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ABSTRACT

Child  protection policies  are,  without  doubt,  a  universal  concern.  Although considerable 

emphasis has been placed over the professionals’ responsibility in identifying and reporting 

child  abuse,  rather  less  attention  has  been  paid  to  the  mechanisms  behind  reporting 

practices  in  relation  to  processes  of  professionalization.  With  the  purpose  of  providing 

guidance  in  this  field,  the  Government  of  the  Netherlands  is  currently  promoting  the 

implementation of a Reporting Code for professionals. Little is known about the implications 

of the use of this Code for professional practice. Within this framework, this study provides a 

qualitative analysis of the experiences of a non-randomized sample of pediatricians with 

child abuse reporting, in which one set of them was working under the influence of the 

Code.  Results  show  that  the  Code  does  not  appear  as  an  influential  factor  in  the 

pediatrician’s decision to report. However, findings suggest that the Code can be considered 

as a supportive tool  which facilitates the reporting of  child  abuse. Overall,  the research 

findings highlighted in this study raise the question around the effect of  regulations and 

policies for child abuse reporting over the ways in which professionals go about their work.
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INTRODUCTION

There is  clear  evidence that  massive numbers  of  children around the world  experience 

abuse.  Harsh treatment and inadequate care represent hazardous situations that isolate 

children in a unique hard-to-reach experience in detriment of their well-being. Despite the 

fact that there are no reliable global estimates of the range of the problem, the World Health 

Organization [WHO] estimated that in 2002, approximately 53,000 child deaths around the 

world resulted from homicide (as cited in UNICEF, 2005).  

Comprehending the nature of child maltreatment not only requires recognizing the 

multiplicity  of  ways  in  which  it  is  perpetuated,  but  also  identifying  the  broad  range  of 

negative consequences that compromise the healthy development of the children in various 

domains. Studies on the pervasive effects of abuse are of great importance for enhancing 

the quality of clinical, legal and social interventions for maltreated children.  Embedded in 

child  protection  practices,  the  reporting  of  child  abuse  is  used  as  a  tool  to  foster  the 

protection of  children.   Like all  tools  and interventions,  it  must  be used with  care as  it 

accounts for some unique challenges from the family, the State, the implementing agencies 

and, of greatest interest to this study, the professionals dealing with children.

The role that professionals play in the reporting of child abuse is of great importance 

as most of the responsibility of this intervention is placed on their ability to act in the best 

interest of the child. The Government of the Netherlands recently launched an initiative to 

promote  the  application  of  a  Reporting  Code,  aimed  to  guide  the  practices  of  the 

professionals when confronted with suspicion of child abuse. The implication of the use of 

this  Code  is  an  issue  that  has  not  been  quite  documented  and  the  position  of  the 

professionals on this matter appears to be unknown.  The social relevance of the topic and, 

its current under investigation, are the main drivers for selecting the focus of this research.  

Within  this  framework,  the  present  study  explored  the  impact  of  the  use  of  a 

Reporting Code on the position of the professionals, particularly in relation to processes of 

de- and  re- professionalisation.  It  is  expected  that  the  conclusions  drawn  from  this 

investigation  will  shed  light  on  the  processes  that  contribute  to  improving  professional 

performance and hence the services that welfare workers render to society; in this specific 

case, effectively safeguarding children from maltreatment.
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CHAPTER 1 CHILD ABUSE AND SOCIAL POLICY

INTRODUCTION

It is the purpose of this Chapter to provide a general introduction to the topic of child abuse 

policies.  For  this  reason,  three main  subjects  are  addressed.  To start  with,  section 1.1 

presents a framework of the main elements and debates behind the conceptualization of 

child abuse. This is followed by an overview of the various approaches to this problem from 

the lens of policy analysis and by focusing on the roles played by the professionals involved 

in  the  care  of  children.  Subsequently,  the  last  section  examines  key  aspects  on  the 

background, the implementation and the contents of a policy brought into attention by this 

study, that is to say, the Dutch Child Abuse Reporting Code for Professionals. 

1.1 Comprehending Child Abuse 

Child abuse and neglect is, without doubt, a universal problem. Official figures generally 

emphasize on the high incidence of this  phenomenon. In 2002, for  example,  the World 

Health  Organization  [WHO]  revealed  a  global  estimation  of  53,000  child  deaths  that 

occurred as a result of homicide during that year (as cited in United Nations Children’s Fund 

[UNICEF],  2005).  Moreover,  relevant  investigations  demonstrate  that  even  though child 

abuse is predominant on certain social groups and contexts (e.g., dysfunctional families and 

poverty), it cuts across in all social classes in both industrialized and developing countries 

(Hall & Zinger, 1989; Brugman, Reijneveld, Sing, van der Wal & Verloove-Vanhorick, 2004; 

UNICEF, 2005). By way of illustration, research has shown that in the “rich Nations” nearly 

3500 children under the age of 15 die as a consequence of maltreatment (i.e., abuse or 

neglect) every year (Innocenti Research Centre [INNOCENTI], 2003). This calculation was 

based  on  results  drawn  from  a  comparative  study  on  child  physical  abuse  in  27 

industrialized countries (idem.).     

Conversely,  recent investigations raise concern on the discrepancies found in the 

data produced worldwide and suggest that existing statistics underestimate the extent of 

child maltreatment (INNOCENTI, 2003; United Nations [UN], 2006). Two main reasons are 

attributed to this issue. Firstly, the lack of consensus in child abuse definitions has serious 

implications  for  the  identification  and  assessment  of  the  prevalence  of  this  problem. 
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Secondly and most importantly, there is clear evidence that many cases of abuse are either 

inappropriately reported or not reported at all. In this order of ideas, the rest of this section 

examines  the  implications  of  the  variability  in  the  definitions.  Later  on,  the  problems 

associated with the reporting of child abuse will be discussed in Chapter 2.   

Issues in the definition of child abuse

The complex, emotive and covert nature of child abuse makes it a difficult phenomenon to 

define and conceptualize. The expanding literature on the subject provides a wide set of 

explanations ranging from legal, medical, psychological, and sociological schools of thought, 

to  moral  positions  regarding  abuse.  Each  discipline has independently  concentrated on 

specific domains of this social problem across time, sometimes disagreeing among them. 

Although  research  directly  focused  on  definitional  issues  appears  to  be  limited,  some 

investigations  allude  to  the  ambiguity  that  surrounds  conceptualizations  of  child  abuse 

(Peters & Wyatt, 1986; Hall & Zigler, 1989; Giovannoni, 1989; Hoyano, 2007). According to 

Hall & Zigler (1989), the multiple definitions can be ranged from very narrow to rather broad 

(p.45).  In  the  first  hand,  the  narrowest  definitions  include  only  intentional  and  severe 

physical abuse. Statistics derived from official criminal records are indicative of this type of 

approach; the ones that only register severe cases sustained in a court of law (INNOCENTI, 

2003).  In the second hand, a broader definition includes not  only overt  action,  but also 

cases of neglect (Hall & Zigler, 1989). As it will be examined later on, one example of a 

broad conceptualization would be the one provided by the developmental sciences.

In this connection, several studies have indicated that definitional disputes occur, for 

the most part, between five perspectives, as outlined below. It is important to note that the 

following descriptions refer particularly to general trends identified by various studies. 

 Legal approach  .  There are three different functions for which abuse is typically defined 

by legal  professions:  a)  criminal  acts,  b)  determination of  child  dependency,  and c) 

identifying  cases  that  warrant  reporting  (Kalichman,  1999,  p.20).  These  type  of 

definitions  focus either  on the behavior  of  the perpetuator  or  on the effects,  judged 

mainly by the degree of physical harm, of maltreatment on children (Meriwether, 1986, 

as  cited  in  Kalichman,  1999,  p.21).  In  short,  the  legal  approach  to  child  abuse 

concentrates in finding sufficient evidence to justify legal actions or interventions from 

the State (Hoyano & Keenan, 2007, p.8). This might be related to public interests in 
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complying with national and international mandates to protect children as recognized by 

the United Nations Convention on the Rights of the Child (UNICEF, 2005).  

 Medical  approach  . According  to  various  authors,  this  approach  established  the 

background for current definitions of child abuse. In fact, this “unifying” term emerged 

within pediatrics, whose contributions were instrumental in bringing this social problem 

to professional and public attention back in 1962 (Dubowitz & Newberger, 1989, p.76; 

Giovannoni, 1989, p.12; Kalichman, 1999, p. 14; Hoyano, 2007, p. 7). The purpose of 

medical definitions is to make a diagnosis, based on physical indicators (e.g., failure to 

thrive, low weight, injuries, and so on), of various conditions that can be classified as 

‘maltreatment’  (Giovannoni,  1989,  pp.12-13).  Under  this  perspective,  maltreatment  is 

diagnosed in the cases of children who exhibit deficits or injuries, but where no known 

cause of the deficits can be established (idem.). In conclusion, medical definitions focus 

on the child, on establishing the etiology of the “disease” and on prescribing the course 

of treatment (Giovannoni, 1989, p.13). 

 Research-oriented  approach  . According  to  Hall  and  Zigler  (1989),  theoretical 

perspectives on child abuse can be classified into three major schools of thought (p.61): 

a)  Psychiatry,  b)  Sociology,  and c)  Psychology (particularly,  cognitive-developmental 

theory). Each of these disciplines has contributed to the development of new knowledge 

about the causes and correlates of maltreatment, although they also differ in focus. For 

instance,  psychiatry  generally  focuses on the parent  or  other  adult  identified  as  the 

perpetrator  of  abuse who  is  assumed to  be mentally  or  emotionally  deviant  (Hall  & 

Zigler, 1989, p. 59).  Sociology, in turn, concentrates on the perpetrators’ interactions 

with society (e.g.,  unemployment and migration) and the resulting pressures that put 

children at risk (idem.). Lastly, psychology’s cognitive-developmental approach suggests 

that behavior is associated with  maturity and intellectual  levels that are mediated by 

environmental  factors  (e.g.,  history  on  violence),  where  an  adult  with  lower 

developmental skills is more likely to engage in abusive acts towards children (p. 61). 

 Social  service  approach  . In  the  “social-service  arena”,  maltreatment  serves  a  social 

welfare function where abused children are assumed deserving of protective services 

(Giovannoni, 1989; Esping-Andersen, 2002). This means that intervention and service 

prescriptions  are  tied  to  definitions  of  child  abuse.  Specially  concerned  with  court 

actions, social agencies contribute to definitions that transcend the legal ones and that 
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are intended to categorize a spectrum of maltreatment suitable for social intervention 

(Giovannoni,  1989; Hoyano & Keenan, 2007).  This approach has an interdisciplinary 

character  and  focuses  on  the  long  term  consequences  of  abuse  in  the  child’s 

development (Giovannoni, 1989, pp.14-16).

 Public  opinion  . Child  maltreatment  is  not  something  that  is  only  of  concern  or 

understanding to professionals. According to Giovannoni (1989), the general public has 

their own perceptions of child abuse which are principally based on social and moral 

judgments (p.25.).  Value assessments such as what  is  considered an acceptable or 

non-acceptable child rearing practice, are an example of this type of approach. On this 

account,  Giovannoni  (1989) also explains that the definitions derived from the public 

opinion are not validated by scientific approaches (idem.). However, Hall & Zigler (1989) 

claim that members of a society play a vital role as “salient definers of maltreatment”, not 

only in helping ‘hunt’ down child abusers, but in making available the information that 

might help prevent abuse (p. 61).  

In this line of analysis, Hall & Zigler (1989) suggest that definitions of child abuse are 

imbedded  in  the  “political  and  philosophical  ethos  of  a  given  society”  (p.46).  Likewise, 

Hoyano and Keenan (2007) indicate that the concept of child abuse is a social construction 

where time,  place,  cultural  norms and context  dictate which aspects  of  all  the behavior 

towards children are considered abusive (p.7). In understanding this, Kalichman (1999) has 

found that there is a certain level of agreement within professions (p.20). Each professional 

group  brings  its  perspective  into  task,  conditioned  by  the  particular  function  each  one 

serves: doctors diagnose, lawyers prosecute, social workers prescribe services, and so on 

(idem.). Nevertheless, definitional ambiguities arise as a consequence of the multiplicity of 

orientations, where each discipline claims expertise in the treatment of some aspect of child 

abuse (Giovannoni, 1989, p.14). This situation leads to a lack of consensus and controversy 

on the ways to assess the incidence and impact of this social problem. To use an example, 

empirical research found that pediatricians are less likely to classify improper feeding as 

maltreatment than social workers (Hall & Ziggler, 1989 p. 65).

More  interestingly,  research  has  also  revealed  that  there  are  variations  in  the 

definitions adopted within members of the same profession and that these variations are 

related to factors extraneous to maltreatment like work setting, social expectations, legal 

mandates, and personal bias, among others (Peters & Wyatt, 1986; Giovannoni, 1989; Hall 

& Zigle, 1989; Rycraft, 1990; Hoyano & Keenan, 2007). Giovannoni (1989) states that main 
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differences occur  in  the social  valuations  put  on specific  types of  maltreatment  (p.  25). 

Similarly,  Hall  & Ziggler  (1989)  explain  that  disagreements  exist  with  regard to  what  is 

considered abusive, and with respect to the perceived severity of the maltreatment as a 

criterion for intervention (p. 47). To conclude, such an outcome illustrates the significance of 

an individual’s values, training and cultural-political context in defining abuse (Hall & Ziggler, 

1989; Hoyano & Keenan, 2007).  

Empirical considerations in child abuse definitions

Beyond issues related to mere definition, available literature suggests there is a continuing 

need to clarify and expand the construct of maltreatment based on empirical considerations. 

Studies that measure the factors associated with child abuse have significantly contributed 

to the development of comprehensive conceptualizations, as outlined next. To begin with, 

relevant  research  points  at  the  “battered  child  syndrome”  as  the  first  formal  scientific 

definition brought into attention by a group of US American physicians, in the early 1960’s 

(Cohen & Sussman, 1975; Dubowitz & Newberger, 1989; Kalichman, 1999; Thompson & 

Wyatt, 1999). This syndrome referred specifically to a medical diagnosis over the evidence 

of physical neglect on children, like poor skin hygiene and “soft tissue injuries”, among other 

noticeable marks (Kempe et. al, 1962, as cited in Thompson & Wyatt, 1999).

From that  point  on,  some authors  agree  that  research  has  evolved  increasingly 

enough as to recognize the multiple domains involved in child maltreatment (Thompson & 

Wyatt, 1999; Arata, Bowers, Langhinrichsen-Rohling & O’Brien, 2007).  Perhaps, the most 

influential contributions came from developmental approaches, which focus on the etiology 

and  sequelae  of  child  maltreatment,  providing  a  rich  framework  for  an  integral 

conceptualization of this phenomenon (Egeland, Erickson & Pianta, 1989). Different from 

legal or medical approaches, this perspective places special attention to the exploration of 

the  kinds  of  interactions  (parental/caregivers  –  child)  that  produce  harmful  effects  on 

children (Giovannoni, 1989, p. 35). As it can be inferred, the heterogeneity and complexity 

behind cases of maltreatment do not fit in one single construct. In this regard, psychologists 

such as Thompson and Wyatt (1999) and Higgins and McCabe (2001) suggest approaching 

child  maltreatment  as  a  “multidimensional  problem”.  According  to  these  authors,  it  is 

important to distinguish among the various kinds of child abuse in order to understand their 

different  origins  and  effects.  As  demonstrated  by  several  studies,  there  is  a  strong 
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correlation between child abuse and physical neglect, physical abuse, sexual  abuse and 

psychological  maltreatment1 (Peters  & Wyatt,  1986;  Egeland  et  al.,  1989;  Thompson & 

Wyatt, 1999; Higgins & McCabe, 2001). The multidimensionality of this social problem refers 

precisely to those various forms in which maltreatment can be inflected over children and to 

the wide spectrum of pervasive effects it has on their development.   

In this sense, understanding the different forms in which a child can be subjected to 

violence,  abuse  or  neglect,  is  very  important  as  many  studies  on  the  field  have 

demonstrated  that  abused  children  typically  encompass  more  than  one  form  of 

maltreatment (Higgins & McCabe, 2001; Arata, et al., 2007). Given the high co-occurrence 

of multi-type maltreatment, empirical research has also found that the negative effects are 

differential, meaning that there are both unique as well as shared consequences for each 

type  (Higgins  &  McCabe,  2001;  Arata  et  al.,  2007)2.  Moreover,  a  striking  point  in  the 

discussion on child abuse is the fact that the healthy development of the child is at stake 

and that the emotional and psychological damage may last a lifetime (Egeland et al., 1989, 

p. 654-656). For instance, it has been found that individuals who experience multiple forms 

of maltreatment during childhood, report a series of adjustment problems in adulthood, like 

anxiety  disorders,  anger  problems or  involvement  with  abusive  partners,  among others 

(Higgins & McCabe, 2001, p. 553). Similar findings are rather disturbing. Research has also 

found that under certain conditions, intergenerational transmission of violence is likely to 

occur,  meaning that people who were victimized when children, are at risk of  becoming 

perpetrators of violence when they are older (Kaufman & Zigler, 1998, pp. 129-147).

In short, child abuse is identified as a risk factor that compromises the well-being of 

the child, resulting in short and long term deleterious consequences, which include: 

 Health threatening consequences as: malnutrition, bruises, inadequate dental care, 

broken bones and child morbidity (Thompson & Wyatt, 1999; Brugman et al., 2004).

 Social  and  cognitive  problems such  as: learning  disabilities,  low  academic 

achievement, school truancy (Thompson & Wyatt, 1999; Cauce, Hoyt, Kilmer, Ryan & 

Watanabe, 2000).

 Internalizing  problems  such  as:  depression,  suicide  proneness,  low-self  esteem 

(Cauce et. al, 2000; Arata et. al, 2007).

1 Higgins & McCabe (2001) include witnessing family violence as another form of maltreatment.  
2 These authors also stress out the importance of taking into account the influence of other factors such as age, sex 
and social environment in the assessment of the effects of maltreatment.    
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 Externalizing problems such as: substance abuse, hostility, criminal behavior (idem).

Finally,  it  was  the  purpose  of  this  section to  outline the  major  perspectives  that 

permeate the understanding of child abuse. In light of this, evidence shows that child abuse 

is such a complex phenomenon that explanations of it are not confined into a homogeneous 

approach (Hoyano & Keenan, 2007). To conclude, Hall & Zigler (1989) draw attention to an 

issue of great concern to this study. These authors acknowledge that definitions of child 

abuse affect in great extent how cases are classified, how treatment decisions are made, 

how eligibility  for  social  and legal  services is determined and how the abusers and the 

abused child are viewed by others and by themselves (p. 45). As it  will  be emphasized 

throughout this document, enhancing the understanding of this social problem plays a vital 

role in the assistance provided to vulnerable children. 

1.2 Tackling child abuse: policies and interventions

The way in which societies continuously develop and adapt new practices in the provision of 

care and welfare to its members, has been vastly documented throughout historical, political 

and social studies. Leading scholars, such as Esping-Andersen (2002), state that radical 

social changes are a constant in post-industrial societies and that the role of the welfare 

state  is  to  protect  individuals  from situations that  place them under  unequal  conditions. 

Within this  scope of  analysis,  special  attention is  paid to the two ‘passive’  ends of  life: 

childhood and old age (Esping-Andersen, 1999 & 2002). Regarding childhood matters, this 

author (2002) stresses the importance of safeguarding the well-being of children, suggesting 

that  child-oriented  policies  must  be  thought  of  as  social  investment: “working  towards 

optimal conditions for a child’s early years is one of the best investments that a country can  

make if it is to compete in a global economy based on the strength of its human capital”. 

This  statement  gains  strength  when  linked  to  what  was  earlier  discussed  about  the 

pervasive  and  enduring  consequences  of  child  abuse  and  the  adjustment  problems  in 

adulthood, which in turn, jeopardize the welfare of a society.  Although Esping-Andersen 

(2002) does not make explicit  reference to child abuse, his analytical framework can be 

borrowed in the consideration and tackling of this problem as a social risk. In short, this 

author (1999) defines social policies and interventions as the public management of social  

risks (p. 36). Seen in these terms, an individual risk becomes ‘social’ when it originates from 
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sources beyond an individual’s control,  when it  has collective consequences, and when 

society recognizes them as warranting public consideration (idem., p.37). 

 From a similar standpoint, authors such as Pringle (1998) refer to the problem of 

child abuse as a form of oppression that challenges the effective development of welfare 

systems (p. 19). In other words, child maltreatment is seen as a set of  ‘oppressive power 

relations’ which generate social  problems (idem., p.  18).  On this  account,  both  Esping-

Andersen (2002) and Pringle (1998) indicate that the most important indicators for judging 

the effectiveness of social  welfare systems, particularly in industrialized countries, is the 

approach to those sections of the population subject to marginalization and oppression. In 

this  line  of  analysis,  provisions  of  care  to  children  not  only  become  a  topic  of  vital 

consideration, but also denote some of the idiosyncrasies of a country in relation to child 

welfare (Esping-Andersen, 2002). This is a very important point as it is connected to the 

previous discussions about the concept of child abuse as a social construction. Comparative 

studies like the ones conducted by Cooper (1995), support the hypothesis that policy and 

interventions are “deeply embedded in webs of culture, history, social structure, economics 

and politics” which are very country-specific (as cited in Pringle, 1998).

In the course of history, then, child maltreatment has increasingly become a social 

and a State’s matter, demanding both private and public attention. Furthermore, the care of 

children is continually taken as a priority in the larger policy environment, and States are 

constantly referred to an extensive international normative framework intended to guide their 

practices  (UNICEF,  2007)3.  According to  UNICEF (2007),  preventing and responding to 

violence and abuse is essential to ensuring the child’s right to survival, development and 

well-being.  In  connection  with  the  debates  on  the  conceptualization  of  child  abuse, 

Giovannoni  (1989)  argues  that  however  it  is  defined,  or  for  whatever  purposes,  child 

maltreatment is a matter of social policy, one defined for purposes of designating a social 

problem; a problem ‘worthy of and amenable to social intervention “(p. 4). This author also 

states that specialized professions (such as social workers in children’s hospitals) and social 

institutions  (such  as  centers  of  child  abuse  and  prevention)  emerged  as  concerned 

participants in the management of this problem (idem., p.27). This reinforces the debate 

about the variability of  approaches where distinct  entities of  the problem are addressed 

according to the functions of the professions involved. As it will be discussed later on, there 

3 Ensuring that children are protected from all forms of violence is an obligation under international law, as 
recognized by the United Nations Convention on the Rights of the Child (UNICEF, 2005).
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is evidence that in accordance with the social service approach, policies in general, pursue 

the goal of integrating different perspectives on child abuse under the same umbrella. 

Child protection strategies

One specific way in which societies and welfare states react to child abuse is through the 

implementation of protective measures (Kalichman, 1999). Even though the concept of child 

protection is used in various ways, it is usually referred to the actions taken by the State to 

safeguard children from environments that are violent, abusive and exploitative (Bruce & 

Marriam,  2006,  p.21).  In  connection  with  definitions  of  child  abuse,  Giovannoni  (1989) 

recalls the importance of linking social policy to research-led approaches, arguing that the 

more  that  is  known  about  the  range  of  immediate  and  long  consequences  of  specific 

situations  of  maltreatment,  the  more  informed  the  judgments  that  can  be  made  about 

appropriate interventions. Furthermore,  authors such as Hall  & Ziggler  (1989,  p.69) and 

Hoyano and Keenan (2007,  p.6)  stress out  that  policies  on child protection can not  be 

considered  or  implemented  in  isolation.  On  this  account,  policymakers  and  other 

stakeholders face unique challenges in the elaboration of policy objectives. According to 

Giovannoni (1989), the demands for the fields concerned with child abuse are far reaching: 

to find the cause, to predict the occurrence, to find methods of prevention and to prescribe 

techniques of amelioration (p.27). 

Under this framework, the variety of policy measures designed to tackle child abuse 

is broad. It ranges from the strengthening of systems of identification and reporting, to the 

provision of immediate medical and psychological treatment to the client, including family 

and agency supervision, to the placement of children in out-of-home agencies when they 

can  not  be  returned  safely  to  their  families  (Thompson  &  Wyatt,  1999;  Spratt,  2001; 

UNICEF,  2007). Given  the  complexity,  severity  and  magnitude  of  child  maltreatment, 

professionals  are  constantly  referred  to  the different  sets  of  definitions  and approaches 

described in Section 1.1. According to van Oudenhoven and Wazir (1998), this also leads to 

variability  in  practice  and places professionals  in  scenarios  where  they are  exhorted  to 

interact at various levels and coordinate activities with different actors (pp.14-18). On the 

one hand, a wide body of literature tends to focus on the tensions and lack of consensus 

exhibited in heterogeneous settings. By way of illustration, a study led by Giovannoni (1989) 

revealed that lawyers fall  in disagreement more often with pediatricians than with social 
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workers, with respect to ratings on the seriousness of certain cases of abuse and in the 

prescription of treatment (pp.21-25).  In contrast, Corby (1998) argues that despite those 

difficulties,  empirical  findings  suggest  that  policies  which  reflect  an  inter-professional 

approach are more effective than those who favor loose systems of cooperation (p.50). 

Although less attention has been paid to this subject, van Oudenhoven and Wazir (1998) 

have claimed that one advantage of interdisciplinary work is that it provides professionals 

with support networks which are considered vital in the decision-making process (p.131). 

Connected to the above are the major criticisms made against social policies on the 

topic of child abuse. Hoyano and Keenan (2007) state that contemporary concern on the 

nature  and  extent  of  maltreatment  has  led  to  a  ‘patchwork’  of  laws,  rules,  procedures, 

protocols and recommendations that professionals are expected to apply (p.5). According to 

these  authors,  problems  in  the  implementation  emerge  as  a  result  of  the  “plethora  of 

guidance and procedures which professionals in a diverse range of disciplines are meant to 

read, digest and apply whilst performing a difficult and time-consuming job” (idem.). Based 

on findings from a comparative study of a set of policy instruments for child abuse in five 

European countries, van Oudenhoven and Wazir (1998) concluded that for the most part, 

policies lack coherence and direction, do not clarify the intended outcomes, and have no 

measurable  impact  in  the  prevalence  of  maltreatment  (p.2).  Of  greatest  interest  to  the 

present study are the recommendations made by these authors. Firstly, policies should be 

piloted, tested and consolidated before they are brought to the macro level (p.14). Secondly, 

policy  instruments,  like  protocols  or  guidelines,  should  be  concrete,  accessible  and 

accompanied  by  progress  indicators  which  measure  the  attainment  of  pre-determined 

outcomes (pp.17-22). Thirdly, polices should include broad descriptions of child abuse (p. 

130),  and be constantly evaluated and refined in terms of their goals (p.17).  Under this 

perspective,  the  goals  should  be  aimed  at:  reducing  the  number  of  abused  children; 

supporting victims; and creating a climate in which child abuse is less likely to occur (p. 22).

In conclusion, there is evidence that legislation, policies and interventions to tackle 

child abuse are in a constant state of development and that this is a widely debated issue. 

Among the variety of interventions, this study places special emphasis over the reporting of 

child abuse, as it is considered a crucial ‘social protection strategy’ in fighting this problem 

and  in  facilitating  aid  to  the  victims  (UNICEF,  2007).  Of  principal  concern  here  is  the 

understanding of the implications that specific reporting policies may have for professional 

responses to child abuse. To accomplish this, a case of an existing policy in the Netherlands 
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is reviewed in the next section, and subsequently, relevant issues around the reporting of 

child abuse in relation to processes of professionalization are explored in Chapter 2. 

1.3 The Child Abuse Reporting Code, a Dutch initiative 

The Netherlands is not alien to the problem of violence. A study carried out by the Ministry 

of Justice revealed that over 40% of men and women in the country experienced different 

forms of  physical  abuse at some time in their childhood (as cited in Ministry of  Health, 

Welfare and Sport, 2004). Relevant statistics show that one in nine children between the 

ages of five and ten has been a victim of abuse (idem.).  This study also indicates that 

domestic violence and sexual  abuse are the most widely reported cases in the country, 

clarifying that abuse of children outside the home is more difficult to monitor since it tends to 

occur in illegal and/or unofficial contexts. What is more, national policy figures announce 

that  each year  an estimate of  50,000 to 80,000 children in the Netherlands is  severely 

abused either physically, sexually and/or neglectfully (Dutch Coalition for Children’s Rights, 

2003). Further research4 has shown that domestic violence in the Netherlands takes place 

on a disturbing scale within ethnic minority groups (as cited in Gaete, 2006). However, it 

seems that further investigations are needed to support the above claims.

 Regarding the Dutch welfare system, the basic principles in the provision of services 

to children are to ensure that better care is available to children and their parents, and to 

protect children who do not or can not ask for help when at risk (Ministry of Health, Welfare 

and Sport, 2005). As background information, Doek (1998) highlights the context in which 

Dutch policy developments on child abuse have occurred (p.71). In summary, this author 

emphasizes  that  the  Dutch  welfare  system is  characterized by  a  wealth  of  all  kinds  of 

services: basic health care; school  doctors; services for disabled children; mental  health 

care  for  families  and  children;  an  extensive  child  protection  system;  foster  care  and 

adoption; 24/7 child care institutions; and specialized and intensive treatment (pp.71-88). In 

this context, the Dutch approach to child abuse states that care should be provided without 

delay and should be strictly needs-based:  “action should be as hands off as possible, but 

incisive  (care  order)  where  necessary  in  the  interests  of  the child” (Government  of  the 

4 ‘Huiselijk  geweld  onder Surinamers,  Antillianen en  Arubanen,  Marokkanen  en Turken in  Nederland – aard,  
omvang en hulpverlening’ (Domestic violence among Surinamese, Antillians and Arubans, Moroccans and Turkish 
people – nature, extent and professional help) Intromart, 2002.

17



Netherlands, 2007, pp.36-37). Furthermore, the Dutch approach to the identification of child 

abuse is quite interesting. While many countries have established legal measures where the 

reporting of child abuse is mandatory, in the Netherlands there is no statutory obligation to 

report, neither for the public, nor for the professionals (Doek, 1998; Netherlands Institute for 

Care and Welfare [NIZW], 2001; Dutch Coalition for Children’s Rights, 2003). Whether this 

is an effective way of dealing with the problem is open to question and the different positions 

on this topic will be briefly explained in section 2.1. 

Nevertheless, a number of steps have been taken by the Government to articulate 

the child protection system. During the 1998-2002 time period, the entities responsible for 

the protection of abused children merged into a network of Advice and Reporting Centers 

for Child Abuse and Neglect (Advies- en Meldpunt Kindermishandeling [AMK]) with national 

coverage (Dutch Coalition for Children’s Rights, 2003). Under the Youth Care Act, which 

entered into force on January of 2005, these Advice Centers (referred to in the rest of this 

document as the AMKs) were officially designated as the figure to contact when confronted 

with a case of child maltreatment (Ministry of Health, Welfare and Sport, 2005). There are 

14  AMKs  in  total,  covering  every  province  and  metropolitan  region  in  the  Netherlands 

(NIZW, 2004). According to the Ministry of Health, Welfare and Sport (2005), campaigns 

have  been  launched  in  the  recent  years  with  the  aim  of  increasing  awareness  of  the 

existence of these centers and to explain how to report cases to them. Any individual can 

contact the AMKs via one national helpline number, seven days a week, 24 hours a day 

(Ministry of Health, Welfare and Sport, 2005). If desired, consultations and reports of child 

abuse can be made anonymously (Dutch Coalition for Children’s Rights, 2003, p. 13; NIZW, 

2004, p. 4). However, it is not clear whether a suspicion of abuse is investigated or not when 

a report remains anonymous (R. Teeuw, personal communication, May, 19, 2008).  

In brief, the Youth Care Act stipulates that following a report, the AMKs can initiate 

contact with a family to establish whether abuse or neglect is occurring, whether assistance 

is required and whether the Child Protection Council (Raad voor de Kinderbescherming) 

should investigate the case (idem.). In connection with the Dutch “hands-off’ approach, the 

AMK’s policy gives prevalence to enabling advice-seekers to use their own capabilities to 

take action (NIZW, 2004).  Thus, the available literature fails to specify if  the decision to 

report relies solely in the person that contacts the AMK and if there is a follow up of the 

cases that  are consulted but  not  reported.  When a case is  indeed reported,  the center 

carefully investigates the situation and tries to look for a suitable solution in cooperation with 
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the parents (van Beem, Klerx, Luigjes, Martens & de Wit, 2004). The form of help given to a 

family  depends on the situation,  but  to  use a few examples,  interventions  may include 

psychotherapy,  parental  counseling,  referral  to  medical  services  and/or  housing 

arrangements (NIZW, 2004). If parents do not cooperate, other actions are undertaken. An 

AMK itself does not have the authority to dictate a child protection order; that is the Child 

Protection  Council’s  responsibility.  Therefore,  it  is  ultimately  up  to  the  courts  to  decide 

whether a child protection order is issued or not (idem.). This decision can lead to three 

verdicts: a) place the children under the supervision of a family guardian who imposes rules 

to families,  b) transfer  the custody of the children preferably to someone in the family’s 

network with the controlled involvement of the parents or, c) dismiss the parents from the 

custody of their children (Ministry of Health, Welfare and Sport, 2005; NIZW, 2004).

Lastly,  the AMK’s keep record of every request for consultation that is made and 

investigate confirmed or suspected cases of child abuse (Government of the Netherlands, 

2004). Most of the reported cases refer to children between five and twelve years (NIZW, 

2004).  Incomplete data also reveals  that  the majority of  consultations refer  to abuse or 

neglect within the family, often involving forms of ‘transgenerational’ violence, that is, the 

roles of abuser and victim are passed down from generation to generation (Dutch Coalition 

for  Children’s  Rights,  2003,  p.12).  Additionally,  while  some  studies  suggest  that  many 

suspicions of abuse are not reported to the AMKs (NIZW, 2004), other investigations state 

that since these centers were placed on a statutory footing, there has been a rise in the 

number of reports (Government of the Netherlands, 2007).  According to the latter study, in 

2002, for example, a total of 25,374 cases were reported to these centers and by 2005 the 

number rose up to 38,052, an increase of around 50% (idem.). However, those studies fail 

to inform that the figures refer to the total consultations made to the AMKs and therefore, 

the number of actual reported cases is not provided. It would thus be of interest to learn how 

many of the total consultations lead to reports and more importantly, how many suspicions 

of abuse are indeed confirmed. Of greatest interest for this study would also be to know the 

rate of reports or consultations made specifically by professionals. Despite this, the major 

criticisms claim that the increased number of contacts or reports to the AMKs has resulted in 

much longer waiting lists, which can lead to waiting periods of six to twelve months before a 

child receives the proper treatment (Dutch NGO Coalition for Children’s Rights, 2003; van 

Beem et al., 2004; Government of the Netherlands, 2007). According to the Dutch NGO 

Coalition for Children’s Rights (2003),  the waiting lists obstruct prevention, identification, 
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reporting,  diagnosis,  assistance and protection of  child  abuse (p.16).  In  this  sense,  the 

Government faces a great challenge in order to respond to the high demand and to provide 

additional resources to cope with this issue.  

An overview of the Code5

Within the previous scope, the Netherlands applied the concept of a reporting code as an 

alternative approach to regulating and guiding the reporting of child abuse (NIZW, 2001). 

Different entities participated in the initial phases of elaboration of the Code (e.g. Council on 

Youth  Policy,  Working  Group  on  Reporting  Centers  for  Child  Abuse  and  Neglect) 

disagreeing strongly on the definitions of child abuse and on the expected outcomes (NIZW, 

2004). Nonetheless, the Child Abuse Reporting Code was launched during the period of 

2004-2006 and in short  terms, it  refers to a set of  rules of conduct and instructions for 

professionals to follow when confronted with a suspicion of child abuse (Government of the 

Netherlands,  2007).  More  specifically,  the  Code  “seeks  to  influence  the  actions  of  

professionals” (NIZW, 2001, p.14). Furthermore, the Code was created not only with the aim 

of orienting professionals’ actions, but also with the interest of improving identification of 

child abuse (idem.).  Lastly, the Code serves as the basis for institutional protocols, where 

organizations are encouraged to incorporate it into their existing protocols (Government of 

the Netherlands, 2007).  

In  short,  the Code is divided into three sections (Appendix 01):  a)  Fundamental 

elements, b) Consultation and, c) Initiating help. Interesting elements to highlight are:

 Definition.   ‘Child  abuse  is  any  form of  minor,  threatening  or  violent  interaction  of  a 

physical,  psychological  or  sexual  nature  which  is  forced  upon  children,  actively  or 

passively, by the parents or by other persons they depend on, causing serious harm to 

the child in the form of physical injuries or psychological disturbances’6.

 General principles  .

1.   ‘On the basis of his or her knowledge, experience and possibilities,  the professional 

bears a special and direct responsibility for the development, health and safety of the child 

(the minor) with whom he or she comes into contact – either directly or indirectly – in the 

course of his or her profession’  (Baeten, 2002b).

5 Refer to Appendix 01 for the summarized English version of the Code (Baeten, 2002b).
6 Non -official translation from the original Dutch document (Baeten, 2002a) into English.
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2. ‘In a case where child abuse has been identified, the professional bears the responsibility 

for ensuring that the abuse stops as quickly as possible’ (idem.).

3.  ‘The  professional  should  be  capable  of  identifying  signs  given  by  children  and  their 

environment as possible indications of child abuse. He or she is required to maintain his or 

her  knowledge  and  expertise  in  this  regard  by  means  of  independent  study  or  further 

training and instruction’ (idem.).  

According to the Netherlands Youth Institute (Nederlands Jeugdinstituut -NJI-), the 

issue of child abuse will be high on the political agenda in the following three years and the 

Government will  finance a project aimed at improving current interventions of combating 

child abuse (A. Wolzak, personal communication, February 4, 2008). Furthermore, one of 

the goals of this project will be the further implementation of the Code (idem.). Likewise, the 

Government of the Netherlands (2007) intends to introduce a statutory obligation to follow 

the Code in  the forthcoming years  (p.  40).  A survey applied by the Ministry  of  Health, 

Welfare  and Sport  in  January  2006,  shows  that  the majority  of  institutions  in  the child 

healthcare sectors are using the Code (as cited in Government of the Netherlands, 2007). In 

contrast,  the  use  in  the  education  sector  appears  to  be  very  low  (idem.).  However, 

consistent data on this regard seems to be missing. The above figures are mentioned in 

official reports to the United Nations, but information on the sources and collection of the 

data is not specified.  

At the present time, no information is available on the impact of the Code. It should 

also  be  noted  that  there  is  no  comprehensive  data  about  which  organizations  work 

according to it (NIZW, 2001, p.11; A. Wolzak, personal communication, February 4, 2008). 

In  addition,  arguments  as  to  the  possible  effects  of  a  reporting  code  are  at  present 

inconclusive. On the one hand, it is expected from the Code to allow scope for professionals 

to exercise their own personal judgment and to encourage the promotion of professional 

expertise  (NIZW,  2001).  On  the  other  hand,  it  is  argued  that  concrete  and  ‘uniform’ 

guidelines like the ones implicit in the Code can make professionals either feel supported or 

restricted (idem.).  Lastly,  an important demand made to the Code is that it  should bring 

about  an improvement with  regard to reporting (Government of  the Netherlands,  2007). 

While it is true that one of the main objectives of the discussed Dutch initiative is that one, 

the nature of this contribution remains unclear. 
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CHAPTER 2 CHILD ABUSE REPORTING AND CHANGES IN 
PROFESSIONALISM 

INTRODUCTION

The primary objective of this chapter is to provide a conceptual framework for the analysis of 

child abuse reporting in connection to processes of professionalization. Firstly,  the logics 

behind different practices and approaches to reporting are presented. Secondly, section 2.2 

draws attention to key formulations on professionalism in the context of current debates. 

Lastly,  a  discussion section is  included at  the end which integrates  the relevant  issues 

outlined in Chapters 1 and 2 in light of the Dutch Reporting Code.

2.1 Reporting of Child Abuse 

In short  terms, reporting refers to the obligations and procedures imposed principally on 

professionals, requiring them to communicate their suspicions of child abuse to the proper 

authorities (Besharov & Laumann, 1996). In addition, reporting laws follow the purpose of 

preventing further abuse, protecting and enhancing the welfare of a child,  preserving or 

strengthening the family,  and employing private and public protective services (Cohen & 

Sussman, 1975; Kalichman, 1999; Hoyano & Keenan, 2007). According to Gilbert and van 

Voorhis  (1998),  serious  questions  about  the performance of  different  reporting systems 

have  long  been raised (p.  207).  Moreover,  Kalichman (1999)  states  that  reporting  is  a 

subject  that captures the attention of health and social  service professionals  because it 

triggers  concerns  about  their  roles,  about  professional  practices  and  about  protecting 

children. In this order of ideas, key discussions on this topic are firstly addressed, followed 

by a general examination of the major dilemmas associated with the act of reporting.  

Main discussions

In  daily  practice,  a  professional  may be  alerted  to  the  possibility  of  child  maltreatment 

through several main channels of information: through the child or another family member; 

by consultation of another professional  working with the child/family;  or  by an unrelated 

event, such as a regular medical examination (Hoyano & Keenan, 2007, p. 442). Further 
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evidence-based studies have also revealed that victims and perpetrators of child abuse do 

not typically self-report (Sullivan & Vulliamy, 2000; Freeman & Lazenbatt, 2006; Arata et. al, 

2007).  This means that in the majority of  the cases, the responsibility for detecting and 

reporting  abuse  falls  onto  family  members  and  of  principal  interest  to  this  study,  on 

professionals involved in the care of children (Sullivan & Vulliamy, 2000). For the most part, 

investigations on this topic address the challenges faced by policy makers to regulate the 

reporting of child abuse. Of equal significance are the studies that assess the factors that 

influence professional performance in relation to reporting, as explained ahead.

Within the context of policy analysis, much of the debate centers on the issue of 

whether there should be a mandatory requirement to report or not (Hoyano & Keenan, 2007, 

p. 442). To start with, an obligation to report means introducing a legal liability to report 

known or suspected cases of child abuse to the official designated entities (NIZW, 2001, p. 

8).  In  practice,  this  approach  implies  that  professionals  are  held  accountable  and  may 

encounter a series of repercussions when failing to report (Besharov & Laumann, 1996; 

NIZW, 2001). Considering that legal systems vary worldwide, the types of consequences 

differ  across  Nations  as  well.  However,  the  most  cited  results  of  mandated  reports  on 

professionals include attendance to court  trials,  exposure to professional  scrutiny and/or 

license sanctions (Bizzell, Brown, Fennell, Hardee, Strozier & Vogel, 2005, p. 202). In brief, 

the advocates of mandatory reporting consider it an effective way of ensuring the child’s 

safety and improving the response of professionals to child abuse (NIZW, 2001, p. 8). In 

addition, statutory reporting is also judged to contribute to the early identification of child 

abuse  and  furthermore,  to  the  better  documentation  and  statistical  analysis  of  cases 

(Kalichman, 1999; Álvarez, Cavanagh, Donohue, Kenny, & Romero, 2004).

In contrast, opponents of mandatory reporting have waged key arguments against. 

Firstly,  research indicates that  professionals  who identify,  asses,  treat,  and/or follow up 

maltreated children and their families face complex,  painfully and difficult  decisions very 

frequently (Aber, Allen, Carlson & Cicchetti, 1989, p. 613). This statement is linked to the 

view that reporting itself may be detrimental to the child and the family and harmful to the 

patient-professional relationship (Kalichman, 1999, p. 30; Álvarez et. al, 2004, p. 315). By 

way of illustration, research has revealed that professionals fear that reporting may result in 

further harm to the child and damage the trust between families and professionals (NIZW, 

2001, Álvarez et. al, 2004). In this sense, an obligation to report is considered to place a 

heavy burden on the already overwhelmed professionals (Besharov & Laumann, 1996, p. 
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40). Secondly, Bizzell et al. (2005) have found that among other factors, fear of the possible 

legal repercussions drive professionals to report in self-protection (p. 202). In this regard, 

many studies have indicated that as a result, mandatory laws increase reporting rates and 

foster the emergence of flawed reports as well (Besharov & Laumann, 1996; Gilbert & van 

Voorhis,  1998;  Kalichman,  1999).  Of  principal  interest  to this  study,  are  the claims that 

compliance  to  strict  laws  and regulations,  limits  the  degree  to  which  “practitioners  can 

exercise their professional judgment when facing suspected child maltreatment” (Kalichman, 

1999, p.  62).  As a result,  statutory demands fail  to take into consideration the potential 

contributions from professional values, principles and knowledge (idem., p. 16).

Lastly,  valuations  of  non-mandatory  reporting  systems  take  a  similar  direction. 

Paradoxically, this approach shares the objective of regulating and improving the reporting 

of  child  abuse  (NIZW,  2001,  Hoyano  &  Keenan,  2007).  Notwithstanding,  no  statutory 

measures exempt the professionals from the aforementioned legal and disciplinary liabilities 

(Kalichman, 1999, p. 19). Supporters of non mandatory reporting state that withholding a 

report of suspected abuse is justified when it is in the best interest of children and families 

(idem., p. 32). This view argues that reporting and investigative procedures can be intrusive 

and coercive to families and therefore, decisions to report suspected abuse should only be 

considered when there is ample evidence to warrant such reports (idem.). Furthermore, this 

approach potentially leads to a decrease in false positive reports, that is to say, groundless 

accusations, as explained below (NIZW, 2001). Moreover,  an important advantage of no 

legal requirements, as opposed to mandated reporting, is that it provides greater space for 

the use of expertise knowledge when handling cases of child abuse (Corby, 1998; NIZW, 

2001). Conversely, no mandated reports are deemed to reduce professional responsibility 

which is considered as disadvantageous given that it conduces to low rates of identification 

and reporting of child abuse (Álvarez et al., 2004; Hoyano & Keenan, 2007). The following 

section draws attention to key problems surrounding the reporting of child abuse.

Professionals’ differential responses to child abuse

Experts  on the field,  such as Kalichman (1999),  state that despite the legal  or  no legal 

requirements, several problems exist with reporting practices. This author also claims that 

professionals respond differently to suspicions of child abuse (idem., p. 19). While several 
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studies emphasize over the factors associated with variations in reporting rates, the present 

study draws attention to the corresponding outcomes, as follows: 

 Over-reporting  . According to  Besharov  & Laumann (1996,  p.  45)  and  Gilbert  &  van 

Voorhis (1998, p. 209), a combination of regulations, penalties and ethical issues foster 

the over-reporting of  child  abuse. To start  with,  these authors explain that laws and 

policies that induce more reporting are associated with an overreaction on the part of the 

expected reporters.  Within this  scope,  professionals  are frequently asked to take no 

chances and to report any slightest concern. Moreover, the emotionally charged desire 

to assist the child also leads to this type of reaction, where the fear of missing even one 

case makes professionals report every suspicion of abuse (Besharov & Laumann, 1996, 

p.  42).  Lastly,  several  studies have revealed that the resulting increase of reports is 

linked to  a  rise in false positive  or  unfounded reports  (Besharov & Laumann,  1996; 

NIZW, 2001;  Álvarez et.  al,  2004).  In essence,  a false positive report  is  one that  is 

dismissed  after  an  investigation  finds  insufficient  evidence  of  abuse  (Besharov  & 

Laumann, 1996). The main concern for welfare states is that high reporting rates and 

unfounded reports represent a major investment of manpower and resources (Gilbert & 

van  Voorhis,  1998).  As  a  result,  reporting  centers  are  left  unable  to  cope with  the 

workload, leading to waiting lists and delayed investigations (NIZW, 2001).

 Under-reporting and reluctance to report  . Low rates in child abuse reporting is a matter 

that also concerns different stakeholders, specially because there is clear evidence that 

a  substantial  amount  of  child  abuse  remains  unknown  to  child  protection  agencies 

worldwide  (Gilbert  & van Voorhis,  1998;  UNICEF,  2007).  Under-reporting is  strongly 

associated with professionals’ reluctance to report, which is a topic of principal concern 

to this study.  In a research conducted by Hoyano & Keenan (2007), the most common 

reasons given by professionals for not reporting suspicions of child abuse has been a 

desire  to  protect  the  relationship  with  the  patients  and  to  respect  the  child’s 

confidentiality (p. 442). There are also doubts about whether investigations would result 

counter-productive, producing little protection for the child and irreparably damaging the 

bonds  within  a  family  (idem.).  Similar  findings  suggest  that  perceived  negative 

consequences of reporting are always feared by professionals and may influence the 

reporting behavior (Álvarez et al. 2004, p.326). For instance, many professionals believe 

that the child will be at greater risk of injury (idem., p. 327), or that following a report, 
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parents will  stop seeking medical care for their children (Hall & Zigler, 1989, p. 49).  

Furthermore,  beliefs  about  child  protection  services  also  influence  decisions  to 

report, withholding professionals from doing so when they perceive the child protection 

systems as incompetent or inadequate (Kalichman, 1999, p. 176; Bizzell et al. 2005, p. 

211), or when they have not received feedback for cases reported in the past (Sullivan & 

Vulliamy,  2000,  p.  1463).  Equally  important  are  the  findings  that  suggest  that 

professional  fears, along with personal  anxieties, hesitation, lack of knowledge about 

risk  factors,  and  unfamiliarity  with  reporting  processes  may  also  act  as  barriers  to 

recognizing and reporting child maltreatment (Kalichman, 1999, p. 33; Álvarez et al., 

2004, p. 326; Freeman & Lazenbatt, 2006, p. 227). Finally, recent research accounts for 

other  influencing  factors  such  as  personal  motivations  (e.g.  unwillingness  to  get 

involved), fear of physical or legal retaliations from the perpetrator, lack of time required 

to  make  a  report  or  to  participate  in  legal  proceedings,  and  subjective  feelings  of 

discomfort about reporting child abuse (Álvarez et al., 2004, p. 567). At last, it should 

also be mentioned that Hall  & Zigler (1989. p. 50) and Sullivan & Vulliamy (2000, p. 

1462) indicate that to a certain extent, many professionals apparently deem it best to 

use  their  own  discretion  to  handle  a  possible  situation  of  abuse  themselves  when 

considering the consequences of reporting (p. 50). 

 Role diffusion.    Another interesting issue is the situation of potential role conflicts that 

can result from child abuse reporting. This situation occurs when professionals feel they 

need  to  assume  two  or  more  roles  incompatible  with  one  another;  moreover,  this 

outcome is strongly associated with mandatory reporting systems (Kalichman, 1999). To 

state one example, Giovannoni (1989) found that when physicians make diagnoses of 

maltreatment, they often act in dual roles (p. 13). On the one hand, they diagnose as 

medical experts, but on the other, they also find themselves acting in the roles of social 

workers  or  legal  investigators  when confronted with  suspected cases of  child  abuse 

(Giovannoni, 1989; Kalichman, 1999). The pressure put on doctors is so much that they 

sometimes  feel  obliged  to  seek  further  information  prior  and  after  reporting.  In  this 

sense,  role  diffusion  occurs  when  professionals  whose  duties  do  not  include 

investigative  tasks  are  trapped in  a  situation  where  they  trespass  their  professional 

identity to seek information to justify reporting (Kalicham, 1999). 
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 Discomfort.   While  considerable  research  has  been  devoted  to  the  aforementioned 

outcomes associated with the act of reporting, rather less attention has been paid to the 

varied  levels  of  comfort  experienced  by  professionals.  On  this  matter,  Sullivan  and 

Vulliamy  (2000)  analyzed  and  systematized  the  results  of  various  studies  on  the 

reporting practices of doctors in the United States of America, Europe and Australia, and 

found that  physicians  are  not  generally  satisfied  with  the  process  of  reporting  child 

abuse (p. 1463). It appears that the degree of discomfort can be attributed to previous 

negative experiences with child protection agencies, and to consulting and contacting 

professionals with different orientations to discuss suspicions of child abuse (Sullivan & 

Vulliamy,  2000;  Spratt,  2001).  Moreover,  one  important  conclusion  states  that  the 

degree of comfort in the reporting process is critical to the physician’s ultimate decision 

to  report  (Sullivan  &  Vulliamy,  2000,  p.1469).  However,  it  seems  that  further 

investigations are needed to complement the above findings. 

To conclude, an emphasis on reporting appears to lead to the belief that once a 

report  is  made,  care  and  treatment  will  automatically  be  extended  to  those  in  need. 

Furthermore, there is clear evidence that failure of professionals to report child maltreatment 

may leave children and their families without the needed interventions and at increased risk 

of further maltreatment (Álvarez et. al 2004, pp. 574 -575; Hoyano & Kennan, 2007, p.36). 

Unfortunately, evidence also shows that this is not true in many cases (Cohen & Sussman, 

1975). To lessen the problems of  over and  under reporting, Besharov & Laumann (1996) 

suggest that there must be a shift  in policy priorities, from simply seeking more reports, 

toward encouraging better reports (p. 40).

The  social  relevance  of  this  topic  relies  on  the  premise  that  an  effective  early 

identification may prevent the child from returning to neglecting environments (Bruce, F. & 

Marriam, F., 2006).  In this sense, debates on the consequences of reporting child abuse 

are justifiable, as the outcomes and potential effects on the child and the family must always 

be considered (Nalepka et al. 1981 as cited in Álvarez et al. 2004, p. 326). Those outcomes 

in most situations can take different forms. For example, a report may put an end to the 

abusive situation, yet involve intrusion into family functioning (Álvarez et al., 2004, p. 326). 

Despite feelings and beliefs about the reporting process, practitioners are urged to maintain 

compliance with their ethical and/or legal mandates and function as child advocates. 
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2.2 Theories on Professionalism

The discussion on professionalism and professionalization processes is embedded in the 

analysis  of  the nature and context  of  modern-day transformations of the welfare  states. 

Much has been documented on this regard over the past decades and studies on the topic 

usually contain substantial  insights as to where the current trends in most industrialized 

countries are leading to. By embarking on meticulous acts of unraveling and contrasting 

existing evidence on the structure of the welfare states in the past and present, authors 

such as Gilbert (2002) and Esping-Andersen (1999, 2002), attempt to explain the logics 

behind the ongoing changes in professionalism. In this regard, Gilbert (2002) affirms that 

“new  institutional  frameworks”  for  the  provision  of  welfare  and  social  protection  are 

emerging as a consequence of current transformations in welfare states (p.15). Denhardt 

and Denhardt (2000) as well  as Duyvendak,  Knijn and Kremer (2006),  complement this 

affirmation by agreeing that these changes inevitably affect the way in which social services 

are organized and reshape the position and daily practices of the professionals in the field. 

In their implementation, policies contribute to shaping the relationships between different 

social actors and to define the respective position of users, service providers and the State 

(Duyvendak, Knijn & Kremer, 2006).  

Under  this  context,  citizens  are  asked  to  take  control  over  their  own  lives; 

professionals require new skills in order to respond to the new demands of ongoing social 

change (Duyvendak et. al, 2006); public polices become the product of the interactions of 

multiple groups and interests (Denhardt & Denhardt, 2000); and new forms of monitoring 

and  controlling  the  delivery  of  services  emerge  (Trappenburg,  2006).  In  synthesis,  the 

administration  of  social  services  is  immersed  in  processes  of  adaptation  and  constant 

change.  Accordingly, new ideas of governance have developed and professions have been 

subjected to increased control over the nature of their practice (Knijn, 2006; Evans, 2008). 

In this line of analysis,  notions of professionalism and changes in professional roles are 

brought  into  attention.  On  this  matter,  substantial  studies  reveal  evidence  of  these 

processes. As it is outlined below, one major discussion evolves around de-professionalism 

and professionalism process along with their effects in social practice. 
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Paths in professionalization processes

 De-professionalization  . Some  approaches  argue  that  processes  of  de-

professionalization have taken place due to the intrusion of the market and bureaucratic 

logics in the provision of welfare. In general terms, de-professionalization entails that 

professionals  have  reduced  opportunity  to  choose broad  objectives  (autonomy)  and 

reduced discretion in how they treat individual cases (Clark, 2005, p. 183). Under this 

logic, the role of welfare professionals is diminished to the status of mere functionaries 

“trapped”  in  systems they neither  approve,  nor  control  (idem.,  p.182).  Other  authors 

expand on this idea stating that the contractualization of service organizations frame a 

setting  in  which  professionals  experience  dissolution  of  their  professional  autonomy 

(Knijn, 2006, p. 6; Vogd, 2006, p. 162).

 Re-professionalization.   In connection with the above, empirical analysis has traced drifts 

in policies which show that the reverse processes are also occurring. By contrast, other 

studies propose that re-professionalization is the current trend (Duyvendak et. al, 2006, 

p. 16). In short terms, this condition implies that professionals are given the opportunity 

to provide services according to their “true professional values and expertise” (Clark, 

2005, p.189). In other terms, re-professionalization is also referred to the strategies used 

by professionals  to  enhance their  professional  status  (Calnan & Edmunds,  2001,  p. 

945).  A  number  of  studies  have  demonstrated  that  some contemporary  managerial 

styles and the increasing availability of new resources do not frame professionals as 

passive objects but as proactive actors who play an important role in the deliberation of 

re-professionalization  processes  (Duyvendak  et.  al,  2006;  Sachs,  1997  as  cited  in 

Evans,  2008).  Furthermore,  evidence  in  support  of  this  thesis  include  statements 

supporting profession work in such a way as to make better use of professional skills 

and training, taking on more patient oriented service roles and supporting a service-

based remuneration system (Calnan & Edmunds, 2001, p. 945).

 New professionalisms.   Key issues involved in new kinds of professionalism seem to be 

that of “enhancing professional status by asserting professional knowledge and rights 

and bringing about a shift in balance of power in relation to decision making” (Evans, 

2008). One important underlying premise derived from this thesis, which indeed is of 

special interest to the present study, is the vision of the professionals as active agents of 
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change. According to Evans (2008),  this new type of professionalism is more client-

focused, more accountable to external agencies, more accepting of public scrutiny, more 

conscious of the impact of market forces and more adaptable to the demands imposed 

by  the  pursuit  of  excellence.  In  line  with  re-professionalization  paths,  the  new 

professionals are aware of the limitations of expert knowledge and their need to develop 

ability to work with other stakeholders, while still developing a distinctive role (Laffin & 

Young, 1990, as cited in Evans, 2008). In this sense, professionalism is best understood 

from the optic of welfare states, particularly within the policy field where “critical analyses 

of professionalism do not stress the qualities inherent in an occupation, but explore the 

value of service offered by the members of that occupation to those in power” (Ozga, 

cited by Evans, 2008).

To summarize,  professionalism refers  to “institutional  circumstances in which the 

members of occupations rather than consumers or managers control work” (Freidson, 2001, 

p. 12). It is said to exist when an ‘organized occupation’ gains the power to determine who is 

qualified to perform a defined set of tasks, to prevent all others from performing that work 

and  to  control  the  criteria  by  which  to  evaluate  performance  (idem.).  Furthermore, 

professionalism is conceived as one of the three logically distinct methods of organizing and 

controlling  the  social,  economic  and  cultural  circumstances  surrounding  the  practice  of 

professional work, which according to Freidson (2001) requires the exercise of considerable 

discretion (p. 180).

2.3 Discussion

The one overriding lesson emerging from the literature is that the problem of child abuse is 

complex and changing. In this sense, no single approach to the various topics that can be 

derived from the analysis of child abuse ever remains static. This makes it a very interesting 

but still challenging subject to study. In the light of the previous discussions, social scientists 

agree  that  child  abuse  is  not  a  heterogeneous  “unitary  phenomenon”  on  which  all 

professionals  take  the  same perspective  (Hall  &  Zigler,  1989,  p.  64).  Moreover,  in  the 

analysis  of  child  abuse  interventions,  being  effective  in  the  provision  of  services  to 

vulnerable  children  requires  far  more  than  an  understanding  derived  from  each 

professional’s discipline (Lochhead, 2001). In relation to child abuse reporting, professionals 
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need an understanding of the social,  political, psychological, physiological and emotional 

dimensions of this problem as discussed in the course of this document. 

One general conclusion that can be extracted from the literature review is the need 

of further investigations to fill the evident gap between the conceptualizations of child abuse, 

the current research on this topic, and the interventions designed to tackle it.  Moreover, 

there is no conclusive data available to identify which of the existing systems for identifying 

and  tackling  child  abuse  have  proved  to  be  satisfactory:  the  utility  of  broad  or  narrow 

definitions of child abuse in policy documents; the effectiveness of professional guidelines 

and  protocols  to  assist  reporters;  the  effects  of  mandatory  versus  non  mandatory 

approaches to child abuse reporting in the incidence of this social problem; and so on. What 

is more, limited literature is available on the specific analysis between the developments of 

new forms of professionalization in direct relation to the reporting of child abuse. This is 

perhaps indicative of the challenges that the child protection systems face. In an attempt to 

transfer these insights into the analysis of the Dutch case, it is important to restate that in 

the Netherlands there is no legal obligation to report and no statutory obligation to use the 

Code.  Furthermore,  the Dutch approach to child  abuse is  that  of  a system focused on 

providing  services  to  children  and  families,  rather  than  emphasizing  on  forensic  and 

investigative  activities.  In  this  sense,  the analysis  of  the underlying  connections  among 

definitions of child abuse, the role of the professionals and the emergence of alternative 

approaches as the Code, takes a special dimension and significance. Even though there is 

no information available on the reporting behavior of professionals in the Netherlands, the 

existence of the Code is indicative of a general concern about the reporting of child abuse.

Whereas professionals in the Netherlands are called to act in a child’s best interest 

and the different initiatives to provide them support are canalized through the AMKs and 

apparently the Code as well, it remains unclear what is the formal position towards expected 

reporting practices. It is interesting to note that the Code itself devotes little attention to the 

place and significance of the act of reporting itself.  Within this framework, the Code appears 

to  build  on  the  developments  in  the  field  of  re-professionalization  processes,  where 

professionals are taking their own responsibility for tackling child abuse. However, this is 

just an assumption. Without the certainty of the type of professionalization at post behind 

the logics of implementing a Code for the reporting of child abuse, in part by the lack of 

information  on  the  subject,  the  present  study  aims  to  the understanding of  the  kind of 

professionalism that is  framed under the specific  context  previously described and most 
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importantly, to the position of the professionals in regards to procedures for the reporting of 

child abuse. Perhaps, the best way of concluding the discussions presented so far can be 

by borrowing a key insight into professionalism. According to Knijn (2006), “professional 

knowledge and the discretion to apply it are the foundations of professionalism; if managers 

and bureaucrats are intervening in this aspect of professionalism, professionalism itself is at  

stake” (p.1.).
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CHAPTER 3 THE STUDY

3.1 Purpose of the Study

This study focuses on the ways in which the implementation of a Reporting Code in the 

Netherlands  influences  the  experiences  of  professionals  in  the  health  sector  and  the 

possible consequences in reporting child abuse. The targets of analysis are pediatricians 

and the ways  in  which  the Code has an impact  on their  role–implicated obligations  as 

“designated” child abuse reporters. Namely, the research investigates the influence of the 

Code  in  the  decision  making  process  of  reporting  child  abuse.  For  this  purpose,  the 

research  examines  the  aspects  of  child  abuse  reporting  in  two  settings:  a  group  of 

pediatricians working in a hospital under the influence of the Code, in contrast to a group of 

pediatricians working in a hospital not under the influence of the Code. The analysis of this 

state of affairs is grounded in the scope of social policy and on the theoretical formulations 

around, on the one hand, relevant mechanisms in reporting, and on the other hand, the 

ongoing developments in professionalism.   

3.2 Research Question

This research addresses the effects of the implementation of the Dutch Reporting Code on 

the position of the professionals themselves and on the professionals’ reporting practices. 

Most precisely, it intends to answer the following two questions: 

 

1) Does  the  implementation  of  the  reporting  code  influence 

pediatrician’s experiences in reporting child abuse? And 2) What are the 

possible consequences on the reporting practice? 

Specifically,  this  study  explores  how  the  organizational  adaptation  of  the  code 

influences: a)  the discretionary power given to the professionals in the decision making 

processes associated with child abuse reporting; b) the autonomy to apply their professional 

knowledge when tackling child abuse; and c) the perceived levels of comfort attributed to 

the reporting process.

Sub-questions:
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 How do professionals view the implementation of protocols for the exercise of 

their own professional knowledge?   

 Are there other courses of action (different from the ones stipulated on the Code) 

taken by the professionals when suspecting child abuse?  

 What are the mechanisms that increase/decrease professionalism, and how is 

professionalism defined by the professionals in the field of child abuse reporting?

 What  is  the  relationship  between  indicators  of  professionalism  (specifically 

autonomy  and  discretionary  power),  the  influence  of  the  Code  and  the 

experiences with child abuse reporting?

3.3 Hypotheses

Based on the reviewed literature, several hypotheses can be formulated:

HpHp11:: The  influence  of  the  Code  does  not  reduce  professionalism;  it  enhances  the  

perception of autonomy and discretionary power in professionals.

HpHp22:  Pediatricians  under  the influence of  the Code perceive higher  levels  of  comfort  

when confronted with a decision to report child abuse.

HpHp33::   Pediatricians under the influence of the Code, feel supported in their efforts to tackle 

child  abuse  or  to  act  on  a  suspicion  of  abuse,  because  it  provides  a  stable  

background for professional practice.

3.4 Research Design and Methodology

Given that the focus of the research is on the impact of the Code on the professionals’ 

experiences with reporting child abuse, the investigation took the form of an exploratory 

qualitative study. The goal of this type of research is to rely as much as possible on the 

participant’s  views  of  the  situation  being  studied  (Creswell,  2003,  p.  8).  A  total  of  19 

pediatricians currently working in two Children’s Hospitals located in two main cities in the 

Netherlands voluntarily participated.  In order to maintain the requested privacy of both the 

participants and the hospitals, the names have been omitted.  
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3.4.1 Data Collection

The data were collected by means of individual semi-directed interviews with open ended 

questions.  The  interviews  were  recorded  using  a  digital  voice  recorder  and  were  fully 

transcribed.  Pediatricians were interviewed using a protocol with a list of topics covering 

two main topics: a) pediatricians’ experiences reporting child abuse, and b) perceptions of 

professionalism in relation to child abuse reporting (Appendix 02,  Interview Protocol).  In 

this sense, the interviews had the objective of inquiring about the process of child abuse 

reporting and eliciting the pediatricians’ points of view regarding this topic. Moreover, how 

do the professionals understand the choices they confront when deciding whether to report 

or not, and the factors influencing those decisions. Lastly, the analysis of the data aimed at 

identifying connections and/or divergences between the two groups concerning the ways in 

which they perform reporting; the ways in which they define professionalism and the ways in 

which they perceive the reporting methods affect their position as professionals.

The information provided by the participants was subjected to data analysis, which 

reduced, grouped and systematized the respondent’s views (Huberman & Miles, 1994). In 

addition,  meaningful  fragments  of  the  interviews  were  organized  according  to  the  two 

aforementioned categories of analysis and displayed in a master document which facilitated 

the cross-case analysis (idem.).

3.4.2 Sampling Criteria

Hospitals  in  general,  especially  emergency  departments  and  Children’s  Hospitals,  are 

referred as the first point at which children who have been subjected to abuse or neglect 

come  into  contact  with  professionals  who  are  able  to  act  for  their  protection  (Biu, 

Goldsworthy & Sidebotham, 2007, p.831).  Since pediatricians are often the first ones to 

treat serious physical trauma in children, they are in key positions to report suspicions of 

abuse to protective service agencies (Giovannoni, 1989; Doek, 1998; Sullivan & Vulliamy, 

2000, p. 1461). When this is not the case, pediatricians are frequently consulted to examine 

children to clarify allegations of abuse made from another source (Dubowitz & Newberger, 

1989, p.89). In addition, among all health care professionals, pediatricians are regarded to 

hold greater expertise knowledge in delineating the relative seriousness of various physical 

conditions for children (Giovannoni, 1989, p. 23). 
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The above data was taken into consideration for the sampling criteria in an attempt 

to select participants in ideal positions to comment on child abuse. It was therefore assumed 

that pediatricians working in a Children Hospital with a Child Abuse Team would be more 

likely than most  other medical  doctors to have more experience discriminating between 

abused  and  non-abused  children,  to  have  more  opportunities  to  make  a  report,  and 

consequently more knowledge about reporting laws. Given that the focus of analysis is on 

the influence of the Dutch Reporting Code on professional practice, one of the Hospitals met 

the additional criterion of having adapted this Code into their organizational protocols for 

child abuse. In this sense, the sites were purposefully selected. As gaining access proved a 

challenge in facilitating this research, maximum variation and snowball sampling techniques 

were used for selecting the respondents for the interviews (Creswell,  2003). Despite the 

inevitable range of heterogeneity, maximum variation sampling allows the identification of 

central  themes,  shared  patterns  and/or  principal  outcomes  that  cut  across  variations 

(Patton, 1990, p. 172).  A snowballing technique was also applied to recruit good interview 

subjects. The utility of this technique is that it yields information-rich cases (Creswell, 2003). 

Lastly,  when  summoning  potential  participants,  three  main  characteristics,  which 

participants were asked to meet, were considered important,:

 Academic Background and work experience:  General pediatricians with at least two 

years of work experience and one year working at their respective hospital.

 Pediatricians that have been confronted with suspicions of child abuse.

 Pediatricians that have reported cases of child abuse.

3.4.3 Gaining Access

It is important to note that finding and accessing information on hospitals that have adopted 

the  Code  was  very  challenging  and  plenty  of  obstacles  were  encountered  during  the 

process. During the initial phases of the project, a number of pubic and private agencies 

were contacted in an effort to obtain useful information, with few results. Parallely, several 

Children Hospitals were contacted seeking information about the Code. At last, the NGO 

‘RAAK –  Defense  for  Children  International’  provided  vital  information  of  hospitals  and 

managers to contact. Surprisingly, from the six hospitals that replied to the communications, 
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three where unaware of the existence of Code, two explicitly reported not agreeing with it, 

whereas one hospital confirmed they had adjusted their protocols according to the Code.

Despite the difficulty to obtain the pediatricians’  contact information in one of the 

Hospitals,  the  snowballing  technique  proved  very  useful  in  tracking  and  approaching 

pediatricians regarded as especially concerned with child abuse issues and also with the 

availability to participate in the study. In short, invitations to participate in the study were 

sent to a total of 37 pediatricians resulting in voluntary participation from 10 pediatricians in 

the Hospital that has not followed the Code (Referred to as    Hospital A   in the rest of this   

document)  and  9  other  volunteers  from  the  Hospital  under  the  influence  of  the  Code 

(Referred to as   Hospital B   in the rest of this document  ).

 

3.4.4   The Sample

Overall, the sample (n= 19) consisted of 12 females and 07 males; ages ranged between 31 

and 58 years with half (53%) falling above the mean age (42.3); and their mean length of 

professional experience was 14 years (see Table 1). There is one important difference. This 

difference is the implementation of the Dutch Reporting Code and the comparison made in 

this study was between a group of pediatricians under the influence of the Code (Hospital B) 

and a group of  pediatricians not  under  the influence of  the Code (Hospital  A).   All  the 

participants hold the position of general pediatricians in their respective hospitals, although 

some have different specializations and other few additionally hold directive positions (See 

Table 2; Table 3 in Appendix 03). In line with the maximum variable approach, the goal of 

this study was not to build a random or generalizable sample, but rather to try to represent a 

range of experiences related to implementation of the Code (Patton, 1990).

Table 1 Characteristics of participants by Hospital
HOSPITAL A

n = 10
HOSPITAL B

n = 09

Gender
   Female 7 5
   Male 3 4
Age
   Mean 45.1 39.3
Years in practice
   Mean 16 12
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3.5 Social and Scientific Relevance of the Study

Governments  and  researchers  worldwide  recognize  the  importance  of  high-quality  and 

effective interventions to tackle child abuse and invest large shares of budget and resources 

into this area.  As it can be inferred from the theoretical formulations of authors such as 

Gilbert  (1998;  2002)  and  Esping-Andersen  (1999;  2002),  welfare  states  view  the 

investments in people as critical for a country’s economic and social development, because 

they increase people’s  productivity. In terms of Esping-Andersen (2002), investing in child 

care and child protection would fulfill that interest of “investing in the future of a society”. In 

this sense, an investigation about the factors that affect professionals’ performance in the 

delivery  of  protective  services  to  children  is  therefore  timely  and pertinent  since it  may 

contribute to the debates on new developments in professionalism; to the identification of 

mechanisms behind reporting practices; and to the understanding of the utility of evidence-

based information in policy formulation.    

3.6   Interdisciplinary Social Science Justification

As  it  has  been  discussed  across  this  document,  the  study  takes  an  interdisciplinary 

approach to the issue of changes in professionalism in the domains of child abuse reporting. 

The analysis of this topic combines the field of psychology and social policy studies.  The 

dilemma of child abuse reporting can be best understood by taking into account theoretical 

contributions  mainly  provided  by psychology and  other  social  sciences.  In  addition,  the 

understanding  of  the  changing  role  of  the  professionals  has  its  roots  in  socio-political 

formulations  on  the  subjects  of  welfare  states,  policies  and  interventions.  Similarly, 

approaching the understanding of the Code requires policy analysis.  In this sense, the path 

of analysis undertaken by this research has been built upon the combination of perspectives 

from different fields that contribute to a broader understanding of the subject in study. 
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CHAPTER 4 RESULTS AND DISCUSSION

INTRODUCTION

Overall, respondents provided information about their experiences, attitudes and practices 

with  child  abuse  reporting.  In  the  interviews,  several  subjects  concerning  reporting 

procedures and regulations were examined, but given the aim of this study, only key topics 

considered as meaningful patterns or themes that emerged from the participant’s responses 

are highlighted in this chapter. At the illustrative level, fragments from the interviews are 

provided. For the most part, this chapter will follow a point-by-point organizational scheme 

where  the  views  of  both  groups  are  compared  alternately  according  to  each  emerging 

theme or category. 

An important condition shared by both Hospitals is the existence of an active and 

interdisciplinary Child Abuse and Neglect Team in each one, which among other duties, is 

responsible for the elaboration and dissemination of the organizational protocols for child 

abuse. In the elaboration of such protocols, only one hospital (i.e., Hospital B) deliberately 

adhered to the guidelines convened in the Dutch Reporting Code, while the other hospital 

(i.e., Hospital A) purposefully restrained from doing so. The reasons given by the manager 

from the latter refer to the Code as “restrictive”, “too general” and not “so much applicable to 

pediatricians” since it is directed to all professionals in the field of child care. On the other 

hand, managers from the other hospital conceive the Code as an “important reminder of 

what  every  organization  should  aim at”  and  it  also “frames the  conditions  in  which  an 

organization and professionals should approach the reporting of child abuse”. Lastly,  the 

two hospitals differ in the rate of registered cases of abuse. For example, during 2007, 

Hospital  A  registered  131  discussed  cases  of  child  abuse,  while  Hospital  B  estimated 

approximately 80 cases. Notwithstanding, these numbers are far from being absolute as 

one of  the managers  recognizes it:  “we have a central  registration of  cases which are  

discussed in the team (…), but of course not all the cases are reported to the team. So 

nobody  knows exactly  how many (A17)”.  In  this  sense,  difference  in  the  rates  may be 

attributed to factors such as definitional confusion, under-reporting, among the many others 

factors that interfere with the identification and reporting of child abuse as discussed in the 

7 Codes in parenthesis indicate the reference numbers assigned to each participant (See Appendix 03).
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theoretical chapters of this document. Sections 4.1. and 4.2 gather the main themes that 

emerged fro the analysis of the data.

.        

4.1 Pediatricians’ experiences reporting child abuse

Pediatricians were first asked to indicate if they had ever been confronted with a case of 

child abuse and if they had ever reported child abuse to the AMK. Of the 19 pediatricians, all 

stated that they had seen at least one suspicion of abuse in the last year and all of them 

also indicated they had reported cases of abuse in their professional lives. An interesting 

finding shows  that  for  both  hospitals,  a relatively  large number of  interviewees  indicate 

relatively few cases of child abuse in relation to the frequency and intensity of their contact 

with children stating that cases present themselves “every now and then”.  On this matter a 

pediatrician comments:  “…everybody has its own specialty and I’m in the last few years  

more interested in child abuse. So when you’re interested in something, you see it more 

often or you think to see it more often. So that’s probably why I say that (…) not every 

pediatrician is familiar with child abuse (B07)”.  This reflection highlights the importance of 

both the ability of the professionals in recognizing the signs and symptoms of child abuse 

along with an awareness of the incidence of this problem.

a. Recognizing and reporting child abuse

Half of the participants (53%, n = 19) agree that physical abuse is the most witnessed type 

of  abuse  in  each  hospital,  followed  by  sexual  abuse  (32%)  and  unexplained  medical 

symptoms at the least extent  (10%).  Regarding their reporting behavior,  there were no 

significant differences between the two groups as shown in Table 2:

Table 2 Pediatrician’s self reporting behavior

Hospital A Hospital B

Always report 8 7

Not always report 2 2
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b. Should pediatricians always report a suspicion of child abuse?

In general, this question provoked hesitation among respondents. Although in the majority of 

the cases pediatricians expressed no definite answers to this question, there is a difference 

in opinions between the two groups as follows:

Hospital A

Nine (09) of the respondents agree with the statement, while only one (01) disagrees.

 ”We have no mandatory reporting, but it is strongly advised to report every concern of 

child abuse to the AMK (…) we think reporting is necessary when you have a suspicion 

of child abuse (A1)”.

 “You have to report all the cases (…) it is in the good sake of the children (A7)”.

Hospital B

With the exception of one (01) pediatrician who expressed no assured position, four (04) 

pediatricians in Hospital B agree that pediatricians should always report suspicions of child 

abuse, in contrast to other four (04) pediatricians who do not agree with this statement.

Agree:

 ”I think that when you suspect, you should report it. I agree (B06)”. 

 “In the end, I think yes, when you really have a suspicion (…) you have to do something

       with it, when there is a suspicion you have to do something to protect the child  (…) it  

      depends, but I say yes  (B05)”.  

Disagree:

 ”Reporting is not most important (…)  in the case of mild child abuse I think is far much  

better for everyone if you have the possibility to handle the case yourself (B09)”.

Table 2 Should pediatricians always report child abuse?

The  findings  from  items  a and  b suggest  that  each  hospital  has  adopted  an 

institutional  position  regarding  the  reporting  of  child  abuse.  This  was  confirmed  in  the 

interviews with the managers. While Hospital A seems to follow the premise of  “reporting 

every concern of child abuse”,  Hospital  B appears to place less emphasis in the act of 

Hospital A Hospital B

Agree 9 4

Disagree 1 4
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reporting itself and to foster  other courses of action like initially trying to treat the case and 

motivate the family to voluntary seek for help, as one of the participants commented: 

 “You always want to have a kind of possibility … let’s see how to say this in English …  

to coach the whole family on a free base (…) without forcing the family to accept this  

care.  My opinion is that reporting is not most important, most important is what I said in  

the beginning, is that you try to reach a level in which the parents are encouraged to 

start treatment, and that is far more important (…) if we don’t succeed, then we report to 

the AMK officially   (B09)”

Given that Hospital B is the setting under the influence of the Dutch Reporting Code, 

the above findings resemble similarities with the Code’s directives. On this matter, the Code 

clearly states that reports to the AMK can be made in cases where “the interests of the child 

so dictate” encouraging the professional  to deliberately  decide which actions  should  be 

taken prior to eventually reporting (Baeten, 2002b)

Lastly, as can be seen from Table 1 and Table 2, there is a worth-noting divergence 

between the perceptions pediatricians from Hospital B have regarding their own reporting 

behavior and their opinions regarding the expected response from other colleagues. Of the 

seven (07) pediatricians who initially stated that they always report, four (04) of them later 

replied that  they disagree with  the general  expectation that  pediatricians should  always 

report  a suspicion of  child  abuse.  These findings may suggest  a conflict  between what 

pediatricians consider is expected from them regarding their responsibility to report, and 

what  they actually do. However,  it  can be seen from Table 2 that in practice there is a 

tendency  to  always  report  regardless  of  the  organizational  approach  and  the  general 

expectations. 

c. Factors discouraging child abuse reporting 

When asked, “what, in your opinion, are the main reasons pediatricians may be reluctant to 

report?”  the  majority  of  respondents  in  both  hospitals  reported  as  main  reason fear  of 

confrontation with the parents, followed by fear of misidentification:

Hospital A

 “I  think its  fear,  maybe its  fear (…) I  think that  the emotional  burden of  confronting  

parents … (A06)”.
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 “They fear that the bonds with the parents will be broken (A01)”.

Hospital B

 “The main reason is you lose contact with the parent of the child, because you can be 

afraid of their reaction (…) sometimes you don’t want that because you finally have a  

good relationship instead of reporting it (B03)”.

These findings are consistent with other research which states that concern with loss 

of relationship with child’s parents is one of the most common factors which discourage 

reporting.  Furthermore, one major difference was found among both groups.  While half of 

the pediatricians  in  Hospital  A  report  fear  of  workload  as  the second factor  influencing 

decisions to report, not one case from Hospital B referred to this issue.

d. Experiences reporting to the Advice and Reporting Centers for Child Abuse and Neglect   

It  was  found that  professional  perceptions  of  interactions  with  the  AMKs are based on 

personal  experiences  with  the  system.  Results  indicated  that,  although  the  majority  of 

pediatricians reflected a fairly satisfactory experience with the process of making a report, 

there was a marked exception regarding feedback from the AMKs after  the report  was 

made.

Hospital A

Generalized comments:

 ‘We have a good collaboration... we get immediate help when we report something from 

this hospital.  We are helped 24/7, so there is no delay. I know there are several people  

who are not happy with the AMKs, because they have waiting lists.  That is not the case  

here in this hospital; they always help us immediately (A01)”.

Specific complaints:

 “They could be improved. Most of the time, I feel confident with it… but sometimes it is  

frustrating, because we don’t receive all the information, sometimes you want them to  

work harder (A04)”.

Hospital B

Generalized comments:

 “… every AMK is different. I have been working with AMK Amsterdam last week... I think  

they are very involved... that is very nice (B09)”.
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Specific complaints:

 “It’s not so strange that we don’t get feedback from them (B04)”.

 “It would be a good thing that they get back to us to see what happened, especially how 

are things going on the long term (B08)”

Contrasting  the available  literature  with  the evidence provided by  the two  set  of 

pediatricians the following assumptions can be made.  Although the Netherlands has no 

mandatory reporting laws, there is a generalized agreement about satisfaction with the way 

the child protection system works in the Netherlands.  According to these views, the AMK’s 

and  the  Council  of  Protection  work  closely  together  in  the  true  sense  of  interagency 

cooperation, and when pertinent, child abuse prosecutions are applied. 

4.2 Perceptions of professionalism in relation to child abuse reporting

 

a. Specific perceptions about discretionary power and autonomy in child abuse reporting.

Given that in the Netherlands there is no statutory obligation to report child abuse, and that 

the  Code  is  assumed  to  “allow  a  wider  scope  for  professionals  to  exercise  their  own 

personal  judgment”  (NIZW, 2001),  it  was expected to find that pediatricians in a setting 

under the influence of the Code (Hospital B) perceived greater autonomy and discretionary 

power  in  the decision making process than the other  group of  professionals.  However, 

results prove contrary. While all the participants in Hospital A firmly stated that they feel they 

have the autonomy to exercise their discretionary power when handling a suspicion of child 

abuse, opinions in Hospital B are more varied, as illustrated below:

Hospital B

Four  (04)  pediatricians  consider  they  are  able  to  use their  autonomy and discretionary 

power as illustrated by one of the respondents:

 “…at this point yes. I do feel safe and I do feel able to discuss it with parents, with other 

pediatricians and those kinds of things (B04)”.

On the contrary, other (04) pediatricians think differently:

 “In some cases you don’t really know … it can be really difficult, so in those cases you 

can’t make a decision on your own (B03)”.

 “Well, the total autonomy? … that is difficult… I think not (B08)”.
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Lastly, the one (01) pediatrician who did not express a definite position regarding this 

subject provided valuable insights on what can be connected to the formulations of Evans 

(2008) regarding the development of new professionalisms:

  “I think that it is very important that you always test your own opinion, that is always 

very important… don’t  take a decision completely on yourself, always discuss with a  

colleague about the best strategy, that’s the important thing  (B09)”.

The above statement drives attention on what might be indicative of a mechanism, 

which according to the pediatricians, increases professionalism. Broadly,  the two sets of 

participants highlight the importance of interdisciplinary collaboration prior to the decision to 

report.  Overall,  a  significant  number  of  pediatricians  constantly  referred  to  this  issue, 

regardless of their opinions about autonomy and discretionary power, as evidenced in the 

following responses:

 “I think I have the autonomy and I think I’m the one who should do it [report], but I think a 

hospital should have a multidisciplinary team with experience of these situations (A10)”.

 “I am always discussing it with my colleagues, always, or two colleagues (…) to be sure 

if this is the right thing to report (A02)”.

 “Well, that also depends [referring to discretionary power and autonomy] on what kind of 

child abuse it concerns (…) in cases of considering sexual abuse in young children then, 

you don’t have enough experience as a pediatrician, that is not my specialization. Then I 

need like a child’s psychologist for example, to talk to the child… (B03)”.

  In conclusion, pediatricians seem not to isolate their knowledge when confronting 

child abuse. The opinions provided by the pediatricians that participated in this study reflect 

on the on the discussions raised by Hall & Zigler (1989) and Hoyano & Keenan (2007) about 

the importance of addressing child abuse from a multidisciplinary approach.

b. General comments about levels of comfort when reporting child abuse:

Little literature has been confined to the analysis of the degree of comfort associated with 

the act  of  reporting.  Nevertheless,  there is evidence of  the influence it  may inflict  on a 

professional’s decision to report child abuse. In an attempt to gain understanding of this 

subject in light of the discussions about professional performance in relation to child abuse 
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reporting, this topic was included in the qualitative analysis, obtaining the results discussed 

ahead.

It  was  observed  that  to  a  certain  extent,  this  question  was  confronting  for  the 

pediatricians. Hesitation and recalls of negative experiences were generated as a product of 

answering this item. Despite of this, opinions from the pediatricians provided meaningful 

pieces  of  information.  The  general  perception,  with  a  low  degree  of  variation  across 

participants, note that reporting is a very difficult task.  Adding to the results of Sullivan and 

Vulliamy (2002)  who found that  degrees of  discomfort  are  mainly attributed to negative 

experiences with child protection agencies, this study indicates that the degree of comfort 

appears  to  be  associated  with  fears  of  misidentification  mainly,  confirming  all 

argumentations  about  the  act  of  reporting  child  abuse  as  an  emotionally  charged  and 

challenging situation.     

Hospital A

Six (06)  pediatricians from this  hospital  state that  reporting is difficult,  because there is 

always doubt about wrongfully diagnosing cases8:

 “…the situation is that you are in discussion with yourself. Is it true or not [referring to a  

suspicion of child abuse]? Sometimes it is very obvious that there is something wrong.  

But not always it is very obvious that there is something wrong and these are the most  

difficult cases in my opinion (A07)”.

 “For me, it is always difficult to do it.  When it is a clear cut case, then it is not so difficult,  

mostly lets say when you see a child or one of the surgeons sees a child with broken  

arms and so on (…) the cases I see, I am never 100% sure, never… (A3)”

Hospital B

In this hospital, only one (01) case differs in opinion from the rest:

 “It is not a burden for me to report (…) I always like to hold my grip to the situation  

(B03)”.

c. Protocols as a supportive factor for professional performance:

8 It is important to note that answers from three (03) pediatricians of this sample could not be collected due to 
evasion of the question by two of the participants and omission from the interviewer in the other case.
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With respect to the third hypothesis (See section 3.3), the findings reveal no clear indication 

of the influence of the Code on the professionals feelings of support, as no differences were 

found in both groups. With no exception, all the participants responded that in general, they 

feel supported by protocols in their efforts to tackle child abuse or to act on a suspicion of 

abuse, because it provides a stable background for professional practice.  Further research 

should include other factors when exploring this topic to increase reliability of this type of 

responses.  Therefore,  it  should not  be assumed that  all  experiences with  protocols  are 

satisfactory.  Nonetheless, the results provide interesting information about the dimensions 

in which protocols are perceived as supportive in opposition to restrictive. It can therefore be 

inferred from the findings, that protocols are seen as a supportive factor for professional 

performance.  The  following  illustrations  represent  a  sample  of  generalized  comments 

provided by pediatricians on this matter:

 “… support [referring to protocols], absolutely, yes, yes. Because sometimes you are a 

bit insecure in the situations and then it is nice to have a guide (A04)”.

 “I am glad we have a protocol… (A05)”.

 “They are a support yes.  In a specific case that you are confused then it is good to see 

a protocol and follow the steps that will give you more confidence (A07)”.

 “I think it [referring to protocols] supports the work you do, because at least what I hope 

from a protocol is that it provides you with not as much rules, but guidelines of how to  

treat such cases (B02)”.

 “It really supports medical practice, because child abuse is a topic that a lot of doctors  

don’t have many experience with (…) then it is good to have a protocol that you can 

read and use as a back up (…) so I think it can help (B03)”.

 “It is very good to have a protocol just that you don’t forget things to do, and also to have  

some  ideas  on  how  to  handle  these  conversations  with  parents.  Therefore,  it  is  

important to have a protocol (B08)”.
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CHAPTER 5 SUMMARY AND CONCLUSIONS

5.1 Summary

It was the primary focus of this research to provide insights on the link between three pre-

determined axes of analysis: the Dutch Reporting Code and changes in professionalism, in 

relation to evidence based debates on the reporting of child abuse.  In commuting the aim 

and  development  of  this  project  to  paper,  this  document  firstly  analyzed  theoretical 

formulations on the topics of child abuse and social  policies, child abuse reporting, and 

changes in professionalism. It then examined the experiences and views of 19 pediatricians 

with child abuse reporting, in which 9 of them worked in a setting under the influence of the 

Code.  The research findings highlighted in this  study raise the question of  whether  the 

development of regulations and policies for child abuse reporting are a way of influencing 

how professionals  go  about  their  work.   However  and  given  the  reasons stated  in  the 

following section, care should be taken in extrapolating the results of this study to global 

experiences with child abuse reporting. It should also be noted that the focus of this study 

was  not  to  measure  the  impact  of  the  Code,  but  to  explore  the  mechanisms in  which 

professional performance related to reporting might be affected under the influence of the 

Code. 

Given  the  above clarifications,  two  broad conclusions  can  be  drawn.  In  the  first 

place, results show that pediatricians in both settings are more inclined to report child abuse 

than to not report child abuse. Reasons for this may vary, but what is of special concern to 

this  research  is  to  note  that  on  the  sample  studied,  the  Code does  not  appear  as  an 

influential factor in the pediatrician’s reporting behavior. However, findings show traces of 

what  the Code might be inducing in Hospital  B, which were explained more in detail  in 

section 4.1b. In brief, the Hospital’s B and the Code’s approach to reporting seems to be 

similar in the sense that reporting is assumed not as the final goal, but as an alternative 

when other options taken by the professionals do not work. In the second place, aspects 

such as feelings of comfort with reporting and perception of protocols as support emerge as 

factors which facilitate the reporting of child abuse. Once again, the influence of the Code at 

this respect was not proved as levels of comfort were associated to personal experiences 

with reporting and notion of the protocols as a supportive tool was addressed in terms of 

facilitating the work for both groups.
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In the third place, the study provided an unexpected finding in relation to the first 

hypothesis formulated under the assumption that ‘the influence of the Code does not reduce 

professionalism  (HpHp11)’  on  the  contrary,  it  was  expected  to  find  that  ‘it  enhances  the 

perception of autonomy and discretionary power in professionals (Hp  Hp  11)’. On this matter, 

results indicate there is no clear evidence to suggest the type of influence the Code inflicts 

over the professionals’  discretionary power and autonomy.   However,  the divergence in 

responses from group B in comparison to statements provided by pediatricians from group 

A may suggest that the Code would be likely to reduce autonomy and discretionary power in 

child abuse reporting decisions. Lastly, as it was explained in section 4.2a of this document, 

inter and intra disciplinary work emerged as a mechanism that increases professionalization 

processes. Implications of these findings and directions for future research are provided in 

the last section of this document. 

 

5.2 Limitations

Due  to  restrictions  in  time  and  resources,  this  study  was  limited  in  size  and  scope. 

Therefore, there are additional aspects on the topic of professionalism and reporting that 

can be approached in better ways. Furthermore, as the respondents were gathered in a 

non-randomized way,  it  is hard to establish the external  validity of  the research results. 

Therefore, the results cannot be generalized to the total population of pediatricians. 

In addition,  it  has been seen that  almost  nothing about  the issue of  child  abuse 

research and interventions is simple: complexity and paradox are a constant in each of the 

responses that were analyzed.  A limitation common to qualitative studies is that the findings 

can  be  subject  to  different  interpretations  (Creswell,  2003,  p.143).  This  study  is  no 

exception.  Nevertheless, the findings raise meaningful  insights on the understanding of 

professionalization processes in the reporting of child abuse.

5.3 Conclusions, implications and directions for future research

 

Abused children are helpless unless somebody helps 

-Anonymous-.  
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The research questions of the present study were:

1) Does  the  implementation  of  the  reporting  code  influence 

pediatrician’s experiences in reporting child abuse? And 2) What are the 

possible consequences on the reporting practice? 

In  order to answer both questions, the opinions and experiences of  pediatricians 

were  explored.   With regard  to  the first  question,  it  may be assumed that  there is  not 

sufficient  information  to  support  the  idea  of  the  influence  of  the  reporting  code  over 

pediatrician’s  experiences  in  reporting  child  abuse.   As  previously  discussed,  there  are 

some signs that might show an influence of the Code on the organizational approach to 

child abuse reporting, but further research would be needed to specify the extent of that 

effect on the professionals’ performance and attitude towards reporting.  In connection to 

the second research question, it  can be inferred that the Code in conjunction with clear 

outlines and protocols may increase the levels of comfort associated to the reporting of child 

abuse, taking into consideration the pediatrician’s perception of protocols as a factor which 

provides them a stable ground for reporting.   

Translating these results to the discussed literature on child abuse reporting and 

changes in professionalism, relevant insights can be brought into attention.  It appears to be 

a generalized agreement that “something’ must be done about suspicions of child abuse 

and action should be taken making use of the own professional knowledge in consultation 

with others. Uncertainty or fear of misidentification appeared as variables that can decrease 

professionalization processes, but alternative roads have been signaled by the participants 

of this study. Uncertainty in pediatricians’ decision making therefore, is mastered by finding 

consensus within a multidisciplinary team of professionals. Professionalism according to the 

pediatricians in this sense is achieved through efforts to incorporate ethics and standards 

into daily  practice and to develop better  training programs in  the arena of  child  abuse. 

Establishing a Code appears not to be enough to increase professionalism. Taking action 

under this perspective would mean deeming what  is safer  in a child’s best interest and 

acting according to that  personal  knowledge and awareness that  what  is being done is 

strongly necessary.

Lastly, the implications for policy analysis can be worth some. In order to ensure that 

children are given the highest level of protection from harm, social service organizations 

need to have in place workable procedures that are in line with professional knowledge and 
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which foster interdisciplinary work.  To conclude, further investigations are needed in the 

field of child abuse and professionalism.  It would be thus be of interest to measure how the 

discretionary use of autonomy and knowledge in child abuse reporting has an impact over 

the safety of  the  children.  Altogether,  continuing research on the impact  of  child  abuse 

protective strategies is essential. The real outcome on children is often overlooked and to an 

extent  rarely evaluated or assessed by the policies.  Future research efforts  should also 

address ways to improve the working relationship between the AMK and the hospitals in 

relation to facilitating feedback on reported cases, and the training needs of pediatricians in 

child maltreatment, including how to cope with the levels of discomfort. 
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APPENDIX 02

          REFERENCE NUMBER: ________
Date:  ____________  Time: _____________

Place of the interview:  ________________________

INTERVIEW PROTOCOL (both groups)

 Demographic information  :

a.  Gender: b.  Age:
c.    Career profile? / Educational background?
d.    Total # of Years of working experience:      e.    Total # of years working at the hospital?
f.     What is your position at this hospital?

 Pediatricians’ experiences reporting child abuse:  

1.   Have you ever been confronted with a suspicion of child abuse?
2.   Have you ever reported cases of child abuse or have you been involved in cases where 
      other pediatricians have reported?
3.   Can you think of a case in which you were confronted with a suspicion of child abuse?

-  How did you handle the case?
            -  Did you report it?  If so, did you feel comfortable reporting?

-  Is it always the same? / Has it been similar in other occasions?
4.   What are the procedures for child abuse reporting in this hospital?
5.   How long does it take to make a report? 
6.   What do you consider is the most difficult aspect about reporting (obstacles, limitations)?
     There are different opinions regarding the responsibility of reporting child abuse and the 
      professionals’ reactions towards this. Some studies have found that, in some occasions, 
      professionals in the health sector do not report cases of child abuse.
 7.    What, in your opinion, are the main reasons pediatricians may be reluctant to report?

 Perceptions of professionalism in relation to child abuse reporting  :
 
9.  What, in your opinion, are the advantages of reporting child abuse?
10. What, in your opinion, are the disadvantages of reporting child abuse?
11.  Do you agree or disagree with the following statements? Why yes? / Why not?

a. Pediatricians should always report suspicions of child abuse.
b. Reporting of child abuse increases the safety of abused children. 

12.  In which cases should child abuse be reported and in which cases it should not be?
13.  Do you feel you are able to exercise your own professional judgment (knowledge) when 
       handling cases of  child abuse?  
14.  Do you feel you are given the autonomy to decide the actions to take on the best  
       interest of the child?
15.  In your personal experience, to what extent do you feel the existence of rules and   
       protocols either supports/constrains your professional practice? 
PERSONAL NOTES:
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APPENDIX 03

Table 2 Profile chart - Hospital A
   

R.# G. AGE
Additional 

Studies
POSITION WORK EXP/CE

1 2 TOTAL Hospital

A1 F 47 ~
General 
Pediatrician

Head, Child Abuse and 
Neglect Team 14 14

A2 F 39
Medical 
Informatics

General 
Pediatrician Head, Information Center 4 4

A3 M 51
Psychoanalysi
s Social Pediatrician 26 21

A4 F 33 ~ General Pediatrician 8 6

A5 F 54 ~
General 

Pediatrician Supervisor, HIV Ward 24 23

A6 M 58 Intensive Care
Pediatric 

Intensivist
Head, Pediatric Intensive 

Care Unit 25 7.5
A7 F 39 ~ General Pediatrician 11 10

A8 M 47
Gastro-
enterology Pediatric Gastroenterologist 18 9

A9 F 43 ~
General 
Pediatrician Chief, Outpatient Clinic 16 11

A1
0 F 40

Metabolic 
Disorders Metabolic Disorders Pediatrician 14 7

Table 3 Profile chart - Hospital B

   

R.# G. AGE
ADDITIONAL 

STUDIES

POSITION WORK EXP/CE

1 2 TOTAL Hospital

B1 F 43 ~
Coordinator, Child 
Abuse Team

Head, Outpatient 
Department 11 10

B2 M 35
Biomedical 
Science

Fellow pediatrician, Department of Metabolic 
Diseases 8 5

B3 F 35 ~ General Pediatrician 7 7
B4 F 31 ~ General Pediatrician 6 2
B5 F 34 ~ General Pediatrician 7 5.5
B6 M 42 Neonatology Pediatric Intensivist 17 8
B7 M 34 ~ General Pediatrician 8 5
B8 M 49 Intensive Care Pediatric Intensivist Associate Professor 22 7

B9 F 51 Biology Researcher
Member, Child Abuse 
Team 20 10
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