aboriginal children to residential schools, as well as dispossession of First Nation and 
Inuit land, has caused significant intergenerational trauma for individuals and their 
families.2,3 Intergenerational trauma remains an important phenomenon for clinicians to 
understand and grapple with as they deal with day-to-day cases of abuse and neglect.4 
 
Conquest and Doctrines of “Discovery”  
Issued by Pope Alexander VI in 1493, the controversial Inter Caetara, or Doctrine of 
Discovery, was deployed by colonial powers as a fundamental and divinely authoritative 
set of instructions for the dispossession, exploitation, abuse, and ethnogenocide of 
Indigenous peoples. The document was translated into action and practice by European

https://journalofethics.ama-assn.org/article/what-does-it-mean-heal-historical-trauma/2021-06
https://edhub.ama-assn.org/ama-journal-of-ethics/module/2800826
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colonizers (eg, Spain, Portugal, France, and England) and the US government to 
subjugate non-Europeans and non-Christians throughout the so-called “New World.”5 

 

Traumas of colonization began with words inscribed in the doctrine that provided what 
was called a divine decree and an authorization to conquer the “lands discovered by 
Columbus” in 1492.5 The doctrine begins with wishes of health and “apostolic 
benediction” (papal blessings) “to the illustrious sovereigns,” King Ferdinand and Queen 
Isabella of Spain. By the second sentence, Pope Alexander proclaims his hope that “the 
Catholic faith and the Christian religion be exalted and be everywhere increased and 
spread,” ensuring that “the health of souls be cared for and that barbarous nations be 
overthrown and brought to the faith itself.”5 Not coincidentally, 1492 was also the year 
that Christian Spain recovered the Kingdom of Granada from “the Saracens”—the 
Islamic Moors—who had inhabited and controlled much of the Iberian Peninsula for over 
700 years.6 The papacy saw this reconquest of Spain and Columbus’ encounters as 
divine signs to justify King Ferdinand’s and Queen Isabella’s “spread of the Christian 
rule to carry forward …  [their] holy and praiseworthy purpose.”5 Spain had failed to 
convert the “infidels’’ (the Moors), who chose to flee the country rather than convert. 
Nevertheless, the papacy also saw opportunities for mass conversion of Indigenous 
peoples, described as heathens at that time— some whose own spirituality recognized 
one God or Creator. 
 
The Doctrine of Discovery plants seeds of early capitalism and reads in part as a 
territorial claim to the Western Hemisphere and as a prospector’s guide to securing 
“gold, spices, and very many other precious things of divers kinds and qualities.”5 It 
notes that many Indigenous peoples at the time were living “in peace” but nonetheless 
required colonizers “to bring [them] under your sway … to the Catholic faith … to 
embrace the Christian religion.”5 It grants the Spanish sovereigns “full and free power, 
authority, and jurisdiction of every kind” as long as they insert God-fearing men 
throughout the colonies to “instruct … inhabitants and residents in the Catholic faith and 
train them in good morals.”5 

 
It has been noted by journalists, scholars, and Indigenous communities that the 
Doctrine of Discovery, at the very least, provided the justification and motivation for 
Europeans’ claiming new lands and early Catholic missionaries (eg, the Jesuits in New 
France, now Canada) expanding their conversion work.7,8,9 The doctrine was also treated 
as a primary source by jurists and was cited in an 1823 Supreme Court case allowing 
the US government to dispossess Native people of their lands: “Discovery is the 
foundation of title, in European nations, and this overlooks all proprietary rights in the 
natives.”10 Perhaps more importantly, it has been argued that the doctrine inspired the 
later Monroe Doctrine (claiming US hegemony over the Western Hemisphere) and the 
US notion (and practice) of Manifest Destiny, which justified violent dominion over 
Native lands—from the Atlantic to the Pacific—by Euro-Americans.11 

 
Papal decrees, which helped to drive European colonial expansion and imbue early 
forms of capitalism with divine intent and authority, also affected other Indigenous 
peoples of that time— namely, Africans. The Romanus Pontifex of 1455 was specifically 
written for the Portuguese sovereign, whose armies had successfully explored and 
established colonial ports from North Africa (now Morocco) to West Africa (including part 
of modern-day Guinea).12 This doctrine laid the then-legal groundwork for early human 
trafficking between Africa and Europe and eventually between Africa and the Americas: 
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King Alfonso [may] invade, search out, capture, vanquish, and subdue all Saracens and pagans whatsoever, 
and other enemies of Christ wheresoever placed, and the kingdoms, dukedoms, principalities, dominions, 
possessions, and all movable and immovable goods whatsoever held and possessed by them and to reduce 
their persons to perpetual slavery, and to apply and to appropriate [them] to himself and his successors … 
and to convert them to his and their use and profit.12 
 
By 1530, it is estimated that between 4000 to 5000 African slaves were being exported 
from the Kongo annually.13 
 
Trauma Legacy 
Dispossession of Indigenous lands and the traumatic destruction of Native cultures 
continues today throughout the Americas. Brazil’s conservative government continues to 
push legislation to cut federal funding to Amazonian tribes and “open up the Amazon” 
for mining and farming.14 There are also more subtle forms of dispossession of land 
when it is hijacked for commercial projects. For example, although President Biden 
ended the Keystone oil pipeline project in the United States, the Obama administration 
had previously approved replacing other pipelines that run through Native American 
communities in the upper Great Lakes region. These replacement lines often create new 
routes (rather than using the original pathways) and run over and under pristine 
waterways.15 The projects are described as “cultural genocide” by Native activists in 
these communities who argue they are also a violation of Native treaty rights.15 
 
Historically, dispossession was combined with forced conversion, which took the form of 
so-called “civilizing projects.”16,17 In North America, religious institutions administered 
some Native American boarding schools and the Canadian residential school system, 
both of which were funded by government agencies.18 It can be hard to fathom that the 
last residential school in Canada closed in the mid-1990s.19 In Central America, similar 
projects arose in the 20th century in order to “modernize” Indigenous peoples, such as 
the Maya. In this case, the Maya, like other Indigenous groups, have been able to 
reclaim some of their lost lands as well as their cultural autonomy through political 
movements and structural reforms.20 
 
A thread of traumatic dispossession of lands and other colonial practices can be pulled 
through the Doctrine of Discovery to our current times. My work within the Aboriginal 
community in Manitoba in the early 2000s demonstrated how a legacy of residential 
school abuses was perpetuated across generations through the stories, psyches, and 
bodies of First Nation Peoples.2 Clinicians who developed productive partnerships within 
the community took time to listen to these stories and to more fully understand colonial 
practices’ traumatic legacy and their current embodiment. 
 
In the United States, the recent and tragic discovery of mass graves at boarding schools 
has reconnected families with their traumatic past. National Public Radio’s StoryCorps 
recently covered the case of an Oneida man from Wisconsin who traveled to the Carlisle 
school in Pennsylvania to see where his grandparents had been sent. He spent the next 
2 years working to reclaim the remains of Oneida children buried on the grounds who 
had passed away while far from home. These children, including an orphan with the 
same last name as one of his relatives, have been reburied “at home” on the Oneida 
reserve, where they have been reconnected with their families.21 These kinds of 
intergenerational traumas run deep and are still being felt and lived through by 
Indigenous peoples throughout the world. 
Scholars examining the historical roots of modern-day diagnostic forms and 
biopsychosocial outcomes of trauma often point to the industrialization of Europe in the 
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1860s (eg, urban train accidents both experienced and witnessed), as well as to soldiers 
who experienced various forms of “trauma neurosis” (eg, posttraumatic stress disorder) 
during World War I, as modern starting points.22 For BIPOC communities, the historical 
roots of trauma begin much earlier. Their modern-day traumas stem from the orders and 
practices believed (by some) to be divinely sanctioned by papal documents and that 
Europeans (and later Americans) ruthlessly carried out. Colonization, dispossession, 
forced conversion, and human trafficking were brought to bear on unsuspecting and 
often peaceful BIPOC communities. 
 
Reconciliation and Healing 
These somewhat obscure papal documents from the late 15th century had devastating 
consequences. Hierarchies and racialized structures were put into place that are being 
felt by BIPOC peoples and seen in clinical encounters today.23 Perhaps Canada remains 
the exemplar of working through this history, forming a Truth and Reconciliation 
Commission in 2008 for residential school survivors.24 Canada also is the first country to 
initiate the kind of structural reform that literally allowed for the sovereign return of a 
homeland to Indigenous people. In 1999, the Northwest Territories were divided to form 
Nunavut, which retains its own Tribal legal system as well as an autonomous 
government, run by the Inuit.25 The United States is behind Canada in terms of structural 
reforms and initiatives, but recent developments, including the US Department of the 
Interior Indian Boarding School Initiative, are encouraging.26 
 
One very recent positive development has been a papal apology, the first of its kind, by 
Pope Francis after a contingent of First Nation Peoples visited the Vatican in March of 
2022. The pope recognized Catholic complicity and stated: “Listening to your voices, I 
was able to enter into and be deeply grieved by the stories of the suffering, hardship, 
discrimination and various forms of abuse that some of you experienced, particularly in 
the residential schools.”27 One commentator understood the apology as part of the 
healing process: “This opens a door for us to continue on our healing journeys, and it 
opens a door for us to continue to fight for action.”28 
 
Clinicians who work with BIPOC patients can be part of these healing journeys. In 
Winnipeg, where I conducted clinical ethnography between 2002 and 2004, the 
Aboriginal Healing Foundation (now defunct) supported healing circles for survivors, 
which also led many people to engage in sweat lodge and fasting ceremonies as forms 
of communal healing. Several clinicians I worked with understood cultural context and 
discussed these opportunities for healing with their patients and children suffering from 
trauma and abuse. The clinicians worked directly with local institutions, such as the 
Thunderbird House, to connect patients with Aboriginal-inspired resources, elders, and 
spiritual healers. Unfortunately, other clinicians I observed were not integrating this 
history and context into their treatment.29 

 
Understanding traumatic histories is part of understanding patient context. Recent 
research assessing global health rotations for physician assistant students offers a 
valuable reminder about how understanding local and historical context can shape the 
clinical experience of both students and patients.30 These students specifically were part 
of a South African clinical rotation that focused on primary care. The student feedback 
was clear: students felt their futures as caregivers were going to be changed for the 
better by the work they did in South Africa. They were struck by how the lack of 
technology and diagnostic testing, which is central to the US system, was supplanted by 
a “three-stage assessment” that focused on “clinical, personal, and contextual 

https://journalofethics.ama-assn.org/article/racialization-barrier-achieving-health-equity-native-americans/2020-10
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characteristics” of their patients. This assessment involved talking, listening, and taking 
comprehensive notes. The author underscored what was “remarkable” to these 
students was the “deliberate clinician focus on patients’ perspectives of their illness and 
treatment.”30 

 
Clinicians throughout the world who engage in trauma-informed practices and work with 
victims of abuse and neglect understand that history is both remembered and felt. Many 
BIPOC communities have demonstrated incredible resilience during centuries of 
dispossession, exploitation, and trauma. Nevertheless, historical traumas remain a 
persistent threat to patient and community health. Clinicians’ patient-centered 
approaches should incorporate sociocultural context, (deep) history and knowledge of 
colonial practices, and the patient’s perspective in the diagnostic process. 
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Why 1962 Matters in the History of Clinicians’ Responses to Abused and 
Neglected Children 
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Abstract 
Although scientific literature about child abuse dates back to the 1850s, 
how society and medicine discussed and responded to this set of 
concerns changed dramatically in 1962. Since that time, the problem’s 
fuller scope has been revealed and reforms have been implemented. 

 
Battered-Child Syndrome 
Abuse of children has a long history, regardless of whether such abuse was publicly 
sanctioned or restricted to domestic, private spheres. Examples of abuse of children go 
back to biblical times,1 and laws dating from America’s colonial period acknowledge the 
need to remove some children from unsafe home environments.2 But 1962 is when our 
modern understanding of child abuse seemed to emerge,2,3 as it was the year that 
physician C. Henry Kempe and colleagues published their landmark article, which coined 
the term battered child syndrome, in the Journal of the American Medical Association 
(JAMA).4 This article reviews the influence of this turning point in the history of 
discussions and responses to child abuse in America. 
  
Early Clinical Reports 
In 1857, the French forensic physician Auguste Ambroise Tardieu began describing 
forms of child mistreatment we’d recognize today, including sexual abuse and child 
labor.5 He pointed out not only the prevalence of child abuse, but also how it could be 
diagnosed by a physician.6 His findings were roundly ignored by the medical 
establishment and society at large,6 and the topic doesn’t appear in the scientific 
literature again until 1929, when a Colombian physician, Jose Martinez, reidentified 
child abuse in clinical terms.7 Over the next 70 years, Martinez’s work continued to be 
generally ignored by medicine.7 

 
Despite the emergence of nongovernmental child protection societies across America as 
early as 18752 and the codification of abusive child labor practices in the 1938 Fair 
Labor Standards Act,8 injuries to children were not documented in the US medical 
literature until 1946.9 That year, in the American Journal of Roentgenology, the pediatric 
radiologist John Caffey reported that though it was possible that the “chronic subdural 
hematomas in association with multiple fractures”6 that he observed were not injuries 
caused by abuse, they “appear[ed] to be of traumatic origin.”10
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A 1955 JAMA article written by Paul V. Woolley and William A. Evans considered whether 
some childhood injuries could only be the result of repeated abuse. In their conclusion, 
they wrote: “It is difficult to avoid the over-all conclusion that skeletal lesions having the 
appearance of fractures—regardless of history for injury or the presence or absence of 
intracranial bleeding—are due to undesirable vectors of force.”11 The article makes 
euphemistic references to adults’ abusive behavior toward children in referring to 
“injury-prone environments,” which they describe as sites of “neurotic or frankly 
psychotic behavior on the part of at least one adult.”11 Between 1956 and 1962, “at 
least ten medical reports were published stating that children were being seen with 
inflicted injuries.”12 

 
Policy Responses 
Mandatory reporting. The appearance of “The Battered-Child Syndrome”4 in JAMA in 
1962 finally provoked responses. In 1971, Kempe was quoted as saying: “I coined the 
term ‘The Battered Child Syndrome’ in 1962 despite its provocative and anger-
producing nature. I had for the preceding 10 years talked about child abuse, non-
accidental, or inflicted injury but few paid attention.”7 The roles of physicians in 
identifying abuse patterns were mentioned in Woolley and Evans’ 1955 article,11 but 
Kempe et al plainly asserted physicians’ unique responsibilities to diagnose, report, and 
prevent abuse of children. The same year that “The Battered-Child Syndrome” was 
published, Kempe attended a meeting of the US Children’s Bureau and recommended 
“passage of laws requiring doctors to report suspicions of abuse to police or child 
welfare,”2 the first four of which were enacted in 1963.2 By 1967, all states had 
reporting laws.2 
 
In 1967, Vincent De Francis, an early leader along with Kempe, lamented: “No state and 
no community has developed a Child Protective Service program adequate in size to 
meet the service needs of all reported cases of child neglect, abuse and exploitation.”2 
Even in 1973, US Senator Walter Mondale wrote: “Nowhere in the Federal Government 
could we find one official assigned full time to the prevention, identification and 
treatment of child abuse and neglect.”2 De Francis, Mondale, and many collaborators 
forged the passage of the Child Abuse Prevention and Treatment Act of 1974 (CAPTA),13 
which authorized use of federal funds to improve states’ capacity to respond to physical 
abuse, neglect, and sexual abuse. 
 
Echoing concerns of many physicians, the American Medical Association (AMA) House of 
Delegates in 1964 approved a position statement,14 which argued against placing the 
primary burden of protecting children on health professionals. Some physicians hesitant 
to report did not feel equipped to interpret a law that could hurt families or discourage 
adults from seeking medical help for a child.15 In the context of states’ passage of 
reporting laws, however, in 1965, the AMA supported legislation requiring physicians to 
report suspected abuse that mitigated their criminal or civil liability for reporting.16 In 
1984, the AMA released guidelines for diagnosing child abuse.17 

 
Diagnosis and prevention. By 1976, a new field devoted to child abuse and neglect had 
emerged, marked by the Journal of Home Economics urging development of regional 
and local child abuse detection, treatment, and prevention.18 By 1980, however, the 
number of cases reported exceeded 1 million,2 generating a vast foster care crisis. 
Alarmed, the US Congress passed the Adoption Assistance and Child Welfare Act of 
1980,2 which required states to make “reasonable efforts”19 to avoid removing children 
from the custody of their birth parents. But by the 1990s, some argued that overreliance 
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on family preservation also led to tragedy.2 Congress responded again by creating the 
Adoption and Safe Families Act of 1997, which prioritized children’s safety but did not 
abandon family preservation.2 
 
Bias management. Racial bias in the handling of child abuse cases has dogged 
advocates for years.20 Efforts to promote community-based support for struggling 
parents have been complemented by amendments to CAPTA that, as the Child Welfare 
Information Gateway emphasized in 2017, enhance the “role[s] of communities in 
strengthening protective factors in a child’s environment and providing prevention 
services targeted toward different segments of the population.”3 But as child protection 
systems move from physician-led child abuse reporting to community-based strategies, 
some states, such as Texas, have taken actions that could compel physicians to report 
families of minors seeking gender-affirming care.21 

 
Slow Progress 
Even when the child protection system functions the way it is intended to do, nearly 3.5 
million children are the subject of at least one child abuse referral each year.22,23 
Physicians systematically underreport child abuse,24 and reporting was further hindered 
by the COVID-19 pandemic, as doctors and teachers—two of the most likely reporters of 
abuse—were unable to assess children in person.25 Nevertheless, the fact that 
“substantiated physical abuse … declined 52% from 1992 to 2007; [and] substantiated 
sexual abuse … declined 53% in the same period”26 signals that physician-researchers 
and activists’ efforts to push child abuse into public view over time has motivated 
progress. 
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Abstract 
What would it mean for our imaginations to fathom, or even just 
approximate, subjective experiences of people who have endured 
chronic abuse as children? This article considers the usefulness of 3 
works by artists who were directly or indirectly affected by this type of 
trauma. 

 
Fathoming Subjective Experiences of Child Abuse 
Agamemnon is a Greek tragedy known for one especially notorious act. The father, 
Agamemnon, kills his daughter. How were viewers supposed to understand this 
convoluted play? They weren’t. Incomprehensibility, according to the philosopher G.W.F. 
Hegel, was intrinsic to Greek tragedy.1 Viewers of this play could nonetheless grasp at 
least some measure of the fallout from atrocity, Hegel declared, by comprehending 
characters’ underlying internal struggles. What, for instance, were the repercussions for 
Agamemnon after learning he killed his daughter? Articulating and representing those 
struggles, Hegel believed, are jobs for philosophy and for art.2 

 
Some playwrights, such as Shakespeare, seem to have the ability to depict such internal 
processes, but a question remains whether and to what extent artists do so faithfully. 
The philosopher Thomas Nagel further wondered whether any subjective experiences 
could have sufficient objective character to be responsibly represented by another.3,4 If 
subjective experience doesn’t have an objective foundation, Nagel reasoned, we’re then 
left to our imaginations—which raises yet another question. Can our imaginations ever 
bring us close enough to represent encounters outside the range of “normal” human 
experiences? We can, of course, supplement our imaginations with data, if indeed they 
exist; and perhaps personal narratives and archival resources might be useful as well. 
But if, like the Greek tragedy noted above, the event is highly unusual, we are ultimately 
left trying to comprehend an unfathomable human experience. 
 
Which now brings us to the topic of child abuse—namely, children who have been 
sexually, physically, or emotionally abused or neglected. Usually, abuse is committed by 
a parent, stepparent, relative, or family friend; sexual abuse is often committed by an 
adult authority figure.5 Teachers, coaches, priests, lawyers, scoutmasters, doctors, 
police officers, foster parents, clergymen, babysitters, and preschool owners—to mention 
just a few categories of perpetrators, both male and female—are all drawn from the 4-
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decades-long forensic caseload of the first author.5 We also know that child abuse 
occurs regularly and that it is a crisis of epidemic proportions.6,7,8 
 
How then, can we, as health care professionals, better understand this inscrutable 
tribulation, given that it also appears at the border of intelligibility? The answer for us 
has always been through scrutinizing artistic visions that were manifested in the wake of 
this unrelenting trauma, particularly as conceived by artists who are survivors but also, 
to some extent, by artists who intimately connect to this kind of emotional 
upheaval.9,10,11 
 
Three Artworks 
With this background in mind, we introduce 3 artworks. Two are by the second author 
(T.L.A.), who is a survivor of chronic childhood sexual abuse, and one was done in 
collaboration with the first author (P.R.A.).12,13 The third artwork is by an artist who was 
not a survivor of child abuse but who nevertheless has a relevant connection to this 
tragedy. Trina McKillen is an Irish artist who was raised in a devout Catholic family in 
Belfast and, upon hearing the many stories of sexually abusing Catholic priests, she 
conceived her assemblage. Taken together, these 3 artworks represent cardinal 
features of the child abuse crisis—namely, it’s historical anchoring (Dr Payne’s 
Electroshock Apparatus), it’s ubiquity (Color Coded), and its institutional preservation 
(Bless Me Child for I Have Sinned). 
 
Figure 1. Dr Payne’s Electroshock Apparatus, 2022, by Tania Love Abramson and Paul 
R. Abramson 

 
 
 

https://journalofethics.ama-assn.org/article/out-darkness-light-drawing-and-painting-margeaux-gray/2017-01
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Media  
Child’s mannequin head, facsimile electroshock therapy device, text panel, 16" x 24" x 
16". 
 
 
Dr Payne’s Electroshock Apparatus is a case in point of exhibiting the unconscionable 
harm done to victims of child physical abuse. This effect is achieved largely through the 
historically driven signage, referring as it does to the purported 1955 Division of Juvenile 
Justice’s “Spare the Rod, Spoil the Child” slogan.14 This signage, which is meant to 
signify the justification of physical abuse as a credible form of parental instruction, also 
draws power from being harnessed to a facsimile 1950s electroshock unit. 
 
What makes this artwork especially unsettling is that it serves as a reminder that the 
harm done to children of a previous era continues to this day. Even in the 21st century, 
hitting children with objects and beating them, as well as shaking infants, persists 
throughout the world.15 The overriding message of this activist artwork is that our public 
health efforts are by no means complete. Parents continue to believe that they are the 
masters of their own domain and thereby can administer physical punishment at their 
sole discretion.16 The adage that “There’s no place like home” apparently also means 
that there’s no place like home for harming your child. It also doesn’t help matters that 
corporal punishment has been codified in the New King James version of the Bible—
Proverbs 13:24, to be exact: “He who spares his rod hates his son. But he who loves 
him disciplines him promptly.” 
 
Figure 2. Color Coded, 2022, by Tania Love Abramson 
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Media  
Digitally manipulated found photograph; dimensions vary. 
 
 
The second artwork, titled Color Coded, is able to achieve its power instantaneously. 
Using a found vintage elementary school photograph, Color Coded is an allegorical 
representation of the ubiquity and gravity of child abuse, without ever relying on 
representative samples, national statistics, or even descriptive language, such as legal 
definitions. The viewer, nonetheless, readily gets the point. Child abuse does 
monumental damage to countless victims. 
 
The artwork is introduced by a gender-neutral version of a quote often attributed to 
Aristotle: “Give me a child until he is seven and I will show you the man,” which attests 
that early childhood experiences are formative. With this adage in mind, the colored dots 
covering the faces of the children serve 2 purposes. They eliminate the identification of 
each classmate, while simultaneously introducing the various traumas of child abuse—
physical, emotional, sexual, and neglect—as well as 4 additional adverse events: 
witnessing domestic violence, parental alcohol/drug abuse, suspicious death, and death 
by suicide. It is clearly not a pretty picture by any means. On the other hand, it’s also a 
sincere rendering of the emotional adversities experienced by children of this or any 
other era throughout the world. Finally, if indeed there is an additional operative element 
in this artwork, it’s the choreographed positioning of the little girls’ hands in the first row. 
They are the charming counterpoint to the torment represented herein, further 
suggesting that, despite the idylls of childhood, innocence doesn’t come with a 
guarantee. 
 
Figure 3. Bless Me Child for I Have Sinned, 2010-2013, by Trina McKillen 

Used with permission of the artist. 
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Media  
Glass, marble, wood, nails, metal, nickel-plated composite, linen, plexiglass, 102" x 94" x 
58". 
 
 
Lastly, representative of the institutional preservation of child abuse, is Trina McKillen 
artwork, Bless Me Child for I Have Sinned, which is part of a larger installation titled 
Confess. It is a magnificently crafted and meticulously designed sculptural edifice that 
operates on several dynamic levels. Although neither priest nor child is visible, the 
viewer nonetheless immediately grasps that it is the priest who has been exposed as the 
confessor of the crime of child sexual abuse, and it is he (presumably on his knees) who 
is asking forgiveness from a child (sitting in the white chair) who has been a victim of his 
crime. 
 
This confessional box also functions as a symbol of a fervent departure from Catholic 
Church policy, whereby the crime of child sexual abuse is no longer banished from sight 
but instead is now transparent, literally, for all to see. And, as such, this artwork 
becomes a powerful metaphor of public reckoning, whose therapeutic value cannot be 
emphasized enough. It gives voice to a particular category of victims of child sexual 
abuse using an iconic Catholic symbol, the confessional. 
 
A Take-Home Message 
What these 3 artworks have in common is a commitment to using narrative devices—
metaphor and allegory—to represent different aspects of the unrelenting trauma of child 
abuse.17 There are several advantages to this strategy. First and foremost, each of these 
artworks effectively illuminates, on both conscious and unconscious levels, the vestiges 
of anguish experienced by victims of child abuse. By depicting this haunting nightmare, 
these artworks also serve as effective pedagogic mediums and as persuasive vessels 
for disseminating the subjective experience of severely traumatized children. That is, 
they teach—while at the same time spreading the word about—child abuse in a format 
that is seamlessly absorbed. They’re also replete with “aha!” moments, without ever 
unduly offending the viewer. Lastly, by relying on metaphor and allegory rather than on 
perception alone, these artworks tell compelling stories about child abuse that make a 
greater cognitive demand on the viewer. In that case, what the viewer gets is more than 
what the viewer sees. 
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PERSONAL NARRATIVE 
How Should We Respond When Clinicians’ Calls to CPS Are Punitively 
Weaponized Against Families? 
Arielle Schecter, MD 
 

Abstract 
This narrative illuminates need for students and clinicians to be well 
prepared to face ethically and structurally complex realities of identifying 
and responding to children who might have been abused. The 
commentary considers how to draw on equity as an ethical value when 
communicating with children’s family members in clinical settings. 

 
Reflections on Mandatory Reporting 
“Does anyone know how this baby might have sustained these leg lesions?” Our 
pediatrics professor asks this question while projecting a photograph during a lecture to 
first-year medical students, including me. We squirm. “Notice the symmetrical, well-
demarcated lesions,” the professor continues. We avert our eyes. Finally, one student 
offers, “Child abuse?” 
 
The professor nods, continuing to click through a slide deck of photographs 
documenting children’s abuse injuries—wounds, scars, misshapen anatomy—and 
explaining for each its likely provenance. “As medical professionals, we are responsible,” 
the professor informs us, “to be alert to how some caregivers might mistreat their 
children. We are mandatory reporters with legal and ethical duties to document and 
report our suspicions that a child is or has been abused.” 
 
What happens, I wondered during that class, and what should happen to children and to 
their caregivers after a mandatory reporter makes a report? If we need to report, 
shouldn’t we care that what happens is what should happen? Perhaps I know the 
importance of these questions because, for years before this lecture, I was employed in 
Louisiana’s nonprofit social services sector. Having graduated college in the middle of 
the Great Recession with a liberal arts degree, I worked doggedly at jobs that paid $9.13 
an hour in the hope that I was somehow building a meaningful career. 
 
Experience in Social Services 
One of my jobs after college was at a residential treatment center for substance use, 
where I was tasked with providing parenting skills education to clients of a residential 
treatment program for women and their children. Clients were typically court-ordered to 
the treatment center and, in many cases, were allowed to have their children live with
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them at the facility. Most were in the middle of protracted child custody conflicts, and 
their successful participation in our program was intended to demonstrate to the courts 
that they were indeed capable, responsible, and loving mothers, deserving of a chance 
to raise their own children. 
 
It took me about 20 minutes on my first day to realize that I was not going to provide the 
solution to any of these women’s problems. These women’s lives were complicated by 
the compounded traumas of poverty, housing instability, and violence. They had chronic 
health problems and nutritional deficiencies caused by years of food insecurity and 
inadequate health care. I don’t think any of them had finished college, and some of 
them didn’t know how to read. Their drug use created significant instability in their lives. 
Their children would tell stories that began, “When the cops came to get Daddy…” 
 
My worksheets about “communication strategies” and “bonding with your baby” seemed 
woefully inadequate and, frankly, condescending. The women felt that their parenting 
skills were perfectly adequate; rather, life stressors that were largely unaddressed in our 
treatment program made parenting challenging. The women and I seemed to get along 
best when I helped them with what kept them connected to their roles in their families: I 
spent most of our sessions together proofreading letters to their incarcerated romantic 
partners and watching cartoons with their kids so they had time to clean, cook, or rest. 
After several months of apparently impressive work, I was promoted to a position in a 
different department. 
 
Despite my lack of formal training, I spent years working similar jobs within the 
grievously underfunded Louisiana social service landscape. Somehow, I was supposed 
to achieve the “measurable outcomes” of getting marginalized people to reengage with 
the health care system, embrace sobriety, resolve legal problems, maintain housing, and 
prove their worth as parents, despite the monumental structural challenges that landed 
them, usually punitively, in a social services program to begin with. With every anger 
management workshop I led and every food stamp application denial I appealed, I 
became increasingly convinced that my work was missing the point entirely on what 
might lift a person or family out of their struggles. I wanted to offer tangible, hands-on 
support to people during their times of struggle. 
 
I did some soul-searching, as one does in their 20s, and decided to shift to medicine, a 
career path that I felt would better enable me to support people as they advance 
towards their own life goals. After digging my Scholastic Aptitude Test scores out of 
microfilm archives and sweating through a year of physics and organic chemistry, I was 
admitted to medical school. 
 
Is “Better Safe Than Sorry” Safer? 
My work experiences influenced how I conceived of my new role in the medical field. I 
was eager to learn the technical skills and structural knowledge that I imagined would 
support the people like the women I used to work with. However, on the topic of 
mandated reporting for child mistreatment, I was surprised to find that parents and 
caregivers, many of whom had the same challenges my clients faced, were often 
villainized through the process of mandated reporting and left out of decisions that 
affected their families. I was also surprised that doctors receive very little formal training 
about how to identify and report child mistreatment. My medical school class had that 
one lecture on common physical findings of abuse, as well as a follow-up didactic a year 
later featuring many of the same graphic photographs. We were required to 
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electronically sign the student handbook, which contains a sentence or two about our 
state’s particular reporting mechanisms. And we of course learn to tend to the physical 
wounds of our patients in the clinical setting. 
 
During pediatrics clerkship, we learned about mandated reporting by observing a 
physician make a child protective services (CPS) report about a patient’s family. We 
were sometimes encouraged to participate in writing the report or to speak with a 
hospital social worker about our observations. We were taught that we cannot always be 
sure if what we are seeing is child abuse but that, in such circumstances, we are never 
to hesitate to make a report if we have even the slightest suspicion. “It’s better to be 
safe than sorry,” we were counseled by the more experienced members of the treatment 
team. “We have to advocate for the children.” 
 
This formulation makes me uncomfortable. Of course, I want to advocate for the 
children. And there are situations in which a child’s safety is acutely threatened and 
immediate intervention is required to bring the child out of harm’s way. But in those 
“better-to-be-safe-than-sorry” situations, it seems that the task of child protection 
demands a snap and potentially underinformed judgment of the adequacy of someone 
else’s parenting skills. There is no concurrent demand to have basic familiarity with the 
historical, ethical, and material realities of child abuse and with the disruptive and often 
traumatic downstream effects that mandated reporting can have on families. In the 
same way that doctors interrogate the etiologies of disease to make informed judgments 
about treatment, I would hope that doctors would have the knowledge to identify 
mistreatment and a mechanism to report it without causing additional and undue harm 
to families in distress. 
 
We do not learn, for example, that “neglect” was determined to be the form of 
maltreatment in the majority of child protective investigations.1 Neglect is a nebulous 
category that is often conflated with the effects of poverty (eg, inadequate public 
transportation, employment) that impede parents’ abilities to provide for their children. 
We do not learn that, nationwide, allegations of parental alcohol and drug use account 
for more than 35% of all removals of children from their homes and, for pregnant 
women, are typically not accompanied by health care services.2 
 
We do not learn that allegations of maltreatment involving Black children are more likely 
to be reported to child welfare agencies and more likely to be substantiated as valid 
reports than those involving White children (although substantiation rates are roughly 
equivalent for children covered by public health insurance).3 Black children are more 
likely to be removed from their homes after CPS investigations and less likely to be 
legally reunited with their families.4,5 The literature is inconclusive as to the reasons for 
this inequity: both race and poverty are significant and often intertwined factors in how a 
CPS-involved family might fare.3,6 But it is certainly true that Black families are 
inequitably disrupted and harmed by CPS involvement. 
 
If a medical student were to ask about these data, she might be told that making a CPS 
report helps a family access valuable social services. However, the majority of CPS 
referrals do not result in the provision of new services for families, as 45.5% of all 
reports nationwide in 2019 were not even investigated by CPS and, as such, did not 
require follow-up; of the reports that were investigated, 16.7% had evidence of abuse or 
neglect.7 Nationally, it takes an average of 33 days before supportive services are even 
initiated for a CPS-involved family.7 Evidence suggests that CPS-involved children have 
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worse outcomes than their uninvolved peers on academic and mental health 
measures.7,8 Furthermore, fear of CPS involvement itself can deter a family from 
requesting services that might be helpful. Parents might not want to admit to mandated 
reporters (including medical professionals, teachers, social workers, and librarians) that 
they need certain supports at home to keep their children safe for fear that their 
vulnerability can be used against them.9 The literature suggests that these fears are 
warranted, as parents and advocates have noted that threats to call CPS are often used 
by mandated reporters to regulate behavior.9 
 
Punitive CPS Calls 
On my pediatrics clerkship, I cared for a young girl with severe chronic health problems. 
Her parents, fatigued by multiple hospitalizations over the course of their child’s life, 
alternated between expressing gratitude, frustration, relief, and confusion towards the 
treatment team. On one morning after a failed intervention for the child’s 
gastrointestinal distress, the patient’s father shouted at the attending physician, 
informing her quite colorfully that she was “the worst doctor in this hospital.” After 
several minutes of heated back-and-forth dialogue, the physician ended the 
conversation brusquely and left the room. The father followed her to the doorway, 
continuing to loudly express his dissatisfaction with the care she provided for his 
daughter. “He can’t talk to me like that!” the physician said to the team, within earshot 
of the father. “Next time I’m calling CPS!” 
  
As a medical student and a former caseworker, I was shaken. I empathized with the 
father, who felt powerless to soothe his daughter’s discomfort. I also empathized with 
the doctor, who I knew was trying to make the best clinical decisions for the child’s care. 
But the specter of alerting CPS was clearly intended as a form of punishment and 
control over the parent’s behavior: the physician likely just wanted the father to calm 
down. Making the call had nothing to do with child protection—after all, the child was 
already in the hospital under the care of medical professionals. Rather, it had mainly to 
do with subjective views of a mandated reporter deciding whether to identify and report 
child abuse and the potentially devastating consequences that could befall this family. 
In short, the call was an exercise of power, a misuse of authority, which was wrong. 
 
But I was in a bind: as a medical student, I was learning that such power was mine to 
wield. And I was learning this from the very physicians whose profession I had been 
begging to join for years, the same physicians who evaluate and grade me and hopefully 
will promote me through my training. I felt actively discouraged from thinking about the 
particular challenges faced by this father, because I was supposed to be training to be 
the physician in this situation. I wrestled with my initial instinct to ask her what would 
have been the indication to call CPS on this family. But, ultimately and shamefully, I was 
afraid to ask, for fear that she would think I was undermining her authority and 
questioning her judgment. 
 
Creating Possibilities 
When I was in medical school, my formal education on child abuse was less than 
substantial, and the hidden curriculum, for better or worse, seemed to offer the most 
powerful lessons. A physician might call CPS to report a child with poor dentition, hoping 
this action will result in a dental evaluation. However, this physician is in effect 
attributing what might be barriers to care to a symptom of bad parenting. Perhaps the 
child has behavioral disabilities that make dentist trips nightmarish. Perhaps the family 
does not have dental insurance and cannot afford regular cleanings. Whatever the case, 
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the investigation is outside the physician’s responsibility and falls to CPS. Even if CPS is 
able to secure dental care for the child, the legacy of CPS involvement with a family can 
be devastatingly punitive, especially in cases involving drug use. 
 
In some states, when physicians decide to drug-test a postpartum patient and the 
patient’s newborn baby, they are in effect agreeing to make an automatic CPS referral 
should the test results be positive for certain substances. The patient is not consulted 
on this decision but will certainly face the consequences of it.8 But what if there is no 
evidence of distinct harm to the newborn? Is this child abuse, or, in the language of 
Louisiana’s child protection laws, “prenatal neglect”?10,11 Does the physician need to 
consider that CPS involvement might cause significant disruption to this family’s 
homelife, including court involvement and placement of the newborn baby in foster 
care? Is this ethical patient care? Does this actually protect any children? 
 
I would argue that the more effective and ethical method of child protection is building a 
stable partnership with the family around optimizing the health and safety of the home. 
In cases of suspected or known drug use, the physician and other members of the care 
team should be open to asking the caregivers what they need to thrive, be it targeted 
treatment, economic supports, or other resources. The physician’s mandate is not only 
to do no harm, but also to do good. Certainly, these principles of nonmaleficence and 
beneficence conflict in many cases. The real question is how to be responsible, 
thoughtful, and creative about approaching such conflicts. 
 
Alongside the slideshows of the physical evidence of child abuse, medical students 
should be taught about the personal and social toll of surveillance, investigation, and 
child removal by CPS. We should learn to be advocates for children and their families, as 
well as their communities. Of course, we do not want any children to get hurt. And what 
should we do when they are? Are we really well-prepared to offer trauma-informed 
health care that helps children heal? Roles of rehabilitative or restorative justice for 
perpetrators of harm remain unsatisfyingly unclear. 
 
When we remove a child from their family home—purportedly for their own well-being—
we then put the child in another home with temporary caregivers who receive money 
from the government to help with expenses related to the child’s care. If poverty is an 
indicator for CPS involvement,9,10,12,13,14 why don’t we just give money directly to the 
child’s family? Why don’t we lift families out of poverty instead of punishing them 
disproportionately for raising their children the best they can with the resources they 
have available? 
 
These sorts of questions challenge my understanding of the role of a physician in 
society. I want to be creating possibilities for my patients, not taking them away. I want 
to be proactively collaborating with their families, not exasperatedly throwing up my 
hands, excusing my harmful action or inaction by saying, “I did what I was required to 
do.” When it comes to protecting children, I do not believe the fields of social work and 
medicine are inherently limited to the status quo. Yet it is hard to be creative when we 
do not see successful alternatives to what is in front of us. It is especially hard when we 
face big problems with small tools based on paperwork and entrenched social values 
that are not inclusive of the variety of human experiences in our communities, especially 
the experiences of the families who are likeliest to be reported to CPS for child 
mistreatment. 
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To the father I witnessed lashing out angrily at the physician: I am sorry you felt so 
helpless about your sick child. You and your family, like all of us, deserve the best of 
health and happiness. You should not have yelled, but I understand that you were afraid 
you did not have what you needed to take care of your daughter. What will it take to get 
you what you need? 
 
References 

1. Child Welfare Information Gateway. Child Maltreatment 2019: summary of key 
findings. Children’s Bureau, US Department of Health and Human Services; 
2021. Accessed October 13, 2022. 
https://www.childwelfare.gov/pubpdfs/canstats.pdf  

2. Child welfare and alcohol and drug use statistics. National Center on Substance 
Abuse and Child Welfare. Accessed June 22, 2021. 
https://ncsacw.samhsa.gov/research/child-welfare-and-treatment-
statistics.aspx 

3. Putnam-Hornstein E, Needell B, King B, Johnson-Motoyama M. Racial and ethnic 
disparities: a population-based examination of risk factors for involvement with 
child protective services. Child Abuse Negl. 2013;37(1):33-46. 

4. Maguire-Jack K, Font SA, Dillard R. Child protective services decision-making: the 
role of children’s race and county factors. Am J Orthopsychiatry. 2020;90(1):48-
62. 

5. Disproportionality and race equity in child welfare. National Conference of State 
Legislatures. January 26, 2021. Accessed October 12, 2022. 
https://www.ncsl.org/research/human-services/disproportionality-and-race-
equity-in-child-welfare.aspx  

6. Rivaux SL, James J, Wittenstrom K, et al. The intersection of race, poverty and 
risk: understanding the decision to provide services to clients and to remove 
children. Child Welfare. 2008;87(2):151-168. 

7. Children’s Bureau. Child Maltreatment 2019. US Department of Health and 
Human Services; 2021. Accessed September 1, 2022. 
https://www.acf.hhs.gov/sites/default/files/documents/cb/cm2019.pdf    

8. Berger LM, Cancian M, Han E, Noyes J, Rios-Salas V. Children’s academic 
achievement and foster care. Pediatrics. 2015;135(1):e109-e116. 

9. Fong K. Concealment and constraint: child protective services fears and poor 
mothers’ institutional engagement. Soc Forces. 2019;97(4):1785-1810. 

10. Substance exposed newborns reporting and notifications. Louisiana Department 
of Children and Family Services. Accessed June 22, 2021. 
http://www.dcfs.louisiana.gov/page/481 

11. LA Child Code Art 603. Louisiana State Legislature. Accessed June 22, 2021. 
https://www.legis.la.gov/Legis/Law.aspx?d=73195 

12. Thomas MMC, Waldfogel J. What kind of “poverty” predicts CPS contact: income, 
material hardship, and differences among racialized groups. Child Youth Serv 
Rev. 2022;136:106400. 

13. Dickerson KL, Lavoie J, Quas JA. Do laypersons conflate poverty and neglect? 
Law Hum Behav. 2020;44(4):311-326. 

14. Fong K. Neighborhood inequality in the prevalence of reported and 
substantiated child maltreatment. Child Abuse Negl. 2019;90:13-21.  

 
Arielle Schecter, MD is a family medicine intern at the University of California, San Diego. 
Before attending medical school at the University of Rochester, she worked for 8 years 
in Louisiana’s nonprofit sector. 

https://www.childwelfare.gov/pubpdfs/canstats.pdf
https://ncsacw.samhsa.gov/research/child-welfare-and-treatment-statistics.aspx
https://ncsacw.samhsa.gov/research/child-welfare-and-treatment-statistics.aspx
https://www.ncsl.org/research/human-services/disproportionality-and-race-equity-in-child-welfare.aspx
https://www.ncsl.org/research/human-services/disproportionality-and-race-equity-in-child-welfare.aspx
https://www.acf.hhs.gov/sites/default/files/documents/cb/cm2019.pdf
http://www.dcfs.louisiana.gov/page/481
https://www.legis.la.gov/Legis/Law.aspx?d=73195


AMA Journal of Ethics, February 2023 165 

Citation 
AMA J Ethics. 2023;25(2):E159-165. 
 
DOI 
10.1001/amajethics.2023.159. 
 
Conflict of Interest Disclosure 
The author(s) had no conflicts of interest to disclose. 
 
The viewpoints expressed in this article are those of the author(s) and do not 
necessarily reflect the views and policies of the AMA. 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Copyright 2023 American Medical Association. All rights reserved.  
ISSN 2376-6980 


	toc-2302
	fred-2302
	cscm1-2302
	cscm2-2302
	medu1-2302
	nlit-2302
	hlaw-2302
	pfor1-2302
	msoc1-2302
	msoc2-2302
	mhst-2302
	artm1-2302
	pnar-2302

