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Preface 
 
Developments in Child Protection: Foreword(s) for Three Book Volumes  
 
The last forty years has witnessed increasing public, political and media concern about the problem  
of child maltreatment and what to do about it. This is now evident in most jurisdictions and is 
receiving serious attention from many international and trans-national organisations. While the 
‘(re)discovery’ of the problem in the USA was particularly associated with the ‘battered baby 
syndrome’ this has now broadened to include: physical abuse, sexual abuse, neglect, emotional abuse, 
abuse on the internet, child trafficking, female genital mutilation, sexual exploitation and refers to all 
children and young people, not just babies. Similarly, the focus of attention has broadened from 
intra-familial abuse to abuse in a whole variety of settings including schools, day care centres, 
churches, youth and sports clubs and the wider community more generally. There has also been a 
broadening of concern from not simply protecting children and young people from serious harm to 
also attempting to prevent the impairment of their health and development and to ensure that they are 
able to grow up in circumstances which are consistent with the provision of safe and effective care so 
that all children can achieve the best outcomes.   
 
In the process, the laws, policies, practices and systems which have been developed to try to identify 
and prevent child maltreatment have become much more wide-ranging and complex and have 
themselves been subject to continual criticism and review. A wide range of professionals and members 
of the community are all seen to have key roles to play in both protecting children and young people 
and also assessing and monitoring actual and potential perpetrators.  
 
However, while these issues have been subject to often heated and high profile media and political 
debate, rarely have they received sustained analytic and research attention in the social sciences. It was 
in this context that the internet journal Social Sciences, in 2013, invited papers for publication in a 
Special Issue dedicated to the topic and these were published from July 2014 onwards. In the event 
thirty papers were accepted for publication—far and away the highest number of papers submitted and 
accepted previously for a Special Issue in the journal. Authors came from a range of countries 
including: Australia, Belgium, Canada, England, Ethiopia, France, Netherlands, New Zealand, 
Scotland, South Africa, Spain, and the USA. Sixteen of the thirty papers were based on original 
research, ten provided a policy analysis, two were based on particular practice developments, one was 
a literature review, and one provided a more theoretical/conceptual piece. Authors came from a wide 
range of disciplinary backgrounds including: sociology, history, social policy, sports science, 
psychology, social work, education, law and various branches of health and medicine. The focus of the 
papers was diverse, though they did tend to cluster around a number of themes and it is these that have 
provided the rationale for the organisation of the papers into the three published volumes; however, the 
process of organising and ordering the papers proved a particular challenge. There are ten papers in 
each volume.  
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Volume 1: Policy Changes and Challenges 
Volume 1 takes as its central theme the ongoing and challenging issues which child protection 
agencies have to address and the policy and practice initiatives that are developed to try and address 
these. The volume includes papers on: the relationship between the decline in the rate of ‘unnatural’ 
deaths and the growth of concern about child abuse in the USA between 1940 and 2005; mandatory 
reporting; the balance between providing urgent intervention and meeting chronic need; risk and the 
Public Law Outline in England; the nature and implications of ‘child centred’ policies; the impact of 
intimate partner and family violence; the intended and unintended consequences of high profile child 
abuse scandals; developing multi-disciplinary team work in a health setting; and the possibilities of 
technology-based innovations in prevention programmes.  
 
Volume 2: Issues in Child Welfare 
Volume 2 is primarily concerned with how best to respond to maltreatment ‘within’ the family and 
hence has a range of papers which are much more concerned with the area of policy and practice more 
traditionally framed in terms of ‘child welfare’ and social work with children and families. It also 
includes a paper on how to respond to child maltreatment and neglect in a large hospital context. 
 
Volume 3: Broadening Challenges in Child Protection 
Volume 3 takes a somewhat broader brief and reflects many of the changes over the past twenty five 
years in terms of the broadening of concerns from maltreatment within the family to maltreatment in a 
variety of extra-familial contexts, including: sport, the internet, various institutional settings and is 
much more concerned with sexual abuse and the challenges for criminal justice and public protection.  
 

 
Nigel Parton 
Guest Editor 
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The Relationship between “Protection of” and  
“Violence Against” Infants and Young Children:  
The U.S. Experience, 1940–2005 

Jack E. Riggs and Gerald R. Hobbs 

Abstract: Between 1940 and 2005, in the United States, the rate of unnatural death declined about  
75 percent in infant and young child boys and girls; a remarkable indicator of successful child protection. 
During this same period, the rate of reported homicide in infant boys increased 64.0 percent, in infant 
girls increased 43.5 percent, in young child boys increased 333.3 percent, and in young child girls 
increased 300.0 percent, a dismal and disturbing indicator of failed child protection. Can these 
simultaneously encouraging and discouraging observations be reconciled? The four categories  
of unnatural death, homicide, suicide, motor vehicle accident (MVA), and non-MVA, are mutually 
exclusive classifications. Correlations between the four categories of unnatural death among U.S. men 
and woman in all age groups for the years 1940 through 2005 were calculated. A negative correlation 
between homicide and non-MVA death rates was shown for all age groups, encompassing the entire 
human lifespan, in both genders. This consistently observed negative correlation was only observed 
between homicide and non-MVA death rates, and was not demonstrated between other causes of 
unnatural deaths. Moreover, this negative correlation was strongest (less than 0.7) in infants and 
young children. These observations are consistent with the suggestion that as the rate of unnatural 
death in infants and young children dramatically declined, society gave greater scrutiny to those 
fewer occurring unnatural deaths and demonstrated an increasing propensity to assign blame for 
those fewer deaths. 

Reprinted from Soc. Sci. Cite as: Riggs, J.E.; Hobbs, G.R. The Relationship between “Protection of” 
and “Violence Against” Infants and Young Children: The U.S. Experience, 1940–2005. Soc. Sci. 
2014, 3, 394–403. 

1. Introduction 

Over the past several decades, the problem of infant and child abuse, maltreatment, and neglect 
has received increased public notice and awareness [1–3]. The magnitude of fatal child abuse has 
likely been underestimated [4,5]. Infant and child homicide are most frequently the result of abuse by 
a parent or custodial adult with psychiatric dysfunction [6–8]. In the United States, infant and child 
homicide became the focus of increased attention in the 1960s [9,10]. Of note, identified risk factors 
in infant homicide and accidental death are similar [1,11,12]. Moreover, head injury is frequently 
observed in both intentional and accidental deaths in infants and young children [13,14]. 

Unnatural deaths may be classified into one of four mutually exclusive categories: homicide, suicide, 
motor vehicle accident (MVA), and non-MVA. Infants and young children (less than five years old) 
do not commit suicide. Consequently, there are only three broad classifications of unnatural death in 
infants and young children. 
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When classifying two mutually exclusive causes of unnatural death, their relative frequency may 
be important. For example, if A and B are two mutually exclusive causes of unnatural death and A is 
much more frequent than B, then those cases in which some ambiguity in the classification exists 
there may be a tendency to classify the unnatural death as A. However, if A becomes less frequent 
relative to B and the sensitivity to recognizing B increases, then there may be an increasing tendency 
to classify ambiguous unnatural deaths as B. Accordingly, when infant and young child reported  
non-MVA accident mortality rates were both absolutely and relatively high compared to infant and 
young child homicide rates, underascertainment of homicides was both understandable and predictable. 
However, as reported infant and young child and infant non-MVA mortality rates absolutely and 
relatively declined compared to infant and young child homicide rates and societal recognition and 
sensitivity to infant and young child abuse, maltreatment, and neglect increased, a propensity to 
assign a homicide classification over a non-MVA death classification as a cause of unnatural death 
also became conversely understandable and predictable [15–17]. 

In this analysis, the correlations between the four categories of unnatural death among U.S. men 
and woman in each age group spanning all ages were examined in order to determine whether further 
credence and support for the hypothesis that changing propensities to classify infant and young child 
unnatural deaths as homicides or non-MVA deaths occurred. 

2. Methods 

The data used in this study is publicly accessible from the National Center for Health Statistics [18]. 
Mortality rates (per 100,000) for unnatural deaths (including homicide, suicide, MVA, and 
non-MVA) and for all age groups (0 < 1 years, 1 < 5 years, 5 < 15 years, 15 < 25 years, 25 < 35 years, 
35 < 45 years, 45 < 55 years, 55 < 65 years, 65 < 75 years, and 75+ years) in the United States for the 
years 1940 through 2005 in men and women were utilized. 

Correlations between annual mortality rates for each of the four categories of unnatural death 
(homicide, suicide, MVA, and non-MVA) were calculated in each age group spanning all ages and  
by gender. 

3. Results 

Annual unnatural death rates (per 100,000) for U.S. infant boys and girls are shown in Figures 1 
and 2 respectively. Infant boy annual unnatural death rates decreased from 145.9 in 1940 to 35.7 in 
2005, a 75.5 percent decline. Infant girl annual unnatural death rates decreased from 122.9 in 1940 to 
31.8 in 2005, a 74.1 percent decline. Annual homicide rates (per 100,000) for U.S. infant boys and 
girls are shown in Figures 3 and 4 respectively. Infant boy annual homicide rates increased from 5.0 
in 1940 to 8.2 in 2005, a 64.0 percent increase. Infant girl annual homicide rates increased from 4.6 in 
1940 to 6.6 in 2005, a 43.5 percent increase. 
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Figure 1. Annual unnatural death rates (per 100,000) in U.S. boys (infants, aged 0 to less 
than 1 year) for the years 1940 through 2005. 

 

Figure 2. Annual unnatural death rates (per 100,000) in U.S. girls (infants, aged 0 to less 
than 1 year) for the years 1940 through 2005. 

 

Figure 3. Annual homicide rates (per 100,000) in U.S. boys (infants, aged 0 to less than  
1 year) for the years 1940 through 2005. 

 



4 
 

 

Figure 4. Annual homicide rates (per 100,000) in U.S. girls (infants, aged 0 to less than  
1 year) for the years 1940 through 2005. 

 

Annual unnatural death rates (per 100,000) for U.S. young child boys and girls are shown in  
Figures 5 and 6 respectively. Young child boy annual unnatural death rates decreased from 57.5 in 
1940 to 15.0 in 2005, a 73.9 percent decline. Young child girl annual unnatural death rates decreased 
from 38.9 in 1940 to 10.2 in 2005, a 73.8 percent decline. Annual homicide rates (per 100,000) for 
U.S. young child boys and girls are shown in Figures 7 and 8 respectively. Young child boy annual 
homicide rates increased from 0.6 in 1940 to 2.6 in 2005, a 333.3 percent increase. Young child girl 
annual homicide rates increased from 0.5 in 1940 to 2.0 in 2005, a 300.0 percent increase. 

The correlations between each of the four categories of unnatural death for every age group for the 
years 1940 through 2005 are shown in Table 1 for men and in Table 2 for women. The effect size of 
the 54 correlations listed in each table are large (absolute value greater than 0.5) [19] in 28 instances 
for men (Table 1) and in 29 instances for women (Table 2). Of the 28 large effect size correlations  
in men, 11 are negative (Table 1). Of the 29 large effect size correlations in women, 9 are negative 
(Table 2). Of unique note, the correlations between homicide rates and non-MVA death rates are 
negative for each and every age group for both genders (Tables 1 and 2). 

4. Discussion and Conclusions 

One measure of how well a society is protecting its youngest citizens is the rate of unnatural death 
in that group. As shown (Figures 1, 2, 5 and 6), unnatural death rates among U.S. infants and young 
children of both genders declined approximately 75 percent from 1940 through 2005. One could 
argue that this decline represents a remarkable achievement and demonstrates sustained commitment 
to protecting the lives of society’s youngest and most innocent citizens through improved accident 
prevention and trauma management. On the other hand, rates of unnatural death attributed to homicide 
in infants and young children (Figures 3, 4, 7 and 8) increased dramatically over this same time 
period in the United States. One could conversely argue that these increases represent an increasing 
tendency in American society towards violence against our youngest and most innocent citizens. Are 
these two views of American society compatible? Are we simultaneously protecting and harming 
infants and young children? More importantly, are the data supporting both of these views interrelated? 
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Figure 5. Annual unnatural death rates (per 100,000) in U.S. boys (young child, aged  
1 to less than 5 years) for the years 1940 through 2005. 

 

There are four broad categories of unnatural death; homicide, suicide, MVA, and non-MVA.  
These four categories are mutually exclusive. Accordingly, an unnatural death can be classified into only 
one of these four categories. When classifying mutually exclusive events, their frequency may be 
important [15–17]. For example, if event A is much more frequent than event B, there may be a 
propensity to bias classification towards event A. However, if event A becomes less frequent and the 
sensitivity to recognizing event B increases, there may be a tendency to bias classification towards event 
B. While the classification of an individual mutually exclusive event is inherently competitive [20], 
there is no reason that the observed rates of such events should be necessarily negatively or positively 
correlated. However, if a consistently changing propensity to bias classification between two 
mutually exclusive events is occurring, one might expect to observe a negative correlation between 
the rates of those two events. Moreover, the larger the negative correlation, the greater the likelihood 
that such a change in propensity to classify mutually exclusive events one way or the other has occurred. 
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Figure 6 Annual unnatural death rates (per 100,000) in U.S. girls (young child, aged 1 to 
less than 5 years) for the years 1940 through 2005. 

 

Figure 7. Annual homicide rates (per 100,000) in U.S. boys (young child, aged 1 to less 
than 5 years) for the years 1940 through 2005.  

 

Figure 8. Annual homicide rates (per 100,000) in U.S. girls (young child, aged 1 to less 
than 5 years) for the years 1940 through 2005.  

 



7 
 

 

As shown in Tables 1 and 2, a negative correlation for every age group in both genders was shown 
to only exist between homicide and non-MVA death rates. Moreover, the effect size of this negative 
correlation was largest in the two youngest age groups, infants and young children. 

Can there be some element of uncertainty when trying to classify the death of an infant or young 
child as a homicide or an accident death? The finding of the triad of subdural hematoma, retinal 
hemorrhage, and encephalopathy had gained acceptance as being “evidence” indicative of intentional 
infant injury; commonly referred to as the “shaken baby syndrome” [21]. However, the reliability 
and validity of using the clinical and pathological triad associated with the shaken baby syndrome to 
definitively indicate intentional injury has been challenged [22–26]. Consequently, pathological 
injuries sustained by an infant or young child should not be a sole and sufficient indicator of whether 
those injuries were intentionally inflicted. 

When an infant or young child dies while under the care of an adult, intense scrutiny of the 
surrounding circumstances may ensue. How does society decide whether to hold a custodial adult 
criminally responsible for such a death? That dilemma received intense international media attention 
in the British au pair case. Louise Woodward, a 19 year old woman, was working as a nanny for an 
eight month old boy in February 1997 when the infant became unresponsive and died a few days 
later. When the infant was found to have injuries consistent with “shaken baby syndrome”, Woodward 
was charged and convicted of second-degree murder in a Massachusetts court. That conviction was 
ultimately reduced to involuntary manslaughter by the presiding trial judge [27]. The Woodward  
case was unusual in the extent of international media attention that it received and served to focus 
attention on the validity and reliability of “medical evidence” used to distinguish accidental from 
intentionally inflicted injury. Most such cases and the associated evidence do not receive such media 
attention [28,29]. 

When reported infant and young child non-MVA mortality rates were both absolutely and relatively 
high compared to reported young child and infant homicide rates, underascertainment of homicides 
was understandable and perhaps predictable. However, when reported infant and young child 
non-MVA mortality rates absolutely and relatively declined compared to reported infant and young 
child homicide rates, those changing frequencies, coupled with increased societal sensitivity to the 
problem of child abuse, understandably and perhaps predictably resulted in an increased propensity to 
assign a homicide classification over a non-MVA death classification as the cause of an unnatural 
death in an infant or young child [15–17]. 

There are many potential problems with utilizing centralized data sets over time. There is not 
uniformity or quality control of the data as it is collected. In fact, it is that very lack of uniformity and 
quality control that this manuscript suggests may have been responsible for an evolving pattern of 
misclassification of infant and young child homicide and non-MVA deaths over time. Moreover, 
when using macro data sets as was done in this study, the influence of such factors as ethnic origin, 
income, and urban/rural influences can be readily obscured. Nevertheless, patterns observed at the 
macro level can help focus attention on subsequent studies or analyses. 

While this study focused on rates of unnatural deaths in infants and young children, the absolute 
numbers in each category can be readily estimated by multiplying the rates by the relevant U.S 
population for that particular age and gender. 
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Infant and young child abuse and homicide is a serious societal problem that cannot be tolerated. 
However, inaccurate classification of an infant or young child unnatural death as a homicide, rather 
than as an accident, also has unacceptable and intolerable consequences. 
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Mandatory Reporting Laws and Identification of Child Abuse 
and Neglect: Consideration of Differential Maltreatment 
Types, and a Cross-Jurisdictional Analysis of Child Sexual  
Abuse Reports 

Ben Mathews 

Abstract: Mandatory reporting laws have been created in many jurisdictions as a way of identifying 
cases of severe child maltreatment on the basis that cases will otherwise remain hidden. These laws 
usually apply to all four maltreatment types. Other jurisdictions have narrower approaches supplemented 
by differential response systems, and others still have chosen not to enact mandatory reporting laws 
for any type of maltreatment. In scholarly research and normative debates about mandatory reporting 
laws and their effects, the four major forms of child maltreatment—physical abuse, sexual abuse, 
emotional abuse, and neglect—are often grouped together as if they are homogenous in nature, cause, 
and consequence. Yet, the heterogeneity of maltreatment types, and different reporting practices 
regarding them, must be acknowledged and explored when considering what legal and policy 
frameworks are best suited to identify and respond to cases. A related question which is often 
conjectured upon but seldom empirically explored, is whether reporting laws make a difference in 
case identification. This article first considers different types of child abuse and neglect, before 
exploring the nature and operation of mandatory reporting laws in different contexts. It then posits a 
differentiation thesis, arguing that different patterns of reporting between both reporter groups and 
maltreatment types must be acknowledged and analysed, and should inform discussions and assessments 
of optimal approaches in law, policy and practice. Finally, to contribute to the evidence base required 
to inform discussion, this article conducts an empirical cross-jurisdictional comparison of the reporting 
and identification of child sexual abuse in jurisdictions with and without mandatory reporting, and 
concludes that mandatory reporting laws appear to be associated with better case identification. 

Reprinted from Soc. Sci. Cite as: Mathews, B. Mandatory Reporting Laws and Identification of 
Child Abuse and Neglect: Consideration of Differential Maltreatment Types, and a Cross-Jurisdictional 
Analysis of Child Sexual Abuse Reports. Soc. Sci. 2014, 3, 460–482. 

1. Introduction 

Child maltreatment presents challenges for societies in the domains of public health, human 
rights, criminal justice, social justice, community welfare and economics. Policy discussions and 
research concerning the identification and response to maltreatment often treat the four classical 
forms—physical abuse, sexual abuse, emotional abuse, and neglect—together as if they are 
homogenous. Yet, different forms of maltreatment have different characteristics, contexts and 
consequences. Sexual abuse, and severe physical battering of an infant, for example, are very different to 
mild “neglect” of a teenaged child produced only by poverty (such as an inability to provide some 
kinds of medical treatment), which in many societies would not be classed as neglect. Heterogeneity 
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across and even within types of maltreatment, suggests some legal and policy responses to detect and 
respond to cases may be especially well suited to some of its forms. 

Societies worldwide continue to engage with the question of how best to identify and respond to 
cases of child maltreatment. There are good reasons to do so, both as a matter of principle and 
pragmatics. In principle, early case identification and service provision are justified because the 
majority of child maltreatment is inflicted on helpless infants and very young children who are 
vulnerable and dependent on their parents and caregivers in multiple ways [1]. As such, maltreatment 
occurs in a context of extreme power imbalance. Neonates and infants in particular are uniquely 
vulnerable to violence and neglect, being preverbal, immobile, and completely dependent on the 
caregiver for all human needs. Other child victims also occupy an unequal position, in physical, 
cognitive, psychological, emotional, legal and economic terms. While not all maltreated children 
suffer in the same way, many victims are marginalised and disadvantaged, with maltreatment causing 
both substantial suffering and health consequences which can endure through the lifespan and 
compromise functioning in both childhood and adulthood [2,3]. Pragmatically, societies need to be 
seen as good global citizens. The United Nations Convention on the Rights of the Child 1989 requires 
States parties to take all appropriate legislative, administrative, social and educational measures to 
protect children from all forms of abuse and exploitation while in the care of parents and caregivers 
(article 19). Moreover, there are self-serving societal interests in developing better child maltreatment 
detection and response measures, since it offers the prospect of reducing cost to society caused by 
placing children in out-of-home care, lost productivity resulting from victims’ reduced functional 
capacity, other costs produced by victims’ injuries and compromised health, and costs of social 
welfare [2–4]. 

Mandatory reporting laws have been created in many jurisdictions in different forms, primarily as 
a way of identifying existing cases of severe maltreatment which are likely to otherwise remain 
hidden, so that the child’s victimisation can cease, health rehabilitation and other support can be 
delivered (both to the child and her or his parents and family), the child’s safety can be promoted, 
and, where necessary, perpetrators can be held accountable [5–8]. These laws are always intended to 
be only one part of a public health response to child maltreatment, primarily forming a tertiary 
response to supplement secondary and primary prevention [9]. The laws continue to be adopted as  
a case identification strategy, with recent enactments in jurisdictions as diverse as Saudi Arabia [10] 
and Ireland (the Children First Bill 2014). This article will first consider some of the key 
characteristics of different types of child abuse and neglect, and will outline the nature and operation 
of mandatory reporting laws. It posits a differentiation thesis, arguing that different patterns of 
reporting between both reporter groups and maltreatment types must be acknowledged and analysed, 
and should inform discussions and assessments of optimal approaches in law, policy and practice. To 
add to the evidence base about the effects of mandatory reporting on report numbers and case 
identification of a specific type of maltreatment, it then conducts an empirical cross-jurisdictional 
comparison of the reporting and identification of child sexual abuse in jurisdictions with and without 
mandatory reporting to explore whether mandatory reporting laws appear to be associated with better 
case identification. 
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2. Child Maltreatment: Different Types and Consequences 

2.1. Key Characteristics of Different Types of Child Abuse and Neglect 

To clarify the conduct with which this discussion is concerned, it is first necessary to explain the 
broad conceptual nature of the discrete types of child maltreatment. Adopting the basis of a previous 
model [11], I will use the following general definitions of each type, which draw on the work of 
leading scholars, and which are generally consistent with frameworks of mandatory reporting laws as 
well as rights and obligations in criminal law and civil law:  

 physical abuse includes acts of physical assault by parents or caregivers which result in death 
or serious physical harm, or which present an imminent risk of doing so; it excludes lawful 
corporal punishment [12]; 

 sexual abuse includes acts not only of penetrative abuse, but also acts of masturbation, oral 
sex, fondling, voyeurism, exposure to sexual acts, exposure to or involvement in pornography 
and other forms of commercial sexual exploitation, all of which are acts done to sexually 
gratify the abuser; it is usually inflicted by an adult, but is often and can be inflicted by another, 
usually older child, where the victim is not developmentally capable of understanding the 
acts or is not able to provide true consent [13];  

 psychological or emotional abuse exists when the relationship between the parent or 
caregiver and the child is characterized by pervasive or persistent acts or omissions which 
result in serious emotional harm or present an imminent risk of doing so [14,15];  

 neglect is constituted by omissions by parents or caregivers to provide the basic necessities of 
life such as food, shelter, clothing, supervision and medical care, which result in serious harm 
or present an imminent risk of doing so [16]. 

Importantly, each definition can be seen to include a qualification of severity or “seriousness”  
of harm caused by or likely to eventuate from the abuse or neglect. Generally, while there are some 
exceptions, in the context of policy discussions about mandatory reporting laws it must first be 
recognised that not all manifestations of harm are treated by the laws as “abuse” or “neglect”, and nor 
were they intended to. Sexual abuse is an exception to this, as all sexual abuse is seen as seen as 
having such seriousness as to merit some kind of response. For the other three maltreatment types, 
the reporting duties are targeted at instances of abuse or neglect which have already been of sufficient 
severity to cause serious harm, or to involve acts which have already been committed which may not 
yet have caused such harm but present an imminent risk or likelihood of causing such harm. They  
are not targeted at trivial incidents or conditions in children’s lives which could simply be seen as 
less than ideal. 

The youngest children are most often victimised, apart from sexual abuse [1]. Based on detailed 
statistics from industrialised Western nations, and reflecting the increased vulnerability of younger 
children, those aged under 4 collectively experience one third of all maltreatment, and three quarters  
of all victims are under 12 [1,7]. There may be patterns of increased incidence of some kinds of 
maltreatment at transitional ages later in childhood when oppositional behaviour increases. Sexual 
abuse, which disproportionately affects girls, more often commences around age 9–10 [17,18]. 
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There is heterogeneity across and within types of maltreatment, and in their consequences for 
individuals. Neglect, for example, has several classes: medical, nutritional, emotional, educational,  
and supervisory [16]. All of these can have different extents and consequences. Neglect causes more 
fatalities than any other maltreatment type, followed by physical abuse [19]. Severe neglect in 
infancy compromises brain growth and development and functioning through the lifespan [20]. Yet, 
mild or even moderate neglect of a much older child is less likely to produce significant harm. Neonates 
(those in the first month of life) and infants and very young children are most vulnerable to fatality 
and very serious physical harm. Emotional abuse also takes many forms [15], and has a range of 
severity. Physical abuse ranges from acts causing or capable of causing death and permanently 
compromised functioning, to corporal punishment which moves beyond lawfully permissible 
discipline. Parents and caregivers inflict the vast majority of physical abuse, emotional abuse and 
neglect [19,21]. Sexual abuse is less often inflicted by a parent although the NIS-4 still identified 
biological parents as the perpetrator in 36% of all cases [21], and an Australian study estimated that 
1.1% of all children were sexually abused by a parent [22]. Sexual abuse is usually inflicted by a 
person known to the child, who is often a member of the child’s extended family [21–24]. It can 
range from an isolated incident of external touching, to persistent penetrative abuse taking place 
regularly for years. Some children can suffer more severe consequences from sexual abuse even 
though the acts endured are apparently less chronic than those endured by others [25]. 

2.2. Consequences and Costs of Serious Child Abuse and Neglect 

Different kinds of maltreatment are more likely to present different kinds of consequences for  
the child. Even within types, and even where the acts are of the same kind, duration and chronicity, 
not all individuals will experience the same type or extent of physical, social and behavioural 
consequences [2,25]. Yet, overall, in a collective sense the range of severe consequences and the  
size of the costs of child maltreatment are well established and are vast. The adverse physical and mental 
health, behavioural, educational, social, and economic consequences of abuse and neglect are  
often extremely substantial [26,27]. Studies have identified these consequences for distinct 
maltreatment types: physical abuse [12,28], sexual abuse [25,27,29], emotional abuse [30,31] and 
neglect [20,32,33]. Maltreatment causes substantial and enduring economic costs to children who 
experience maltreatment [3], and to communities [4,34]. Maltreatment types often co-exist, and 
poly-victimisation—where a child suffers several types of victimization—is especially damaging [35]. 
Some effects are specific to or are more typical for some kinds of maltreatment, such as failure to 
thrive, impaired brain development, and fatality [20]. However, a range of effects common to multiple 
kinds of maltreatment include: impaired social, emotional and behavioural development; reduced 
reading ability and perceptual reasoning; depression; anxiety; post-traumatic stress disorder; low 
self-image; physical injuries; alcohol and drug use; aggression; delinquency; long-term deficits in 
educational achievement; and adverse effects on employment and economic status [25–33]. All these 
consequences also affect the child’s dignity and capacity to develop fully as a human being; their 
core capabilities are compromised [36]. 
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3. Nature and Function of Mandatory Reporting Laws 

3.1. A Response to a Hidden Phenomenon 

Mandatory reporting laws were first created to respond to the problem presented by the fact that 
severe child maltreatment is a largely hidden phenomenon taking place in the family sphere, which 
even when it comes to the attention of professionals tends to be ignored. Abuse and neglect is most 
frequently inflicted on infants who are pre-verbal, and other young children who cannot resist, 
represent themselves, resolve the situation or disclose the experience [7]. In the groundbreaking 
article by Kempe et al. which exposed child physical abuse and doctors’ failure to respond appropriately 
to it, severe physical abuse (head injuries and fractures) was identified as being mostly inflicted on 
children aged under three years of age [37]. Sexual abuse is also usually undisclosed by the child and 
the perpetrator [38,39]. Overall, children rarely disclose their own suffering, and because acts of 
significant maltreatment often constitute criminal conduct, or may activate child welfare proceedings 
of some kind, those who inflict abuse or neglect are also unlikely to reveal it to authorities which can 
help the child [6,7]. The real annual incidence of child abuse and neglect far exceeds the number of 
cases which are brought to the attention of welfare agencies [21,40]. 

3.2. Nature of the Duty 

A mandatory reporting law is a statutory duty imposed on members of a specified occupational 
group or groups to report suspected cases of designated types of child maltreatment to child welfare 
agencies. In some jurisdictions the duty is imposed on all citizens [5]. Where it is placed only on 
occupational members, the designated occupational groups are those whose members frequently 
encounter children in the course of their work: common examples are police, teachers, doctors and 
nurses. The core premise is to oblige designated people who are well-placed to detect cases of severe 
child abuse and neglect to report known and suspected cases to government welfare agencies. This 
enables the taking of measures to ensure the child is safe, the maltreatment stops, rehabilitation can 
be provided, and the needs of the child and the family can be identified and supported. By using  
the expertise of persons outside the family who encounter the child, the hidden nature of child 
maltreatment can be overcome. The laws also enable reports to be made by nonmandated reporters 
(whether family members, friends, neighbours, or nonmandated professionals), and it is important to 
note that nonmandated reporters in most jurisdictions make almost half of all reports [1]. 

Mandatory reporting laws can be seen as one part of an overall public health response to child 
maltreatment which should include some measure of primary prevention at the population level, 
arguably the highest focus on secondary prevention of high-risk subsets of the population, and a 
required tertiary response to identify and assist those who have already endured severe maltreatment. 
Being primarily concerned with identifying cases of maltreatment that have already occurred,  
reporting laws are an aspect of tertiary response. In their capacity to also identify cases of serious 
maltreatment before they have occurred, and to prevent escalation of cases, they are also a measure 
of secondary response. 
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Because of its hidden nature, the first primary objective of these laws is to identify cases of serious 
child abuse and neglect. For example, if in the course of their work a doctor, a police officer or  
a teacher encounters a three year old child who has suffered severe intentional physical injury, or 
injuries suggesting sexual abuse, or severe neglect, the legal obligation requires the professional to 
report their knowledge or reasonable suspicion that the child has been abused and has suffered harm 
to a government child welfare agency so that the agency can assess the child’s situation to determine 
what protective and supportive actions need to be taken. Importantly, and unlike a softer policy-based 
obligation, the legislation provides the reporter with protections: their identity as the reporter is 
confidential, and they cannot be liable in any civil, criminal or administrative proceeding for any 
consequences of the report [5]. Reporters are not expected to always be correct; the indicators of 
abuse can be mimicked by other health conditions, accidental injuries and childhood adversities [11]. 

The laws need to be accompanied by sufficient training, as reporters need to know the scope of 
their duty, the indicators of child abuse and neglect, what they should and should not report, how to 
make a useful report, and to whom to report. Child welfare agencies are equipped with staff to receive 
reports and assess them, and where necessary to investigate them and determine the appropriate course 
of action as set out in child protection legislation. These agencies are not required by statute to 
investigate every report and data shows that large proportions of reports are screened out at intake [1,7]. 
Generally, child welfare statutes dictate that the least intrusive course of action is preferred [41]. 
Consistent with this, methods of differential response are increasingly used, especially for reports of 
neglect and emotional abuse; this is discussed in more detail below. However, where necessary, 
cases of severe maltreatment where a child cannot be protected within the home may result in more 
formal action including court orders which may extend to removal of the child from the family home 
for the child’s protection. Such removal is often only temporary with the child then being returned  
to the family home, but in some cases it may be necessary to be of a more extended duration, and 
sometimes may result in permanent placement with other caregivers. The cost component of 
out-of-home care (foster care, kinship care and other forms e.g., residential care) constitutes by far 
the greatest economic burden for child protection systems, dwarfing investigation costs [8]. 

3.3. A Spectrum of Approaches 

The laws are not uniform across jurisdictions, which means it is neither possible nor correct  
to make absolute statements about their scope and therefore their consequences. Rather, they can be 
designed to be broad or narrow. There are two major dimensions of difference (both between countries, 
and within countries): first, in which types of abuse and neglect must be reported; second, which 
persons have to report. Accordingly, there is a spectrum of approaches to mandatory reporting laws. 

At one end of the spectrum, a law might require reports only of sexual abuse, and limit the reporter 
groups to teachers, doctors, nurses, midwives and police. This is the position in Western Australia [42]. 
Or, like the first reporting laws in the USA, it might only require medical practitioners to report 
serious physical abuse [5,43]. Further along the spectrum, the law might require reports of physical 
abuse and sexual abuse, as in Victoria and the Australian Capital Territory [5]. At the other end of the 
spectrum, a jurisdiction might design its law more broadly, requiring reports of all four forms of child 
abuse and neglect, and perhaps even others such as situations of a child being exposed to domestic 
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violence, where the significant harm dimension is also present; this is the position in several 
Australian jurisdictions including New South Wales and Tasmania [5]. Regarding the second major 
dimension of variance, at various points on the spectrum, there may be narrower or broader ranges of 
reporter groups. Saudi Arabia’s legislation, for example, applies only to health practitioners [10]. The 
Australian jurisdictions of Queensland, Victoria and Western Australia limit the reporting duty to a 
smaller range of occupations. In contrast, most jurisdictions in the USA, Canada and Australia have 
an extensive range of reporter groups, and some states apply the duty to all citizens [5]. 

Many jurisdictions now have relatively broad laws, requiring a range of occupational groups to 
report a number of types of child maltreatment. However, it is important to recall that these laws are 
generally not designed to require reports of any and all manifestations of harm or “maltreatment”; 
rather, for the most part they are directed at serious forms of harm and maltreatment of children [5,7]. 
Some jurisdictions have a more preventative orientation and so have a lower threshold for the 
activation of the reporting duty; these jurisdictions would need to devote a higher level of resourcing 
to receive and respond to the corresponding higher number of reports. Problems can arise where laws 
are poorly drafted, and reporters are not adequately trained [7]. 

3.4. The Differentiation Thesis 

The differentiation thesis proposed here argues that the different patterns of reporting between 
reporter groups and maltreatment types must be acknowledged and analysed, and careful analysis 
(including empirical analysis) should inform discussions and assessments of optimal approaches  
in law, policy and practice. It can readily be perceived that a broader legislative reporting duty will 
likely lead to differential levels of reporting, and different levels of case identification, than a 
narrower version. However, reporting practices differ substantially across reporter groups (both 
mandated and non-mandated), and by maltreatment type, and over time. This differentiation again 
means that all-encompassing statements about “the effect” of mandatory reporting laws on reporting 
cannot be made. For example, neglect and emotional abuse, and exposure to domestic violence, are 
far more frequently reported by mandated reporters and by all reporters than are sexual abuse and 
physical abuse [7]. Furthermore, the reporting practice of one group of reporters, regarding one kind of 
maltreatment, can substantially skew total statistics on reporting, and hence can have a disproportionate 
impact on child protection systems. A good example of this was identified in New South Wales, 
where reports by police of children’s exposure to domestic violence in one year accounted for one 
quarter of all reports by all mandated reporters of all types of child maltreatment [7]. That single 
group of reports outnumbered all reports by all mandated reporters combined of physical abuse and 
sexual abuse combined. For multiple reasons, this particular example of reporting practice has not 
continued, demonstrating that reporting practices and trends change over time, influenced by 
changes to the law, reporter training, and other influential variables. Researchers, policy-makers, 
opinion leaders and practice leaders must remain mindful of the heterogeneity of both maltreatment 
types, and of reporting practices regarding them, when considering issues concerning mandatory 
reporting and other methods of case identification, and other child and family welfare responses. 
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3.5. Observations on Mandatory Reporting and Different Forms and Extents of Maltreatment 

It is not the purpose of this article to formulate a systematic proposal for how a child protection 
system should treat various forms and extents of maltreatment. Such a complex task would require 
much more detailed treatment and in any event will always be a controversial exercise and one which 
of necessity also involves political and economic choices. Yet, it is possible to make some observations 
about current developments in different forms and extents of maltreatment and mandatory reporting 
laws, and about the motivations behind them. 

A range of evidence indicates the reporting laws and associated infrastructure and education will 
identify more cases, although there can be an added element of systems burden depending on the nature 
and scope of the laws, differential reporting patterns, and efficacy of implementation [6–8,43,44]. 
Reports made by mandated professional reporters account for the majority of all substantiated  
cases ([6,7]; [45], Tables 3–9). Jurisdictions continue to explore the use of mandatory reporting laws to 
identify cases, overcome the gaze aversion that can otherwise characterise professional practice [10,37], 
and implement the laws in various forms. Ireland has forthcoming legislation (the Children First Bill 
2014) which will apply to sexual abuse, and to physical assault, neglect and other ill-treatment which 
seriously affects or is likely to seriously affect the child’s health, development or welfare. Saudi 
Arabia recently introduced mandatory reporting laws which apply to health practitioners only [10] 
with new enactments potentially forthcoming for educational professionals [46]. In 2014, in Australia, 
Queensland passed legislation which restricts the reporting duty to physical and sexual abuse, 
placing a new higher emphasis on differential response for other forms of maltreatment. 

In every jurisdiction where they have been enacted, except one, mandatory reporting laws apply 
to both physical and sexual abuse. The exception is Western Australia, where only sexual abuse must 
be reported. The focus on sexual abuse reflects its serious consequences, its clandestine nature, its 
criminality, and the well-established difficulty and delay in children’s disclosure. The focus on 
serious physical abuse reflects the genesis of the first reporting laws, the serious nature of physical 
abuse and its potential consequences especially for neonates, infants and young children, its co-existence 
with emotional harm, and the likelihood of its continuance. Most reporting laws also require the 
reporting of serious neglect and emotional abuse, recognizing the serious consequences which can 
flow from such acts and omissions, and the need to provide appropriate support to the child and family. 

However, in several jurisdictions, including some in Australia, mandatory reporting laws do not 
extend to neglect or emotional abuse, no matter how severe. This indicates that some jurisdictions 
have concluded for various reasons that this strategy of case identification is not optimal or necessary. 
This article does not seek to evaluate all aspects of this context, but while it seems reasonable to not 
require reports of milder forms of neglect (which are not required anywhere in Australia in any 
event), it is difficult to justify a complete removal of neglect from mandatory reporting laws unless 
evidence indicates reporting practice is intolerable, irremediable, and on balance unhelpful. Neglect 
can involve intentional failure to provide medical care, intentional withholding of nutrition, failure 
by caregivers to engage with assistance and refusal or inability to change. Such cases can result in serious 
harm and even death; far more children die of neglect than any other kind of maltreatment [19]. 
Instances of this wilful criminal conduct can result in convictions for manslaughter or murder [47]. 
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Reports of serious neglect can therefore, in theory, save lives. Hence, variance of circumstances and 
levels of harm within the category of neglect suggests that while some cases may suit a particular 
strategy, other cases require a different approach. 

Similarly, several jurisdictions’ mandatory reporting laws do not require reports of emotional  
abuse; examples include Victoria, the Australian Capital Territory, and Western Australia [5]. Some 
commentators have suggested that more formal child protection responses may not be appropriate 
for emotional abuse, due to its particular characteristics which distinguish it from other maltreatment  
types [48,49]. Glaser has developed a detailed typology of such harmful acts and omissions [15]. 
Somewhat like neglect, emotional abuse can be of lesser or greater extents, and can cause either low  
or high degrees of harm. This again may suggest that a range of responses are required depending on 
the circumstances. 

There does appear to be a persuasive argument that at least some instances of some types of 
maltreatment should not fall within the remit of mandatory reporting laws, although they may  
well warrant referral to welfare services. For example, where a teenaged child is experiencing  
non-intentional mild or even moderate neglect (such as inadequate clothing) caused only by poverty, 
but otherwise displays no indicators of serious harm, and lives in a loving caring family, there seems 
to be no compelling reason to require any report or formal engagement with child protection 
agencies. Instead, what is required is an offer of appropriate assistance to the child’s family. While 
such a case would not activate the reporting duty in jurisdictions where the reporting duty is only 
triggered by suspicion of significant harm, in those jurisdictions where the reporting duty is not 
clearly confined to cases of serious harm it is conceivable that a welfare and service-oriented 
response is appropriate. 

3.6. Differential Response 

Differential response is the concept that a different kind of response to formal investigation can 
more efficiently and justifiably treat some types of situation which do not involve serious harm and 
which have a different type of needed response [50]. The focus is on situational assessment and 
provision of services to the child’s caregivers and the child. While it varies in implementation, the 
central premise of such a system is that it can operate in tandem with a more traditional investigative 
response, so that in cases of only mild or moderate harm or risk of harm, most often characterised  
by family need, child welfare agencies can respond by the provision of support rather than by 
investigating the situation to determine formally whether maltreatment has occurred [50]. The idea  
is that this softer, less confronting approach more flexibly accommodates qualitatively different 
situations, heightens parental engagement with support services, avoids stigma, and is faster and 
cheaper [50,51]. Children’s situations can be redirected from the differential pathway to the formal 
investigation path, and vice versa. 

Some jurisdictions have legislatively enabled direct referrals of such lesser situations—that is, of 
need, rather than harm to the child—to be made to community welfare agencies, even where the 
mandatory reporting duty is only activated by a case of suspected significant harm. Examples of this 
direct referral by a professional reporter to a differential response strategy in Australia exist in New 
South Wales, Victoria, and Tasmania. Another way in which lower-level cases can be referred to 
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such agencies for the purpose of assessment of need and delivery of services, rather than for 
investigation, is by the intake agency forwarding reports by mandated reporters of suspected 
maltreatment to these agencies. Differential response is also widely used in the USA [51], where, 
largely for historical reasons related to tied federal grants, some jurisdictions may have traditionally 
more preventative approaches and so do not as clearly limit the reporting duty to cases of significant 
harm [5,43]. 

Differential response has in fact been facilitated by many child protection statutes for years,  
but may not have been implemented appropriately [7,41]. It is a strategy which is intuitively appealing 
and appears to offer much practical promise. However, its success is now being vigorously  
debated [50,52–55]. It has been asserted that such systems must be shown by rigorous evidence to be 
successful [56] (and not only by measures of parental satisfaction), should not compromise the child’s 
safety, should be supported by a capacity to compel parental compliance where necessary (noting that 
parental engagement is voluntary), and must not be used by politicians to withdraw net funding from 
the child protection and child welfare endeavour [53–55]. The release in June 2014 of a recent 
evaluation of a controlled trial in Illinois found that despite being given a higher level of services and 
direct financial support, of the group assigned to differential response, less than half of the parents 
engaged with services to completion, and higher rates of children were involved in subsequent reports 
of maltreatment [57,58]. Governments seem to find differential response increasingly appealing, but 
caution should be exercised before concluding that it is a successful option and a rigorous evidence 
base should be developed to ascertain the extent of its success and the conditions required for it to 
function. If adopted, it must not result in reduced investment in child and family welfare. 

As with all public health measures, it is essential that legal and practical responses to various types 
and extents of maltreatment be supported by a rigorous evidence base; approaches must be monitored to 
enable assessment of effectiveness and identify areas where improvement or change is needed [9]. 
This applies equally to elements of mandatory reporting laws, other approaches to identification of 
maltreatment, and differential response. Generating such evidence presents logistical, political and 
methodological challenges, which explains why aspects of this context are generally under-researched. 
The next section of this article contributes to the evidence base regarding one dimension of a key 
question in this field. 

4. A Comparison of Jurisdictions With and Without Legislative Mandatory Reporting of 
Child Sexual Abuse: Does Mandatory Reporting Appear to Identify More Cases? 

Questions arise about the impact of mandatory reporting legislation on the number of reports, and 
the actual identification of child abuse cases. Some have argued on various grounds, including 
empirical grounds, that mandatory reporting laws are overall a useful social policy response to child 
maltreatment, and especially so for certain classes of maltreatment [5,7,8]. Recent government inquiries 
in Australia, in New South Wales, Victoria and Queensland, have all supported the continuance  
of mandatory reporting legislation [59–61], and even its expansion [60]. This is not to say that 
improvements cannot be made; there are specific subsets of reporting which have been found to be 
problematic, and research should be conducted to identify areas of ineffective reporting so that they 
may be improved [7]. 
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Others have asserted that mandatory reporting is not an effective measure for case identification [62]. 
However, when made, this assertion is not founded by a sufficiently detailed analysis of child 
protection reporting data, either as a whole, or by distinguishing between reports and outcomes of 
different kinds of abuse and neglect, by different reporter groups. As well, such an assertion is often 
based on an overall increase in numbers of reports in one jurisdiction without adequate discrimination 
between different jurisdictions, reporter groups, or maltreatment types. This absence of analysis 
based on evidence renders the assertion nugatory. Reporting patterns and outcomes differ markedly 
across different maltreatment types; for example, neglect is generally by far the highest number of 
reports, followed by emotional abuse (which can include exposure of children to domestic violence). 
Neglect and emotional abuse combined generally account for around two thirds of all reports [7,40].  
In contrast, reports of physical abuse and sexual abuse represent a much smaller proportion of all 
reports [7]. The assertion also fails to recognise that reports by mandated reporters generally only 
account for around 50%–60% of all reports, the rest being made by nonmandated reporters such as 
family members and neighbours [1,5,19]. As well, report patterns over time indicate that report 
numbers do not constantly rise, and in fact may remain stable over periods of several years, and can 
even decline substantially [40]. 

A central question arises, regarding the impact of mandatory reporting within a jurisdiction on 
numbers of reports and numbers of substantiated, or confirmed, reports (as well as of other reports 
which may not be confirmed but which are useful). To accommodate the differentiation thesis proposed 
here, this question must be analysed in a highly nuanced fashion. That is, because maltreatment types 
are different, and because reporter groups and practices are different, this question needs to be posed 
for each reporter group, for each maltreatment type. Ideally, this question needs to be the subject  
of rigorous analysis, as a robust evidence base—both quantitative and qualitative—should inform 
policy debates about optimal responses to detect cases of child abuse and neglect, and should form 
the basis of systemic improvements [8]. Quantitatively, for example, the kinds of questions explored 
by Drake et al. [8] should be asked to generate evidence within jurisdictions about whether a 
mandatory reporting law results in a higher number of reports by mandated reporters, and to what 
extent. Does a mandatory reporting duty result in a higher number of substantiated or confirmed 
cases from reports by that reporter group, and to what extent? Do these patterns continue, stabilise, or 
decline, or does the trend vary? If there is a higher number of reports, do they involve such a higher 
number of children (at least in unconfirmed cases) and an extra burden on the child protection 
system, children and families that it is intolerable? As part of a public health approach which requires 
ongoing monitoring and assessment of systems, all these and other questions should be asked, and 
investigated, within jurisdictions which have enacted mandatory reporting laws. 

A related question often confronts policymakers in a jurisdiction which does not have a mandatory 
reporting law. Would the introduction of a reporting law for a specific type of maltreatment improve 
case detection? What other effects, such as an increase in report numbers, might be produced? While 
no method of measurement in any discipline is perfect, there are several ways in which such 
questions may be explored to produce useful results. One way of doing so is to empirically compare 
government data over the same time period on numbers and outcomes of reports for a specific type of 
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child maltreatment in two comparable jurisdictions, only one of which has mandatory reporting 
legislation. This analysis conducts such a comparison regarding the reporting of child sexual abuse. 

4.1. A Cross-Jurisdictional Comparison between Ireland and the Australian State of Victoria:  
Does a Jurisdiction with Mandatory Reporting Detect More Cases of Child Sexual Abuse  
Than One without It? 

A quantitative comparison across two jurisdictions of numbers of reports of child sexual abuse, 
and the outcomes of these reports, can add to an understanding of the association of a mandatory 
reporting duty (and its associated infrastructural measures) on reporting practice and case identification. 
This analysis compares the jurisdictions of Ireland and the Australian State of Victoria. 

These two jurisdictions provide a useful and legitimate comparison for several reasons, with 
Victoria having several features making it the best Australian comparator jurisdiction1. First, based 
on the best available data, both jurisdictions in the year 2010 had comparable child populations. In 
the year 2010, child population data was not available for Ireland [63]. However, census data for the 
Republic of Ireland from the year 2011 was accessed and analysed to reveal a population of children 
aged 0–17 inclusive of 1,148,687 [64]. This is the same population number cited in the HSE Report [65]. 
Australian census data from 2011 was accessed and analysed to reveal a population in Victoria of 
children aged 0–16 inclusive of 1,152,251 ([66], Table 8). A cut-off of 16 years of age in Victoria 
was used for data analysis purposes because the mandatory reporting duty only applies to children 
aged under 17, and the data accessed and analysed were restricted to this population group. Hence, 
these data indicate almost identical populations, and year-on-year birth patterns indicate it is reasonable 
to assume the populations for the year 2010 were similarly close. 

Second, the two jurisdictions are in different countries but have similar demographic characteristics. 
Ireland is a wealthy industrialised nation classed as very high on the Human Development Index [67], 
and Victoria is the second largest State in the nation of Australia, which also has a very high HDI [67]. 
Both jurisdictions have compulsory education systems and well-established health, education and 
police services. Both jurisdictions also have government child welfare agencies that have existed for 
decades [41,68]. In addition, both jurisdictions have witnessed numerous government inquiries into 
child abuse, including child sexual abuse, in recent years and it is not unreasonable to proceed on the 
basis that at the general societal level there is a similar consciousness of the phenomenon of child 
sexual abuse. Both Ireland and Victoria are predominantly Anglo-Saxon jurisdictions with cultural 
characteristics that are not sufficiently dissimilar to suggest there would be distinct differences in the 
incidence of child sexual abuse or in general public awareness of it; for example, neither is a society 
in which evidence indicates a lower incidence of child sexual abuse for various cultural and social 
reasons [69]. There are no other ethnic differences between the two jurisdictions sufficient to warrant  
a hypothesis that either would have a markedly higher prevalence of child sexual abuse. Some 
Indigenous communities in Australia have been found to have higher than normal rates of child 
sexual abuse but these are relatively isolated instances in small communities, are not generalizable, 

                                                
1 Population size, population density, ethnicity, geographical size, duration and consistency of mandatory reporting 

duty across professions, stability of child welfare approach, and availability of data. 
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and have occurred in places beyond Victoria. Finally, it is well-established that child sexual abuse 
affects girls disproportionately, but there are no distinctive gender imbalances at the population level 
in either jurisdiction such that different incidence and detection patterns could be expected. 

Third, population studies indicate that it is plausible to proceed on the basis that the prevalence 
and incidence of child sexual abuse in Ireland is not substantially different to that in Victoria, or 
Australia. In Ireland, McGee et al. found that one in five women (20%) reported experiencing 
contact sexual abuse in childhood and a further one in ten (10%) reported non-contact abuse [70]. 
Penetrative sexual abuse was reported by 5.6% of the female participants. One in six men (16.2%) 
reported contact sexual abuse in childhood and a further one in fourteen (7.4%) reported non-contact 
abuse. Penetrative sexual abuse was reported by 2.7% of the male participants. These findings are 
similar to those produced in Victoria [71], and other Australian studies [18,22,72,73]. 

Fourth, one key differentiating variable is the presence in one jurisdiction, Victoria, of a legislative 
duty to report suspected child sexual abuse, imposed on police, teachers, doctors and nurses; together 
with whatever training about this duty is delivered to these reporters. This duty had existed since  
4 November 1993 for doctors, nurses and police [74], and since 18 July 1994 for teachers [75], and it 
could be expected that over time, a reasonably well-developed awareness of the duty and the nature 
and consequences of child sexual abuse had crystallised in these professions. The duty in Victoria is 
actually quite narrow relative to most mandatory reporting duties, since it applies to a small range of 
reporter groups, and applies only to cases in which not only is the child’s sexual abuse suspected,  
but the reporter must also suspect the child does not have a parent who is able and willing to protect 
the child [5]. In contrast, Ireland had no legislative reporting duty, although some occupations had 
policy-based duties to report under the policy framework entitled Children First: National Guidelines 
for the Protection and Welfare of Children [76]. These guidelines were subsequently crystallised in 
2011 under the new policy package named Children First: National Guidance for the Protection and 
Welfare of Children [77]. 

The data presented and analysed are from the calendar year 2010. This year was selected because 
it is recent, and Ireland stopped collecting and publishing data on confirmed reports after this year [65]. 
The Victorian data were accessed from the government’s child protection department as part of a 
broader study. The Ireland data are presented in a government publication ([63], p. 39, Table 17; p. 41, 
Figure 8). Table 1 presents data concerning the number of reports of suspected child sexual abuse, 
and the number of these reports that were substantiated or confirmed after assessment by government 
child protection agencies, with breakdowns by mandated/nonmandated reporter groups in Victoria. 

These data show several results. First, almost double the number of reports was made in the 
jurisdiction with legislative mandatory reporting (Victoria) compared with the jurisdiction without it 
(Ireland). Second, the data show that a substantial proportion of reports in Victoria are made by 
mandated reporters. They made 3113 reports (53% of all reports of sexual abuse), compared with 
2757 made by all other reporters (47%). By comparison, Ireland received 2962 reports from all 
sources, with a breakdown by profession not able to be made. Third, the higher volume of reports in 
Victoria resulted in almost five times as many sexually abused children being identified. There were 
989 substantiated cases in Victoria compared with 209 in Ireland; a ratio of 4.73 times the amount, 
and numerically a difference in one year alone of 780. Fourth, a substantial number of confirmed 
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cases are found as a result of reports made by mandated reporters. In Victoria, 536 substantiated 
cases were identified as a result of a report by a mandated reporter2. 

Table 1. Number of reports of suspected child sexual abuse, and number of substantiated 
reports, in Victoria and Ireland (2010). 

 
Victoria  

(Children 0–16) 
Ireland  

(Children 0–17) 
Proportional 
Difference * 

Number of reports of suspected  
child sexual abuse 

5870 2962 1.98 

Number reported by  
mandated reporters 

3113 n.a # n.a 

Number reported by  
nonmandated reporters 

2757 n.a n.a 

Number of reports  
substantiated or confirmed 

989 209 4.73 

Number substantiated from  
mandated reports 

536 n.a n.a 

Number substantiated from 
nonmandated reports 

453 n.a n.a 

* Proportional differences are calculated by dividing the larger total by the smaller total. # n.a. not applicable. 

An interpretation of these results supports several important conclusions. First, it can reasonably 
be concluded that the higher number of reports made is associated with the reporting duty. This has 
implications for child protection systems because there must be adequately resourced intake and 
response systems so that the volume of reports and substantiated cases can be dealt with appropriately. 
However, it should be noted that in Victoria, exactly half of these reports were not investigated at all, 
and instead were screened out or referred to another service or agency. Accordingly, a substantial 
proportion of these reports resulted in little strain on the child protection system. It is also prudent  
to recall that sexual abuse reports are consistently the lowest proportion of any kind of maltreatment  
in Australia, the USA and Canada [7], although strangely this pattern was not replicated in the Irish 
data [63]. As well, it must be recalled that many reports that are officially “unsubstantiated” still will 
involve a level of harm to the child, or some other kind of harm, and require the provision of services 
to the child and family; there are frequently not substantial differences between substantiated and 
unsubstantiated decisions [8,78,79]. Nevertheless, any jurisdiction which has mandatory reporting, 
or which is considering introducing it, must be prepared to invest sufficiently in the necessary 
infrastructure, personnel, training and service provision required to deal with the expected higher 
number of reports. This investment is nevertheless worthwhile and should result in long-term returns. 

Second, a substantial proportion of reports are made by mandated reporters, accounting for 53% 
of all reports in Victoria. This indicates that overall there is a substantial amount of compliance with 
the reporting duty; it is possible that some suspected cases were not reported, but it cannot be 

                                                
2 Of the 3113 reports made by mandated reporters (involving 3039 children), 1838 were investigated and of these, 

536 were substantiated. 
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concluded without further research that there is complete or substantial noncompliance. In comparison, 
reports made by the rest of the Victorian population accounted for less than half of all reports. In 
Ireland, without a breakdown of reporting by professional groups, and further research, it is not 
possible to draw conclusions about different reporting practices of different groups. However, if Irish 
police, teachers, and medical practitioners made a similar proportion of all reports as were made by 
their Victorian counterparts, they would have made approximately half the number of reports. 

Third, and arguably most significantly, there was a substantially higher number and proportion of 
sexually abused children identified in the jurisdiction with mandatory reporting. Victoria identified 
4.73 times the amount of children than did Ireland in the same year as a result of all reports of 
suspected cases to child protection agencies. Over 700 more victims of child sexual abuse were 
identified in the course of a single year. If the primary unit of analysis in this context is the identification 
of cases of actual child sexual abuse (and in a small minority of cases, imminent risk of sexual 
abuse), then this outcome suggests the strategy of legislative mandatory reporting, along with its 
accompanying reporter training, and the cultural, attitudinal and behavioural changes it can help 
engender, is by far a superior strategy. 

Fourth, a substantial number of the confirmed cases were found as a result of reports by mandated 
reporters. In Victoria, 536 of the 989 substantiated reports were made by mandated reporters (54%). 
Even in the unlikely event that all of Ireland’s 209 confirmed cases were a result of reports by the 
same professional groups as are mandated in Victoria, the number of detected cases is still exceeded 
by a factor of 2.5. 

4.2. A Cross-Jurisdictional Comparison between Ireland and Australia: Does a Jurisdiction with 
Mandatory Reporting Detect More Cases of Child Sexual Abuse Than One without It? 

It might be surmised that for some unknown reason the Victorian data are a statistical artefact. To 
address the argument or possibility that an unapparent contextual variable makes the two jurisdictions 
incomparable, or that for some other reason the Victorian data are an outlier, a further analysis of the 
broader Australian position may be useful. A scan of the data regarding confirmed cases of child 
sexual abuse from Ireland compared with the entire nation of Australia may indicate whether the 
Victorian experience is generally consistent with the Australian statistical picture. The number of 
reports of suspected child sexual abuse made in each Australian jurisdiction, and the breakdown of 
these (and their outcomes) by reporter group (including mandated reporters), is not publicly 
available, although a previous analysis concluded that mandated reporters in Australia accounted for 
approximately 58% of all substantiated reports of all maltreatment [6]. Accordingly, this additional 
analysis is simply of the numbers of children in confirmed cases after all reports have been made to 
child protection agencies, relative to the national child population. Each of Australia’s eight States 
and Territories have legislative mandatory reporting of child sexual abuse (although not of all other 
forms), and did so for the year 2010 [42,80]. Australian population data accessed from the Australian 
Bureau of Statistics reveals a child population in June 2011 of 5,074,810 [66]; this compares with the 
Irish child population of 1,148,687 [64]. The Irish data on confirmed cases are reproduced as above. 
The Australian data was accessed from the annual national publication of aggregate data by the 
Australian Institute of Health and Welfare ([40], p. 87). Comparison of the population data from the 
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two countries, and of the numbers of children aged under 18 in confirmed cases of child sexual 
abuse, is presented in Table 2. 

Table 2. Number of children aged 0–17 in confirmed cases of child sexual abuse, 
Australia and Ireland, 2010. 

 Australia Ireland Proportional Difference * 
Child population June 2011 5,074,810 1,148,687 4.41 

Number of children in confirmed 
cases of child sexual abuse 

4427 209 21.18 

* Proportional differences are calculated by dividing larger total by the smaller total. 

These data show two results. First, in the year 2010, the difference in the two nations’ child 
populations means Australia had a child population 4.4 times that of Ireland. Second, in this year, there 
were 4427 children in confirmed cases of sexual abuse in Australia, compared with 209 in Ireland. 

An interpretation of these results supports several conclusions. Based on the difference in the 
child population, and the similar incidence of child sexual abuse in these two countries, it might be 
expected that under other broadly similar conditions, the number of children determined after 
investigation by child protection agencies in Australia to have been sexually abused would be  
4.4 times higher than that in Ireland. That is, if Australia’s performance is used as a minimal baseline, 
then the number of cases of child sexual abuse identified in Ireland as a result of all reports made 
child protection agencies would be around 1100. This figure is produced by dividing Australia’s 
number of children in substantiated cases (4427) by the population ratio (4.4). Yet, the data show that 
in Ireland there were only 209 children in confirmed cases. Accordingly, accounting for population 
difference, the proportional difference between Australia and Ireland in the detection of child sexual 
abuse is almost five times what could otherwise be expected. This ratio is similar to the 4.73 identified in 
Victoria, suggesting the Victorian data are not an artefact. 

These data show that the core child protection agencies in the two jurisdictions are functioning in 
significantly different ways. There are incomplete data in some respects; for example, this analysis 
has not explored the comparative resourcing of child protection departments. It does not require an 
assertion that Australian child protection agencies are generally functioning in a much more efficient 
manner than those in Ireland—there are issues of resourcing and implementation in all child 
protection systems. In sum, in real terms, these data indicate that substantially higher numbers of 
sexually abused children are having their situations identified in a single year in Australia compared 
with Ireland. Since Australian jurisdictions have a large range of mandated reporter groups, and as 
reports from mandated reporters are known to lead to a substantial majority of all identified cases of 
sexual abuse—as shown by the Victorian finding above of 54%, and by other findings [1,6,7]—it is 
plausible that the presence of mandatory reporting laws is a significant factor contributing to  
this difference. 
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4.3. Questions of Systems Burden and Net Widening 

Some have argued against mandatory reporting on the basis of net widening and systems  
burden [62,81]. Net widening is the claim that an ever increasing number of children are captured by 
the resulting reports produced by a legislative mandatory reporting obligation. The claim was 
rejected by the Wood Inquiry in New South Wales after extensive statistical analysis ([61], p. 170). 
Systems burden refers to the extra time, personnel and financial impositions placed on government 
child protection agency intake and response services. When made, these assertions do not distinguish 
between types of maltreatment, are not made with detailed examination of reports by maltreatment 
type, and do not distinguish between reports by mandated reports as opposed to nonmandated 
reporters. The claims should be assessed with reference to evidence. The strength or weakness of the 
assertions require analysis from multiple perspectives, one of which must involve a detailed child 
population analysis undertaken alongside an analysis of reports by type of maltreatment. 

Within the context of child sexual abuse, an analysis of the reporting data in Victoria and Ireland, 
situated within the context of the child populations in these jurisdictions, generates information 
which contributes to an assessment of this claim for one maltreatment type. The population data from 
June 2011 is used for illustrative purposes as Ireland’s data from 2010 is not available; this has been 
calculated to make only marginal difference to the 2010 rates shown below. Table 3 presents data 
concerning the number of reports, and the number of children involved in these reports, and generates a 
contextual rate of children involved in reports. 

Table 3. Rates of children in reports of child sexual abuse, 2010. 

 
Victoria  

(Children 0–16) 
Ireland  

(Children 0–17) 
Total number of reports by all reporters of 
suspected child sexual abuse (number of 

children involved in these reports) 
5870 (5445 children) 2962 (2962 children) 

Total number of reports by mandated reporters 
of suspected child sexual abuse (number of 

children involved in these reports) 
3113 (3039 children) n.a 

Child population 1,152,251 1,148,687 
Contextual rate: children in all reports 1 in 211 children 1 in 387 children 
Contextual rate: children in reports by 

mandated reporters 
1 in 379 children n.a 

These data show that in Ireland, reports made by all reporters in 2010 involved 2962 children, 
which equates to one in every 387 children. In Victoria, reports made by all reporters involved  
5445 children, equating to one in every 211 children. In Victoria, mandated reporters made 3113 reports 
in total, involving 3039 distinct children, equating to one in every 379 children. The rate of children 
involved in reports by mandated reporters in Victoria (1 in 379) is very close to the rate of children in 
all reports in Ireland (1 in 387). For context, a primary school of 370–400 students would represent a 
school of reasonable size. On this basis, these data indicate that in each jurisdiction one child in a 
school of such a size is being reported as the suspected victim of child sexual abuse per annum. 
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Further, recalling that one half of all reports in Victoria did not result in investigation, it is strongly 
arguable that, at least for child sexual abuse, the child protection net is neither being cast unreasonably 
wide, nor is it causing intolerable systems burden. 

5. Conclusions 

Mandatory reporting laws are one component of a society’s response to situations of significant 
child abuse and neglect. The laws can be designed in different forms, thus having broader or narrower 
potential to identify cases of certain types of maltreatment. As with all aspects of any public health 
response to a complex problem, a rigorous evidence base must be generated to inform assessments of 
a particular approach and its consequences, effectiveness, and areas for improvement or change. The 
different forms and extents of child abuse and neglect present different challenges for child welfare 
systems, and this heterogeneity suggests a range of responsive measures are required to respond to, 
and prevent escalation of, different cases. Differential response measures, as a part of an essent ial 
secondary prevention dimension in a public health approach to child maltreatment, must also be 
monitored for effectiveness and outcomes. Their adoption may have promise but should not be 
unquestioningly accepted. 

The differentiation thesis proposed in this article posits that the operation of mandatory reporting 
laws differs across maltreatment types and reporter groups. This differentiation needs to be recognised 
and it must inform policy debates about the laws and their effects. Nuanced research including 
quantitative and qualitative work should explore these different phenomena to understand their 
operation and outcomes, inform enhancements to practice, and even indicate more substantial reform 
options. Developments continue worldwide in the adoption and implementation of various kinds of 
mandatory reporting laws, although the field lacks a detailed evidence base about their consequences. 
Jurisdictions which introduce the laws should carefully monitor their implementation. 

This article conducted empirical analysis of the reporting over a single year of child sexual abuse 
in two comparable jurisdictions, only one of which had mandatory reporting. It made four significant 
findings. In the jurisdiction with mandatory reporting, double the number of reports were made (with 
53% of these made by mandated reporters); a substantially higher number of sexually abused 
children were identified (the proportional difference was 4.73; the numerical difference was over 
700); 54% of confirmed cases were identified as a result of reports by mandated reporters (2.5 times 
the entire amount identified by all reporters in the other jurisdiction); and additional substantial 
systems burden and net widening was not apparent. 

Further research into the different reporting outcomes associated with different legal and policy 
approaches needs to be undertaken, for different kinds of maltreatment. In addition, research should  
be conducted which compares multiple jurisdictions over longer periods, and studies of the effects of 
introducing a mandatory reporting duty on reporting practices and outcomes should be done to offer 
further valuable insights. However, the findings of this study indicate that mandatory reporting of 
child sexual abuse produces substantial and superior outcomes in identifying children who have been 
abused, compared with an approach which does not include mandatory reporting. 
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Urgent Protection versus Chronic Need: Clarifying the Dual 
Mandate of Child Welfare Services across Canada 

Nico Trocmé, Alicia Kyte, Vandna Sinha and Barbara Fallon 

Abstract: This study analyzed data from the 1998, 2003 and 2008 Canadian Incidence Study of 
reported child abuse and neglect (CIS) and compared the profile of children who were reported for an 
urgent protection investigation versus any other investigation or assessment. As a proportion of all 
investigations, urgent protection cases have dropped from 28% of all investigations in 1998, to 19% 
in 2003, to 15% in 2008. Results from the CIS-2008 analysis revealed that 7% of cases involved 
neglect of a child under four, 4% of cases involved sexual abuse, 2% of cases involved physical 
abuse of a child under four and 1% of cases involved children who had sustained severe enough 
physical harm that medical treatment was required. The other 85% of cases of investigated maltreatment 
involved situations where concerns appear to focus less on immediate safety and more on the 
long-term effects of a range of family related problems. These findings underscore the importance of 
considering the dual mandate of child welfare mandates across Canada: intervening to assure the 
urgent protection and safety of the child versus intervening to promote the development and 
well-being of the child. 

Reprinted from Soc. Sci. Cite as: Trocmé, N.; Kyte, A.; Sinha, V.; Fallon, B. Urgent Protection 
versus Chronic Need: Clarifying the Dual Mandate of Child Welfare Services across Canada.  
Soc. Sci. 2014, 3, 483–498. 

1. Introduction 

Rates of reported child abuse and neglect have been rising across Canada: the number of investigated 
reports increased from 135,000 in 1998 to over 235,000 in 2008 [1]. In Ontario, the largest Canadian 
province and the only jurisdiction for which earlier data are available, the number of investigation 
investigations nearly tripled from just under 47,000 in 1993 to close to 129,000 in 2008 [2,3]. This 
expansion has been driven by a broadening of child welfare mandates, in particular with respect to 
the inclusion of: (1) emotional maltreatment [4]; (2) exposure to intimate partner violence [5];  
(3) cases where risk of future maltreatment is the primary concern [6]; as well as by (4) professionals 
becoming more aware of the emotional and cognitive effects of child maltreatment [4,5,7,8]. 

In response to these changes, concerns are being raised that child welfare practice has shifted in 
Canada from an approach that had emphasized family support and family preservation towards more 
intrusive child protection models [9–11]. This shift is attributed in part to the introduction of risk 
assessment tools [11–13]. Several jurisdictions have sought to re-balance child welfare practice by 
introducing a range of “differential” or “alternate” response policies, by streaming lower-risk cases 
to family support services that do not focus as narrowly on protection concerns. Implementing  
a broader range of child welfare responses has proven to be difficult, especially in a risk adverse 
environment [14–18]. Part of the difficulty is that the concept of risk in child welfare remains 
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relatively uni-dimensional and does not distinguish clearly enough between different types of risk, in 
particular, the difference between: (1) situations where the primary concern is to prevent any form of 
recurrence, such as in cases where escalating physical or sexual abuse poses an acute threat to the 
safety of a child; compared to (2) situations where the concern is to the risk of the development and 
well-being of a child exposed to chronic family dysfunction. The purpose of this paper is to explore 
the difference between the concepts of risk and harm in the context of Canadian child welfare services. 

2. Disentangling Protection and Well-Being 

Expanding conceptualization of what constitutes child maltreatment poses a particular challenge 
to defining the central concepts that shape child welfare services. While concepts such as “protection”, 
“safety”, “harm” and “risk” are relatively clear in the context of specific forms of maltreatment, such 
as child sexual abuse or severe physical abuse, the meaning of these terms is less clear in reference to 
an increasingly broad array of forms of maltreatment such as neglect and emotional maltreatment, 
where the focus of concern shifts from protection from a specific abusive incident to long-term 
exposure of dysfunctional family interactions that lead to psychological harm [19,20]. A seminal 
critique of risk assessment in child welfare identified three very different ways that risk assessment 
was being used in child welfare at the time: as the “likelihood that a given person (usually a parent) 
will harm a child in the future” ([21], p. 486), as a way of distinguishing between levels of severity of 
maltreatment and lastly as a need’s assessment [21]. Likelihood of recidivism, severity of abusive or 
neglectful incidents and a child and family’s need for supportive services represent, however, three 
very different assessments. Despite the development of a significant body of empirical research on 
the predictive validity of risk assessment tools [22,23], the use of the concept of risk in child welfare 
practice remains as confused as ever [13,24]. This confusion became apparent in a series of validation 
tests completed at the end of the 2003 cycle of the Canadian Incidence Study of Reported Child 
Abuse and Neglect (CIS) which revealed that child welfare workers were force coding “maltreatment 
investigations”, where there was no specific concern about an abusive or neglectful incident having 
possibly occurred, because of concerns about risk of maltreatment [25]. Following the addition of  
a “risk investigation only” option in the 2008 cycle of the study, 26% of all investigations were 
categorized as risk assessments [26]. 

Confusion about the meaning of risk in child welfare is compounded by a lack of clarity with 
respect to the notion of harm. Legal definitions often do not specify what is meant by harm, allowing 
discretion for interpretation by professionals and variability among jurisdictions [27]. Harm is often 
used as generic concept that combines both physical and emotional harm. For instance, the harm 
measure used in the U.S. National Incidence Study of Reported Child Abuse and Neglect distinguishes 
between a “harm standard” and “endangerment standard” that classifies harm to the child as fatal, 
serious, moderate or inferred, but does not distinguish between physical injuries, other health 
conditions and emotional harm [28]. 

In cases of investigated maltreatment, physical harm primarily involves minor injuries and in the 
most extreme cases severe or fatal injuries [29]. Only 8% of substantiated cases of maltreatment 
documented in the 2008 cycle of the CIS involved physical harm, and most of these cases involved 
bruises or other minor injuries that had not required medical attention [26]. Psychological harm, not 
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physical harm, is the primary concern in most situations of child maltreatment. Longitudinal studies 
consistently demonstrate that for most victims of maltreatment the primary concern is the effect of 
chronic exposure to maltreatment on their social, emotional and cognitive development [19,30,31]. 
Even with respect to the neurodevelopmental sequelae of maltreatment, one needs to distinguish 
between injuries caused by shaking or other forms of physical abuse [32] and damage associated 
with chronic psychological and emotional dimensions of maltreatment [33]. 

The key distinction in the context of child welfare interventions is not so much between physical 
and emotional harm, but between acute harm (or the risk of acute harm) typically associated with 
severe physical abuse, sexual abuse, and neglect of very young children, and long-term psychological 
harm associated with chronic exposure to neglect, emotional maltreatment, and less severe forms of 
physical abuse, as well as with many situations involving acute harm. Most child welfare statutes 
address this distinction in describing the intent and scope of mandated child welfare services. 
Canadian Provincial and Territorial child welfare statutes generally make reference to notions of  
both “protection” and “well-being”, the first referring to concerns about immediate safety from acute 
maltreating incidents, the second referring to the effects of chronic exposure to maltreatment (Table 1). 
In British Columbia the legislation states that both “safety and well-being of children are the paramount 
considerations” [34]. This notion of well-being and safety being equal and central considerations is 
also articulated in Ontario, Manitoba, and Newfoundland and Labrador [35–37]. Child welfare 
statutes in Québec, New Brunswick, and Alberta use the terms “security or development” also giving 
equal importance to both notions [38–40]. Both terms are also used in Saskatchewan, although 
perhaps in the more limited sense of promoting the well-being of children in need of protection [41], 
while Nova Scotia, the Yukon and the North West Territories and Nunavut make broader reference to 
“best interests” [42–44]. Prince Edward Island is the only jurisdiction that does not include well-being, 
development or best interests in setting forth the purpose of their legislation [45]. 

3. Methods 

The Canadian Incidence Study of Reported Child Abuse and Neglect-2008 (CIS-2008) is the  
third nation-wide study to examine the incidence of reported child maltreatment and the 
characteristics of the children and families investigated by child welfare authorities [26]. The 
CIS-2008 tracked 15,980 maltreatment-related investigations conducted in a representative sample 
of 112 child welfare organizations across Canada in the fall of 2008. Data from the 1998 and 2003 
cycles of the study were included as well to examine changes in types of investigations conducted in 
Canada (Table 2). The 1998 study tracked 7672 child maltreatment investigations conducted in a 
representative sample of 51 child welfare organizations across Canada and the 2003 study tracked 
11,562 investigations in a sample of 55 child welfare organizations in Canada, excluding Quebec 
where missing data on harm precluded inclusion for the analyses presented in this paper [1,26]. 
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Table 1. Purpose or paramount principles guiding child welfare legislation across Canada. 

British Columbia 
The safety and well-being of children are the paramount considerations… 
(BCCFSA1, 1996, Section 2) 

Alberta 
For the purposes of this Act, a child is in need of intervention if there are 
reasonable and probable grounds to believe that the survival, security or 
development of the child is endangered… (ACYFEA2, 2000, Section 2) 

Saskatchewan 
The purpose of this act is to promote the well-being of children under 16 who are 
in need of protection… (SCFSA3, 1989–1990, Section 3) 

Manitoba 
The fundamental principles guiding the provision of services to children and 
families are: 1) the safety, security and well-being of children and their best 
interests… (MCFSA4, 1985, Section 2(1)) 

Ontario 
The paramount purpose of this Act is to promote the best interests, protection and 
well-being of children… (OCFSA5, 2002, Section 1(1)) 

Quebec 
For the purposes of this Act, the security or development of a child is considered 
to be in danger….. (QYPA6, 2007, Section 38) 

Newfoundland  
and Labrador 

The purpose of this Act is to promote the safety and well-being of children and 
youth who are in need of protective intervention (NLCYFSA7, 1997, Section 8) 

New Brunswick 
The security or development of a child may be in danger when… (NBFSA8, 1983, 
Section 31(1)) 

Nova Scotia 
The purpose of this Act is to protect children from harm, promote the  
integrity of the family and assure the best interests of children. (NSCFSA9, 1990, 
Section 2(1)) 

PEI 
The primary purpose of this Act is to protect children from harm due to abuse and 
neglect… (PEICPA10, 1998, Section 2(1)) 

NWT and Nunavut 
The paramount objective of this act is to promote the best interests, protection and 
well-being of children… (NWTCFSA11, 1997, Section 2(a)) 

Yukon 
The best interests of the child shall be given paramount consideration in making 
decisions or taking any action under this Act; (YCFSA12, 2008, Section 2(a)) 

Notes: 1 British Columbia Child, Family and Community Service Act; 2 Alberta Child, Youth and Family 
Enhancement Act; 3 Saskatchewan Child and Family Services Act; 4 Manitoba Child and Family Services 
Act; 5 Ontario Child and Family Services Act; 6 Quebec Youth Protection Act; 7 Newfoundland and 
Labrador Child, Youth and Family Services Act; 8 New Brunswick Family Services Act; 9 Nova Scotia 
Child and Family Services Act; 10 Prince Edward Island Child Protection Act; 11 Northwest Territories 
Child and Family Services Act; 12 Yukon Child and Family Services Act. 

Information was obtained directly from child welfare workers using a three-page data collection 
form describing child, family and investigation related information that workers routinely gather as 
part of their investigation. For the 2008 cycle of the study maltreatment investigations were classified 
under five major categories, with 32 specific forms of maltreatment subsumed under each category. 
Investigations where no specific incident had been reported and where the concern was risk of future 
maltreatment were classified as risk-only investigations [6]. For the purposes of this paper, 
maltreatment categories were classified on the basis of the primary form of maltreatment, the age  
of the child and the presence of a severe injury, as either urgent protection investigations or other 
maltreatment related investigations or assessments. Investigations were classified as urgent protection if 
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a child was younger than four and was investigated for neglect or physical abuse, if the primary 
concern was sexual abuse, or if a child had sustained physical harm requiring medical treatment. 
Investigations involving severe injuries were classified as potentially requiring an urgent investigation 
given that such cases can lead to an escalating pattern of maltreatment and the importance of forensic 
evidence [46]; sexual abuse investigations were included as requiring an urgent investigation 
because of the importance of forensic evidence and the possibility that the offender might threaten or 
pressure the child to recant [47]; and abuse and neglect cases involving children under the age of four 
were included as urgent because of the increased likelihood of severe injury [48,49], their limited 
verbal skills, and the possibility that harm may escape scrutiny from daycare and school programs. 

Table 2. Types of child welfare investigations and assessments conducted in Canada, 
Canadian Incidence Study of Reported Child Abuse and Neglect (CIS) 1998, 2003  
and 2008. 

 1998 2003 2008 
Urgent Protection 

Investigation 
Count 

Rate  
per 1000 

% Count % Count 
Rate  

per 1000 
% 

Severe physical harm 4193 0.67 3% 4565 2% 3486 0.58 1% 
Physical abuse <4 6595 1.05 5% 7586 3% 5523 0.92 2% 

Sexual abuse * 14,240 2.26 11% 12,988 6% 9935 1.65 4% 
Neglect <4 * 13,246 2.10 10% 18,070 8% 17,355 2.88 7% 

Total urgent protection 38,274 6.08 28% 43,209 19% 36,299 6.03 15% 
Other Investigations  

and Assessments 
        

Physical abuse ( 4) * 33,006 5.24 24% 53,955 24% 38,144 6.33 16% 
Neglect ( 4) * 38,426 6.10 28% 55,895 25% 43,440 7.21 18% 

Emotional maltreatment * 25,554 4.06 19% 32,871 15% 15,583 2.59 7% 
Exposure to intimate  

partner violence 
   38,727 17% 40,975 6.80 17% 

Risk assessment      61,430 10.20 26% 
Total other Investigations 

and Assessments 
96,986 15.39 72% 181,448 81% 199,572 33.13 85% 

Total * 135,260 21.47 100% 224,657 100% 235,871 39.16 100% 
Notes: The italicized rows represent the totals for cases categorized as either “urgent protection” or “other 
investigations and assessments”; The last row in bold presents the combined “urgent protection” and 
“other investigations and assessments” resulting in the annual weighted estimate; The annual weighted 
estimates are based on samples of 7672 in 1998, 11,562 in 2003 and 15,980 in 2008; investigations from 
the province of Quebec are not included in the 2003 estimates; * p < 0.01, test of significance compares 
incidence per 1000 children for each type of investigation in 1998 and 2008. 

Urgent protection investigations were first compared to other investigations and assessments  
over the 1998, 2003, and 2008 cycles of the study. Table 2 presents weighted annual estimates of 
investigations for 1998, 2003 and 2008, as well as rates of investigations per 1000 children for 1998 
and 2008; 2003 rates are not presented because of missing harm data in one province. Using data 
from the 2008 cycle, urgent protection investigations were then compared to other investigations and 
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assessments in terms of harm, selected parent, household and child characteristics and short-term 
service outcomes. 

The harm variables used for the study included (1) whether no harm had occurred, (2) whether 
harm was in the form of broken bones, a head trauma, bruises/cuts/scrapes, burns and scalds or  
(3) whether harm was of a mental or emotional nature. There was the possibility of one child 
sustaining multiple forms of injury. Primary caregiver risk factors included: substance abuse (i.e., 
alcohol or drug abuse), mental health concerns, cognitive impairment, and lack of social supports. 
Child functioning concerns which cover a check list of 18 different issues ranging from attachment 
issues, drug/solvent abuse to academic difficulties were grouped together under a general dichotomous 
variable of “at least one child functioning concern”. For each parent and child functioning variable 
the four choice ratings of “confirmed”, “suspected”, “no” or “unknown” were collapsed into 
dichotomous variables “confirmed or suspected” or “no or unknown”. A “housing problems” variable 
was created based on whether the family had experienced more than two moves in the past year, 
whether the home was overcrowded or whether there were household hazards present in the home. 
The two investigation categories were also compared on two additional risk factors: whether the 
“household regularly runs out of money for basic necessities” and whether the family had previously 
received child welfare services. Service response documented during the investigation, typically 
within the first four to six weeks of contact, included whether the case was being transferred for 
on-going services, whether a referral had been made to specialized services (community based or 
child welfare agency run service), whether the child had been placed in out-of-home placement 
(including foster care, kinship care, group home or residential care), whether an application for a child 
welfare court order had been initiated and whether maltreatment was substantiated. Chi square tests 
were used to compare differences between the two types of investigations in terms of harm, parent, 
child or household characteristics and in service responses, whereas independent sample T-tests were 
used to compare differences in the incidence per 1000 children in 1998 and 2008 for each type of 
investigation. Both procedures were adjusted to take into consideration the CIS sampling design and 
the use of weighted data (see [26]). 

4. Results 

The number of child maltreatment investigations conducted in Canada has increased from an 
estimated 135,260 in 1998 to 235,871 in 2008; during the same period the rate of investigation per 
capita has increased from 21.47 per 1000 children to 39.16 in 2008 (Table 2). Readers should note 
that the data for 2003 in Table 2 excludes investigations from Quebec because injury data was not 
available from Quebec in the 2003 study. Canada-wide investigation estimates published in Table 3-2 of 
the CIS-2008 Major Findings report [26] show that the increase in investigations occurred entirely 
between 1998 and 2003, with no significant change in the Canada-wide rate of investigations 
between 2003 and 2008. Despite the overall increase in investigations, the number of investigations 
that we classified as urgent has not changed significantly, an estimated 38,274 in 1998, compared to 
36,299 in 2008, or 6.08 per 1000 children in 1998 compared to 6.03 per 1000 in 2008. As a proportion 
of all investigations, however, urgent protection cases have dropped from 28% of all investigations 
in 1998, to 19% in 2003 to 15% in 2008. The number of cases involving physical injuries and 
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physical abuse cases involving children under 4 has not changed significantly, while the number of 
sexual abuse investigations has decreased and the number of neglect cases involving children under  
4 has increased. As shown in Table 2, the overall increase in investigation is primarily accounted for 
by exposure to intimate partner violence and risk assessments, which accounted for 42% of all 
investigations in 2008. Although exposure to intimate partner violence and risk assessments were not 
explicitly tracked as primary categories of maltreatment in 1998, such investigations would have 
been included under the neglect or emotional maltreatment categories. 

Thirteen percent of investigations categorized as urgent protection involved some type of 
documented physical harm and four percent of other investigations or assessments involved physical 
harm not requiring medical attention; keeping in mind that all cases involving harm that was serious 
enough to require medical attention were re-coded for the present analysis as urgent protection 
(Table 3). Estimates of fatal harm could not be calculated because the number of fatalities in the 
study sample was too small to derive estimates. Most investigations where physical harm was noted 
involved either some other form of a health condition and bruising, cuts or scrape. Ninety percent of 
the other investigations and assessments that involved a minor bruise, cut or scrape, involved 
allegations of physical abuse (injury rates by sub-type of investigation not included in Table 4, but is 
available from the first author). In 16% of urgent investigations and 12% of other investigations and 
assessments, the investigating worker had documented some type of emotional harm, such as 
nightmares, withdrawal, or aggression that could be attributed to the alleged maltreatment. 

Table 3. Urgent protection investigations and other investigations and assessments by 
harm (CIS-2008). 

 Urgent Protection 
Other 
Investigations  
and Assessments 

Total investigations with information about harm * 36,299/6.03% 199,573/33.13% 
No physical harm *** 87.6% 96.7% 

Broken bones *** 1.7% 0% 
Head trauma *** 1.0% 0% 

Bruises/cuts/scrapes *** 4.4% 2.7% 
Burns and scalds 0.6% 0.7% 

Other health condition *** 5.3% 0.3% 
Documented emotional harm *** 16% 12% 

*** p < 0.001; * p < 0.05; rows add up to more than 100% because a child may have sustained several 
types of injuries. 

In comparison to other investigations and assessments, cases reclassified as urgent protection 
generally involve moderately more parent and household risk factors, including more substance 
abuse, cognitive impairment, lack of support, and housing and financial problems (Table 4). In contrast, 
investigations and assessments that did not meet our urgent protection classification involved a 
significantly larger proportion of children with noted internalizing or externalizing problems. 
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Table 4. Urgent protection investigations and other investigations and assessments by 
parent, household and child concerns (CIS-2008). 

 Urgent Protection 
Other Investigations  

and Assessments 
Total investigations 36,299/6.03‰ 199,573/33.13‰ 

Parent substance abuse * 23% 21% 
Parent mental health 20% 21% 

Parent cognitive impairment *** 7% 5% 
Parent lacks support ** 33% 30% 
Housing problem *** 26% 18% 

Family runs out of money *** 16% 12% 
At least 1 child functioning concern *** 31% 41% 

*** p < 0.001; ** p < 0.01; * p < 0.05. 

Table 5 compares cases classified as urgent protection to other investigations and assessments in 
terms of investigation outcomes and whether cases had been previously investigated. Rates of 
opening for on-going services, placement and use of court were higher for cases classified as urgent, 
while rates of previous child welfare services and rates of substantiation were higher for other 
investigations and assessments. 

Table 5. Urgent protection investigations and other investigations and assessments by 
service response (CIS-2008). 

 Urgent Protection 
Other Investigations  

and Assessments 
Total investigations 36,299/6.03‰ 199,573/33.13‰ 

Previous child welfare services *** 55% 63% 
Open for ongoing services *** 31% 26% 

Out of home placement *** 14% 7% 
Child welfare court *** 8% 5% 

Substantiation *** 43% 55% 
Substantiated investigations  

(substantiation x total investigations) 
15,608/2.59‰ 109,765/18.22‰ 

*** p < 0.001. 

5. Discussion 

An estimated 36,299 child maltreatment related investigations completed in Canada in 2008 
involved situations where a child: (1) had sustained a severe injury or health condition; or (2) was a 
possible victim of sexual abuse; or (3) was young enough (under four) to be at high risk of a serious 
injury as a result of abuse or neglect. From 1998 to 2008 the number of investigations that met one of 
these three criteria for urgent protective investigation has remained virtually unchanged, at a little 
over six investigations per 1000 children. In contrast, other maltreatment related investigations  
have more than doubled, going from a rate of 15.39 investigations per 1000 children in 1998 to  
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33.13 investigations per 1000 children in 2008, an increase that has been driven by investigations of 
children exposed to intimate partner violence and risk assessments where there were no specific 
abuse of neglect allegations [4,5]. As a result, the proportion of investigations that met our urgent 
protection classification has dropped from 28% in 1998 to 15% in 2008. 

Comparison with data from other jurisdictions is limited because few jurisdiction report rates of 
harm in cases of investigated maltreatment. The Fourth National Incidence Study of Reported Child 
Abuse and Neglect in the United States, which collected data in 2005 and 2006, reports a rate of  
5.5 substantiated Child Protective Service investigations per thousand that met the study’s harm 
standard, and 16.9 Child Protective Service investigations that met the study’s broader endangerment 
standard (derived from Tables 8-1 and 8-8, [28]). While differences in definitions and methodologies 
limit the comparability of CIS investigation statistics and National Incidence Study (NIS) CPS 
statistics, it is nevertheless noteworthy that at 2.59 per 1000 children, the CIS rate of substantiated 
urgent protection cases was lower than the NIS rate of harm standard victims, while the overall rate 
of substantiated CIS investigations was higher, at 20.81 substantiated investigations per 1000 children 
(Table 5: 2.59‰ + 18.22‰ = 20.81‰). As a result, a third (33%) of the NIS-4 endangerment Child 
Protective Service cases met the NIS harm standard, whereas only one in eight (12%) of the 
CIS-2008 substantiated investigations met our urgent protection rating. The difference between the 
NIS and CIS can be explained in part by a broader inclusion of risk and exposure to intimate partner 
violence cases in Canada relative to the U.S. [50], which account for an important part in the overall 
increase in investigations in Canada [5]. A similar increase in investigations driven by cases of 
exposure to intimate violence had been documented in Australia [51]. 

The overall increase in child welfare investigations in Canada is puzzling, not only because 
investigations involving urgent protection have not been increasing, but also in light of growing 
evidence from several jurisdictions that rates of child victimization in the population have been 
declining. Population based victimization studies in the U.S., Australia and the UK point to a decrease  
in the incidence of physical and sexual abuse [52]. Declines were also observed in the U.S. for 
victimizations that are serious and indicative of more pathological circumstances like homicide [52]. 
Rates of child homicide have also been declining in Canada [53]. In contrast, cases of neglect and 
psychological maltreatment have remained relatively stable over time and in some jurisdictions may 
even be increasing [54,55]. Explanation for these declines can be attributable to a number of factors 
with no real consensus as to the driving cause (i.e., reporting practices, definitional standards, 
increased social intervention). Whereas the stability of neglect trends may be the result of increased 
education and policy initiatives to include new forms of neglect, which in turn, may be masking a 
decline of more conventional forms [55]. 

The comparison between cases classified as urgent protection investigations and the other 
investigations and assessments show more similarities than differences. The vast majority of both 
urgent protection (88%) and other investigations (97%) involved situations where no physical harm 
had been noted, even though all severe harm cases were categorized as urgent protection. Urgent 
protection investigations involved moderately more situations where parent or household risk factors 
were present, whereas the other investigations and assessments involved more situations where child 
functioning concerns had been noted. Emotional harm was documented in more urgent protection 
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cases than in other investigations or assessments, but, as with physical harm, the most noteworthy 
finding was that in well over 80% of investigations, there no immediate signs of emotional harm  
had been noted. The fact that relatively few investigations involved situations involving signs of 
emotional or physical harm is not surprising, given that child welfare statutes include situations 
where a child has been harmed or is “at risk of harm”. For instance, legislation in Alberta makes 
reference to a child being in need of intervention services “…if there are reasonable and probable 
grounds to believe…” (Alberta Child and Family Enhancement Act, 2000, Section 2) a child has been 
a victim of maltreatment, and in Quebec for cases of neglect, sexual and physical abuse a “situation in 
which there is a serious risk” of these forms of maltreatment occurring also warrant intervention 
services (Quebec Youth Protection Act, 2007, Section 38 (b)2, 38 (d)2, 38 (e)2). The focus on risk of 
harm is certainly consistent with longitudinal studies showing that the effects of maltreatment 
manifest themselves over time [19,30,31], and is reflected in the general widening of the child 
welfare mandates to include maltreatment categories that go beyond physical injury and demonstrable 
harm [54]. 

Service response patterns vary in an interesting way. Urgent cases were less likely to be substantiated, 
possibly showing that (1) professionals are more likely to report suspicions when situations involve 
serious injuries, very young children or possible sexual abuse and (2) that these cases are less likely 
to be screened out. In contrast, urgent cases were more likely to be open for ongoing service, to lead 
to and out of home placement and to proceed to court. In other words, the cases that we classified as 
urgent protection cases appear to be more likely to reported, screened in, open for service, and placed 
in out of home care. Nevertheless, given that only 15% of cases met our urgent protection 
classification, the majority of cases open for on-going services—26% of 199,973 other investigations 
and assessments compared to 31% of 36,299 urgent protection investigations—and the majority of 
children placed in out of home care—7% of 199,973 other investigations and assessments compared 
to 14% of 36,299 urgent protection investigations—involved situations where there were no serious 
injuries, the child was four or older and there were no allegations of sexual abuse. In addition, 
previous child welfare services were noted in more than half of both types of cases, with previous 
services being noted most often (63%) in situations involving other investigations and assessments. 
The vast majority of child maltreatment related reports investigated and eventually opened for 
ingoing services in Canada involve non-urgent situations where repeated exposure to neglect, 
emotional maltreatment and family violence jeopardize the well-being of children. 

6. Limitations 

A number of limitations must be taken into consideration in interpreting these findings. The CIS 
collects information directly from the investigating child welfare workers and the data collected is 
not independently verified. Child welfare workers are provided with training from the research team 
to increase consistency in the application of the study definitions. The CIS only examines cases at the 
point when they completed their initial investigation of a report of possible child abuse or neglect, or 
risk of future maltreatment. Therefore, the scope of the study is limited to the type of information 
available at that point, and in particular does not include information about longer-term emotional 
that may not be manifested at the time of the investigation. The CIS does not include information 
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about unreported maltreatment nor about cases that were investigated only by the police. 
Comparisons across cycles of the CIS must be made with caution. The forms of maltreatment tracked 
by each cycle were modified to take into account changes in investigation mandates and practices. 
Comparisons across cycles must in particular take into consideration the fact that the CIS-2008 was 
the first to explicitly track risk-only investigations. Finally, it should be noted that the urgent protection 
and other investigation and assessment categories used in the article analyses are post-hoc classifications 
and do not represent a direct assessment of urgency made by the investigating workers. 

7. Conclusions 

The expansion of child welfare mandates across Canada has resulted in an increase of cases being 
reported to child welfare authorities where the concerns are long term and are associated with 
chronic exposure to an increasing range of family problems. While this expansion is consistent with 
the legislated mandates of child welfare authorities to promote the protection and well-being of 
children, there continues to be controversy about the extent to which promoting child well-being is 
an appropriate function for child welfare services. It is clear that whenever possible families should 
be referred to community organizations, however when community services are lacking or families 
are unwilling to seek services what is the alternative? In the meantime, we know that failure from 
child welfare agencies to respond to non-urgent cases often results in further deterioration of the 
family resulting in eventual child welfare response [56,57]. Several Canadian jurisdictions have 
developed differential response policies in an attempt to address this broader range of maltreatment 
related problems. The extent to which these policies are being implemented in practice and are truly 
leading to a better differentiated range of services, remains to be determined. 

Hospital emergency rooms depend on clear triage protocols to distinguish between acute and 
chronic conditions to ensure that the appropriate level of service is provided in a timely fashion. 
While acute conditions are given priority for urgent care, chronic conditions are not as a result 
considered to be any less severe. In fact, in many instances the chronic conditions are the ones that in 
the long term will receive the most intense and extensive services. In response to the dramatic 
expansion in child welfare mandates across Canada, child welfare service providers and policy 
makers are looking for protocols and service delivery models that will similarly ensure that the 
appropriate level of services are provided in a timely fashion. In order to do so effectively, policies 
and services must be able to disentangle urgent protection from chronic need. 
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Time is of the Essence: Risk and the Public Law Outline, 
Judicial Discretion and the Determination of a Child’s  
Best Interests 

Penelope Welbourne 

Abstract: The Children and Families Act 2014 has introduced a 26-week timeline for Children Act 
1989 care and supervision court cases. This article discusses the risks and possible ramifications for 
children and parents of this measure, which halves the average length of care proceedings. This is 
to be set against evidence that faster resolution of children’s cases is possible without prejudicing 
the quality of court decision making; however, careful monitoring is indicated to ensure that child 
welfare is at the forefront in the decision making process and the individual rights of all concerned 
are protected. 

Reprinted from Soc. Sci. Cite as: Welbourne, P. Time is of the Essence: Risk and the Public Law 
Outline, Judicial Discretion and the Determination of a Child’s Best Interests. Soc. Sci. 2014, 3, 
584–605. 

1. Introduction 

The following article discusses the problems of delay in children’s cases. These are court cases 
in England and Wales in which the courts decide whether a court order should be made to modify 
and substitute for the parents’ sole right to make decisions about where their child should live and 
how they should be cared for. Care orders, made under s31 of the Children Act 1989, create a sharing 
of parental responsibility between a local authority (local government) and the parent/s. They apply 
only to children who are suffering serious neglect or abuse in the care of their parents and are 
experiencing or likely to experience significant harm. They are instigated through applications 
made by local authorities; in all but the most urgent cases, following a period of attempted resolution 
of the care issues by social workers and other professionals working with the family on a 
non-mandated basis. Options available to the court under this Act include the making of care 
orders, supervision orders, under which the local authority is mandated to monitor the progress of 
the child and support the parent and child, or placement with relatives under a special guardianship 
order (SGO) or residence order, or making no order at all. The process of seeking a care order 
starts in most non-urgent cases with a pre-application process, known as the pre-proceedings 
process, which is considered here together with the care proceedings themselves. Orders made in 
cases brought by public authorities are known collectively as “public law orders”, although the 
boundary between public and private law is permeable and not always clear-cut. In some cases, 
such proceedings can lead to the adoption of a child under the Adoption and Children Act 2002. 
Children’s chances of achieving stability and security with a permanent alternative family may 
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decrease if rehabilitation with parents is not possible and care cases 1 take a long time. Prolonged 
care proceedings place stress on parents and on any children old enough to be aware of their 
situation. It extends the time children spend living in non-permanent, non-secure situations, with 
associated risks to placement stability and attachment to carers. Unnecessary delay is to be eliminated 
under the Public Law Outline (PLO) 2014, updated and implemented on 22 April 2014. Despite the 
undoubted benefits to children and parents and the cost savings associated with greater speed and 
efficiency, it is suggested that there may be some risks associated with faster case resolution. These 
potentially include a threat to the quality of decision making, which may be based on less 
comprehensive evidence, and a loss of opportunities for parents to demonstrate the capacity to 
improve their parenting, increasing the chance that children will be placed with alternative carers. 
These issues may affect only a minority of parents and children involved in the care system, but are 
nevertheless issues worthy of concern. 

This paper examines some of the possible implications of this change, starting from the premise 
that speeding up the family justice system in public law cases is much to be welcomed, but any 
change on this scale brings with it some risks. These are considered in the context of evidence from 
relevant research and commentary. 

The question the paper seeks to answer is therefore: what might be the pitfalls in a speedier 
justice system for children and their parents involved in the new, faster care proceedings? To 
answer this, a search has been carried out for material relating to child care proceedings and adoption 
and timeliness; including policy documents, official statistics, law, case law, research and literature 
from the relevant practitioner community. Similar sources were also searched for material relating 
to parental rights and parental challenges (such as mental health) and care proceedings and adoption. 
Analysis focuses on arguments and themes relating to the potential costs and benefits of speedier 
proceedings, with a view toward reflecting on issues that the courts are likely to have to confront 
and the possible implications for the probable minority of parents and children for whom speed 
may not be in the interest of the child nor the parent. 

2. The Context: The Background to the Current Legal Situation in Children’s Care Cases  
in England and Wales 

When the Children Act 1989 was passed, children’s public law cases were expected to take about 
twelve weeks. By the time systematic information became available in the early 1990s, they were 
taking over 24 weeks. There has been a year-on-year increase most years since then, peaking at  
60 weeks. The increase in the number of applications for care orders after the death of Peter Connelly 
in 2007 defied expectations by turning into an ongoing trend [1]. This, together with lengthening 
proceedings, made it clear that something needed to change to make care proceedings sustainable 
in terms of resources and to avoid injustice to parents and children because of unnecessary and 

                                                
1 “Care cases” and “public law children’s cases” are terms used to describe cases brought under s31 of the Children 

Act 1989, when local authorities seek a care order with respect to a child because of concern about actual or likely 
significant harm to the child. 
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harmful delay. This came at the culmination of a long period of growing concern about the duration 
of care proceedings, outlined below. 

The 2003 Public Law Outline (PLO) [2] set a 40-week target for completion of care cases in 
England and Wales, to be achieved through elimination of unnecessary delay. The causes of delay 
were complex, including reliance on expert reports, parents having opportunities to be re-assessed, 
delay in preparing and filing documents and the absence of a general culture of timeliness or 
urgency in relation to the resolution of children’s care cases [2]. The average length of care 
proceedings was 42 weeks in 2003: it continued to rise to 52 weeks, and “outlier” cases could take 
twice that time [3]. 

The 2005 Thematic Review of the issue identified the need for a timetable for each child 
involved in care proceedings, so that targets would be more than just “lip service” to the best interests 
of children and to protect statutory duties and human rights expectations better. Judges had 
discretion to make the timetable fit the individual child, it, “…should exist alongside target times 
and central Government targets, i.e., not be constrained by them” ([4], pp. 8–9). In 2008, a revised 
PLO was introduced, adding detail about the timetable for the child2. 

In 2011, the Family Justice Review Final Report stated that care proceedings were now running 
at an average case duration of 60 weeks [5]. Compliance with the PLO timeframes declined as 
cases progressed, so that only a quarter were still “on track” at 25 weeks [6]. The current “26 week” 
PLO is a response to this long history of concern about case duration and the failure of previous 
attempts to control it to have the desired impact. It is designed to be “robust”, underpinned by 
primary legislation. 

The aims of the new PLO, piloted in 2013 and in force since April 2014, are to finally reduce 
“unnecessary” delay, narrow issues for resolution early in the case, reduce the number of hearings,  
and use experts in a more focused way. Strong judicial case management is presented as the key to 
success [7,8]. s14 of the Children and Families Act 2014 has enshrined this in primary legislation. 
The 75% of cases in Brophy’s [6] study that were behind schedule at 25 weeks would now be “out 
of time” altogether by that point, unless there were exceptional reasons for an extension to case 
duration. The underpinning primary legislation that supports the PLO is summarised below. 

Section 14, Children and Families Act 2014: summary of key provisions 
The Children Act 1989 is amended as follows: 
14 (2) The timetable for dealing with an application for care or supervision orders must be 

drawn up on the basis of disposing of the application: (i) without delay; and (ii) in any event 
within twenty-six weeks beginning with the day on which the application was issued. 

(3) A court, drawing up a timetable for a s31 case must in particular have regard to: (1) the 
impact that the timetable would have on the welfare of the child to whom the application 
relates; and (2) the impact that the timetable would have on the conduct of the proceedings. 

  

                                                
2 The Practice Direction Guide to Case Management in Public Law Proceedings [2008] 2 FLR 668. 
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(4) A court revising such a timetable or making any decision that may give rise to a need to 
revise such a timetable must in particular have regard to the impact that any revision 
would have on the welfare of the child to whom the application relates; and the impact 
that any revision would have on the duration and conduct of the proceedings. 

(5) A court may extend the period that is for the time being allowed for the case, but may do 
so only if the court considers that the extension is necessary to enable the court to resolve 
the proceedings justly. 

(6) When deciding whether to grant an extension, a court must in particular have regard to 
the impact that any ensuing timetable revision would have on the welfare of the child to 
whom the application relates and the impact that any ensuing timetable revision would 
have on the duration and conduct of the proceedings. 

(7) Extensions are not to be granted routinely and are to be seen as requiring  
specific justification. 

(8) Each separate extension is to last no more than eight weeks 

Even before implementation of the legal requirement that children’s cases complete within  
26 weeks, there has been a notable shift in court practice. Initial indications were that courts are, by 
and large, taking the cultural shift seriously and implementing measures to speed up proceedings, 
sometimes with dramatic results. In the last quarter of 2013, the average time for the disposal of a 
care or supervision application had already dropped to 36 weeks, with an 8% decrease in the 
number of new cases compared with the same period the previous year [9]. February 2013 appears 
to have been the high-water-mark for care applications [10]. 

In some Local Family Justice Board (LFJB) areas, the change was dramatic. In the last quarter 
of 2013, the lowest average completion time was in Truro, at 17 weeks. Other areas showing 
similarly low completion times in this period include Lincoln (22 weeks), Plymouth (26 weeks), 
Derby (27 weeks), North Yorkshire (28 weeks) and Worcester (29 weeks) [11]. In areas where case 
duration is slow to decrease, a backlog of cases that commenced before the introduction of the 
current PLO may be a factor. Strong judicial leadership appears to be a positive factor in reducing 
delay [12–14]. We have also seen the first beginning of case law on the subject (Re S) [15]; 
however, these are very early days, and the diversity of families and children’s circumstances is 
likely to require more development in this area. 

The next sections of this article look specifically at, firstly, the pre-proceedings stage and then 
the care proceedings stages of the child and family’s journey through the courts, in the context of 
government measures to ensure faster resolution of public law children’s cases. 

3. The First Stage of the Care Proceedings Journey: The Pre-proceedings Process 

The family’s journey into and through care proceedings usually starts with a period of 
engagement with local authority social work services, the pre-proceedings process. Beckett et al. 
describe it thusly: 

“‘Pre-proceedings work’ can be conceptualised across three phases. The first may be 
considered preventive work and includes early intervention and ‘child in need’ work, 
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child safeguarding, intensive ‘edge of care’ work, support for kinship care and use of s.20 
accommodation. In the substantial majority of cases, this preventive work is successful 
and the cases do not come to court. It is worth remembering this, in the current climate 
where there is such an emphasis on speeding cases up towards court, through court 
proceedings and into adoption. The second stage, which should be used unless it is matter 
of urgency or likely to increase risk to the child, is the formal “pre-proceedings process”, 
namely the letter before proceedings and the pre-proceedings meeting, at which the 
parent(s) can be accompanied by their lawyer(s). The third phase is when the decision 
has been made to go to court, and all the necessary documents and plans have to be 
produced.” ([16], p. 35) 

During the first stage in protecting children, children identified as being at risk of harm or 
having suffered harm as a result of parental abuse or neglect are made the subject of a child 
protection plan, and attempts are made to work in partnership with parents to improve parenting 
and child wellbeing. Most children who are the subject of court proceedings have been on child 
protection plans prior to the issue of proceedings, some for several months and occasionally longer. 
When partnership working fails, for example because of parental non-engagement, and significant 
harm or risk of harm continues, or if there is an urgent need to protect a child from significant 
harm, the local authority has recourse to the courts to seek enforceable solutions to the child welfare 
issue. In all cases except emergency applications, the local authority holds a Legal Planning 
Meeting to determine whether or not issuing proceedings is the correct and justified course of 
action, since many cases that are on the edge of care proceedings may be better worked with by 
some other means where the threshold for care proceedings is not clearly met. The Legal Planning 
Meeting plans the process of applying to court, where appropriate, and decides on the steps to be 
taken prior to application. If time permits, i.e., in non-emergency cases, and where the work has a 
reasonable prospect of engaging parents, the local authority is expected to undertake formally-defined 
“pre-proceedings” work aimed at helping parents appreciate the seriousness of the situation and to 
clarify concerns about their parenting. Court intervention is required where the use of compulsion 
on the parents is necessary to protect the child, especially if the plan for the child is adoption 
without parental consent. Legal advice is available to parents at this stage at no cost to them, 
limited (legally aided “Level 2 help”) [17] to assisting them in making an informed decision as to 
how to respond. This is intended to be a diversionary opportunity, with parents given a last warning 
and opportunity to respond to concerns: as Beckett et al. [16] note, most families that become 
involved in the child protection process do not progress to the pre-proceedings stage or go to court. 
The 2005 Review called for a “problem solving approach” in the courts and a pre-proceedings 
process: the pre-proceedings process may be seen as an attempt to divert cases by “problem solving” 
using legal expertise, among other resources [4,16,18]. The pre-proceedings process is, “…a system 
through which the relationship between the parents and the local authority is formalised (and 
possibly renewed) for families at the edge of care” ([18], p. 9). 

The time from the decision to issue proceedings to commencement of proceedings decreased 
slightly under the conditions of a pilot PLO when the pre-proceedings process was employed and 
stayed the same (at four weeks) when it was not. The authors note that it is difficult to disentangle 
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the effect of the PLO pilot from other contextual changes that accompanied it. A tighter focus on 
timeliness in court may be leading to increased focus on timeliness at other stages in the process, 
but the picture is not yet clear enough to draw any strong conclusions. 

Parents, but not children, have legal advice and representation at the pre-proceedings stage. In 
care proceedings, a child has a Cafcass (Children and Family Court Advisory and Support Service) 
(court appointed) Guardian and a solicitor to represent their best interests. Moving more decisions 
about assessments forward into the pre-proceedings stage means that many such decisions are now 
routinely taken without the benefit of separate representation of the child’s interests, when previously 
they were routinely the result of joint instruction by all of the parties. Use of experts instructed during 
care proceedings seems to be decreasing dramatically, even prior to the introduction of the new 
PLO, which restricts timescales and therefore provides a strong counter-incentive to making such 
instruction after proceedings commence [19]. 

Studies have found differing levels of diversion from care proceedings during the pre-proceedings 
phase: varying between 25% and 40% [12,18]. A possible explanation for the differing levels of 
diversion seen is that different thresholds may be applied in different areas for triggering the 
pre-proceedings protocol and for taking a case to court [18]; some studies have had extremely 
small numbers of cases, and findings may not be replicated in larger samples. Statistics about 
diversion need to be understood in the context of the threshold applied for pre-proceedings work 
and for issuing proceedings. In some areas, the higher levels of diversion may be because more 
parents enter into voluntary agreements about arrangements for the care of the child, for example, 
within the extended family network. Parents are a very vulnerable group; for example, Masson [20] 
found that nearly one third of 381 mothers in a sample involved in care proceedings were experiencing 
mental health problems. The need to offer robust support to such parents when involved in 
processes that could lead to the loss of their children seems pressing. The parents’ legal representative 
is seen by some as a defence against unfairness: 

“Negotiated approaches to permanent child placement are then secured legally through 
private law orders (residence orders, special guardianship). Where the parents’ legal 
representatives and the family court adviser attend the pre-proceedings meeting and 
plans for permanence within extended family networks are agreed, this provides a level 
of independent scrutiny in respect of both the rights of parents and children.” ([21], p. 1). 

The risks associated with negotiated agreements are three-fold: low use of Level 2 help means 
parents may not have legal advice at this stage and may agree under duress; voluntarily negotiated 
agreements may never become legally mandated and remain insecure and children may rapidly 
move out of sight, possibly out the area of the local authority, and be lost to view. The levels of 
support given to the new carers may be low [21,22]. Masson et al. [18] note a national decline in 
use of Level 2 help for parents and are also sceptical about the capacity of lawyers to “even up” the 
balance of power between parents and local authorities: 

“The literature on legal representation …illuminates how parents’ own lawyers may 
become part of this… process. They act in their client’s interests, but for the main part 
this is to be achieved by encouraging them to take part in the meeting, and stick to the 
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agreement proposed by the local authority. The lawyers are prepared to question the 
details of the proposed agreement, but any changes tend to be about relatively 
peripheral matters. The local authority will hold to its core requirements. Parental 
participation and ‘partnership’ in the pre-proceedings process is constrained by these 
limits.” ([18], p. 182). 

This may be because there is seldom much room for manoeuvring when the safety of children  
is involved, but the value of the “independent scrutiny” provided by the legal adviser may vary 
widely. Holt et al. [23] found that 16 of their 82 pre-proceedings meetings took place without an 
advocate present, and when advocates were present, contributions varied from no input to seeking 
points of clarification; and in only four cases, there was evidence of active “brokering” on behalf of 
their clients. 

The speed of movement through the pre-proceedings process seems to be neither inherently 
good nor bad: too much time in pre-proceedings may suggest a lack of direction and indecisive 
assessment; too little or a lack of commitment by the local authority to an authentic attempt to turn 
things around for the family. Broadhurst et al. [12] found that some cases enter pre-proceedings 
late, already in crisis, progressing rapidly to proceedings. Unnecessary delay may always be 
prejudicial, but speed is not a proxy for good practice in the pre-proceedings stage any more than in 
proceedings. Speeding up cases in court does not appear to have led to an immediate increase in 
time spent in pre-proceedings, but some important decisions that were made in court are now made 
by local authorities alone (with parental consent and advice, but advice of uneven quality). Most 
diversions from court are probably the result of good partnership working, but the possibility that 
parents enter into agreements of which they do not fully understand the legal implications under a 
feeling of duress is something to be guarded against, especially if parents have special needs that 
might affect their understanding of the process, as the case of Re C [24] illustrates. In this case, the 
parents, both of whom had substantial difficulties, agreed to the accommodation of their six-day-old 
child by the local authority “voluntarily”, without appropriate support for communication: a failure 
to respect the public sector equality duty under the Equality Act 2010 that was repeated during the 
subsequent court proceedings that ensued when the parents withdrew their consent (but which was 
addressed on appeal; see below). Information about progress through the system of local authority 
child protection procedures/pre-proceedings processes and court proceedings needs to be analysed 
in light of information about the reasons individual cases progress fast or slowly and the quality of 
safeguards available to parents and children at each step of the way. 

In summary, early evidence suggests that speeding up care cases is not associated with longer  
pre-court delay; indeed the opposite may be happening, with pre-proceedings work also becoming 
more rapid. Good pre-court case preparation may help cases progress once they reach court, but 
this is not altogether clear from the evidence available at present. It depends on courts accepting  
pre-proceedings assessments as a solid basis for judicial decision making. Inter-professional trust 
and respect appear to be important in minimising delay. However, it is clear that parents who are 
offered fewer opportunities to demonstrate change before proceedings start or who decline to take 
them up may find that they have little chance to make up this deficit once the court case starts.  
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The quality of advice given to parents in the pre-proceedings stage appears to be of great  
potential significance. 

4. Care Proceedings and the PLO 

For parents, involvement in care proceedings combines loss with uncertainty: preconditions for 
“ambiguous loss” [25–27]. The child is absent, but not yet gone. It is a highly stigmatized loss, 
with no rituals or conventions for comforting them: disenfranchised grief. It may not end with the 
end of the court case: if the court makes a care order, there may still be hope that the child may return 
some day. Cases in which parents have challenged the adoption of their child after a placement 
order has been made reflect that, for some parents, the end of the court case is not the end of their 
emotional investment in their child. Yet, however difficult the ending, the strain of proceedings is 
such that speeding them up may be beneficial to most parents. Freeman and Hunt [28] found that 
every time parents went to court, they had to “psych” themselves up for an experience they knew 
would be extremely upsetting. Their level of anxiety did not diminish substantially, and each 
hearing reactivated their distress. The length of proceedings increasing parents’ distress was a 
common theme in a number of studies [28,29]. Its impact was most marked on parents with mental 
health problems, possibly impairing their chances of having their child returned to them [28]. 
Parents were concerned that long proceedings disrupted their relationship with their child, who 
would be building relationships with other carers, strengthening the local authority’s case [30]. The 
evidence suggests that reducing the duration of care proceedings, consistent with fairness of 
process and outcome, will be an improvement for parents. Continuity of judge, something parents 
said they would prefer, is now an expectation in care cases, a subsidiary benefit of the focus on 
judicial case management and timeliness [29]. 

It is expected that cases that exceed the 26-week limit will be the exception, even if the term 
“exceptional” was not included in the wording of the Children and Families Act 2014, which states 
that, “[e]xtensions are “not to be granted routinely and require specific justification”. In a sense, 
every care case is “exceptional”, since they all, or nearly all, concern families in which parents 
have violated the accepted norms of parental behaviour. However, not all cases lead to orders being 
made: Beckett et al. [13] found no order was made in 5% of cases, and a similar proportion was 
transferred or withdrawn. Many cases lead to the making of orders other than care orders, such as 
supervision orders and residence orders, where the child remains with one or both parents or lives 
with a relative or other commented person. The PLO requires judges making these decisions to 
differentiate between cases in which judgment can be made within 26 weeks and those for which a 
longer period is necessary, either in the interests of the child or because “justice requires it”. 
Research shows that expert assessments carried out after the start of proceedings caused delay in 
many care cases [6]. The child may be in local authority care during the period of the case, since 
removal from the parents’ care should only happen if the child is at imminent danger when with the 
parents [31]. The level of risk and disruption to the child will vary from case to case, which affects 
the impact on the child’s development. Knowing when there is enough evidence before the court and 
when more is needed, even at the expense of taking longer, is key. 
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The timetable for the child must be considered when commissioning expert reports, and the 
impact of any associated delay must be weighed against the benefits. Evaluating the necessity of an 
assessment must be linked to an understanding of child development, since the determination that 
there is, or is not, a gap in knowledge needed to make a disposition in the case has to be made 
within a conceptual framework, which must be a developmental one, by the nature and purpose of 
the task. The courts will arguably carry out a three-way weighing exercise: the parent’s prospect of 
success in any treatment being proposed (which may be difficult to quantify), against any harm to 
the child associated with delay (also hard to quantify, but critical) and the effect on the justice of 
the proceedings for both parent and child of denying the parent a further opportunity to demonstrate the 
capacity to change. Research shows that returning from care to live with a parent is the least 
successful permanence option for maltreated children, with a high risk of re-abuse and return to 
local authority care. Local authorities vary widely in terms of the resources allocated to support 
reunification, and the quality of practice is also variable [32]. This may be weighed in the balance 
when considering agreeing to assessments that may support a return to parents, but it might also be 
argued that the statistical likelihood of success and the scarcity of local authority and other 
resources to support parents should not determine case outcomes. 

Some flexibility is needed, as has been acknowledged from the outset: “Some planned 
interventions which are shown to be effective take longer than six months, and it is important that 
these are not ruled out by this legislation.” [6,33]. Parents with fluctuating problems that may 
improve or stabilize with treatment present another challenge to the 26-week time limit. For some 
parents, recovery is possible, but may take longer than 26 weeks. The approach of the Family Drug 
and Alcohol Court (FDAC) has been working with families where child care and drug and alcohol 
issues are present and has done so by often taking more time to work with parents while they work 
to address their addiction problems, and cases typically take much longer than 26 weeks to allow 
for treatment and recovery, as well as evidence of stabilization in recovery [34]. The judge most 
associated with the project, District Judge Nicholas Crichton, expressed concern that “…process is 
taking over outcomes… We know parties who have successfully had their children returned home, 
but who would have had them adopted under the 26-week timetable—it’s as tough as that” [35]. 
The question as to what constitutes an “exception” is likely to be a contested one. However, at 
present, it appears that a predominant concern is timeliness: assessing and adjudicating on the best 
interests of each child in time for the individual objectives for the child to be achieved before the 
child’s developmental progress takes them past the age at which they can benefit most from the 
care to be offered to them. It is not insignificant that the research overview provided to the 
judiciary is called Decision Making in a Child’s Timeframe [36]. 

5. Expert and Specialist Assessment 

In July 2014, s.38 of the Children Act 1989 Act, as amended by s.31 (11) of the Children and 
Families Act 2014, came into force. Sections 38(7A) and (7B) state: 

(7A)  A direction under subsection (6) to the effect that there is to be a medical or psychiatric 
examination or other assessment of the child may be given only if the court is of the 
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opinion that the examination or other assessment is necessary to assist the court to resolve 
the proceedings justly. 

(7B) When deciding whether to give a direction under subsection (6) to that effect the court is to 
have regard in particular to (a) any impact which any examination or other assessment 
would be likely to have on the welfare of the child, and any other impact which giving the 
direction would be likely to have on the welfare of the child; (b) the issues with which the 
examination or other assessment would assist the court; (c) the questions which the 
examination or other assessment would enable the court to answer; (d) the evidence 
otherwise available; (e) the impact which the direction would be likely to have on the 
timetable, duration and conduct of the proceedings; (f) the cost of the examination or other 
assessment, and (g) any matters prescribed by Family Procedure Rules.” 

Recent case law has added guidance on commissioning expert reports and assessments that  
will take a case beyond 26 weeks. In Re S ([15], para. 38), Sir James Munby said, “Typically three 
questions will have to be addressed. First, is there some solid, evidence based, reason to believe 
that the parent is committed to making the necessary changes? If so, secondly, is there some solid, 
evidence based, reason to believe that the parent will be able to maintain that commitment? If so, 
thirdly, is there some solid, evidence based, reason to believe that the parent will be able to make the 
necessary changes within the child’s timescale?” Extending assessment in the hope that “something 
will turn up” ([15], para. 38) is not permissible. In this case, a parent who had previously had three 
children removed from her care was making progress towards being able to care for the last child, 
but the local authority and the guardian argued that despite this, she still “had a long way to go” 
before she could parent this child, and the time involved to make up the remaining distance would be 
outside the timescale for the child. 

Cases have to be assessed individually, but there are some rules to guide courts, as set out by  
Sir James Munby in Re S ([15], para. 34): 

“There will, as it seems to me, be three different forensic contexts in which an extension 
of the 26 week time limit in accordance with section 32(5) may be “necessary”: 

(i) The first is where the case can be identified from the outset, or at least very early on, as 
one which it may not be possible to resolve justly within 26 weeks… Four examples 
which readily spring to mind (no doubt others will emerge) are (a) very heavy cases 
involving the most complex medical evidence where a separate fact finding hearing is 
directed… (b) FDAC type cases… (c) cases with an international element where 
investigations or assessments have to be carried out abroad and (d) cases where the 
parent’s disabilities require recourse to special assessments or measures... 

(ii) The second is where, despite appropriately robust and vigorous judicial case management, 
something unexpectedly emerges to change the nature of the proceedings too late in the 
day to enable the case to be concluded justly within 26 weeks. Examples which come to 
mind are (a) cases proceeding on allegations of neglect or emotional harm where allegations 
of sexual abuse subsequently surface; (b) cases which are unexpectedly “derailed” 
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because of the death, serious illness or imprisonment of the proposed carer; and (c) cases 
where a realistic alternative family carer emerges late in the day. 

(iii) The third is where litigation failure on the part of one or more of the parties makes it 
impossible to complete the case justly within 26 weeks…” 

Courts now have to work in two timescales—that of the court (26 weeks unless there are 
overriding reasons to go beyond that) and the timescale for the child (based on the child’s 
developmental needs and informed by ideas, such as attachment theory, and recognizing the special 
characteristics of the child). At the same time, courts must make decisions “justly”, which must 
imply that where there is tension between the rights of parents and the need of the child to have a 
timely resolution to the case, courts will weigh all relevant considerations. The paragraph from Re 
S above represents a step towards guiding judges on the sort of issues to which they will be called 
to apply discretion, on a case-by-case basis. The exercise of discretion is made more complex by 
the very different nature of the elements to be weighed: child welfare considerations, parental 
rights, administrative imperatives and the broad demands of justice. Predictable practical problems, 
such as evaluating complex medical evidence and liaising with other jurisdictions; complex 
parental problems, such as addiction and special communication needs; the unpredictable, such as 
the appearance of a new player, or the disappearance of a familiar one, or new serious allegations 
emerging; and failures from within the legal system are all threats to meeting the 26-week deadline 
that may justify courts exercising their discretion and extending proceedings. However, the four 
elements noted above have the potential to create a complex four-way pull, as the appearance of 
new case law on the matter is already fast demonstrating. 

In Re C (A Child) [24], Lord Justice McFarlane in the Court of Appeal overturned the decision 
of a lower court and held that the case had to be reheard, with appropriate support for the parents, 
in the lower court. He held that care proceedings held in the absence of an interpreter able to 
interpret British Sign Language for a parent and the offer of an “ordinary” parenting assessment as 
opposed to a specialist parenting assessment that accommodated the special needs of deaf parents 
was in breach of the parent’s rights under the Equality Act 2010 and that the court should have 
extended assessment beyond 26 weeks in this case: 

“It will be all too easy for courts now to be driven by the 26 week deadline by which 
care cases should be concluded, but if there are particular aspects of the case that 
indicate that the timescale for assessment simply cannot provide an effective and 
meaningful process because of the disabilities of one or more of the individuals 
involved, that would seem to me to be a reason for extending the timetable for the case 
by a modest degree, rather than squeezing the assessment in and taking whatever 
assessment is available within that timescale.” (Re C, [24], para. 43).  

A placement for an adoption order and full care order were set aside, to be replaced by an 
interim care order pending the outcome of the appropriate assessment. It is also to be noted that this 
case highlighted several issues about costs and difficulties over costs: the cost of interpreters, 
especially those with very specialised skills, the cost of specialist assessment and delay in provision 
of legal aid to the father to enable him to mount his appeal, which led to a 30-week delay after the 
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care and placement (for adoption) order proceedings had concluded. The failure of the lower court 
to provide appropriate support to parents at the first hearing of the case led to significant delay for 
the child, since the appeal and consequent re-hearing of the case by the lower court both extended 
the time it took to conclude the court case and implement the care plan for the child. A further 
time-related complication is that, at present, many children for whom adoption is the plan have to 
wait a long time for an adoptive family, and many never achieve this goal 3 [37]. If the plan that is 
best for the child is adoption and nothing else will do, the court should make an order to that effect, 
but the decision of whether or not proceedings should be extended to give parents additional time 
to demonstrate they can parent has to be undertaken in the context of some complex balancing of 
case-specific and contextual knowledge. 

Speeding up proceedings means fewer expert assessments are to be expected, especially ones 
commissioned after proceedings have begun. The number has already dropped as timescales for 
proceedings have contracted. There has been no outcry that injustice is the result, although there 
have been some words of caution [6]. However, it is evident from Re C that the pressure on judges 
to complete cases within 26 weeks has the potential to create some very unjust situations. It is to be 
hoped that this judgment will be useful in avoiding further instances of such breaches of human 
rights, including those under the Equality Act 2010. 

6. Connected Persons Assessments and Special Guardianship 

Another challenge to judicial case management within 26 weeks is when a potential carer 
connected to the child appears during proceedings, and carrying out an adequate assessment of 
them would take the case over 26 weeks. Parker, J. gave some guidance concerning this matter in 
the case of Re K [38]: 

“Cases where relatives or friends come forward at the last minute are likely to present 
the greatest challenges to the court in complying with the 26 week limit. The Court has 
a duty to consider whether there are alternatives to a care order. But in my view the 
court is entitled to dismiss such an application without detailed assessment and must 
take into account delay… Orders must record that parents have been advised that failure 
to identify family members at an early stage is likely to preclude their assessment and 
that the case will not be adjourned… Any application for further assessment or joinder 
by a relative or other person must be resolved very swiftly. Such applications will 
usually be able to be dealt with on paper. Oral evidence, to be adduced only if necessary 
and proportionate, should be short and focussed.” (Re K, [38] para, 29–30). 

Prior to the 2014 case of Re C above, it appeared likely to be that late arrivals for assessment 
would be turned away, but now, they may still have a chance of being assessed. However, the position 
appears to be fluid, and it has yet to be made clear how the rules are to be applied, on a “case by 
case” basis that is as just as possible for all concerned and respectful of individual rights. 

                                                
3 Ofsted found that, on average, it takes two years and seven months for a child to be adopted after entering care [37]. 
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When a Special Guardianship Order (SGO) is being considered, the assessment needs to be of 
high quality, since the person who acquires an SGO also acquires parental responsibility for the 
child, indefinitely. Courts faced with this issue might be tempted to conclude cases within 26 weeks by, 
for example, making a care order to the local authority, which can be done more rapidly, leaving 
the carer to make a separate “satellite” application for an SGO without the benefit of legal aid or 
the explanatory context of the care proceedings. SGOs may be attractive to the court, especially 
when a carers’ assessment is in progress or was completed before proceedings started, because 
parents may be less inclined to oppose such orders than care or placement orders, helping to 
resolve cases quickly. This could lead courts to favour an SGO over an adoption or a care order. 
Recent research indicates a small shift towards the making of SGOs may be happening, but until 
the number of cases completed under the new rules builds up, it may be difficult to identify trends 
that are statically significant. Different practices in different parts of the jurisdiction could conceal 
areas in which patterns are changing. Prior to implementation of the new rules, the number of 
SGOs being made was rising, some with some level of financial support from the local authority 
attached [39,40]. Scrutiny of the outcomes of proceedings pre- and post-PLO, as Beckett et al. [16] 
have done in three London authority areas 4, would help to illuminate this issue. The numbers of 
children affected by a change in practice may not be great, and if there is regional variation, as 
seems likely, any change might not reach statistical significance. However, the impact on individual 
children could be very substantial if hastily-made SGOs fail or children are placed in care when 
there are potential related carers who missed the window for assessment. 

7. Getting the Right Support in Time 

Any additional assessments required by the court should be agreed by the first Case Management 
Hearing. Any special needs on the part of any parent should be considered carefully at this point, 
this is particularly significant following the judgment in Re C, discussed above. Many assessments 
will have started before proceedings start (see the Ministry of Justice online PLO Flowchart [41]). 
There are potential implications here for parties’ rights, in that the instructions will have been 
issued by one party only (the local authority), although the recommended use of standard forms for 
instructing experts in the pre-proceedings stage, mirroring those used during proceedings for shared 
instruction by all parties, may offset this. However, the need for a specific assessment or service 
not previously provided may become apparent during proceedings. Burman [42] cautions that 
delays in accessing therapeutic services for parents during the stressful period of the case could 
also affect its outcome: if by the final hearing, a parent has been unable to access therapy they would 
benefit from, the local authority will rest its case on a psychologist’s report from earlier in the 
proceedings. The shorter case duration offers both a shorter period of maximum stress for possibly 
fragile parents and a shorter window within which to demonstrate the ability to cope and improve. 

                                                
4 Beckett et al. [16] found no statistically significant change in the pattern of orders made before and during a pilot of 

the PLO in three London boroughs. However, they did note a rise in the number of SGOs, but not quite large 
enough to reach significance. 
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Booth et al. [43] describe what they term “temporal discrimination” faced by parents with 
learning difficulties, because they need more time to acquire parenting skills. The 26-week rule 
makes it more important than before that parents with learning difficulties have the opportunity to 
be assessed and address any achievable improvement in parenting in good time, which means 
starting Re C-informed assessments before proceedings, if at all possible. The pre-proceedings 
stage may be the point at which issues of parental capacity to engage in discussions about their case 
become significant, as this may be the first point of contact between parents and legal professionals. 
The Letter before Proceedings sent to parents to formally explain the local authority’s concerns and 
intention to initiate care proceedings if things do not improve rapidly is the trigger for eligibility for 
legal aid, and the Letter enjoins parents to obtain such assistance. For a minority of parents, this 
may be the first time the issue of the ability to benefit from legal advice is relevant, and this is a 
“rights” issue. Parents with a learning disability or communication issue may need more time to 
understand what is being discussed and to respond to it, which may involve spending more time 
with them than the current allowance of £364 allows, in which case, the lawyer may make a case 
for additional funding to be made available. This question of time needed to receive and understand 
legal advice applies to parents with a range of issues, as well as learning disabilities. 

It has already been noted that court proceedings are very stressful for parents, and services may 
be needed to help improve or prevent deterioration in mental health. There are other possible 
scenarios in which a parent may require a service that may have relevance to the outcome of the 
case, and the timeliness of provision is therefore of high importance. If it is delayed, the danger 
increases that while the parent is “…sorting out her life, her child’s life [will have] inevitably 
moved on in her absence”, and the court will find that it is not in the child’s interest to “unravel the 
arrangements made for the child in the interim” (Coleridge, J. in Re W [44], para. 30). On the other 
hand, assessments carried out with undue haste will not find favour: “My enduring anxiety in 
relation to this case is that in the frenzy of activity which preceded the first hearing in the Family 
Proceedings court, there was too much local authority emphasis upon securing an expert opinion to 
support removal from the mother and too little focus upon ensuring a just and fair assessment process. 
Justice must never be sacrificed upon the altar of speed.” (Mrs. Justice Pauffley in Re NL, [45], 
para. 40). 

Delay in the provision of support services may have an important effect on outcome in care 
proceedings, especially where a parent falls short of adequate parenting ability, but may be able to 
attain it with support [36]. The ability of local authorities to rapidly provide, commission or 
otherwise secure services for parents is therefore a matter of high importance. 

The Court of Appeal case of Re B-S [46] concerned a leave to appeal against an adoption order 
in respect of children removed from their mother’s care before she achieved a more stable life. The 
leave to appeal was granted, but the mother did not win her case on appeal. The judgment covered 
a range of issues related to the test for making adoption the plan for a child and the quality of 
evidence and argument required to justify such a plan. It also identified that exploring support for 
parents before making a decision on whether or not they can parent their children is critical: 

“[B]efore making an adoption order … the court must be satisfied that there is no 
practical way of the authorities (or others) providing the requisite assistance and 
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support …There needs to be clear evidence that the local authority has considered 
every possible placement option and the support services that each of these would 
require.” (Re B-S, [46], para. 28) [Author’s italics] 

This must include the option of placement with parents. One might expect the principle relating 
to “requisite assistance and support” to apply in cases where the issue is the making of a care or 
other order, as well as adoption. If there were a “practical” way of supporting the parent to care for 
their child, it would be reasonable to suppose that the local authority ought to provide it. What is 
“practical” means something that will doubtless have to be negotiated on a case-by-case basis. Further, 

“If, despite all, the court does not have the kind of evidence we have identified, and is 
therefore not properly equipped to decide these issues, then an adjournment must be 
directed, even if this takes the case over 26 weeks. Where the proposal before the court 
is for non-consensual adoption, the issues are too grave, the stakes for all are too high, 
for the outcome to be determined by rigorous adherence to an inflexible timetable and 
justice thereby potentially denied.” (Re B-S, [46], para 49). 

Parents should not, however, expect cases to be extended lightly, even in adoption cases: 

“We do not envisage that proper compliance with what we are demanding, which may 
well impose a more onerous burden on practitioners and judges, will conflict with the 
requirement …that care cases are to be concluded within a maximum of 26 weeks.”  
(Re B-S, [46], para. 49). 

The issue of what is “practical” does not appear to allow local authorities to rule out provisions 
on resource grounds, and this clearly applies to care plans other than those for adoption:  

“The local authority cannot press for a more drastic form of order, least of all press for 
adoption, because it is unable or unwilling to support a less interventionist form of 
order. Judges must be alert to the point and must be rigorous in exploring and probing 
local authority thinking in cases where there is any reason to suspect that resource 
issues may be affecting the local authority’s thinking” and “The local authorities must 
deliver the services that are needed and must secure that other agencies, including the 
health service, also play their part, and the parents must co-operate fully.” (Re B-S, 
[46], para. 29)5. 

Ryder, LJ in Re W [47] advises that local authorities will have to support care plans even when 
the outcome of the case was not the one they were seeking: a local authority cannot refuse to 
provide lawful and reasonable services that would be necessary to support the court’s decision 
because it disagrees with the court’s decision (Ryder LJ in Re W [47], para. 83). Ryder LJ also 
expressed concern that local variation in services could mean that options for parents involved in 

                                                
5 It should be noted that parents cannot be compelled to comply with assessment, but notable that Re B-S, Re C,  

Re S and Re W, all discussed in this article, dealt with the issue of parental entitlement to assessment rather than 
with non-compliance with assessment, which is often a trigger for care proceedings to be initiated. 
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care proceedings are pegged according to the resources available in the area that they live in: a 
variant of the infamous “postcode lottery”: 

“To put it in stark terms, it cannot be right that in one local authority a child would be 
placed with a parent or other kinship carer with significant support to meet the risk 
whereas in another local authority the same child would be placed with a view to 
adoption in the implementation of a plan to meet the same risk. The proportionality of 
placement and order are for the court. The services that are available are for the 
authority.” (Re W [47], para. 82). 

To take one group of parents at high risk of involvement in care proceedings, there appears to be 
a wide variability in service provision for parents with learning disabilities across the U.K., and 
support has been described as reactive and crisis-driven [48,49]. If, after Re B-S, “nothing else will 
do”, is the test for making a placement order, how far must local authorities and courts go to ensure 
that parents have every opportunity to demonstrate the ability to parent, where there is a possibility 
that they could achieve this with more support? Whether or not “nothing else will do” is, of course, 
not an exact science. Baroness Hale, dissenting against the majority judgment in the 2013 case of 
Re B, which concerned an appeal against the making of a care order with a view toward the 
adoption of a child against the parents’ wishes [50], said: 

“In the circumstances of this case, it could not be said that ‘nothing else will do’ when 
nothing else had been tried. The harm that was feared was subtle and long term. It may 
never happen.” (Re B, [50], para. 223). 

This highlights the complexity of the decision making process faced by the courts: all decisions 
are of necessity based on a best estimate of the likely outcomes of various, often very different, 
options and case-by-case decisions as to whether or not it is reasonable for the local authority to do 
more to keep parents and children together. A lack of practicable resources must not constrain the 
local authorities’ thinking about options for children; the safest option is not the one the courts 
should pursue, but the one that is just, and this may require considerable input of time and 
resources. Both of these are in short supply, and the duty of being final arbiter of how much time 
and how far local authorities and other service providers should be pressed to provide them falls to 
the judge or magistrates hearing a case. 

8. Discussion: Judicial Discretion, Children’s Best Interests and Not Sacrificing Justice before 
the Altar of Speed 

Judges are under a new kind of pressure, as are local authorities, Cafcass guardians and others 
involved in the court process, to complete children’s public law cases within 26 weeks. For local 
authorities, this means being more proactive in identifying necessary assessments, while for 
parents, it means if the assessments are not the right ones for them at the start of proceedings, they 
may experience real difficulty getting the situation redressed later. They will have the option of 
legal advice before proceedings in non-urgent cases, but much depends on the quality of advice 
available and their ability to use it. Similarly, relatives and other connected persons interested in 
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offering a home to a child who is the subject of proceedings will need to be decisive about coming 
forward early, which may be difficult for them for personal or practical reasons. Re C offers hope 
that the courts may be more flexible than at first appeared, at least in cases where there are 
exceptional circumstances. 

Judges will have to make decisions about timing and extensions to cases in the context of the  
four-way pull, described above. They have had their discretion to manage a case according to their 
own view of the priorities and appropriate timings restricted, in the interests of avoiding the injustice 
and expense of overlong proceedings. Although, on one level, they have more control [51], they 
also have tighter expectations placed on them: robust case managers, within parameters that have 
been tightly drawn. Any exercise of discretion to extend a case for additional assessment is 
potentially going to be the subject of scrutiny. On the other hand, the situation as it stands appears 
to offer parties scope for appeal if reasonable requests for additional time are not allowed, especially if 
they relate to issues that by their nature are not straightforward or easily assessed quickly. The 
pressure local authorities are under to find resources for assessment or support quickly may impact 
on the likelihood that a party can appeal on the grounds that the opportunities that they were offered 
to demonstrate improvement were inadequate. 

Managing the timetable for the child and the court timetable is more complex than a 
two-dimensional managerial balancing act: the “four-way pull” described above, between child 
welfare considerations, parental rights, administrative imperatives and the broad demands of 
justice, arguably captures the complexity of the situation more fully. These are ethical judgments, 
as well as legal ones, in that they reflect an ethically and socially informed view of what children 
need and what parents should be like. Unlike many other types of case law, child care cases are not 
about “winners” and “losers” (however parents may feel about them), but the re-ordering of family 
relationships, which is why they need to be timely, but also why they need to remain focused on 
identifying the outcome for the child that will offer them the best opportunity to enjoy a secure and 
nurturing childhood, within the constraints noted above. Decisions about the best outcome for the 
case are made in the context of hypotheses about the possible outcome of different courses of 
action, but despite a real and positive move towards basing recommendations and decisions on 
research evidence, much remains speculative, as Baroness Hale reminds us in Re B. All such 
decisions involve assessment of relative risk, where clear and unambiguous answers to what is best 
for children may not be easily found. 

For children, ending unnecessary delay is undoubtedly of great benefit, reducing the chance of 
unplanned moves before the final order is made and increasing the speed with which a plan for 
their safe and settled care can be implemented. Some children remain with parents during proceedings, 
either at home with supervision and support or under conditions of parental assessment, but for 
those that do not, prolonged care proceedings present threats to attachment, so there is much to be 
gained by careful speed. The early indications here are that, as a group, outcomes may not change 
much, but stability increases [16]. Any potential negative outcomes may affect only a minority of 
children for whom 26 weeks is not long enough to make a good enough decision about the key 
adults in their lives and where pressure to complete the case means a decision is taken that may 
place the child in a safe place for the immediate future, but is not in the best long-term interests of 
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the child. However, if this were to happen to even a small number of children, this would not be an 
acceptable situation, affecting as it would children whose life chances were some of the most 
problematic of any children in the country. For parents, Hoyano is deeply perplexed that the Family 
Justice Review expresses the view that “…the right of the parents to a fair hearing has come too 
often to override the paramount welfare of the child…” ([5], para. 57, quoted in [52], p. 598) and 
argues that both parents and children have a common interest in a fair court process: one that 
reaches the best solution for the child by just means. It should not be necessary to sacrifice one in 
the interests of the other, and a system that did so might well prejudice the interests of the child by 
making plans based on a misapprehension about the parents’ capacity, or potential capacity, to 
parent, or that of another potential carers. 

9. Conclusions 

There has been no evidence to date that faster decision making by the courts in child care cases 
has led to miscarriages of justice (and arguably when children have waited a year or more for a 
decision about their future, that could be seen as a miscarriage of justice); however, these are very 
early days in the life of the new PLO. Recent case law reassures that decision making in children’s 
best interests will not be bound by a 26-week “iron cage”. However, the experience of the FDAC, 
discussed above, suggests that many parents will need longer than 26 weeks to explore the 
possibilities in terms of their own capacity to change their parenting for the better, and some 
connected persons’ assessments may be problematic, especially when relatives step forward late in 
proceedings. Excluding late relative applicants to care for children from assessment when they 
have the potential to provide good care for children risks appeals based on children’s right to 
family life. Balancing the longer term implications for children of courts waiting for more 
information about the capacity of parents or other relatives to care for the children, against the 
potential benefits of identifying a clear plan for a child’s future at an earlier point in order to assist 
their progress towards secure and settled care, is very complex. This article has discusses several 
issues that potentially give rise to difficult decisions for courts about when to give parties time to 
demonstrate change or secure additional assessments or adhere to predetermined timetables. The 
concept of “reasonable” delay is highly problematic, despite the very useful clarification in Re K [38]. 
Where parents appear able to care for their children with support, support packages will have to be 
set up faster, and there will be less time to monitor how that added support affects parenting before 
the time arrives to make a final decision. Since many children who return home from care do not fare 
well there and are re-abused [53], it is clear that these are not easy decisions to make, especially 
under time pressure. 

There is a balance to be struck between those risks associated with delay and those associated 
with speed. Both can have negative consequences, but the natures of those risks are very different, 
which may make it particularly hard to weigh and balance them. The situation is complicated by 
the pressure on courts to follow the guidance on timescales for court case completion, and the need 
to avoid miscarriages of justice, whether or not they give rise to appeals against decisions made by 
the courts. 
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The issue on which this article has focused is whether speedier decision making by courts may 
affect the balance of risks and some of the aspects of the family justice system where such risks 
may be most likely to occur: some issues that may affect that balance have been explored. 
Concerns that faster proceedings might lead to “corner cutting” and impair the ability of the courts 
to ascertain the order, or absence of an order, that are in the best interests of children have not been 
borne out by the pilot schemes and early feedback [12–15]. However, these are early days, and 
cases like Re K and Re NL show that there are no grounds for complacency. 
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Developing Child-Centered Social Policies:  
When Professionalism Takes Over 

Nicole Hennum 

Abstract: No nation today can be understood as being fully child-centered, but many are pursuing 
social policies heavily favoring children. The emphasis on individual rights and the growth of 
scientific knowledge underpinning many of these policies have led to the improvement of the lives of 
a great many children. Paradoxically, these same knowledge bases informing social policies often 
produce representations and images of children and their parents that are detrimental for both of 
these groups. Using Norwegian child welfare policies and practices as examples, I will examine 
some of the possible pitfalls of child-centered praxis. The key question here is one asking whether 
the scientific frame central to child welfare professionalism has positioned children and parents as 
objects rather than subjects in their own lives and, in so doing, required them to live up to standards 
of life defined for them by experts. A central question will involve exploring the extent to which 
scientific knowledge has erased political and ethical considerations from the field when assessing 
social problems. 

Reprinted from Soc. Sci. Cite as: Hennum, N. Developing Child-Centered Social Policies: When 
Professionalism Takes Over. Soc. Sci. 2014, 3, 441–459. 

1. Introduction 

The term “child-centered society” is a positively loaded one in the European setting. It refers to 
societies that not only perceive children as target groups for social measures as citizens of the future, 
as in social investment states [1,2], but also as social actors in their own right, especially with the 
right to make their presence known, voice their opinions and judgments and be heard and listened to. 
In other words, child-centered societies value children’s rights, needs and voice in situ ([3], p. 15), 
giving children a claim on the state to protect their interest and to provide them with what is 
usually named “a good or decent childhood” or “well-being” [4]. Clearly, no nation today 
qualifies as a fully child-centered society, but many are pursuing social policies highly favorable for 
children. The emphasis on individual rights and the growth of scientific knowledge underpinning 
many of these policies undoubtedly have led to the improvement of the lives of a great many children. 

However, policies ‘putting-children-first’ seem paradoxically to give mixed results, even though 
policy makers operate with the very best intentions in mind towards children [5]. As Gordon has 
shown, in a country like the United States “where the putting-children-first principle has been 
particularly strong as a mark of its modernism, driving economy, individualism and relative 
disrespect of tradition and the elderly”, children are “treated worse than other countries of 
comparable wealth…, with its wretched international records on basic child-welfare indices, such as 
infant mortality rates, educational attainment, teenage pregnancy incidence and poverty among 
children” ([5], pp. 332–33). Another country to look at is Norway. In comparative child protection 
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studies, Norwegian society appears extremely child-centered with its generous child welfare system 
and its prioritization of children’s rights when compared to other welfare states [6,7]. Further, 
Norway internationally scores highest when it comes to child welfare indices. However, in the age 
group 16–29 years, there has been a tripling of annual new disability cases in the period from 1977 to 
2006 [8,9]. An analysis of diagnoses underlining the statistics shows that most of this upsurge is 
attributable to an increase in the proportion of people with mental disorders. This is in line with 
recent statistics showing rising levels of young people receiving health-related public benefits with 
mental disorders as medical grounds [10]. Further, Norwegian statistics show “a high rate of children 
in care and poor outcomes later in adolescence and adult life” ([5], p. 8), with a relatively high rate of 
mortality among youth having experiences of been placed in care [11,12]. These two examples raise 
a key question about why child-centered societies do not deliver as expected. What are the factors at 
work in child-centered nations accounting for problems of this sort? 

In the following, I will examine some of the downsides of child-centered praxis by concentrating 
attention on Norway as representative of a particularly child-friendly society. In recent decades, the 
concept of governmentality introduced by Michel Foucault has been much employed in analyses of 
welfare states to provide insights into how political ideologies and disciplines interplay in the 
creation of some kinds of subjects [13,14]. The key question addressed here is one examining how 
the knowledge bases for child-centered policies have created positions for “experts”, such as 
psychiatrics and psychologists, while parents and children are made to fit into these experts’ 
representational and normalizing discourses. These discursive formations reflect ideas about the 
welfare and best interests of all children and reinforce notions of Eurocentric middle class ideals that, 
in turn, negatively affect the lives of children and parents who do not fit these ideals. The resulting 
processes objectifying children and their parents largely explain, I will argue, the statistics about 
problems that children and young adults in child-centered societies are experiencing. 

In so doing, I will first contextualize the emergence of contemporary child centering and its sets of 
meanings. Secondly, I will describe some features in Norwegian society connected to the perception 
of Norway as a child-centered society and indicate, at the same time, some of the pitfalls that this 
kind of child centering entails. Child centering may be understood as an ideal resulting from 
politicized science, making children and their families responsible for structural and economical 
inequalities. In concluding this examination, I will ask whether the scientific frame central to the 
professionalism of adults has positioned children and parents as objects rather than subjects in their 
own lives and, in so doing, required them to live up to impossible standards of life defined, however, 
for them as possible by the experts wielding an array of truth claims. 

2. Child-Centered Societies 

The scholarly literature gives a manifold and diverse picture of the emergence of child-centered 
societies. However, a Foucauldian history of the concept of child-centered societies would show 
that children as the focus of societies is not a new phenomenon, but that it today takes a special 
form and content characterized by its intensity and extent. Social policies directed towards children 
and youth have been part of the development of welfare states since the end of the seventeenth 
century until today [15–21]. Some laws and measures have been part of the state’s family policies, 
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but many specifically targeted children, such as school laws, child protection laws and public 
health measures. Some laws and measures were aimed to fight the consequences of poverty, such 
as malnutrition and poor health, but others were to control children and youth as potential offenders. 
Within child protection legislation, this double aim of help and control has been a guiding principle 
varying in intensity at different times. The main dilemma was, and still is, to protect children from 
any kind of harm while also ensuring that society is protected from the harm that children, mostly 
youth, could cause its members. It could be said, however, that children acquired another political 
relevance during the nineties, when the concept of child-centered society began to acquire its current 
meaning. According to Skivenes, a child-centric perspective includes three aspects: (1) children’s legal 
rights and organizational procedures (allowing children to assume their rights); (2) adults’ recognition 
of children as individuals with particular interests and needs in interactions with adults; and (3) the 
use of an individual child’s viewpoint as a way of interpreting what the world means to children ([7],  
p. 171). Although focusing clearly on children, this definition is open to interpretations and 
discloses a subtly communicated issue, namely the mediation of the child. This focuses on the 
questions of how the child should be defined and represented, and by whom. This issue is exacerbated 
within child-centered societies by many diverse actors raising their voices in the name of the child 
and competing for positions. 

Many factors contributed to the construction of the contemporary meaning of child-centered 
societies. Firstly, there was a range of new and rewritten child protection laws strengthening 
children’s individual rights, at the international level with the United Nations’ Convention on 
Children Rights in 1989 and on national levels with all manner of newer legislation. These 
represent today powerful tools in improving children’s lives. Secondly, the last two decades of the 
twentieth century witnessed a massive increase in scientific knowledge about children. Consequently, 
all academic disciplines currently possess their own specializations focused on children and 
childhood. They have produced an immense body of knowledge covering a wide variety of areas 
related to childhood. The vastness of this field makes it impossible to provide an adequate 
summary, but it is possible to identify some of the central themes in this body of knowledge. On 
the one hand, there are many studies considering children as universal beings, unaffected by time, 
place or other categories, and on the other hand, there are studies where children are perceived as 
situated in time and place—a relativistic perception of youngsters grounded in history and culture. 
Related to these studies, one also finds gender, age, ethnicity and social class being used as analytical 
categories influencing perceptions of the category “child” and their activities [22–34]. Connected 
to politics, these different approaches result in different social policies and measures directed 
towards children. However, in present-day Europe, one of the central and prevailing representations in 
child welfare and child protection policies drawing from the literature promotes the universal 
individualized child combined with individualistic understandings of children’s lives. This is a 
view favored within medical and psychological studies [35–37]. As we shall see, the choices made 
by policy makers from an array of knowledge-based portrayals of child and childhood available to 
them have very real consequences for the children and parents whose lives are most likely exposed 
to governance by child protection policies and practitioners. 
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When exploring child-centered societies, it is necessary to mention briefly some of the reasons 
why children have taken on an iconic status in contemporary Western societies ([1], p. 437). The 
iconization of children is a key component of the complex of meanings defining child-centered 
societies. Demographically, the number of children has decreased in Western Europe for many 
decades. This decrease has tended to increase their value and worth [38–40]. Some researchers 
locate the reasons for child-centered policies in changes in family forms; especially in relation to 
the instability of today’s parental dyads, owing to divorce. In the first place, there is an assumption 
that children raised in unstable situations require more protection and more following. Moreover, 
children often assume roles as the most stable partners in relationships with their parents and, 
therefore, take on additional value [41,42]. Still, other researchers have attributed the reason for 
child-centeredness to a general state of fear pervading contemporary Western societies, triggering 
the need to exercise overt control of children symbolizing the future, and in so doing, control the 
future itself [43–47]1. Another source of the great value attributed to children in Western societies 
can be found in the development of the welfare state. A move towards a social investment 
welfare state favors children as target groups [48]. For the state, it is profitable to invest in and 
expend resources on children who represent the human capital of the nation’s future. Advocates of 
these kinds of investment strategies frequently emphasize the importance of breaking intergenerational 
poverty in families, as well as promoting programs for the social inclusion of all members of 
society, especially those least privileged. Children are cornerstones in these policies, particularly 
those living in disadvantaged families [1,48–50]. 

Given these concerns, I will discuss how a well-intentioned child welfare system providing 
universal services to all children, like the Norwegian one, produces biased results when putting 
child-centered policies into practice. In examining issues related to the choice and use of knowledge 
within the field of child protection, a central question will involve exploring the extent to which 
scientific knowledge has erased political and ethical considerations from the field when assessing 
social problems. The consequences for children of these policies can be crucial for their lives. Even 
though I employ here a critical perspective to view child protection services, this does not mean that 
I am not in favor of a child protection system in society and of state intervention in families. What I 
question, however, is the belief that child centering implies better child protection and participation. 
Moreover, I ask if this kind of child-centered focus prevents or greatly limits our reflexivity, 
producing, as Bourdieu has argued, a failure to systematically explore the un-thought categories of 
thought that delimit the thinkable and predetermine the thought [51]. This lack of reflexivity, I 
contend, produces three types of biases that can blur the knowledge base within child protection. 
These include: (1) the social origins and coordinates of the professionals involved in assessing 
children and families; (2) the position of professionals in the child protection field in relation to the 
possible intellectual frames offered to them at any given moment, and beyond, in the field of power; 
and (3) the intellectual bias that invites a conception of the world as a spectacle, as a set of 
significations to be interpreted rather than as concrete problems to be solved practically ([52], p. 39). 
                                                
1 The sources of fear are many: the dissolution of the nuclear family ideal, the emphasis put on individual 

self-realization and attainment of success, high rates of criminality, global financial crises, war and terrorism, 
environmental pollution, and so on. 



76 
 

 

In the following, I focus especially on some “side effects” of child centering drawing from 
psychological and medical knowledge, including practices objectifying children, instrumentalizing 
parenting and using children in certain ways by professionals. 

3. The Norwegian Case: Indeed, Nothing New under the Sun 

For many reasons, the Norwegian child welfare system is an interesting case when studying  
child-centered societies. Children have a special value in Norway, as they are a key component in 
national symbol-building and closely associated with the nation’s self-image, with the children’s 
parade in all cities and villages on the national day, 17 May, as the most significant national ritual 
involving children [53]. Furthermore, the official Norway works to promote the country internationally 
as a pioneer and champion of children’s rights as part of nation branding (Norway Portal). Norwegian 
childhoods are part of a larger brand presenting Norway as an egalitarian, peaceful and democratic 
society where children are given priority and space [54]. Behind this representation of Norway as 
“the children’s country” (barnas land) is the belief that it not only is one of the best places in the world 
to grow up, but also that its lawmakers have pioneered in making the protection of children “the 
best of what exists in the world” (citation from the ombudsman ([55], p. 4)). There has long existed 
a series of welfare policies prioritizing children [56,57]. The Norwegian government officially 
boasts of having been the first nation in the world to have established in 1896 a municipal child 
protection system with the act on the treatment of neglected children [58]. The Castbergske 
Children Acts of 1915 upheld both mothers and fathers as responsible for their children’s education 
and their social and moral development. Further, authorities could require contributions from 
fathers of children born out of wedlock. These children acquired also the possibility to inherit their 
father and take their father’s surname [59]. These laws’ clarification of rights and obligations between 
family members, particularly between fathers and children, were seen as a central part of the state’s 
responsibilities for children and for their status within society [60,61]. Furthermore, the laws set a 
standard for the further development of the welfare state and contributed early to place Norway as 
a pioneering country when it comes to children’s welfare [62]. A new Children Act was passed  
in 1953, emphasizing child protection services, preventative duties and supporting measures for 
families [63]. The latest Children’s Act of 1992 strengthens children’s rights, highlighting their 
status as separate individuals (from their parents) and affirming the primacy of the best interests of 
the child in all decisions, strengthened by the incorporation of the United Nations Convention on the 
Rights of the Child in 2003 [64,65]. It is, however, not only within child protection legislation that 
Norway stands as child-friendly and child-centered. 

Norway was the first country in the world to have its own ombudsman for children in 1981. The 
country was among the first to ratify the United Nations Convention on the Rights of the Child in 
1991, which was incorporated into Norwegian law in 2003. Being a social democratic welfare state, 
the Norwegian state provides services to all children through universal access to health care, 
education and other public services. The levels of these provided services are considered (and 
evaluated) as good. Healthcare is free for children under seven and school is free for children until 
eighteen. (There are very few private health clinics and schools, as there is a political will not to 
develop the private sector within schools and healthcare). Further, paid parental leave is generous 
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compared to many countries. Fathers and mothers both have an equal quota of 14 weeks, and the rest 
of the time (18 weeks on full salary or 28 weeks on 80 percent salary) can be split by both parents as 
they choose. By the age of one, most children are secured a place in a kindergarten providing good 
care for them while facilitating the return to work of both parents. Participation by children and 
adolescents in a range of activities is also encouraged in many fields, as their participation is viewed 
as a manifestation of their rights as citizens. The Child Protection Act of 1992 states that children 
over the age of 12 should be heard in cases affecting them, and since 2003, children under 12 can be 
heard in special situations. In this context, Norway easily appears internationally as exceptional 
when it comes to children2. As mentioned earlier, in comparative child protection studies, Norway 
mostly stands as child-centered with its generous child welfare system and its prioritization of 
children’s rights [6,7]. One can summarize the state of affairs by saying that there has been over 
decades a growing awareness of child exposure and vulnerability, quietly justifying increased control 
of adults generally. Politically, children’s welfare is no longer only a matter of parental duties and 
responsibilities, but also a common responsibility in society. It is a political wish that any adult 
responds when children suffer or are subjected to injustice. Moreover, any adult dealing with 
children has an obligation to report any kind of harm (neglect and/or abuse) to the child protection 
services. Paradoxically, even though interventions in families are expected to take place and even are 
desirable, interventions are more or less feared. Citizens want child protection services to interfere 
when children are abused or neglected, but the threshold to report seems to be high among both lay 
people and professionals. A probable reason for this is that areas involving children welfare and child 
protection are heavy with moral and existential issues [35]. 

The main question to be addressed here focuses on the substantive character of the Norwegian 
child-centered protection system. Norway ranks among the richest countries in the world, a financial 
situation giving the country many possibilities to build a child protection system favoring children 
and promoting their subjectivity rather than reinforcing control and surveillance. Drawing on some 
studies of the Norwegian child protection system, I will look into the choices made and the paths 
taken when developing the system. Operating at the interface between government support and 
government control, the Norwegian child protection system establishes the norms for how society 
wants the circumstances of children’s lives to be ([69], p. 542). As a legal system, it sets the standard 
for how children and childhood in Norway should be. It is the only state agency that can legally 
intervene in families without the parents’ consent. Not only do these interventions take place when 
there is no doubt of the legitimacy of the intervention in cases of abuse and neglect, but also in cases 
where it has been determined that there is a risk for the “wrong” development for the child. Today, 
this is an increasing reason for interventions in Norway, and it is often stated in terms of the danger of 
emotionally faulty development. The child protection system “is meant to give children in need equal 
opportunities compared with other children in Norway” (cf. a speech given by the minister of 

                                                
2 The concept of exceptionalism (first used by Tocqueville in 1840, [66]) is used to show how cultural, religious, 

historical, strategic or social reasons may work for a state or a nation that proves the difference that ultimately  
helps to create a kind of superiority vis-à-vis other states and nations [67,68]. The concept gets its meaning in 
comparative context and shows how a country initially perceives itself as unique and different in important ways 
from other countries. 
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children and equality on 24 April 2009). The statement is based upon the idea that the welfare state 
should operate to compensate for children’s social background and provide all children with equal 
opportunities to choose a meaningful and healthy life for themselves ([3], p. 8). When the child is 
meeting the child protection services, the Norwegian welfare state declares that s/he should 
encounter “a modern child welfare service in which the rights of the child and strictly professional 
assessments are always given highest priority” ([70], p. 11). 

Since the 1990s, Norwegian child protection services have undergone basic changes. There has 
been a political will to reduce the randomness of decisions and to raise the quality of the provided 
services. The picture now is one of child protection agencies on their way to be fully qualified as 
research- and evidence-based organs of the welfare system, with assessments and decisions based on 
rationality and accountability associated with science. In this respect, science is utilized as a legitimizing 
justification for the activities of child protection services. It is therefore highly appropriate to raise 
the question about which knowledge about children is used by the state, represented by the child 
protection agencies, to legitimize its intervention in families. According to Scott [71], understandings 
based on local and experience-based knowledge are problematic for modern state’s working 
methods. The state cannot take into account local variations to design a policy in line with its goal, 
for example to provide every child in the country the best possible upbringing. Thus, it is important 
for a state to choose knowledge that is legitimizing and that does not hinder it in its duties. Universal 
and expert-based knowledge fill this role. It is a knowledge that is hard to dispute given the role 
assigned by welfare states to science in combating superstition, irrationality and ignorance. 

Despite “the provision of generous universal and targeted services, together with a strong family 
preservation ideology and an increasingly strong child-centric orientation”, Norwegian statistics 
show, however (as mentioned in the Introduction), “a high rate of children in care and poor outcomes 
later in adolescence and adult life” ([3], pp. 8, 11, 12). Further, most studies that examine children’s 
participation when meeting child protection services show that children are little informed, heard or 
given full part status in cases that concern them [72–74]. Explanations as to why the child protection 
system does not meet its mandate consisting of better lives for children are many. Pösö, Skivenes and 
Hestbæk explain these as resulting from: (1) an all-embracing system, leading to in-home services 
early in children’s lives and overshadowing the need of risk assessment; (2) the quality, timing and 
efficiency of in-home services, assuming that they do not meet children’s complex needs; and (3) the 
quality and nature of out-of-home placement, not meeting the children’s needs either, especially 
when looking at the occurrence of placement breakdowns [3]. They conclude that it is likely that the 
system is too parent-friendly and family-preserving as it tries keeping the child at home for too long. 
They conclude that a child-centric orientation will challenge the family preservation principle, 
meaning among other things that in-home measures must give way to early out-of-placements. Such 
placements would give children security and continuity, values that are widely shared in the Norwegian 
cultural context. The conclusion is in line with the 2012 Norwegian Official Report recommending 
developmental and relational support (psychological parenting) rather than biological relations and 
early interventions in the form of out-of-home placements rather than in-home measures [75]. These 
suggestions are justified with references to psychological and medical/neurobiological studies, 
emphasizing the emotional harm and brain damage some children can be exposed to when living 
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with parents who are not parenting according to normative standards set up by child professionals. 
Regarding children’s right to be heard, Christiansen [74] explains the low participation of children  
in their cases with references to a number of factors. These include social workers’ fear of incurring 
the child’s burdens, social workers’ lack of communicative competence with children, the lack of 
structures facilitating children’s participation and the focus on parents’ caring capacities within child 
protection. Others explain this lack of participation by referring to the little faith among social 
workers that children’s participation will help in influencing the decision [76]. 

What is interesting in these studies and reports is that the knowledge base for the assessment of 
children’s lives stays unquestioned. This applies particularly to the perception and understanding of 
child and childhood underlying these assessments, as well as the overall roles given to mothers and 
fathers in children’s lives. The knowledge is treated as doxa, i.e., it is obvious and stands uncontested 
as a premise. When the abovementioned researchers concluded that a child-centric orientation will 
challenge the family preservation principle, their conclusion relies upon ideas of childhood determinism 
(the idea that childhood experiences determine the direction of future developments) and parental 
determinism (the idea that parental behavior decides children’s future fate) [77]. According to  
Furedi [77], these deterministic myths are captivating, as they appeal to a type of common sense or 
matter-of-factness: no one will deny the significance of parents in their children’s lives. Focusing on 
a parental emotional deficit overlooks the influence of socio-economic and cultural factors on the 
well-being and life chances of children, covering up societal responsibilities, a lack of collective 
solutions and political unwillingness to change the structural conditions of childhood. For example, 
unstable housing is often a companion to low incomes, and this means that the child might have to 
move and change schools many times during its life. In a country where continuity and stability 
during childhood are highly valued, parents are required to “anchor” the child in a place. Not being 
able to do so and moving the child many times during childhood is mainly viewed as detrimental to a 
child’s development. In a typical child protection service’s assessment, many residential changes 
would weigh negatively, independently of the parents’ possibilities to fulfill the norm of stable 
housing. Measures to “anchor” both parents and children over many years would be costly, so would 
measures aimed to give both parents and children proper housing. Taking the case to the extreme, 
one can say that it costs less to move the child out of a home than economically supporting a whole 
family for many years. The social worker will in this case argue for a placement by referring to the 
child’s need of continuity and stability. 

Talking about discriminative practices raises the question about which families in society would 
be affected by a more early intervention in the meaning of risk assessment and the following 
out-of-home placement. Indeed, several studies show that children in contact with child protection 
services are mostly children from parents with low incomes and low status in society [78,79]. In this 
respect, rather than challenging the family principle, the child-centric orientation should challenge 
the structural and institutional discrimination many families experience and encounter in their 
everyday lives making parenting difficult, i.e., challenge society’s discriminatory mechanisms rather 
than single mothers or poor parents with their educational tasks and family building projects. In a 
country where there is resistance to talk about social classes with one’s own way of life and where 
the “sameness” ideology has a strong foothold [80,81], expectations for parenting according to one 
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common standard are strong and stay mostly unquestioned [37]. That these standards reflect norms 
and ideals of middle class parenting is of little concern when it comes to what is the key ideal of 
Norwegian child protection services—the best interest of the child, as if the best interest of the child 
is unproblematic common knowledge. That the family, i.e., the parents, are the ones challenged is in 
line with a knowledge base giving developmental psychology precedence over other forms of 
knowledge about children and with individualistic ideologies making parents solely responsible for 
the life of their children. Moreover, attachment theories have gained a hegemonic place in the 
Norwegian child protection context, and there are assessment programs based upon these theories 
under national implementation within every child protection service [82]. These theories on children 
are more suited to modern management than other approaches that introduce complexity. They fit 
well with the requirements of effectiveness and results, but it is at best unclear what place the child 
(or its parents) has as a participant and informant in these assessment templates, i.e., as subjects in 
their own assessment. Assessments done according to these schemes are easy for social workers to 
use, and they “scientifically” provide a basis for decisions. Further, they help to point to solutions, as 
they categorize problems. 

According to Cole [83], developmental psychology’s search for universal and acontextual 
theories of child development culminated in a representation of children as human beings with needs. 
Moreover, the discipline has created “a uniform global child amenable to management and 
standardization” ([24], p. 80), i.e., a universal child without gender, class or ethnicity [31,84,85]. 
This representation has tremendous consequences for parenting, transforming parents into adults 
who have to fill children’s needs as defined by psychology and transforming children into objects 
rather than subjects in their lives. The critique of developmental psychology, particularly of the 
representation of children as “in need”, is a massive one and well-grounded [34,86,87]. Despite these 
critiques, Norwegian political documents related to childhood promote this representation of 
children, advancing children’s need for care, children’s need for security, children’s need for belonging, 
children’s need for continuity, and so on [70,75,88–90]. Recently, this knowledge has been 
supplemented with neurological knowledge intensifying the danger of not fulfilling these needs. This 
gives priority to psychological parents rather than biological ones if the latter fail to parent according 
to the scientifically-defined criteria for parenting [75]. Risk assessment in this setting is of 
importance, employing well-trained psychologists to assess emotional relations between parents and 
their children, leaving aside the materiality of life. Further, developmental psychology, attachment 
theories in particular, supports the idea of psychological parenting, an idea advanced more and more 
within Norwegian child protection. However, advocates of these theories are mostly psychologists 
and psychiatrists, i.e., professionals who are often in a hegemonic position and who assess children 
mainly coming from working classes, as shown in one recent study [79]. In so doing, they reproduce 
over and over again ancient knowledge about lower classes. Their actions ideally intended to help 
children often result in using these same children as subjects for reaffirming dominant norms and values 
in society, as well as confirming and reinforcing the existing social order [91]. 

There are some studies, however, questioning the knowledge base within child protection 
services [37,79]. One investigation draws from interview data from 715 parent interviews in a 
cross-sectional study of a project studying child protection’s development in the last ten years (The 
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New Child Protection System (Det Nye Barnevernet, DNBV)). This study also used registry data and 
focus interviews with child welfare workers. The results show first that there is an overrepresentation 
of working class families (class as defined by the European Socioeconomic Classification) and 
families with parents without any tie to the labor market. Statistics from Statistics Norway indicate 
that many of these families have backgrounds from Asia, Africa or the Middle East. Secondly, the 
various classes have different paths into child protection, the lower social classes being strongly 
overrepresented in early childhood. Problem formulation is the third feature differing according to 
class membership. While problems related to the child are the cause for contact between child 
protection agencies and families of the higher social classes, characteristics of the parents are the 
most common cause for contacts with families from the lower classes. Fourth, the choice of measures 
varies significantly between the classes. Care measures are most common in the lower classes, while 
voluntary placement outside the home is most common for children in families with high incomes. 
According to Kojan ([79], p. 71), it is in the assessments that class biases are most clear. She 
uncovers the middleclass bias within child protection and child welfare generally, especially the 
moralizing about working class lifestyles and the disfavoring of their parenting styles. Situational 
factors are underestimated, while personal factors are overestimated in decision making. Problems 
that are rooted in structural factors, such as unemployment for many adults from ethnic minorities, 
underpaid work or unusual work hours for many lone mothers, high housing costs, and so on, are 
understood within categories from what she calls the psychopathological paradigm that is widely 
shared within Norwegian child protection services, a characteristic already mentioned in the article. 
She concludes that child protection services are welfare agencies often reproducing oppressive social 
structures while believing that they are giving children the same opportunities as other children. In 
2014, a number of documentaries in the Norwegian media had taken up complaints against child 
protection services from parents with various non-Western ethnic backgrounds and from young, 
uneducated mothers with a Norwegian ethnic background. Most of these parents have experienced 
their child placed out of the home, as they were assessed as emotionally not fit for their child, i.e., 
being a risk for their child’s development by not providing conditions for an “optimal development”, 
as it is often mentioned in documents. Many of them are suing the child protection services in order 
to get their child back. 

Drawing on class studies and postcolonial studies inspired by Foucault, Hennum [37,69,91] 
discusses the use of children in the control and disciplining of parents when parents are in contact 
with Norwegian child protection services. She describes how the child protection services emphasize 
children’s legal rights and use scientifically-based knowledge about children to deal with a number 
of dilemmas created by the dynamics of a pluralistic society. The combination of rights and 
developmental psychology is a powerful tool, and she concludes that the use of this combination 
within dialogues is used more to confirm the cultural, moral, political and theoretical viewpoints of 
the participating professionals rather than to assist the parents in their struggle to create a life of 
dignity for themselves and their child [69]. The social workers in these dialogical exchanges 
discipline the parents with a strong moral stance, constantly illustrating what they (and Norwegian 
society by extension) regard as acceptable parenting by focusing on the child as an emotional 
individual with rights. She concludes that social workers use children as tools to disallow the 
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recognition of differences; in other words, to prevent too great a pluralization of society. Further, by 
studying the body of public documents produced in child protection cases, she questions the 
individuality of the work done, as documents show a remarkable similarity, despite the fact that they 
dealt with different girls and boys in a diversity of situations. The unique child as a subject of protection 
seemed to vanish in these documents to be replaced by a kind of familiar and uniform mass-produced 
object, whose life is structured to fit into standardized stories of deviant childhoods [91]. 

What is important for the arguments central to this paper? The Norwegian child protection system 
is on its way to be an all-inclusive child-centric system as part of a developing child-centric society 
and social investment welfare state. Professionals, such as psychologists, psychiatrists and lawyers, 
support this move, and politically, it is supported by a will to create space where children and young 
people can assert their rights as citizens, by a professional improvement of services. What, however, 
receives little attention is the consequences for children, parents and professionals of the knowledge 
bases chosen. The knowledge base used by the child protection system leads the professional gaze 
towards some observations, leaving some others aside. In the Norwegian case, this selective 
perception focuses attention mainly on attachment and emotional ties and leads to the construction of 
a hierarchy of knowledge privileging professional knowledge above parental ethno-theories and 
everyday life struggles. Between parents and professionals stand the children in an uneasy place. 
Their utterances weigh much in a system based upon the children’s rights to utter an opinion or 
comment on one’s own case. However, these utterances have to be constructed and interpreted by 
professionals, and in this way, the child becomes and remains a mediated child. 

Children’s statements emerge in a context where professionals control conversations made with 
children and young people, and in so doing, the child welfare workers control and manage the 
production of knowledge about the children. Within the child protection services, it is unrealistic to 
speak of free speech (if it ever exists). Instead, there has emerged a professionalized speech 
community where adult child protection workers have created a framework for the stories that 
children and young people are allowed to generate and present in this context [69]. By steering the 
conversation, these practitioners produce knowledge about children’s lives, dovetailing with what is 
perceived as acceptable in society or with what is appropriate and relevant in child protection cases. 
In the study of documents in child welfare service mentioned earlier, Hennum found that tales of 
normality became threatening when decisions about measures had to be taken [91]. Consequently, 
these tales tended to be omitted in the documents where the implicit rule seemed to be: the less 
normality in a document, the better. The main emphasis for professionals was with stories of deviance 
that made decisions possible. In the current societal perception, the talking child is “the right kind of 
child”. An unquestioned assumption is that speaking children also are disclosing children and that 
there are certain groups of children in society who are asked to be revealing informants. These 
children often end up having confessional conversations about their parents with welfare professionals. 
Further, empowering children makes them also assessing subjects and charges them with a normative 
social responsibility in relation to adults. In conversation with professionals, children increasingly 
are encouraged to create stories, both about their own and their parents’ deviances from normality. 

The Norwegian welfare state uses knowledge regimes that are oppressive to some groups in 
society, since the ideal adult required by these knowledge regimes about children does not conform 
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to the ideals, living conditions and practices for adults of all social groups. The narrow choice of 
theory within the child protection system creates a hierarchy, positioning some adults over others as 
addressees for state regulation. Prominent among those at the lower end of this hierarchy are single 
mothers, families with adults with low education and low income, families with adults with different 
ethnic backgrounds than the majority; in other words, families with adults who initially are perceived 
as socially marginalized compared to other adults. It could in fact be argued that there is nothing new 
under the Sun. As Gordon puts it: “There is a long history of race and class elites feeling entitled to 
take children away from the poor and those they consider inferior” ([5], p. 335). These groups have 
been under state control since the beginning of the welfare state. In a society where psychological 
parenting is on its way toward replacing biological parenting as a principle in child protection, these 
groups are on their way to experience their children to be placed out-of-home early on the basis of 
not being able to give them ‘developmental supportive attachment’ as understood by psychologists 
and psychiatrics, who of course live under other conditions with much greater economic, social and 
cultural capital. It might be timely to ask about those children in society who can have their parents 
and those who do not. 

Control and management of parents are activities done subtly in various ways as the professionals 
convey ideas of children and childhood gaining legitimacy by being scientifically based. 
Individualization of social and ethnic backgrounds allows for the individual accountability of parents 
rather than encouraging collective change of structural conditions. Professionals are programmed by 
laws, knowledge and agency norms to support parents by make them understand that it is best for 
their child to be middle-class children and to realize the government’s desire for them. They get 
parents to want for their children the same as the state will for them by the power of the dialogue 
about the child’s best interests. In a classical Marxist perspective, parents are asked to voluntarily 
participate in their own oppression or, in Foucault's words, in their normalization. In this situation, a 
key question to be addressed is whether Norwegian society in its child centrism is in the process  
of developing standardized children and standardized adults on the basis of scientific studies on 
middle-class children and adults [37]. In so doing, parent-child relationships are being instrumentalized 
and devoid or emptied of intimacy and ontology [35,37], while outside professionals are empowered 
both to represent the interests of the child and to give parents the injunction to change. The 
compensating state might be on its way to be replaced by a more injuncting state. 

4. Conclusions 

This paper opened by asking about possible difficulties or dangers of child-centered societies. In 
discussing the Norwegian child protection system as a case of a child-centric system, I showed some 
of the pitfalls, among others: (1) the instrumentalization of parents who are to fulfill their children’s 
needs and raise them correctly, as defined by instruction given by professionals; (2) the use of 
children by professionals both in their careers (Norwegian psychologists, for example, have replaced 
social workers in making many of the assessments of children that social workers once monopolized), as 
well as producing certain kinds of knowledge of both children’s stories and knowledge about 
children; (3) the reduction and narrowing of reality when using one knowledge base while excluding 
others in assessing and understanding children; and (4) the children’s responsibility in their own case 
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as producers of knowledge about themselves and their parents and therefore, having to bear the 
“moral burden of moral communication” in society ([92], p. 108). These are, as mentioned above, 
central to many of the critiques raised by researchers studying the development of parenting in 
European countries [35,93–96]. 

At the source of these pitfalls, I have identified certain knowledge bases informing child-centered 
societies’ welfare policies. The most powerful impact of these knowledge regimes stems from the 
images of children they produce. Many of them have been described as “perpetuating the social, 
legal, and political marginalization of children” [97]. The child in need, the innocent child, the 
child victim, the vulnerable child and the child at risk are all images having great political and 
emotional appeal and “are constructed and adopted for particular social, political and psychological 
purposes” ([97], p. 426). Many of these images have been constructed at the expense of children’s 
parents or their guardians and have involved processes pathologizing adulthood and separating 
children’s interests from the rest of the population [98]. However, as Gordon points out, history has 
shown that the combination of children’s rights and innocent child rhetoric has not historically 
been constructive; nor have processes enacted for defining children’s interest separately from those 
of their parents ([5], p. 347). There clearly exists a need to critically interrogate prominent images 
informing social policies for children. 

The idea of a child-centric society is a seductive one, maintained and reinforced by some 
regimes of truth converging towards “creating scientifically optimal children” ([38], p. 162). The 
idea fits well with fearful societies having heightened risk consciousness related to unwanted or 
dangerous outcomes and with a dominant ideology defining parenting as the cause of, and solution 
to, social problems [99]. In this context, it is often difficult to talk about children as subjects. They 
appear more and more as objects of development for professionals and when assessed as objects of 
more or less successful parenting. In light of these developments, it seems reasonable to ask if the 
main danger of child-centric societies might be one involving the formation and acceptance of an 
authoritarian and moralizing state, even a soft totalitarianism, as suggested by Smeyers [100], all 
done in the name of children. Our individualized and risk-obsessed societies today seem to foster 
this development by providing little or no space and time to politicize the moral discourse of the 
child-centric society often disguised in legal and scientific terms. 

Acknowledgments 

I want to thank Michael Seltzer for his inspiring comments and his inestimable helpfulness while 
editing this paper. 

Conflicts of Interest 

The author declares no conflict of interest. 

References 

1. Ruth Lister. “Investing in the citizen-workers of the future: Transformations in citizenship 
and the state under New Labour.” Social Policy and Administration 37 (2003): 427–43. 



85 
 

 

2. Ruth Lister. “Children (but not women) first: New Labour, child welfare and gender.” 
Critical Social Policy 26 (2006): 315–35. 

3. Tarja Pösö, Marit Skivenes, and Anne-Dorthe Hestbæk. “Child protection systems within the 
Danish, Finnish and Norwegian welfare states—Time for a child centric approach?” 
European Journal of Social Work 17 (2014): 475–90. 

4. Harriet Churchill. Parental Rights and Responsibilities: Analysing Social Policy and Lived 
Experiences. Bristol: Policy Press, 2011. 

5. Linda Gordon. “The perils of innocence, or What’s wrong with putting children first.” 
Journal of the History of Childhood and Youth 1 (2008): 331–50. 

6. Neil Gilbert, Nigel Parton, and Marit Skivenes. Child Protection Systems: International 
Trends and Orientations. Oxford: Oxford University Press, 2011. 

7. Marit Skivenes. “Norway: Toward a Child-Centric perspective.” In Child Protection Systems: 
International Trends and Orientations. Edited by Neil Gilbert, Nigel Parton and Marit 
Skivenes. Oxford: Oxford University Press, 2011, pp. 154–80. 

8. Søren Brage, and Ola Thune. “Medisinske årsaker til uføreytelser blant unge 1977–2006.” 
Arbeid og velferd 3 (2008): 28–36. (In Norwegian) 

9. Søren Brage, and Ola Thune. Medisinske Årsaker til Uførhet i Alderen 25–39 år. Oslo:Norsk 
Arbeids-og velferdsforvaltningen, 2009. (In Norwegian) 

10. Mira A. Sletten, and Krister Hyggen. Ungdom, Frafall og Marginalisering. Oslo: Nova 
Temanotat, 2013. (In Norwegian) 

11. Sven-Erik Clausen, and Lars Kristofersen. Barnevernsklienter i Norge 1990–2005—En 
Longitudinell Studie. Oslo: Norsk institutt for forskning om oppvekst, velferd og aldring 
(NOVA), 2008. (In Norwegian) 

12. Ingeborg Marie Helgeland. Unge med Alvorlige Atferdsvansker blir Voksne: Hvordan 
Kommer de inn i et Positivt Spor? Oslo: Doktoravhandling ved Det utdanningsvitenskapelige 
fakultetet, 2007. (In Norwegian) 

13. Kaspar Villadsen. Det Sociale Arbejdes Genealogi. København: Hans Reitzels Forlag, 2004.  
(In Norwegian) 

14. Niklas Rose. Inventing Our Selves—Psychology, Power and Personhood. Cambridge: 
Cambridge University Press, 1998. 

15. John Pierson. Understanding Social Work: History and Context. New York: McGrawHill, 2011. 
16. Bob Lonne, Nigel Parton, Jane Thomson, and Maria Harries. Reforming Child Protection. 

London: Routledge, 2009. 
17. Hugh Cunningham. Children and Childhood in Western Society since 1500. New York: 

Pearson Education Limited, 2005. 
18. Harry Hendrick. Child Welfare and Social Policy: An Essential Reader. Bristol: The Policy 

Press, 2005. 
19. Christine Piper. “Moral campaigns for children’s welfare in the nineteenth century.” In Child 

Welfare and Social Policy: An Essential Reader. Edited by Harry Hendrick. Bristol: The 
Policy Press, 2005, pp. 7–13. 



86 
 

 

20. Marianne Bloch, Kerstin Holmlund, Ingeborg Moqvist, and Tomas Popkewitz. Governing 
Children, Families and Education: Restructuring the Welfare State. New York: Palgrave 
MacMillan, 2003. 

21. Jacques Donzelot. The Policing of Families. New York: Pantheon Books, 1979. 
22. Kenneth Rubin, and Ock Boon Chung. Parenting Beliefs, Behaviors and Parent-Child 

Relations: A Cross-Cultural Perspective. New York: Psychology Press, 2013. 
23. Jens Qvortrup, William Corsaro, and Michael-Sebastian Honig. The Palgrave Handbook of 

Childhood Studies. London: Palgrave MacMillan, 2001. 
24. Alan Pence, and Hollie Hix-Small. “Global children in the shadow of the global child.” 

International Journal of Education Policy 2 (2009): 75–91. 
25. David Lancy. The Anthropology of Childhood: Cherubs, Chattel, Changelings. Cambridge: 

Cambridge University Press, 2008. 
26. Simon Duncan. “Mothering, class and rationality.” Sociological Review 53 (2005): 49–76. 
27. Val Gillies. “Raising the ‘meritocracy’: Parenting and the individualization of social class.” 

Sociology 39 (2005): 835–53. 
28. Allison James. “Ethnography in the study of children and childhood.” In Handbook of 

Ethnography. Edited by Paul Atkinson, Amanda Coffey, Sara Delamont, John Lofland and 
Lyn Lofland. London: Sage, 2005, pp. 246–57. 

29. Jens Qvortrup. Studies in Modern Childhood: Society, Agency, Culture. London: Palgrave 
MacMillan, 2005. 

30. Adrian James, and Allison James. Constructing Childhood: Theory, Policy and Social 
Practice. London: Palgrave MacMillan, 2004. 

31. Gaile Cannella, and Radhika Viruru. Childhood and Postcolonization. New York and 
London: Routledge Falmer, 2004. 

32. Beverly Skeggs. Class, Self, Culture. London: Routledge, 2004. 
33. Annette Lareau. Unequal Childhoods: Class., Race and Family Life. Berkeley: University 

Press of California, 2003. 
34. Allison James, Chris Jenks, and Alan Prout. Theorizing Childhood. Cambridge: Polity  

Press, 1998. 
35. Stefan Ramaekers, and Judith Suissa. The Claims of Parenting: Reasons, Responsibility and 

Society. London: Springer, 2012. 
36. Martina Richter, and Sabine Andresen. The Politicization of Parenthood: Shifting Private and 

Public Responsibility in Education and Child Rearing. London: Springer, 2012. 
37. Nicole Hennum. “Mot en standardisering av voksenhet? Barn som redskap i statens 

disiplinering av voksne.” Sosiologi i Dag 40 (2010): 57–75. (In Norwegian) 
38. Charlotte Faircloth. “Intensive Parenting and the Expansion of Parenting.” In Parenting 

Culture Studies. Edited by Ellie Lee, Jennie Bristow, Charlotte Faircloth and Jan Macvarish. 
London: Palgrave MacMillan, 2014, pp. 25–50. 

39. Maurice Godelier. Les Métamorphoses de la Parenté. Paris: Fayard, 2004. 
40. Viviana Zelizer. Pricing the Priceless Child: The Changing Social Value of Children. 

Princeton: Princeton University Press, 1994. 



87 
 

 

41. Ulrich Beck, and Elisabeth Beck-Gernsheim. Individualization: Institutionalized 
Individualism and its Social and Political Consequences. London: Sage Publications, 2002. 

42. Marilyn Strathern. Kinship, Law and the Unexpected: Relatives are Always a Surprise. 
Cambridge: Cambridge University Press, 2005. 

43. Gabe Mythen, and Sandra Walklate. Beyond the Risk Society: Critical Reflections on Risk 
and Human Security. Berkshire: Open University Press, 2006. 

44. Frank Furedi. Therapy Culture: Cultivating Vulnerability in an Uncertain Age. London:  
Routledge, 2004. 

45. Frank Furedi. Culture of Fear Re-Visited: Risk Taking and the Vulnerability of Low 
Expectation. London: Continuum, 2002. 

46. Richard V. Erikson, and Aaron Doyle. Risk and Morality. Toronto: University Press of  
Toronto, 2003. 

47. Ulrich Beck. Risk Society. London: Sage, 1992. 
48. Alexandra Dobrowolsky. “Rhetoric versus reality: The Figure of the Child and New Labour’s 

Strategic ‘Social Investment State’.” Studies in Political Economy 69 (2002): 43–73. 
49. Alexandra Dobrowolsky, and Denis Saint-Martin. “Agency, actors and change in a 

child-focused future: ‘Path dependency’ problematized.” Commonwealth & Comparative 
Politics 43 (2005):1–33. 

50. Val Gillies. “Meeting parents’ needs? Discourses of ‘support’ and ‘inclusion’ in family 
policy.” Critical Social Policy 25 (2005): 70–90. 

51. Pierre Bourdieu. “Lecture on the lecture.” In In Other Words: Essays Towards a Reflexive 
Sociology. Edited by Pierre Bourdieu. Cambridge: Polity Press, 1990, pp. 177–98. 

52. Pierre Bourdieu, and Loïs Wacquant. An. Invitation to Reflexive Sociology. Cambridge:  
The Polity Press, 1992. 

53. Marianne Gullestad. “A passion for boundaries: Reflections on connections between the 
everyday lives of children and discourses on the nation in contemporary Norway.” Childhood  
4 (1997): 19–42. 

54. Marie-Louise Seeberg. “Utenfor den nasjonale kroppen: Barn/Asylsøker.” Norsk Tidsskrift 
for Migrasjonsforskning 2 (2007): 35–48. (In Norwegian) 

55. Reidar Hjermann. “Barnas land.” In Barn. Edited by Reidar Hjermann and Knut Haanes. 
Oslo: Universitetsforlaget AS, 2009, pp. 14–21. 

56. Mirja Satka, and Gudny Björck Eydal. “The History of Nordic Welfare Policies for 
Children.” In Beyond the Competent Child: Exploring Contemporary Childhoods in the 
Nordic Welfare Societies. Edited by Helene Brembeck, Barbro Johansson and Jan 
Kampmann. Frederiksberg: Roskilde University Press, 2004, pp. 33–61. 

57. Göran Therborn. “The politics of childhood: The rights of children in modern times.” In 
Families of Nations: Patterns of Public Policy in Western Democracies. Edited by Francis 
Castles. Dartmouth: Aldershot, 1993. 

58. Tove S. Dahl. Barnevern og Samfunnsvern: Om Stat, Vitenskap og Profesjoner under 
Barnevernets Oppkomst i Norge. Oslo: Pax, 1978. (In Norwegian) 



88 
 

 

59. Berit M Holthe. Et norsk Førsteskritt i Rettsutviklingen: Forbedringer i Barn født utenfor 
Ekteskaps Rettsstilling etter de Castbergske Barnelover av 1915, med særlig henblikk på 
Retten til Navn og Arv etter Faren: Argumentasjon og Forutsetninger for Likestilling. Oslo: 
Særavhandling, Det juridiske fakultet, Universitetet i Oslo, Norway, 1985. (In Norwegian) 

60. Aurélie Picot. “Transforming child welfare: From explicit to implicit control of families.” 
European Journal of Social Work, 3 July 2014. doi:10.1080/13691457.2014.932273. 
Available online: http://www.tandfonline.com/doi/abs/10.1080/13691457. 
2014.932273#.U_GsSfmSyz4 (accessed on 3 July 2014). 

61. Nathalie Le Bouteillec. “L’intervention de l’Etat dans le champ de la famille. A propos  
des enfants nés hors mariage et des enfants moralement abandonnés en Norvège et en Suède 
(XIXe–XXe).” In Lorsque l’enfant Grandit: Entre Dépendance et Autonomie. Edited by Jean 
Pierre Bardet, Jean Noel Luc, Isabelle Robin-Romero and Catherine Rollet. Paris: Presses 
Universitaires de Paris IV, 2003, pp. 363–77. 

62. Norges offentlige utredninger (NOU). “NOU 2009:8—Kompetanseutvikling i Barnevernet.” 
Available online: http://www.regjeringen.no/nb/dep/bld/dok/nouer/2009/ 
nou-2009-08.html?id=558007 (accessed on 30 April 2009). (In Norwegian) 

63. Guri Larsen. Barnevern i 100 år: Et Overblikk på Lovreformhistorien. Oslo: Institutt for 
kriminologi og rettssosiologi, Avdeling for kriminologi, Universitet i Oslo, 2002. 

64. Kirsten Sandberg. “Barnas rettigheter og muligheter.” In Barn. Edited by Reidar Hjermann 
and Knut Haanes. Oslo: Universitetsforlaget AS, 2009, pp. 32–59. 

65. Kjersti Ericsson. “Social control and emancipation? Ambiguities in child welfare.” Journal of 
Scandinavian Studies in Criminology and Crime Prevention 1 (2000): 16–26. 

66. Alexis de Tocqueville. De la Démocratie En Amérique. Paris: Librairie Charles Gosselin, 1840. 
67. Godfrey Hodgson. The Myth of American Exceptionalism. New Haven and London: Yale 

University Press, 2009. 
68. Seymour M. Lipset. American Exceptionalism: A Double-Edged Sword. New York: W.W. 

Norton, 1996. 
69. Nicole Hennum. “Children’s confidences, parents’ confessions: Child welfare dialogues as 

technologies of control.” Qualitative Social Work 11 (2012): 535–49. 
70. Ministry of Children, Equality and Social Inclusion. “Stortingsmelding (White Paper) nr 40 

(2001–2002)—Om barne-og ungdomsvernet.” 2002. Available online 
http://www.regjeringen.no/nb/dep/bld/dok/regpubl/stmeld/2001-2002/stmeld-nr-40-2001-200
2-.html?id=471124 (accessed on 5 July 2002). 

71. John Scott. Seeing Like a State: How Certain Schemes to Improve the Human Condition 
Have Failed. New Haven: Yale University Press, 1998. 

72. Elisabet Gording Stang. Det er Barnets Beste: Barnets Rettsstilling i Sak Om Hjelpetiltak 
Etter Barnevernloven §4–4. Oslo: Universitetsforlaget, 2007. 

73. Mons Oppedal. Akutthjemlene i Barnevernloven. Oslo: Gyldendal Akademisk, 2008. 
74. Øivin Christiansen. “Hvorfor har barnevernet problemer med å se og behandle barn som 

aktører?” Norges Barnevern 89 (2012): 16–30. 



89 
 

 

75. Norges Offentlige Utredninger (NOU). NOU 2012: 5—Bedre Beskyttelse av Barns Utvikling: 
Expertutvalgets Utredning Om Det Biologiske Prinsipp I Barnevernet. Oslo: Norges 
Offentlige Utredninger, 2012. Available online: http://www.regjeringen.no/nb/dep/bld/dok/ 
nouer/2012/nou-2012-5.html?id=671400 (accessed on 6 February 2012). 

76. Svein Arild Vis, Amy Holtan, and Nigel Thomas. “Obstacles for child participation in care 
and protection cases—Why Norwegian social workers find it difficult.” Child Abuse Review 
21 (2010): 7–23. 

77. Frank Furedi. Paranoid Parenting: Why Ignoring the Experts must be Best For Your Child. 
Chicago: Chicago Publication Press, 2002. 

78. Edgar Martisen, and Willy Lichtwarck. Det Nye Barnevernet. Oslo: Universitetsforlaget, 
2013. (In Norwegian) 

79. Bente Kojan. Klasseblikk på et Barnevern I Vekst. Trondheim: Norges 
teknisk-naturvitenskapelige Universitet, 2011. 

80. Marianne Gullestad. “Invisible Fences: Egalitarianism, nationalism and racism.” Journal of 
the Royal Anthropological Institute 8 (2002): 45–63. 

81. Marianne Gullestad. “Small facts and large issues: The Anthropology of contemporary 
Scandinavian society.” Annual Review of Anthropology 18 (1989): 71–93. 

82. Øivind Kvello. Barn i Risiko: Skadelige Omsorgssituasjoner. Oslo: Gyldendal akademisk, 2010. 
83. Michael Cole. Cultural Psychology: A Once and Future Discipline. Cambridge: Harvard 

University Press, 1996. 
84. Erica Burman. “Local, global or globalized? Child development and international rights 

legislation.” Childhood 13 (1996): 45–66. 
85. Glenda MacNaughton. Doing Foucault in Early Childhood Studies: Applying Post-Structural 

Ideas. London: Routledge, 2005. 
86. Erica Burman. Deconstructing Developmental Psychology, 2nd ed. London: Routledge, 2008. 
87. Peter Moss, Jean Dillon, and June Statham. “The ‘child in need’ and ‘the rich child’: 

Discourses, constructions and practice.” Critical Social Policy 20 (2000): 233–54. 
88. Ministry of Children, Equality and Social Inclusion. “Stortingsmelding (White Paper) nr 39 

(2001–2002)—Oppvekst og levekår for barn og ungdom i Norge.” 2002. Available online 
http://www.regjeringen.no/nb/dep/bld/dok/regpubl/stmeld/2001-2002/stmeld-nr-39-2001-
2002-.html?id=470899 (accessed on 28 Junuary 2002). 

89. Ministry of Children, Equality and Social Inclusion. “Stortingsmelding (White Paper) nr 29 
(2002–2003)—Om familien—Forpliktende samliv og foreldreskap.” 2003. Available online  
http://www.regjeringen.no/nn/dep/bld/Dokument/proposisjonar-og-meldingar/stortingsmeldinga
r/2002-2003/stmeld-nr-29-2002-2003-.html?id=471301 (accessed on 30 April 2003). 

90. Norges Offentlige Utredninger (NOU). NOU 2000:12—Barnevernet i Norge: 
Tilstandsvurderinger, Nye Perspektiver Og Forslag Til Reformer. Oslo: Norges Offentlige 
Utredninger, 2000. Available online http://www.regjeringen.no/nb/dep/bld/dok/nouer/ 
2000/nou-2000-12.html?id=117351 (accessed on 2 May 2000). 

91. Nicole Hennum. “Controlling children’s lives: Covert messages in Child Protection Service 
Reports.” Child and Family Social Work 16 (2011): 336–44. 



90 
 

 

92. May Edel, and Abraham Edel. Anthropology and Ethics. Illinois: Charles C. Thomas, 1959. 
93. Ellie Lee, Jennie Bristow, Charlotte Faircloth, and Jan Macvarish. Parenting Culture Studies. 

London: Palgrave MacMillan, 2014. 
94. Sandrine Garcia. Mères Sous Influences: De La Cause Des Femmes A La Cause Des Enfants.  

Paris: La Découverte, 2011.  
95. Gérard Neyrand. Soutenir et Contrôler Les Parents. Toulouse: Editions Eres, 2011. 
96. Martina Klett-Davies. Is Parenting a Class Issue? London: National Family and Parenting 

Institute, 2010. 
97. Shelley D. Sclater, and Christine Piper. “Social Exclusion and the Welfare of the Child.” 

Journal of Law and Society 28 (2001): 409–29. 
98. Vanessa Pupavac. “Misanthropy without borders: The international children’s rights regime.” 

Disasters 25 (2001): 95–112. 
99. Ellie Lee. “Introduction.” In Parenting Culture Studies. Edited by Ellie Lee, Jennie Bristow, 

Charlotte Faircloth and Jan Macvarish. London: Palgrave MacMillan, 2014, pp. 1–23. 
100. Paul Smeyers. “State intervention and the technologization and regulation of parenting.” 

Educational Theory 60 (2010): 265–70. 
  



91 
 

 

The Voice of the Child in Child Protection: Whose Voice? 

Margaret Bruce 

Abstract: Article 12 of the United Nations Convention on the Rights of the Child outlines the rights 
of children to express their views in decisions affecting their lives. There is further evidence to 
support the positive benefits for children who are afforded this right. However, evidence shows that 
despite legislative and policy frameworks to support this, repeated messages from inquiry reports 
highlight failures to do so. This paper draws upon research undertaken in Scotland but the findings of 
the study are relevant across the UK and beyond. Child protection documentation including reports 
and case conference minutes were analysed to assess to what extent the child’s views were presented 
to, and considered in, decision making forums. In particular the study considers how the child’s 
views and wishes are represented in writing, and highlights the ways which professionals filtered and 
interpreted the child’s view rather than presented it in its pure form. Messages have emerged 
identifying a need for workers to be clear about the factors which influence their practice with 
children. These include the value they place on children’s participation, the skills and confidence 
needed to engage children with complex needs and the impact of competing tensions. One example of 
such a tension is that between the needs of busy workers, and those of children who are potentially 
involved in a range of decision making processes.  

Reprinted from Soc. Sci. Cite as: Bruce, M. The Voice of the Child in Child Protection: Whose 
Voice? Soc. Sci. 2014, 3, 514–526. 

1. Introduction 

This paper considers evidence collected as part of a wider service evaluation in one Scottish 
locality. This research looked at practices across the area and considered changes before, and after, a 
service was introduced to support children to participate in, and give their views at child protection 
case conferences (hereafter “the support service”). In order to establish a baseline of activity in 
relation to the presence of children’s views within their formal child protection meetings, social work 
case files and case conference minutes of children who had not accessed the support service were 
examined. The analysis of these documents provides the primary source of evidence for the 
discussion here. A separate review was undertaken of the support service itself. 

This study has been set in the context of wider policy and legislative developments. The United 
Nations Convention (hereafter UN Convention) Article 12 states that “…parties shall assure to the 
child who is capable of forming his or her own views the right to express those views freely in all 
matters affecting the child, the views of the child being given due weight in accordance with the 
age and maturity of the child” [1]. Since the introduction of the Convention, policy and legislation to 
reflect this right have been developed across Europe, as countries which have ratified the Convention 
seek to reflect its intentions. For example, Norwegian child welfare legislation states “Children aged 
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7 or older and children younger than 7 who are able to form their own opinions always have the right 
to express their views” [2].  

Interestingly there is potential for such statements to be open to interpretation. For example, the 
determination of an appropriate level of maturity, or whether a child is capable of forming their own 
opinion opens up the potential for debate and ultimately for these rights to be applied or denied 
depending on criteria set. 

This paper examines practice within a Scottish context where the principles of the UN Convention [1] 
have been embedded throughout national policy and legislation. This includes the Children’s Charter 
which sets out what children and young people can expect from people involved in their lives and 
includes the commitment that children will be listened to, involved and taken seriously [3]. Practice 
in Scotland is supported by a national multi-agency approach known as “Getting It Right for Every 
Child” (GIRFEC) [4]. This states that anyone providing support to children and their families should 
put the child at the centre and emphasises that “Children and young people should have their views 
listened to and they should be involved in decisions that affect them” ([5], p. 8).  

In addition to the basic rights afforded to children within legislation, policy and guidance, there is 
an established body of evidence within the literature that supports children’s participation for a range 
of reasons, including the additional information this can bring to the process, and the benefit for 
children and young people. A study published by the Children’s Commissioner in England 
encouraged professionals to listen carefully to the child and highlighted that “the child’s view of the 
family situation may provide a professional with different insight into the dynamics within the  
family” ([6], p. 9).  

However, despite the imperatives to involve children, a recurring theme has been the difficulty in 
achieving a balance between the child’s right to have a voice and a duty to protect children and young 
people. Sanders and Mace raise the issue of inappropriate exposure to information and responsibility [7]. 
However, they highlight the work of Schofield and Thoburn which suggests that “effective 
participation in child protection work can be an important part of the healing process” and can help to 
“counteract some of the powerlessness children may feel from having been abused” ([7], p. 93). 

The dangers of not engaging children directly are well established. For example, the findings of 
the Laming report which considered the circumstances of Victoria Climbié’s death determined that 
“the authorities charged with her care almost without exception failed to talk to Victoria directly but 
addressed their concerns to those responsible ultimately for killing her” ([8], p. 26). Where Victoria 
was spoken to it was believed that she had been coached. The study by Sanders and Mace found that 
parents seemed to be the main source of information about the child’s wishes and feelings [7]. 

Given the range and prevalence of policy and legislation available to support the inclusion of 
children’s views, it would appear on the surface that children’s views are of central importance to 
child protection practice in Scotland. However, the findings of this study show that this is not always 
the case and indeed there are still lessons to be learned in current practice. 

This is echoed across other studies over the last decade [7,9] and, in her review of child protection 
in England Professor Eileen Munro highlighted “Children and young people are a key source of 
information about their lives and the impact any problems are having on them in the specific culture 
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and values of their family. It is therefore puzzling that the evidence shows that children are not being 
adequately included in child protection work” ([10], p. 25).  

The debates involving children as active agents or passive recipients are well rehearsed [11,12]. 
The writer does not intend to repeat these discussions here, rather this paper starts from the position 
that child protection agencies in the UK have adopted the policy initiatives which afford children the 
rights outlined in policy and legislation, and examines the reality of this in practice. 

While the level and nature of children’s participation is still debated and developing, there will 
continue to be a need for adults and professionals to take a role in presenting the views and wishes of 
children. This paper in particular examines the use of reports and the presentation of children’s views 
in writing to, and at, child protection case conferences in one locality. It seeks to establish the extent 
to which there is evidence to support the implementation of these polices and what messages could 
be drawn from the findings to support the continuing development of practice.  

2. Method 

In Scotland, where concerns exist about significant harm to a child, social work services convene 
a Child Protection Case Conference (CPCC) [13]. A core component of the Getting it right for every 
child approach described above is a single Child’s Plan used by all agencies involved with the  
child [4]. Where this plan includes action to address the risk of significant harm, it is known as a 
Child Protection Plan. A plan of this nature would be considered by a CPCC whose function is to 
share information to identify risks and consider any actions necessary to reduce these risks [13]. The 
guidance specifically states that the views of the child, parents and carers should be considered. A 
key element of this research study was the examination of practice at these meetings. 

As part of this process a number of file reviews were undertaken within the wider study, however 
for the purpose of this paper the writer will focus on file reviews 1 and 2 which examined the 
experiences of children subject to child protection case conference proceedings and looking in 
particular at case conference documentation. All file reviews were granted approval from the 
University Research and Ethics Committee.  

File review 1 examined local authority social work files concerning children who were the subject 
of child protection case conferences prior to the commencement of the support service within the 
local area. One year later, file review 2 examined a different sample of files. Again, these children 
had not accessed the support service, but the researcher was looking to establish any change within 
the overall culture and approach of agencies involved in child protection decision making. These files 
were sampled over a 4 month period (i.e., 12–16 months after the support service had been introduced 
in the locality). 

The file sample for reviews 1 and 2 were for children within the 7–16 years age range. Although 
not representative of all children subject to case conference in the time period, this criterion was 
chosen to broadly reflect the remit of the support service (8–16), and to reflect an age range where, on 
the whole, children and young people could be presumed to have a view. The selection criterion was 
given to the Lead Officer for Child Care and Protection in the area who was asked to select a sample 
from the numbers available. Within these parameters, a spread of age and gender were requested, and 
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opportunities to reflect ethnicity were also created where possible. The sample was not, therefore, 
representative on any specific variable. See Table 1 for age range across file samples.  

Table 1. Age range of children and young people considered within the two file reviews.  

File Review 1 Age File Review 2 Age 
Child A 13 Child P 12 
Child B 9 Child Q 13 
Child C 9 Child R 11 
Child D 12 Child S 14 
Child E 7 Child T 11 
Child F 10 Child U 12 
Child G 13 Child V 13 
Child H Excluded from data Child W 13 
Child I 13 Child X 11 
Child J 14 Child Y 10 
Child K 10 Child Z 10 

A data extraction tool was developed and used across all file reviews in the study. All available 
documents for each case conference meeting in the sample were read thoroughly and analysed to 
establish if, and where, the child’s view featured in case conference reports and minutes, who had 
presented the view, and the quality of the information. See Appendix for outline of headings used 
within the data extraction tool. 

There are acknowledged limitations when undertaking a file review. In some cases it was not possible 
to identify within the social work files all reports which were made available to the conference. 
However the researcher reviewed and analysed the full minute of each meeting across both file 
reviews. Whilst a minute is not always necessarily a full account of proceedings in this case it was agreed 
that at the time of the research these minutes were designed to be a verbatim account of each meeting.  

File review 1 looked at 28 files in respect of 10 children, and file review 2 looked at 15 files in 
respect of 11 children, both included minutes and reports where available for initial and subsequent 
review case conferences. 

To ensure consistency all file reviews followed the same format and each considered 3 key 
indicators of children’s engagement and participation in the case conference process. These were 
whether the child or young person was in attendance (or a representative of the child present for the 
purpose of giving their view), whether the child or young person’s report was available to conference 
(or child’s written production, e.g., picture), and whether the child or young person’s direct view was 
evident within the conference (the definition of a direct view is discussed below). 

The data extraction tool also allowed for the recording of unanticipated indicators of involvement 
should they emerge (for example, discussion within the conference regarding barriers to engaging 
the child); these will be considered in the findings and discussion section. 

The gender balance for file review 1 was 40% male and 60% female, and for file review 2 the 
figures were 64% male and 36% female. 
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Definition of a View 

Early into the research the writer identified that some of the data suggested that the child’s view 
had been present at the conference, however, this was not congruent with what the writer considered 
to be a robust approach to securing and presenting the child’s view. Therefore, in seeking to establish 
a definition for the research the idea of a “direct view” was utilised. For the purpose of the file 
reviews a direct view was one that had been prepared specifically by the child or young person for 
the meeting in question, with the child aware of the forum to which they are contributing and the 
purpose of their contribution. 

A further definition was required in considering the format a child or young person could use to 
present their views. There was a clear expectation from the documentation that there was scope for 
the child to complete a report, however from the wider research project it became clear that there 
were a range of ways the child could present their views. Therefore, a broader definition of child’s 
“report” was adopted to include a report, letter or picture from the child, which could be tabled at the 
conference or spoken about by the child or their representative. 

3. Findings and Discussion 

The research established that despite frameworks for the inclusion of the child’s view there were 
multiple instances where meetings occurred without the views of the child present. Moreover, on 
closer examination of the practices where it appeared that the child’s view was available, it was 
evident that there were a range of factors at play which combined to “filter” the view of children. 
Clear messages from practice can be drawn from these findings and recommendations made for child 
protection practice which have relevance both locally and internationally. 

Differences emerged between the two samples that point to the possibility of an increase in the 
presence of the child’s voice at their case conference meeting. Given the nature of the sample, firm 
conclusions cannot be drawn at this stage. However, it was interesting to note these and consider 
some of the possible reasons, but these findings indicate that further study is necessary. 

3.1. Attendance 

The findings of file review 1 show the percentage of conferences where the child was in full 
attendance was only 11%, with a further 3% attending for part of the time and a notable 86% of 
children and young people not at their conference.  

The figures for file review 2 represented the picture one year later and these figures remained high 
with 93% non-attendance by children and young people. However, there were some differences in 
the data which may represent the beginning of a shift in culture. At one conference the minutes note 
the child had made the decision not to attend, suggesting that this had been discussed. On another 
occasion the minutes note that the young person had been offered the support service but declined,  
showing again that the issue of having their view presented had been discussed and brought to the 
attention of the conference. 
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3.2. Child’s Report 

Figures for file reviews 1 and 2 indicated virtually no change over the year in respect of a report or 
product (such as a letter or a drawing) specifically prepared by the child for their conference.  
File review 1 had none in this category. There were two references made to reports prepared by 
children for a different meeting (in this case a Looked After Child’s Review), however, it was not 
clear if the views contained within these still represented an up to date view from the child. In file 
review 2 there was no specific report available from the child in all but one example. In the remaining 
instance a report was prepared specifically for that meeting and shared with the conference. 

3.3. Child’s Views 

Between file review 1 and 2 there was an increase in the presence of the child’s view at their 
conference, where the researcher could identify that the child’s view had been present and available 
for consideration by conference participants. 

File review 1 revealed that in 82% of cases there was no evidence of a child’s view noted in  
the minute. Whereas in file review 2 there was evidence of the child’s direct view informing the 
conference in 67% of meetings. This left a much reduced figure of 33% where no view was available 
compared to file review 1. Overall this represented a notable 49% increase in the availability of the 
child’s view to inform the conference and although clearly still room for improvement, this was 
sufficient to show a positive trend. 

The idea that children’s views are only partially represented is not new [14]. The findings of the 
study indicate that this may still hold true today. Thomas [15] discusses what are described as basic 
flaws in participatory work with children and young people. Citing the work of Cleaver and Mosse he 
identifies the “adult reasons” and “adult agendas” involved. He goes on to highlight that participatory 
work with children tends to include “some kinds of children and exclude others.” ([15], p. 203). 
Where the written word or report is used as a medium for conveying children’s views and wishes, the 
agenda of the adult is potentially powerful. It must be considered that this may lead the adult to 
“filter” what the child expresses.  

In examining the written accounts of discussion and adult views given for the consideration at 
conference, a number of themes emerged. Interestingly despite the researcher’s expectation, there 
was no indication in any of the minutes that age was a reason for views not being available.  

On reviewing reports and verbal accounts within the two file reviews and in particular the report 
sections entitled “views and wishes of the child”, it was not always clear whether what was presented 
was actually the child’s view or not and in fact their view could be filtered in the following ways: 
interpreted through someone else’s viewpoint; what the person thinks the child would say; a view 
that was previously expressed by the child but may now be out of date, or not completed at all. 

While the first three options above can have some validity, the writer would argue that it is not the 
place of the “views and wishes section” of a worker’s report to convey these, furthermore they may 
not represent an accurate account of what the child may wish to convey to this particular meeting, on 
this particular day. 
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A study conducted in Norway by Vis, Holtan and Thomas considered factors which would 
influence social workers in attempting to give children an effective voice in decision making 
processes [9]. They examined social workers’ inclination to value participation and highlight the 
possibility that some social workers will see participation as necessary and valuable while another 
view may be that it is not always in the best interests of the child or necessary. This can be reflected 
in this study where there were indications that workers may not place a high value on the involvement 
of the child. For example in one meeting the social work report stated that the child had not been 
asked for a view but there was no reason noted for this. In another file the social work report stated “it 
has not been possible to gain an up to date view from the child” although again no reason was given. 

One of the key concepts emerging from the analysis, which gave some indication as to what may 
be determining factors in the presence (or otherwise) of the child’s views in the discussion and  
decision-making, was the idea that it was “difficult”. A further theme which emerged and is 
considered in this paper was the way in which reports were presented and the impact this could have 
on the presence of the child’s voice. 

3.4. Difficulty with the Process of Engaging with the Child 

Within file review 1, a common theme was that for workers, there was some difficulty involved in 
the process of engaging with the child. Leeson argues that “we only allow the children we perceive as 
competent to be rights holders, entitled to have their view” ([16], p. 269). In 3 instances within file 
review 1 difficulty was associated with ‘learning disability’ as a factor in the child’s circumstances. 
Sanders and Mace again draw upon the work of Schofield and Thoburn to remind us of the need for 
the maximisation of understanding through discussion rather than lack understanding used as a 
justification for exclusion of children and young people from difficult decisions [7]. The file review 
revealed comments such as “the child is difficult to build a relationship with …[s/he…] has a 
negative view of self”. Communication issues were also cited as contributing to the overall theme, 
“the child finds it difficult to express emotions”. There was, however, evidence within these cases of 
workers knowing the child and being able to interpret behaviour if the child was stressed or anxious.  

It is relevant here to consider the skills involved in undertaking participatory work with children.  
In 2007, Luckock, Lefevre and Tanner researched teaching and assessment of social work students 
with regard to their communication skills with children and young people, noting that there is no 
guarantee that social work students will have been taught about or assessed in communication skills 
with children and young people [17]. In Scotland similar findings of an audit of qualifying social 
work programmes led to the development of a set of Key Capabilities in Child Care and Protection, 
which have effective communication as one of the four overarching areas of the framework [18]. Vis, 
Holtan and Thomas cite research by Vis who identified a feeling of insecurity in workers about 
communicating with children [9]. There is a message here for workers to be honest about why they 
are not perhaps seeking the views of the child. If they are not secure in their own skills and abilities 
they have a responsibility to raise this in supervision rather than avoid the task or deny the child  
their rights. 

Within the first file review, the issue of difficulty was evident in the meetings of around half the 
sample. For example, children were described as guarded, wary of professionals, “child does not 
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trust people”, and the child described as “closed and difficult to read”. However, alongside these are 
comments about workers offering the opportunity to build relationships, to create opportunities to 
express views in a safe environment, identifying need for further work in this area and in some cases 
relationship building with workers is evident.  

Within file review 2 however, the emerging picture within these key areas was different. This  
file review gave some indications of the emergence of the support service which had been offered 
and declined by one child. Only in one case was learning disability cited as a reason for the child  
not engaging.  

As the earlier discussion describes, there was a much smaller number of conferences in file review 2 
where there was no evidence of the child’s view at all. Consequently, while there was still a sense in 
some cases that it was “difficult” to engage the views of the child, this was much reduced in 
comparison, being discussed on only three occasions. In these examples, children were described as 
“sensitive and does not share” or withdrawn and reluctant to speak. 

3.5. Reports 

In attempting to identify the child’s view within file review 1, a further issue was noted relating to 
the reports which are prepared for, and made available to conference participants. In current practice 
in Scotland, reports can be used for a dual purpose, for example a report prepared for a children’s 
hearing can also be used to inform a case conference. In undertaking file review 1 it was not always 
possible to identify from the file which report had actually been tabled at the child protection case 
conference. In some cases reports were clearly identified as dual purpose and in others this was 
unclear. It is possible that there is an unintended outcome here. Perhaps in an attempt to ease the 
workload of busy workers and avoid repetition, there has been a situation created where these needs 
have overtaken the need to be able to identify a direct view from the child. 

In another instance, the report had been written in respect of a sibling and the child whose file was 
being reviewed was identified as part of the household. As such there was limited information about 
the child himself.  

In Scotland there is a system of Children’s Hearings which is responsible for deciding if a child is 
in need of compulsory measures of supervision. The Scottish Children’s Reporter’s Administration 
(SCRA) is the body which investigate referrals and decides whether or not a child or young person 
needs to be referred to a children’s hearing [19]. Within the file reviews a question was raised for the 
researcher when one report talked about the child’s awareness of a referral being made to the 
Children’s Reporter but the child protection case conference was not mentioned. This left it unclear if 
this report was originally prepared for a children’s hearing, and raised a question as to whether the 
views contained were up to date or still relevant. 

There was an expectation, on the part of the researcher, that the child’s views and wishes would be 
readily identifiable within the social worker’s report, given that there was a section in the agreed pro 
forma identified specifically for this purpose. The file review showed mixed use of this section. In 
some cases the section was explicit—for example, one child had clearly been asked and stated a 
view, in this case that he missed his parents and wanted to return home. In another example, the 
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social worker had noted that the child struggled with articulation of views, and the worker made an 
observation of the child’s behaviour and gave an interpretation of this. 

Other examples were less clear; in one instance the section contained a statement about a 
previously expressed view about unhappiness at home. Another contained observations of the child’s 
apparent feelings and views but was very brief and there was no indication of the child being asked 
directly. In some instances there were no views contained within this section of the report.  

This echoes the earlier findings of Sanders and Mace. Having undertaken analysis of child 
protection case conference minutes and reports in Wales, they sought to identify how the child or 
young person’s views, wishes and feelings were represented in case conferences [7]. They found a 
“remarkable lack of clarity as to whether the views, wishes and feelings mentioned were actually 
those of the child or whether they were an adult’s assumption or judgement of what they thought the 
young person’s view was” ([7], p. 101). 

They noted a more positive outcome in the examination of social workers reports where they 
could identify “much more in the way of children’s wishes and feelings than conference minutes” ([7], 
p. 102).  

In file review 2 the researcher identified one particularly excellent example of a social worker’s 
report which was based on a pro forma which allowed it to be used for a range of meetings. In this 
instance it was clearly marked with which meetings it was for and the dates of these. The report was 
very full and helpful and there was a very clear sense of who the child was. The child had read and 
signed the report at the end which was unusual. There was a clear sense that in this instance, this meeting 
had the view that the child had wished to convey to this particular meeting, on this particular day. 

File review 2 contained samples of siblings and the files were read from the perspective of each 
child. There were two examples of children in the age range where their reports were written from the 
perspective of an unborn sibling. While there were some observations drawn in respect of both 
children’s presentation, there was no evidence of their view being sought. 

Again there was an expectation on the part of the writer that the views and wishes section of the 
social workers’ report would contain these. There are a number of observations to make about this 
section from file review 2. There were some very good examples of this section of the report where 
the child’s views were discussed and examples were given to support their views. Others, although 
this section was filled out, were very brief, for example, “child is happy with relative and enjoying 
contact.” There was a repeated issue for siblings where reports relating to different members of the 
family contained the same information, or in another instance the report for one child contained the 
views of another child. One had completed this section in respect of the unborn child although the 
report was for the older child in the family. 

File review 2 was able to consider the implementation of new GIRFEC [5] based documentation 
which includes a section with very specific requirements in relation to the involvement of children 
and families and in particular the child’s views of the plan in place. However on 3 occasions this was 
not filled out at all; on another occasion, the child’s view is noted as “not discussed”, and one merely 
states that “child has been spoken to about the plan and is aware of the concerns”, these statements 
are not in accordance with the spirit of these sections of the report. It should be noted that there were 
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some excellent examples but difficulties also persisted with reports and in the absence of a child at 
their meeting, or the child’s report, worker’s reports are key sources of evidence.  

4. Conclusions and Messages for Practice 

For a variety of reasons there will continue to be a need for the written presentation and recording 
of children’s views by others and in the context of child protection, the use of reports to capture and 
convey children’s wishes for inclusion at decision making forums is on-going. This necessitates that 
for this to be fit for purpose there is a need to ensure all views are represented and information is 
conveyed accurately. The findings of this research concur with the findings of previous messages 
which indicate that despite policy frameworks and research to support practice, this is an area which 
continues to need to be developed and enhanced. While this study has shown only tentative 
indication of change, it has more importantly provided messages to support the development of 
engagement with children in their protection processes. 

McLeod asked the question in 2010 “are we listening yet?” [20] and according to these findings 
there is a sense that we are beginning to. However as long as children’s voices continue to be 
conveyed through a third party the potential for filtering will exist and for the meaning to be altered.  

There were a number of themes arising from this study which lead to pertinent questions for those 
practitioners responsible for representing the views of children. We have seen throughout this paper 
the evidence to suggest that there is a varied approach to participation. Anyone tasked with securing 
and presenting the views of children should be able to reflect on their own position in relation to 
children’s rights, and in particular the right to have their views heard in decisions making. This opens 
up the potential for honesty about the value one places on children’s participation and identifying 
potential barriers to presenting the child’s views accurately, or at all. Practitioners will encounter 
challenges, for example where they are perhaps concerned that the view the child is expressing may 
not be their own, or they do not believe the child. However this offers opportunities to consider why 
the child may be communicating in this way, which would not exist if the child is not asked. 
Additionally the child’s view is one part of the picture and will be considered alongside the other 
views within protection meetings. 

Children and young people involved in protection processes will have experienced, or be at risk 
of, significant harm and as such can present a range of often complex needs. This was evidenced in 
the views expressed that workers found children difficult to engage and communicate with. Here the 
responsibility lies with professionals to ensure that they are confident in, and have the appropriate 
skills to respond to the needs of individual children. An acknowledgement that the identified worker 
may not be the most appropriate person, or have the necessary skills, opens the way for someone who 
can communicate with the child to be involved. Alternatively for the worker to identify a training 
need in order to respond effectively. 

The systems surrounding the child are also complex and competing factors such as demanding 
workloads and timescales will have an impact on the process. Adults tasked with making decisions 
about the safety and protection of children have a duty to consider a number of views, including those 
of professionals, the child and their family. Alongside this run a number of parallel systems and in 
Scotland a child can be the subject of child protection case conferences, Children’s Hearings and 
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additional meetings if for example they are looked after away from home. Attempts to streamline 
these and reduce unnecessary work are legitimate, but again there is a message about the potential to 
lose sight of the voice of the child. When preparing reports and presenting a child’s views in written 
form workers should be sure that they are accurate. For example, that the view is current and from 
this particular child (rather than a sibling). One suggestion from the professional responsible for 
leading the support service in the wider study was to specify that at all times the written views of 
children should be articulated in the first person. 

Ultimately, if we are committed to the voice of the child then we need to hold to the view that we 
can accurately represent “this particular child, on this particular day, for this particular meeting.” 
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Abstract: In Canada, the exposure of children to intimate partner violence is, along with negligence, 
one of the most frequent forms of maltreatment. Intimate partner violence raises important issues 
with regard to child custody and to the exercising of parental roles. The aid provided for children 
exposed to intimate partner violence covers a range of programs, in particular community services 
specializing in intimate partner violence, frontline social and health services, and child protection. 
However, these resource services do not share the same missions, or the same understanding of the 
problems and possible solutions, since they often operate in parallel networks. The complex 
situations of families confronted with intimate partner violence present considerable challenges in 
terms of collaboration between the different organizations. Action research was employed to develop 
an innovative concertation strategy that fostered collaboration between practitioners from different 
family resource services. The strategy, which was implemented in the Québec City region between 
2011 and 2013, was then evaluated. This article presents the results of this evaluation as well as the 
positive outcomes that the concertation strategy had for the practitioners’ practice and for the 
improvement of family services. 

Reprinted from Soc. Sci. Cite as: Lessard, G.; Drouin, M.-E.; Germain, A.-S.; Alvarez-Lizotte, P.; 
Turcotte, P. Concerted Practice-Based Actions in Intimate Partner and Family Violence: When the 
Children’s Well-Being Is the Central Concern. Soc. Sci. 2014, 3, 650–671. 

1. Introduction 

Children are often at the heart of family violence situations. In Canada, the exposure of children  
to intimate partner violence (IPV) is, along with negligence, one of the most frequent forms of 
maltreatment, representing 34% of the cases taken up by child protection agencies [1]. According to 
data from the Canadian Centre for Justice Statistics [2], 18,710 children under 17 years old were 
exposed to intimate partner or family violence in 2010. IPV would seem to be more frequent among 
couples with children [3]. A study based on a representative population sample of 4549 Americans 
children under 18 years old [4] showed that one child out of nine (11%) had been exposed to family 
violence in the last year, and that one out of 15 had been exposed to physical (6.6%) or psychological 
(5.7%) IPV. If we consider lifetime victimization, 17.9% of young people have been exposed to IPV. 
The portrait is very similar in the Province of Québec, where a quarter of the children have been 
exposed to physical, verbal, or psychological IPV [5]. In the last few decades, several studies have 
shown how IPV exposure can have a deleterious impact on children’s development [6–18]. 
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The services provided for children exposed to IPV have evolved considerably since the 1990s [10]. 
They now include a range of programs, in particular community resources specializing in IPV, 
frontline social and health services, and child protection services. In the Province of Québec, the Youth 
Protection Act underwent some changes in 2007, denoting the government’s acknowledgement that 
IPV exposure is a form of psychological maltreatment liable to compromise children’s health and 
safety [19]. The changes made to the law recommend an approach based on a sharing of responsibilities 
between the different resource services working in maltreatment cases. Nonetheless, the 
operationalization of this principle is not entirely straightforward, since collaboration between the 
different services remains awkward. Given that the services for IPV and child maltreatment (CM) 
have developed in separate networks, the organizations and practitioners do not have the same 
missions or the same understanding of the problems and possible solutions [20–22]. Action research 
was recently conducted through a co-construction of knowledge and practices involving researchers 
and practitioners [23]. This made it possible to identify the main conflicts between the practitioners 
and to establish a novel concertation [24] strategy for resolving these conflicts. This strategy offers 
concrete support to practitioners faced with the challenge of collaborating with people from other 
resource services. The aim is to help practitioners go beyond a simple collective management of risk 
and broaden their respective views of the needs of children and their families. In so doing, their 
practice will contribute to a winning partnership that will benefit affected children and families by 
giving them more continuous, coherent, and integrated support. This strategy, which was implemented 
in the Québec City region between 2011 and 2013, was evaluated by the participating practitioners. 
This article presents the results of our testing of this process. The collaborative logic underlying this 
research project ensues from a professional and organizational desire to be part of a continuum of 
services that can better meet the overall needs of each and every family member confronted with IPV 
and CM. The current state of knowledge concerning the consequences of IPV exposure for children will 
be presented below, as will its impact on parental roles, and the collaboration issues for the different 
practitioner groups. The concertation strategy will then be described briefly, followed by the 
methodology used in this study. Finally, the results will be exposed and discussed with the intention of 
identifying promising avenues for the future development of knowledge and practices in this field. 

2. Literature Review 

2.1. Consequences for Children of Being Exposed to Intimate Partner Violence 

When children live in a family environment where there is IPV, they are considered to be exposed 
to it whether or not they directly witness it happening. These children might see or hear episodes of 
violence, participate more directly by trying to come between the two parents, or witness injuries and 
police interventions [10,25]. 

Living in an IPV environment exposes children to numerous risks. Compared to children from  
the general population, such children present more risk of developing physical health and emotional 
problems [11,14,26]. With regards to mental health, these children are more likely to suffer from  
post-traumatic stress [10,15,27,28]. They may also present different types of difficulties, including 
adaptation, social functioning, cognitive and academic, and interiorized and exteriorized behavioural 
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problems [5,6,10,11,13,15,18,27]. Furthermore, these children might also reproduce the violence in 
their own intimate relationships, whether it be in adolescence or adulthood [10,13–15,18]. 

The presence of IPV in the family increases the risk that children will in turn be the direct victims 
of maltreatment [29–34]. Several studies have shown that exposure to both IPV and direct CM has an 
even more deleterious effect on children’s adaptation [16,17,35,36]. 

2.2. Direction of Violence and Impact on Parental Roles 

Women make up the large majority of IPV victims: they are twice as likely as men to be at risk [2]. 
The physical acts of violence of which they are victims are also more frequent, more severe, and 
more serious in consequence [37,38]. As for men, they make up the large majority of alleged 
perpetrators of family violence (79%), of IPV [1], and of physical abuse towards children [39]. This 
is all the more true in cases of severe physical abuse [40,41]. 

The conjugal context of violence in which some women find themselves increases their risk of 
developing various physical and mental health problems as well as social functioning and parenting 
problems [42–45]. Moreover, these women often find themselves isolated or forced to take time off 
from work due to difficulties at home [44]. IPV also affects the conditions in which parental roles are 
exercised, in particular by increasing victims’ stress [46–50]. While the quality of the relationship 
between the child and the parent who is an IPV victim constitutes an important protection factor for 
the former [51–55], studies show that the partner or ex-partner often employs violent behaviour to 
undermine this relationship [53,56,57]. Negative repercussions on the parenting of these women can 
be observed [56,58,59]. Despite this, studies have shown that these fathers continue to be present in 
the lives of their children. Approximately 60% of these children continue to live with their father or 
to see him regularly after an IPV episode [60]. This is why, for the social practitioners helping these 
families, IPV is often associated with parental-ability and child-custody related challenges [61,62]. 

2.3. Collaborative Challenges among Psychosocial Practitioners 

Several people from the health and social services network can be called on when IPV and CM 
situations arise. Certain kinds of organizations are at the heart of the required actions, such as 
frontline social and health services, child protection agencies, shelters, organizations working with 
men who conduct IPV, and supervised visitation and custody exchange services [63]. 

Given the difference in the organizations’ mandates, their services, and in the target populations, 
practitioners working with families can have widely diverging views about the issues at hand [20,64,65]. 
Consequently, it would seem that each organization’s mission, as well as the target population influence 
the practitioners’ viewpoints. Moreover, the simultaneous presence of IPV and CM often point to 
complex family situations and violence problems. The distinct needs of each family member can 
make it more complicated to provide support [62]. In these situations, getting the various 
organizations to collaborate represents a strategy that can provide these families with a more 
complete and coherent service [66,67]. 

Challenges in collaboration nonetheless remain, in particular between child protection agencies 
and shelters for women who are IPV victims [65,66]. It is seemingly just as difficult to get resource 
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services for violent partners and those for IPV victims and exposed children to cooperate [68]. Even 
though its importance has been pointed out by several authors, collaboration remains difficult in 
concomitant situations [20–22,65,69–71]. 

3. Concertation Strategy 

In order to address collaboration issues between practitioners, a concertation strategy has been 
developed involving all actors from a participatory action research [23]. This strategy took the form 
of clinical discussions and it called for two concertation meetings, with a three-month interval, 
between practitioners working with families concerned by IPV and CM. For each clinical situation, the 
concertation strategy requires three fields of expertise to be systematically represented: services for 
child protection, IPV victims, and partners with violent behaviour. If one of these branches is not 
represented for a clinical situation, a practitioner in this field is invited to the concertation meeting so 
as to share his/her viewpoint. These “external experts” are selected in collaboration with the Project 
Coordination Committee, which has representatives from each area of expertise. The concertation 
strategy provides the animation of each encounter by a neutral actor. In the case of our experiment, it 
was the project coordinator. During the meetings, the practitioners were first invited to introduce 
themselves and their organization (i.e., mandate and mode of operation). Then, they shared their 
respective analysis of the family situation, beginning with the family providers. The meeting ended with 
the proposal of different possible initiatives for each family practitioner so as to ensure the children’s 
safety. A concertation meeting lasted about an hour and a half and involved between three and six 
practitioners [72]. 

The innovative nature of this strategy is based on two main aspects. First, although there are 
existing concertation structures applicable to various situations, these structures are rarely used in 
IPV. In one hand, this is due to the obstacles already mentioned in the previous section, while in the 
other hand it is explained by concertation protocols usually requiring the presence of families, which 
raises important issues of safety for victims of IPV, who find themselves forced to negotiate 
solutions with their abuser in a context of unequal power relationships. Thus, there is a risk for the 
intervention to be used by the abuser as a way to maintain control over the victim before, during or 
after the concertation meeting, and practitioners least aware of IPV may not be able to detect subtle 
control strategies. Second, these protocols are generally managed by public services agencies, while 
IPV expertise lies more in the community services. Therefore, this strategy offers a new approach 
that allows the recognition of all expertises, thus, helping to equalize the power relationships between 
practice settings, while providing an answer to security challenges for the concerned family members, 
who give their consent but do not participate in the meetings [72]. 

Since the services offered in some organizations are of short duration or have waiting lists for 
services access, sometimes families do not receive help from two or more practitioners at the same 
time. Thus, another innovative aspect of this strategy is to provide practitioners with the possibility to 
consult with practitioners from other fields of expertise in conducting a clinical discussion between 
him/her and two “external experts”. A practice guideline has been produced for practitioners needing 
more information about the concertation strategy [72]. 
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4. Methodology 

Since the main objective of this study was to evaluate a concertation strategy for practitioners 
working in IPV and CM, we opted for a mixed methodology that was both qualitative and quantitative. 
We will begin by describing the sample and recruitment methods, underlining the ethical concerns, 
then the data collection tools, and, finally, our analysis methods. 

4.1. Population, Sample, and Recruitment Methods 

The study population was composed of practitioners from different organizations working with 
one or more members of families affected by IPV and CM. This research is based on a total of  
115 participants (number of questionnaires that were filled out), including 57 different practitioners, 
taking into account that some practitioners have participated for more than one clinical situation as a 
provider or as an external expert. Two strategies were used to recruit these practitioners. 

The first strategy consisted in making practitioners who were working with families affected by 
IPV and CM aware of the project. To do so, we organized presentations for each of the work teams  
of the seven main organizations in the Québec City region, namely: a child protection agency, two 
organizations offering frontline health and social services, two organizations working with women 
and children exposed to IPV, an organization working with men who employ violence, and an 
organization providing supervised visitation and custody exchange services. We met with  
474 practitioners and managers working with affected families to explain the concertation strategy. 
Managers have been informed of the concertation strategy since they have an important influence to 
encourage practitioner participation in research. As the recruitment stretched over a two-year period, 
an e-mail newsletter was created to periodically remind the practitioners about the concertation 
strategy. Moreover, we were also able to count on a snowball effect that enhanced this recruitment 
strategy: several practitioners who participated in a concertation meeting saw the benefits and in turn 
referred another clinical situation to our research team. When practitioners indicated that they wished 
to participate in the project knowing that helped family was concurrently receiving services from 
another organization, they contacted the project coordinator to obtain the information and documentation 
needed to present the project to parents and ask for their consent for the practitioners to participate in 
concertation meetings. The project coordinator then contacted the other concerned practitioners to 
ascertain their interest, then to schedule the concertation meeting. 

The second recruitment strategy consisted in obtaining a list of all the children whose reported 
cases had been retained by the child protection agency because of their IPV exposure and family 
conflicts. This list was established by the child protection agency and sent to the project coordinator 
in a secured document. Only the children’s user number appeared on the list so as to protect their 
identity. This list was systematically checked by the project coordinator and the manager of the team 
of practitioners working with the children so as to determine whether there were two IPV and/or CM 
services involved with the same family. When situations were identified, the coordinator then 
contacted the practitioners in question to invite them to participate in the concertation strategy; if 
interested, the latter would then communicate with the parents to obtain their consent. Concertation 
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meetings were organized by the project coordinator once everyone concerned had given their 
consent. The evaluation of the strategy was done at the end of each meeting. 

4.2. Ethics and Victim Safety 

This project made sure that ethical and safety issues were a priority by ensuring the consent of 
each party and the anonymity of each family member, and by verifying issues related to the safety  
of victims of violence through diverse mechanisms, even though it was the practitioners who 
participated to the concertation strategy. 

To begin with, the consent of the parents was obtained and, when present, that of children 14 and 
over. It is important to note that in Quebec (Canada) the law states that children of 14 and older can 
provide legal consent. Parents who gave their consent for the participation of their practitioner included 
both biological parents and, when they lived with the children, the step-parents. The consent of each 
family member concerned was needed; for example, the consent of only the father or only the mother 
was not acceptable. It is also worth noting that consent of the two parents was always obtained by the 
practitioner who was closest to them so as to encourage file confidentiality and victim safety. 

With regards to anonymity, the research team never asked for the parents’ names if the consent 
forms were not signed by the latter. When it was necessary to have names, for example, the name list 
provided by the child protection agency, only the project coordinator had access to the information, 
which was protected by a password that only she knew. Each member of the research team, like the 
practitioners in the concertation meetings, had to sign a confidentiality form. It stated the importance 
of protecting the anonymity of the family members, as well as the confidentiality of those family 
members with whom they were not working. The names were removed from all the documents and 
replaced by reference numbers before carrying out the analysis. 

The victims’ safety was a central concern of the team all throughout the project. To start with, the 
parents were never invited to participate in the meetings so as not to put the victim in the presence of 
the partner who employed violence. In certain cases moreover, in particular when the woman was 
staying in a shelter, the name of the organization was not mentioned on the consent form signed by 
the partner or ex-partner in order to protect the victim. There were nonetheless a few occasions where 
we were confronted with complex situations in which the simple fact of talking about the project with 
a spouse having violent behaviour might have been prejudicial to the victim’s safety. The concertation 
protocol was then abandoned to ensure the victim’s safety. 

4.3. Data Collection Methods 

As it was a question of evaluating the concertation strategy, we used a paper questionnaire that the 
practitioners had to fill out after each of the two meetings. The questionnaire evaluated: (1) the 
improvement in their knowledge about the situation and related issues; (2) the consensus and 
divergent opinions identified by the practitioners during the meeting; (3) the overall appreciation of the 
concertation meeting; (4) the facilitating elements and obstacles in the meeting; (5) their appreciation 
of the people who were invited to the meeting; and (6) their other concertation experiences in their 
field. The practitioners could also write down general comments at the end of the questionnaire.  
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The questionnaire was primarily composed of short-answer questions that made qualitative 
analysis possible, but also had Likert-scale questions that allowed certain aspects to be measured 
with a quantitative approach, in particular the practitioners’ satisfaction. 

The practitioners answered these questionnaires anonymously, while, nonetheless, indicating the 
organization for which they worked so that the research team could compare the answers based on 
the practitioners’ expertise. 

4.4. Analysis Methods 

A theme-based, content analysis method was chosen for the qualitative data [73]. N’Vivo was 
used to code all of the participants’ answers inductively. Two members of the team independently 
coded all qualitative data using an inductive method involving N’Vivo software. A meeting of the 
research team then allowed the discussion of the various codes and their definition to agree on a 
common coding grid, with which the data were recoded by the same two team members, achieving 
an inter judge agreement score of 99.27%. The analysis was then completed by the team, establishing 
relationships between the analysis categories. 

The aim of the quantitative analyses was essentially to measure the practitioners’ satisfaction with 
the concertation process. The team chose to employ descriptive statistics to do so. 

5. Results 

5.1. Participants and Attrition Rate 

In total, the concertation meetings covered 29 different clinical situations. Of these, 27 came from 
the first recruitment strategy (practitioner reference), whereas the other two came from the second 
(database of the child protection agency). 

In 24 other cases, the references received did not lead to concertation meetings. The main reason 
for refusing these cases was the length of time it took from the moment when the practitioners 
referred the clinical situation for the project to the obtaining of the necessary consent to start the 
process, which took an average of three months. This can be explained in particular by the fact that 
the actual physical meetings between practitioners and their clients were less frequent or harder to 
bring about, as well as by the number of consent forms that had to be filled out (generally two, 
sometimes more). For more than a third of these clinical situations, the cases were closed before 
obtaining parental consent. For seven other families, their case was not accepted because one of the 
parents refused that their family situation be discussed in a meeting. For five out of these seven 
families, the refusal came from the father, whereas, in another two cases, it came from the mother or 
both parents. Three other family situations were not accepted because: the practitioner refused to 
take part in the project; the reference came too late for data collection; and the practitioner stated that 
the safety of the mother and children would be threatened by her participation in the study. 

The concertation strategy called for two meetings at a three-month interval. However, for seven of 
the clinical situations included in the sample, the second concertation meeting could not be held. The 
reason in these cases was that their file had been closed because the families were no longer meeting 
a practitioner who could represent them in the concertation meetings. 
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5.2. Practitioners’ Satisfaction Regarding the Concertation Approach 

All the practitioners questioned in our study thought that the concertation strategy should be 
implemented on a larger scale. They greatly appreciated the relevance of this strategy in their work 
with families with IPV and CM problems, as can be seen by the following quote: 

“It was an excellent approach! It’s something that turns out to be very useful in ensuring 
the children’s well-being, since each parent’s situation is complex. Hearing about the 
other practitioners’ opinions and approaches is quite enriching. It helps us develop new 
ways of communicating with each other and being more aware of the issues so that we 
can ensure the children’s well-being” (practitioner working with women). 

The results presented in the Table 1 show that a large majority of the practitioners were satisfied 
or very satisfied with their participation in the concertation meetings, whereas having attended one or 
two consultation meetings planned in the protocol. 

Close to 100% of the practitioners indicated that they were very satisfied or satisfied about five of 
the measured indicators, namely: the relevance of concertation discussions for their professional 
practice (99.2%), freedom of expression during the meetings (96.6%), the feeling that their expertise 
and skills were acknowledged (97.5%), the group’s openness to hearing and respecting other 
people’s viewpoints (98.3%), and the facilitator’s work in allowing everyone to express themselves 
freely (99.2%). As for the other two indicators, 100% of the practitioners noted that they were very 
satisfied or satisfied about other people’s professional expertise and skill being recognized, as well as 
about their own contribution to the discussion. 

Table 1. Practitioners’ Satisfaction with the Participation Meetings for Each of the 
Following Statements. 

Indicators Mesured 
Very 

Satisfied 
Satisfied 

Not very 
Satisfied 

Dissatisfied 

(1) Relevance of the discussions for my  
professional practice. 

59.3% 39.83% 0.8% -- 

(2) Freedom of expression (I’m comfortable expressing 
my ideas). 

83.3% 13.3% 3.3% -- 

(3) Feeling that my professional expertise and skills  
are acknowledged. 

74.2% 23.3% 2.5% -- 

(4) Other people’s professional expertise and skills seem 
to be acknowledged (no impression that some people 
are more of an expert than the others). 

81.7% 18.3% -- -- 

(5) Openness of the group to hearing and respecting 
divergent ideas, opinions, and comments. 

85.7% 12.6% 1.7% -- 

(6) My own contribution to the discussion. 68.7% 31.3% -- -- 
(7) Facilitator’s work in allowing everyone to express  

themselves sufficiently. 
80.9% 18.3% 0.8% -- 
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5.3. Support for the Psychosocial Workers’ Practice 

5.3.1. A Better Understanding of Families and Greater Collaboration between Organizations 

The concertation meetings, through the support they provided for the different practitioners who 
took part in the project, were often beneficial for their practice. Accordingly, the results indicated 
that the meetings gave the practitioners a better understanding of a large majority of the family 
situations that were discussed there. These meetings gave them a better overall view of family situations 
by bringing together diverse viewpoints and complementarity information. Several practitioners 
pointed out that the meetings also gave them a better understanding of the different organizational 
fields and fostered collaboration between these organizations for most of the family situations.  

“[Concertation is a strategy we should develop because it] helps us to check our 
perceptions and analysis. Because we don’t see them in a family context, [concertation] 
helps us to better understand the clients’ situation” (practitioner working with men). 

“Having a better understanding of the work of [organization name] and [organization 
name] helps me to better explain to women why other organizations do the things they 
do” (practitioner working with women). 

“We realize that we don’t have the choice but to collaborate. Everyone has their 
approach, but how do you reach a common viewpoint that doesn’t suffer from a silo 
mentality? [We have to] know the issues surrounding children who are under the care of 
[organization name], develop good relationships by raising awareness, demystify the role 
of [organization name] and the associated fears, move forward together, hear 
everyone’s opinion, and be more sensitive to other people’s experiences” (practitioner 
working with women). 

The quantitative results strengthen the validity of the observations ensuing from qualitative data. 
The quantitative data indicated that the concertation meetings helped the majority of the practitioners 
to better understand the mandate of the other organizations involved in IPV situations. Accordingly, 
96% of the practitioners improved their knowledge of the other organizations’ mandate either a small 
amount (23%), a moderate amount (38%), or a large amount (35%), whereas only 3% indicated that 
they had learned nothing about these organizations through the concertation meetings. 

5.3.2. Consensus and Divergence of Opinion among Practitioners 

Several practitioners had similar opinions about the family situations. The consensus among 
practitioners particularly concerned the importance of protecting the children but also of protecting 
mothers who were IPV victims, as was pointed out by almost all the practitioners participating in  
the project: 

“The practitioner’s legitimate concern for the victim and children’s safety” (practitioner 
working with men). 
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“The notion of the children’s safety and well-being [and] the consequences [of IPV]” 
(practitioner working with women). 

Concerning what needed to be done, the practitioners agreed about what should occur in the  
mid- and short-term. Most of the practitioners pointed to initiatives to put into place for the mothers 
and their children, whereas some practitioners suggested initiatives for the fathers. 

Some divergent viewpoints could be seen among the practitioners. These primarily concerned 
different readings of the clinical situations, the mandates and roles of each organization, and the 
initiatives to adopt. The practitioners mentioned that their viewpoints and understanding diverged 
regarding 12 clinical situations in particular, which mostly involved IPV and its impact on the children: 

“There is no consensus about IPV” (practitioner working with women). 
“Different discourses. IPV or [domestic] conflict?” (practitioner working with women). 

Not all the practitioners agreed about each other’s respective mandates. Some practitioners 
mentioned that they found it difficult to understand the reasons underlying the actions of the child 
protection agency, particularly with regard to the legal framework of their practices. Moreover, some 
of the participants had the impression that the practitioners from the child protection agency did not 
know the role of their organization and services very well. 

On another note, practitioners who did not have access to the same information about a family 
situation often had an analysis that was biased by the version of the family member with whom they 
worked most closely: 

“[The] lack of information depended on our respective mandates. [It was] difficult to 
know the truth, everyone has limited information” (practitioner working with men). 

“Our understanding of the situation differed. We have a more global view because we 
have access to all the family members” (practitioner working with children). 

The practitioners did not agree about the approach to adopt for seven clinical situations, as can be 
seen in the following quotes: 

“The work with the father: one practitioner was hoping that the father would get 
closer to his children, while most of the others [practitioners] suggested working with 
the children to get them to have more realistic expectations about their father” 
(practitioner, non-specified client). 

“[The different opinions] especially concerned what our target should be (direct targeting 
of the father or not) and the strategy for the child” (practitioner, non-specified client). 

It is worthwhile noting that, for 80% of the practitioners, the approach employed here helped to 
reduce divergence in viewpoints either a moderate amount (37%) or a large amount (43%). 

5.4. Quality of the Client Services 

According to the practitioners, the families also seemed to have benefited from the approach 
employed in this project because it provided them with better quality services: 
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“Some of the discussions allowed us to adjust our practices by taking into account 
other, complementary viewpoints. This enhanced our practices and improved our work 
with the service recipients” (practitioner working with men). 

The provision of better services might have been related to a greater understanding of the IPV and 
CM problems that the practitioners said they developed through the concertation meetings. As such, 
the meetings allowed most of the practitioners to better understand the issues at hand; 93% of the 
participating practitioners indicated that the meetings helped their understanding a large amount 
(22%), a moderate amount (45%), or a small amount (26%). According to the practitioners, the 
majority of their clients have benefited from concerted actions that were better adapted to their 
situation, in particular for insuring child safety: 

“[During concertation discussions], we develop and become aware of the importance of 
assessing the victims’ degree of safety and of foreseeing ways of ensuring the 
children’s and mother’s safety” (practitioner working with children). 

“Given everyone’s expertise and their involvement in the children’s situation, we were 
able to better determine their situation and make better decisions for them” (practitioner, 
non-specified client). 

“After this meeting, I’m confident that there will be a good ‘safety net’ for the children 
and that the actions taken will benefit them” (practitioner working with women). 

Another positive outcome was consistent with one of the project goals, which was to improve the 
protection of IPV and CM victims and maltreatment. When they were asked about this, 92% of the 
practitioners who took part in the project indicated that the concertation practice resulted in a better 
response to victim safety issues. 

6. Discussion 

One of the evaluation results that is particularly interesting was the impact of the concertation 
strategy on the practice of psychosocial workers from different fields working with the affected 
families. First of all, the results highlight the consensus and difference of opinions concerning the 
approaches to be taken with these families. Second, they emphasize the concertation structure 
required to foster collaboration between the different organizations and limit power struggles. Third, 
they point to different avenues for improving concertation in complex family situations, especially 
when there is IPV. Finally, they show that concertation can lead practitioners to consider collaborating 
with their partners in other fields. Thus, this study reveals that, even if collaboration between the 
concerned fields of practice remains difficult [20–22,65,69–71], it is not an impossible goal to achieve. 

6.1. Consensus and Divergence 

It would seem worthwhile to take a more general look at the consensus and divergence that were 
evaluated in the testing of this concertation model. To begin with, the results of this evaluation add 
support to the findings of a previous study [20], namely that there is consensus among the practitioners 
about the importance of ensuring the safety of IPV victims, who are often women and children. The 
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triangulation of the qualitative and quantitative data leaves no doubt about this: the practitioners from 
all the different fields emphasized this point in their comments, and this for more than a third of the 
concertation meetings. 

We believe, furthermore, that an important inverse relation can be established between the 
practitioners’ knowledge of other organizations and their diverging opinions about each other’s roles. 
In some of the meetings, one or more practitioners expressed diverging viewpoints concerning the 
mandate of other practitioners present. Similarly, a large majority of them (87%) indicated that their 
knowledge of the other organizations improved moderately or considerably because of the meetings. 
Everything indicates that a better understanding of the objectives, missions, and issues of the other 
organizations alongside whom they were working at least partially explained how the concertation 
meetings contributed to an 80% decrease in disagreements about each person’s role. It could be 
interesting to pursue this point since improving the participants’ knowledge of the other 
organizations in their region working on the same problems is an easy and inexpensive solution. This 
observation is supported by another finding: the practitioners desired to see other players in the 
network participate in the concertation meetings, primarily those with expertise in the judicial, 
mental health, and educational systems, as will be discussed below. 

It is likewise relevant to compare the practitioners’ reading of the family situations by way of the 
approach they wish to take in their actions. The practitioners’ reading of the family situations was as 
consensual (13 clinical situations) as it was divergent (12 clinical situations). However, when the 
practitioners identified the action to be taken, they agreed in a majority of the cases (12 clinical 
situations) and disagreed in a smaller proportion (five clinical situations). Because the practitioners 
agreed for the most part about the approach to take, these findings raise the following question: were 
the practitioners’ divergent readings due more to each field’s ideologies or to the assisted families’ 
concrete situations? Or did the practitioners relativize these different readings as long as the 
initiatives involved protected the victims, which was their most common consensus? It would be 
interesting if future research could examine these questions and concentrate more specifically on 
these aspects. 

6.2. Concertation Structure 

Making concertation protocols available to the practitioners is not enough; they must also be 
structured so as to reduce power struggles. As we mentioned above, one of the common problems is 
that the existing concertation models are often found in public institutions, whereas expertise in this 
matter has for the most part been developed by community services. It is thus possible that certain 
concertation protocols accentuate the power imbalance instead of reducing them. Moreover, several 
authors have documented collaboration difficulties as well as the importance of improving 
concertation among different resource services [69,71,74]. 

That being said, the results of this evaluation indicate that several factors related to the methodology 
and concertation structure developed in this project made for smoother meetings and reduced the 
power struggles. The main contributing factor that the practitioners identified was the presence of a 
neutral facilitator who saw to it that the meeting ran smoothly by ensuring that each organization was 
present, that the length of the meeting and the time limit for each person to speak was respected, that 
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the context was laid out at the beginning of the meeting, and that discussions were helped along when 
necessary. The second factor identified by a large number of the practitioners as having contributed 
to well-run meetings was the positive attitude of the practitioners, as noted by more than half of the 
project participants (52.4%). Various attitudes, such as respect, listening, and open-mindedness, 
might have been fostered by the very nature of the concertation strategy, which calls for a neutral 
person who can explain the strategy’s characteristics and encourages all the practitioners to participate in 
the meeting. 

Finally, it is worth noting the usefulness in systematically having people at the concertation 
meetings with the three main types of expertise: child protection, support for IPV victims, and help 
for violent partners. Systematically having at the least one practitioner from each of these three fields 
confirmed the importance of each one and, consequently, reduced the power struggles. Moreover, it 
is important to remind that this feature contributes to the originality of this strategy compared to other 
existing concertation models. 

6.3. Complexity of Family Situations 

In families where there is both IPV and CM, the practitioners are often confronted with other 
issues, such as poverty, addiction, and mental health problems [75,76]. Several studies have moreover 
noted the extent to which complex family situations lead practitioners to divergent readings of the 
issues and needs of these family members [20–22]. It is, thus, interesting to see how the proposed 
concertation strategy allowed the practitioners to influence each other in their readings of these 
situations. Accordingly, the results of our evaluation indicate that, after a concertation meeting, the 
practitioners were more aware of the usefulness of drawing the largest portrait possible of the family 
situation so as to better outline the issues and more effectively meet the families’ needs. 

Some of the practitioners nonetheless deplored the fact that practitioners from other fields who 
had good knowledge of the situation and who provided services to one of the family members did not 
participate in the concertation meetings. They considered that the concertation discussions could 
have benefited from these other viewpoints, particularly in those cases where the expertise was not 
related to IPV. For example, several practitioners mentioned that organizations that provided drug 
addiction services might have improved the understanding of the family situations through their 
participation. Other practitioners suggested the presence of practitioners from the judicial, mental 
health, and education systems. 

This avenue could however create an additional ethical challenge, especially if these new actors 
do not have any responsibilities regarding psychosocial assistance. Indeed, they would have access 
to confidential clinical information that they do not necessarily need to carry out their work. Further 
reflection on this subject would be useful to identify the ethical issues related to such a practice and 
to determine how it might take place. 

6.4. Participation 

Finally, it is worth noting that several practitioners (N = 15) participated in more than one set of 
concertation meetings in this project, and this, for different clinical situations. In most cases, this was 
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not due to chance: after having participated in one concertation meeting, these practitioners became 
proactive in recruiting families who met the inclusion criteria. The practitioners saw an opportunity 
to benefit from the expertise of other practitioners and, thereby, improve their skills.  

7. Limitations 

This study had three main types of limitations, namely those related to the geographical area 
where it was implemented, to time, and to the nature of the collected data. First of all, the area where 
the concertation strategy was implemented, that is the Québec City region, is relatively small, having 
only a few organizations specialized in intimate partner and family violence. This factor greatly 
facilitated our implementation of the concertation strategy, in particular as concerns the readiness to 
work with other organizations, the time needed to disseminate the concertation strategy in each 
organization, and, above all, the possibility for the researchers to make connections with the 
organizations’ management, which facilitated the different organizations adaptation to the strategy. 
In a larger region or one where many more organizations were present, it would certainly be more 
difficult to implement such a practice and, consequently, to reproduce the results obtained in this 
research project. 

Second, time is a precious factor when implementing, such a concertation strategy: before being 
able to organize the first concertation meeting, several stages had to be completed so as to inform 
practitioners from different fields about this new practice and have them participate. What is more, an 
evaluation project, such as the one tested here, usually has to be completed in a given length of time 
due to the availability of funding, which was three years in the present case. Time was also an 
important limiting factor in the recruitment of practitioners, because in the case of more than a third 
of the referred cases, we were confronted with a service termination for a family member, thereby 
rendering the concertation strategy impossible. In most cases where the second concertation meeting 
could not take place, it was for this same reason. We compensated for this obstacle by asking 
practitioners who were still working with certain families to fill out an adapted version of the 
satisfaction questionnaire so as to collect essential data about them. In doing so, we found that it 
doesn’t seem to be any difference between the benefits they obtained from it compared to those who 
were able to complete the two concertation meetings. 

Finally, a few limitations were related to the collected data. To start with, some practitioners 
participated in concertation meetings for more than one clinical situation. Each situation being 
unique, these practitioners had to fill out the questionnaire more than once. However, we were not able 
to isolate these respondents so as to analyze if they were more, less or equally satisfied with the 
concertation strategy, comparatively with others who participated only once. In fact, the 
questionnaire did not include the information about the number of different clinical situations in 
which they took part in the overall project. Despite this, the results would have benefitted to take into 
account the possible self-selection biases, since practitioners who liked the strategy or found it 
congruent with their values may be over-represented, thus, inflating the satisfaction rates. This 
limitation can nonetheless be seen as a strength of the project since, if practitioners took advantage of 
this concertation strategy more than once, it is likely that this strategy was useful in their practice the 
first time around. Furthermore, since the answers to the questionnaire were short and sometimes even 
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composed of a single word (e.g., respect, time), they were more difficult to analyze, because the 
research team had to be sure it understood the meaning of the answer that the practitioner gave. 
Finally, because it was impossible to ensure that the practitioners would systematically answer 
questions, we were confronted with missing data in some of the questionnaires. 

8. Conclusions 

The results of this evaluation suggest that greater knowledge of the different organizations that 
worked with families with IPV and CM problems made for less disagreement about the mandates of 
the practitioners from these fields and improved cooperation between them. Interestingly, several 
quite simple and inexpensive solutions can be developed in this regard. For instance, there are 
already IPV concertation structures in several regions, both in the Province of Québec and elsewhere, 
which could assist in developing concrete action strategies. 

In keeping with this idea, it would be worthwhile to measure how ideologies influence both  
the different organizations’ readings of the family situations and the approaches proposed by the 
practitioners. Our results seem to show that, while there were different readings of the family 
situations that were related to the practitioners’ “glasses,” there was markedly less difference in the 
approaches they proposed, which aimed primarily at victim protection. 

Finally, with the goal of extending concertation to all the social actors working with these 
families, it would be worthwhile to look at the ethical issues raised by the circulation of information 
among psychosocial practitioners and other potentially concerned actors, be it in the educational, 
medical, or judicial systems. While concertation among all these actors could produce more coherent 
and precise actions, there are numerous issues that need to be considered concerning power struggles, 
confidentiality, and the misappropriation of information to benefit a given organization. 

In conclusion, the aim of this study was to evaluate an innovative concertation strategy developed 
from 2004 to 2010 and implemented in the Québec City region from 2011 to 2013. The project 
worked to foster collaboration between practitioners from different resource services who were 
working with families with both IPV and CM problems. The results of this evaluation show that the 
practitioners who participated in the concertation meetings were very satisfied, that they gained a 
better understanding of complex family situations and better collaboration with the other organizations, 
and that they felt that they were able to provide better services to the families with whom they 
worked. We identified a few avenues for solutions and further discussion that could foster collaboration 
among practitioners with different forms of IPV and CM expertise. Nonetheless, there is still a 
considerable amount of work required to develop and above all support this kind of initiative, since 
power struggles between institutions and community organizations still occur, and the different types 
of IPV and CM expertise are often still isolated one from the other. 
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Child Protection Victims and the “Evil Institutions” 

Carolus van Nijnatten, Marit Hopman and Trudie Knijn 

Abstract: The Dutch child protection system has been the target of harsh criticism in recent decades. 
The legitimacy of child protection services seems to have eroded. In this article, we analyze this 
changing legitimacy of child protection against the background of declining parental authority and in 
relation to the disappearance of positive pedagogical ideologies and the mainly bureaucratic 
response of child protection agencies. Two recent inquiries in the Netherlands on child sexual abuse 
within child protection-related services have emphasized the position of children as vulnerable 
victims of negative pedagogical practices, mirroring a general trend of “victimization”. It is 
concluded that reinforcement of the professional role of child protection workers may be a start 
towards building new trust in child protection and establishing a newfound legitimacy. 

Reprinted from Soc. Sci. Cite as: van Nijnatten, C.; Hopman, M.; Knijn, T. Child Protection Victims 
and the “Evil Institutions”. Soc. Sci. 2014, 3, 726–741. 

1. Introduction 

Criticism on child protection regimes and practices [1] has increased in many Western societies in 
recent decades. As so often in the past, the critiques are contradictory, blaming the child protection 
system for having failed by not intervening (in cases of family casualties) or by intervening too much 
(as recently, when Dutch parents were accused of affective neglect when they did not prevent their  
six-year-old daughter from continuing to see a boyfriend of the same age after they played doctors 
and nurses). What is new in this critique is the intensity and the lack of nuance in the debate. There 
appears to be no holding back in order to damage the reputation of child protection agencies and their 
employees, especially in the social media. 

Implicit, but underlying this debate, is an ongoing discussion about the relation between the state 
and the family in terms of preservation of future generations. The debate is characterized by issues 
such as the primary and final responsibility in raising children or when state-authorized intervention 
in family affairs is legitimate. 

The aim of the present article is to further detail this debate by focusing on the ambiguous relation 
between child protection services and the family. More specifically, the article will analyze the 
fading legitimacy of child protection services within the context of growing attention for the 
victimization of parents and children in care of these services. 

2. Child Protection Services in the Netherlands 

During the last century, the child protection system in the Netherlands has developed into an 
entanglement of supportive, disciplinary and repressive strategies. Ever since the Dutch Children’s 
Acts passed into law in 1905, the dominant strategy to protect children and advance their well-being 
was based upon a state-limited family autonomy, in which parents had regulated freedom [2] in 
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raising their children. Child protection services consisted of a specific pedagogical framework that 
contained facilities for the support of insecure parents in their pedagogical tasks and aimed at 
training and educating naive or unwilling parents. Prevention has been an important strategy in 
preparing parents for parental responsibilities and in avoiding children’s potential developmental 
problems. Only if these “soft-disciplinary” aims failed and parents seemed to be unwilling to 
normalize did the possibility of state repression enforced by the family court continue to exist. 

The child protection system has never been popular with the Dutch population, yet recently, the 
tone of the debate has become fierce, and the arguments are sometimes presented in an overdramatic 
manner. In this article, we will show that the fading legitimacy of the child protection system is the 
result of an imbalance between supportive and coercive measures, as well as of a multitude of social 
processes: the fading value of the family as an institution, the increasing focus on the victimization of 
individuals in general and of “side effects” of a lasting confidence in professional social workers and 
state bureaucracy. As a result, the child protection system is subjected to an ongoing lack of social 
legitimacy, to which it has to find new answers. 

We will first describe the processes of the social legitimacy of the child protection system and of 
changes in the parental role, which will be briefly illustrated with two relevant cases of inquiries into 
sexual abuse. In the concluding sections, we will turn our attention to the underlying causes for the 
changes, the loss of legitimacy and the consequences for child protection services. 

3. The Changing Legitimacy of Child Protection 

Child protection services as a system of rescuing children from their “impotent” parents has its 
foundations in 19th century charity. Traditionally, philanthropic activities, such as relief for poor and 
sick people and for orphans and abandoned children, were the domain of the church and of bourgeois 
committees. In the Netherlands, in addition to municipal and subsequent state services, child 
protection services have been offered by two strong religious, competing segments: Protestant and 
Catholic. In the context of their religious pillars, they guaranteed disciplinary and supportive services 
to people of their denomination only and set aside public surveillance. 

Around the turn of the 20th century, and similar to other Western countries, these charity practices 
became embedded in legislation and administrative measures. At first, the religious institutions 
offered serious resistance to this transformation, but in the end, they accepted legislation and regulation 
in these domains. It was not the end of their philanthropic practices and of the benevolence of 
well-to-do bourgeoisie, but it marked the start of the legal regulation of a general child and family 
policy for the Dutch population. The basic structure was one of state regulation through laws, 
guidelines and purchasing combined with the execution and provision of services via private- or 
religious-based associations [3]. 

The Children’s Acts also brought an end to the unbridled paternal power and introduced the state 
as a representative of children’s interests. The Child Protection Council was founded in 1905 for the 
assessment of families who were supposed to be at risk of maltreating their children. This Council 
could also report families to family court, which, in turn, could decide to place families under a 
supervision order or, if deemed necessary, to place the children out of the care of their parents. 
Charity initiatives became organized in agencies for guardianship, foster care and residential child 



128 
 

 

care. Residential facilities taking care of these “looked-after children” were mostly non-governmental 
and were either religious or charity-based. Interestingly, and like in France [4], the child protection 
system hardly distinguished between children at risk (neglect) and children as risk (delinquency). 
Both categories of children were placed under the same denominator in a wide network of relief and 
punishment. It was assumed that negligence and abuse would both result in juvenile delinquency [5]. 
Hence, in the entanglement of care and coercive practices for children and families at risk, a long 
enduring collaboration developed between non-governmental and governmental agencies. Already 
in those days, it was hard to distinguish care and support interventions versus repressive practices.  
Non-governmental religion-based parties claimed to “save” children and families from slipping 
further into misery by offering care and support on the basis of moral imperatives, meaning 
disciplining families into what they thought to be appropriate behavior, while government parties 
were deemed to be in charge of more repressive practices for families that constituted risk for 
children’s well-being and society at large. 

In the course of the 20th century, a vast “social” domain developed in which social workers and 
professionals, like psychologists and pedagogues, prepared children and parents for what, at that 
time, was understood to be ordinary family life [6]. These social practices were increasingly grouped 
under the umbrella of the state [7], and their method became ever more professionalized, while 
preserving strong ideological and religious moral claims of doing well in their professional identity [8]. 
Within this development, the repressive character of child protection faded into the background. The 
main aim for child and family policy remained to first prevent serious problems through early 
interventions. Coercion and repressive measures were seen as a last resort. The general axiom was to 
better bend than break. 

4. The Doubts Are Increasing: The Weakening of Child Protection Services 

From the beginning, the child protection system was perceived with mixed feelings by the Dutch 
population: on the one hand, the possibility of safeguarding children against failing parental practices 
was considered to be a big step forward in promoting children’s well-being, healthy development 
and the protection of society of not well-raised children; on the other hand, child protection workers 
were labelled as wolves in sheep’s clothing who presented themselves as helpers, but in fact, took 
children away from their parents [9]. Until the 1970s, the child protection regime kept a strong 
pro-family ideology aimed at supporting parents to bear their parental responsibilities in bringing up 
their children. The legitimacy of child protection interventions was based on the idea that these 
interventions helped to restore family life. The two-faced character of the child protection system 
remained though: on the one hand, the system should guarantee the safety of children, and on the 
other, it should protect society against children, who were presumably on a path to criminality. 
Saving children meant the preservation of families. Although child protection was viewed with 
serious suspicion, because “they” could “just” take your children away, the possibility of intervening 
in antisocial families was seen as rightful. It was generally accepted that child protection 
interventions, in families that could not live up to the standards of appropriate parenting, were in the 
best interest of children, as well as of society. 
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However, in the second half of the 20th century, criticism on child protection services became 
stronger, and the core of the critiques was three-fold: (1) the regime was too paternalistic, thereby 
child protection professionals were overruling parental authority in many respects [7]; (2) the regime 
was too bureaucratic, costly and inefficient, resulting in waiting lists for those children who urgently 
needed support [10]; and (3) the regime was morally embedded in a traditional family approach that 
was no longer accepted as the dominant approach. Together, these critiques resulted in a legitimacy 
crisis of the system around the 1980s [11]. 

In reaction to these critiques, the child protection system was gradually submitted to new 
management styles, which were supposed to pave the way towards more effective care programs that 
would better fit the needs of citizens [12,13]. In child protection, as in other public services, comments 
on professional inadequacy caused rationalization of procedures, outcome funding, benchmarking 
and standardization to make the implementation of child protection quantifiable [14,15]. Confidence 
in professional protocols and expertise was replaced by legal mandates and inspection procedures in 
order to prevent potentially fatal consequences [16], implicitly sending the message that child 
protection professionals were no longer envisioned as reliable and trustworthy agents. Moral- and 
ideology-based perceptions about “the good family life”, which had been underlying the system 
since its early days, became disputed as inappropriate and disciplinary moral imperatives and were 
replaced by outcome measures presented as neutral, such as the number of outplacements, client 
satisfaction scores and budgetary control. These outcome measures lack reference to intrinsic moral 
pedagogical goals, which until then, had helped legitimate unpopular family interventions [17,18]. 

A parallel development that started in the 1990s is the slow shift towards prevention within the 
wider system of youth care and its services. Although child protective interventions in so-called 
“antisocial families” were still socially and politically approved of, the aim was geared more strongly 
towards the empowerment of parents and to prepare parents for their parental role in order to 
preserve both family life and the well-being of children [19]. The challenge was preventing children 
from becoming subjected to the child protection system [20]. The shift towards a preventive 
approach was relatively easily accepted by the Dutch population, as the Netherlands has a long 
tradition of preventive care for children through extensive municipal public healthcare services that 
have been offered since the early 20th century [21]. Targeting physical health originally,  these 
services were now expanded to include “light” pedagogical interventions, too. However, although 
seemingly empowering, the preventive services entail a controlling element, as well: these services 
developed gradually into a nationwide administrative system in which records and files are kept in 
order to keep track of the development of children throughout their lives by way of the Electronic 
Child Dossier [22]. Inevitably, such a system also includes risk assessments and inventories in order 
to correctly identify families in need of more intensive support and preparation—the “families at 
risk”. Consequently, the turn towards more preventive services implied a turn in focus from the 
so-called antisocial families (proven to be “inadequate parents”) to families presumably at risk for 
experiencing all sorts of problems later in life, thereby subjecting all parents to a form of scrutiny. In 
a sense, they were, what Furedi would call, “cultivating the vulnerability of people”, as risks may 
always at any time come to the surface ([23], p. 142). These forms of preventive control and potential 
intervention were explicitly argued to be in the best interest of the child. In practice, however, they 
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undermine the privacy of the family and the notion of it as a safe institution, thereby undermining 
parental authority and legitimacy by extension, while its effectiveness in avoiding child 
development has not yet been proven [19]. This system means that all Dutch parents are now 
included in the range of risks that can endanger the healthy development of children. Families at risk 
can quickly turn to families as risk [24,25]. 

In summing up the tendencies with regard to the Dutch child protection system up to the early 21st 
century, we state that the system kept its characteristic mixture of governmental and non-governmental 
interventions, but developed into a bureaucratic system following marketized rules of performance 
measures. In the process, a morally-inspired debate developed on two related central dilemmas: one 
dilemma concerns the “best interests of the child” and whether diverse family lifestyles can 
contribute to this; the second dilemma refers to the privacy of the family and the state’s right to 
intervene. Crucial in these dilemmas is the subsidiarity principle, in which the state should intervene 
as little as possible in family and community life, but at the same time, should guarantee children’s 
safety. Paradoxically, the state could not guarantee a child protection system that operates in a 
non-normative and yet effective and accountable way. By implication, professionals of the state 
working in the child protection system work on a knife-edge; if they intervene too early, they are 
accused of “state intervention”; if they intervene too late, they are accused of a lack of commitment. 

5. The Doubts Are Articulated: Conflict and Victimization 

In the last decade of the 1990s, attitudes towards the child protection system had changed 
radically. In addition to the dilemmas mentioned above, parents at stake became more aware of their 
rights as consumers/clients of bureaucratic agencies. The struggle between the child protection 
system and parents confronted with out-of-home placements and supervision orders actually was the 
result of the introduction of the new market logic that turned upside down the previous logics of the 
system. It transformed professionals from workers who support and advise families into desk-workers 
and administrators who have to prove their efficiency and have to account for their workload, 
implying more referrals to the court. It also turned clients into consumers, which inspired parents and 
their representatives to present themselves as victims of the professional lack of commitment and the 
bureaucracy of the system [26]. The Dutch government further stimulated the “consumers’ road” as 
antagonism to its own civil servants by offering parents a subsidized platform to express concerns 
about the child protection system and to articulate demands. By choosing that road, the government 
gave leeway to pressure groups and fellow victim groups for complaining; they received governmental 
subsidies, and in child protection agencies clients’, councils were installed. 

The ambivalence of the Dutch child protection system can be best illustrated by parallel 
developments in the first decade of the 21st century. Due to the imperious course of action of the 
child protection services, parents of children placed in care of the Child Protection Council claimed 
and got a right of inspection into the inquiries about them. It was claimed and accepted that they 
should not be treated as second-class citizens. At the same time, the number of out-home placed 
children skyrocketed; probably due to risk-avoiding professional workers and child protection 
courts. Concurrently, following the ratification of the United Nations Convention on the Rights of 
the Child (UNCRC) and the critique on the Netherlands for the late implementation of this 
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convention, attention for the legal position of minors (who, until then, enjoyed hardly any legal 
recognition as a party in child protection cases) was growing [27]. The children’s rights movement 
expanded massively, and the vulnerable position of children became a new guideline in child 
protection policy, which is, for instance, demonstrated in the introduction of a nationwide network of 
measures ranging from the prevention of child abuse to therapeutic interventions in overcoming 
child abuse. This network is compulsorily used by a vast range of professional organizations 
(childcare centers, schools, general practitioners, hospitals, fire brigades and social work agencies) in 
order to adequately recognize and trace signs of “possible child abuse”. 

Contrasting the Dutch way of viewing children as primarily their parents’ responsibility, the 
position of minors has been re-defined as “citizens-in-the-making” [28,29]. As a consequence, the 
exclusive socializing position of parents has been further eroded: they are not only viewed upon with 
suspicion regarding their parental capacities, but their rights as parents are now juxtaposed against 
their children’s rights. Family is thus no longer an institution, but an “assemblage” of individuals. 
This combination of shifting positions has resulted in questioning the legitimacy of the child 
protection system, which according to current public opinion, makes victims out of children, as well 
as out of their parents. The victimization of children, and in their slipstream, parents, becomes especially 
salient in cases of abuse. The long-term effects of sexual abuse are generally severe, and victims with 
enduring difficulties have limited possibilities to pose questions or to tell their story [30,31]. Two 
inquiries into cases of sexual abuse have placed the attention on children as victims. The 
representation of child protection as a victimizing, but ineffective institution adds to previous 
criticism on the child protection system as ill-defined, too costly and bureaucratic, as well as too 
uninvolved, with an added focus on the negative effects of such policies. As we shall see in the next 
paragraphs, child protection agencies are portrayed as perpetrators rather than protectors of children. 

6. Inquiries into Sexual Abuse and the Blaming of the Child Protection System 

In 2012, a report was published of an inquiry into sexual abuse practices by priests and staff 
members of Catholic boarding schools [32]. The outcomes of this inquiry showed that children who 
grow up in an institution (of any religious denomination) are twice as likely to become a victim of 
sexual abuse (22%) compared to the national average. The committee, Deetman, who conducted this 
inquiry, estimates that in the Netherlands, between 10,000 and 20,000 children have become victims 
of sexual abuse within residential institutions. The abuse was most frequent between 1950 and 1975, 
most victims being between six and 14 years of age. There appeared to be serious shortcomings in the 
way the management of the institutions and the authorities dealt with these cases of abuse. 

The second inquiry concerned an “investigation into possible signs of sexual abuse of minors who 
had been placed in institutions or foster families on the authority of the government during the period 
between 1945 and 2010” by the Samson Committee [33]. The committee draws a similar picture of 
the situation in child protection institutions. The outcomes show that children who grew up in 
residential facilities were victims of sexual abuse more often (143/1000) than the general population 
of Dutch children (74/1000). Children in residential care also had a greater chance (194/1000) of 
becoming victims of sexual abuse than children in foster care (55/1000). Girls are twice as likely to 



132 
 

 

become victims of sexual abuse than boys, and children with an intellectual disability are expected to 
have a three times greater chance of being confronted with sexual abuse. 

The first inquiry focused on religious boarding schools, where children were sent by the parents 
themselves, and the results confirm the international perception of these schools as isolated institutions, 
characterized by a repressive culture, which has gradually degraded into sadistic and violent practices. 
Repression was also present in the child protection agencies and residencies, religious based, as well 
as state based. Abusive practices could continue for years unnoticed; children were not taken 
seriously in their complaints, and practitioners were backed up by higher-ranked colleagues. A 
common conclusion was that children under supervision of the child protection system were not safe 
in residential care. Taken together with recent cases of infanticide for which child protection workers 
are blamed because they intervened too late, this resulted in a reconsideration of the functioning of 
the child protection system as such. In their propositions to tackle all forms of child abuse, the 
Samson Committee emphasized that the monitoring system has failed, and as a consequence, a 
transformation of child protection practices should not be found in new protocols, as this would only 
result in a further bureaucratization of child protection. 

Both inquiries conclude that it is hard to “measure” the extent of sexual abuse. Yet, the outcomes 
that many children who were placed in residential settings were vulnerable to sexual abuse, even if 
the facilities were part of the child protection system, have been accepted in the Netherlands with 
hardly any hesitation. Both the Dutch Catholic Church and the umbrella organization of Dutch child 
welfare agencies (Youth Care Netherlands) admitted their wrongdoings and provided for compensation 
arrangements: the Catholic Church provided a compensation procedure that included mediation and 
indemnification, and Youth Care Netherlands publicly offered their apologies, as did the Minister 
of Justice in the House of Parliament. Victims of sexual abuse in child protection would be enabled 
to make a claim for compensation at a dedicated department of the Damage Foundation for Violent 
Offenses. After the Samson Committee, Youth Care Netherlands immediately founded a new 
committee—the Rouvoet Commission [34]. Within a timespan of six months, this new committee 
advised for a new policy on the prevention of sexual abuse in child protection, which in line with the 
advice of the Samson Committee, tried to avoid additional bureaucracy. 

Parallel to these inquiries and following from the consumers’ orientation in public services, social 
media offered parents a platform to express their discontent with the child protection interventions. The 
notion of victimization and the antagonistic relation between parents and the child protection system 
becomes especially salient in YouTube interviews, where citizens reveal how they were hurt by the 
child protection system. YouTube has proven to be a new “instrument”, next to earlier established 
client platforms and pressure groups, through which parents and children can utter their complaints and 
concerns. Characteristic of all of these digital narratives is the use of criminality, psychopathy and 
war metaphors to report their experiences with child protection, such as “They robbed me of my 
childhood”, “Stop the insanity of child protection” and “Arjan’s and Moniek’s battle against child 
protection”. Dutch-language Internet contains sites and blogs with ominous names as “the 
anti-child-welfare mafia”. The website, jeugdzorg darkhorse [35], offers space to respond to a case 
of a Russian diplomat who was arrested because he was allegedly a potential threat to his children. 
The responses include claims like “When your neighbors report to the hotline for child abuse, even 
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diplomatic immunity does not protect you against child protection, which after all is a law unto 
itself”. The blog, oudervervreemding [36], calls on “parents who have suffered from child protection, 
which is backed by family judges who pass wrongful judgments, to form a front against these 
crimes”. When the chairman of the Amsterdam Child Care Agency, argued that negative press about 
child protection hinders the work of child protection workers, the spokesman of the blog senior [37] 
said: “Child protection is guilty of small-scale genocide in the Netherlands. We have reported child 
protection to the police. It is expected that soon criminal proceedings will be instituted against child 
protection, including G3, who directs a criminal organization that commits the crime of human 
trafficking!” The tenor of comments on these kinds of websites is that only few of the children under 
custody actually are victims of parental maltreatment, but that a mere “worry about their development” is 
enough to be placed under custody. The war-like metaphors all refer to the position of parents and 
children as victims. It is noteworthy that parents dominate the conversation and that children’s voices 
are rarely heard, if ever. The blaming campaign on social media is a demonstration of the desperate 
feelings of parents losing control over their own children and the declined perceived trust in their 
capabilities as parents. Child protection services are accused of too much interference. 

By contrast, the public press focuses on the vulnerable position of children, but thereby equally 
undermining the legitimacy of the child protection system. They refer to the lacking or inadequate 
interference of child protective services, who thereby fail to protect children against abusive or 
neglecting parents. Although they use more subtle terms to express their concerns, the media’s 
instant reaction after cases of infanticide is also to blame the child protection professionals for their 
wrongdoings. One openly wonders how family tragedies could take place while the child protection 
system was aware of these problematic families. It also did not help that some cases have been 
outlined extensively in the media, such as the case of two children who have been outplaced because 
of being obese and the case of a Turkish boy being outplaced under the supervision of a careful 
lesbian couple. 

Child protection experts also had their say. In 2011, the Investigation Council for Safety 
concluded on the basis of an analysis of child abuse casualties that child protection was too restrained 
in its practices. “They often do not dare to intervene because they let parental interests prevail over 
those of children. They are lacking distinct criteria to assess the risks of unsafety in domestic 
contexts.” A professor in forensic psychology [38] concluded: “Dutch child protection should be 
overhauled. Too many things go wrong, but nobody really feels responsible. Amateurism is rampant, 
the organizations are fragmented and introspective, and professionals have no idea of the impact of 
their work. Parents and children are the victims.” In 2013, the Dutch Children Ombudsman 
concluded that errors in child protection analyses and assessments are frequent. Politicians and 
experts agree that child protection is dysfunctional, thereby increasingly relying on the vulnerable 
position of children in their argument. 

Taken together, the general response to private family aggression seems to be to blame public 
agencies. First, in reaction to children’s deaths, people blame child protection agencies rather than 
parents for not having prevented these casualties. They blame these agencies for not realizing their 

                                                
1 The chairman of the Amsterdam Child Care Agency. 
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aims, even for being a risk for children rather than a rescue. The fact that the child protection system 
represents the power of the state contributes to feelings of victimization. Child protection agents 
answer these “attacks” with efforts to purge themselves of these blames and find it hard to explain 
that it will be impossible to prevent any new tragedies in the future [39]. They defend themselves by 
pointing to the soundness with which they have followed procedures. As pointed out by Parton, 
uncertainty and ambiguity are the domain of social work [7]. Moreover, the uncertainty about how 
much freedom families can be given is at the basis of the child protection system. The idea of 
regulated parental freedom means that the child protection policy is to honor parental freedom and to 
only intervene as the last resort. This includes the risk of too late of an intervention. 

Second, and with the upmost respect to the seriousness of child abuse, individual misbehavior by 
child protection professionals in residential settings is translated into the misbehavior of a system. 
Rather than charging individuals with criminal acts and practices, child protection services as a 
system came under attack. 

In both approaches, the debate has moved away from how to deal with the tension between 
parental freedom and rights and children’s well-being and rights, on the one hand, and state power 
represented by the child protection workers, on the other hand. The management of the risk of 
violence against children predominates the agenda, while efforts to come to an understanding of how 
to achieve committed and supportive professional support for unwilling and violent families is 
lacking. The implementation of professional accounting systems and outcome evaluations have 
substituted moral professional criteria regarding children’s well-being, and their future development 
hinders the child protection system from offering any other response. 

Recent developments in child protection can be seen in light of parents and children as victims of 
a not well-functioning child protection system that is unable to do what it is meant for: protecting 
children against violent parents, but only if it is really needed, in which case, they should be able to 
safeguard the “looked-after” children. Recently introduced measures are: obligatory professional 
registration of child protection workers, certification of child protection programs and of child 
protection agencies, new screening strategies based on scientific knowledge and a database of 
evidence-based interventions, legal changes to strengthen the position of victims, new screening 
methods in child protection job interviews and the introduction of new protocols for child protection 
agencies [34]. 

The current child protection system had to be evaluated based on its efforts to care for children 
whose parents were unable to adequately care for them. After these inquiries, the services were also 
judged on the quality of care they offered and its “iatrogenic” effects. Child protection was not just a 
bureaucratic system, it also turned out to be a dangerous system for children, in some occasions, even 
worse than their families. Professional expertise was apparently insufficient to prevent sexual abuse 
of children consigned to the care of these experts, who were not able to help the victims either. The 
assumption that governmental or voluntary religious care for children outranked parental care was 
thus “under attack”. As a result, the delicate balance between institutional, voluntary and governmental 
and parental responsibility for children’s well-being became antagonistic rather than cooperative. 
The veiled conception that child protective services were an aggressor against parents and their 
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children was now stressed, with the notion of victimization and clients’ demands at the heart of  
this debate. 

7. Victimized Child Protection 

In recent decades, the ambiguous opinion towards child protection as a necessary, but sometimes 
malfunctioning, institution has been transformed into an attitude of child protection as a doubtful 
system. In public inquiries, in the press, as well as in private blogs of child protection clients, the 
weak spots of the child protection system are overrepresented as if it is a horrifying, victim-producing 
machinery. There are several reasons for that change. 

Firstly, child protection agents present themselves as the advocates of children’s rights and 
children’s interests rather than as guardians of families, like they did in the past. The family is no 
longer perceived as the uncontested sphere to socialize children [19]; this questions parental 
legitimacy, which is hard to accept for parents. The social norm of individual responsibility has not 
only resulted in more attention towards children’s rights, but has also changed the relationship 
between social service providers and their clients. Individualization has put clients’ personal choices 
high on the agenda. Yet, child protection is also a forensic social service representing the power of 
the state, which may end in coercive intervention. Such interventions are hard to accept now that 
there is so much emphasis on self-determination, choice and self-responsibility, concepts that have 
transformed citizens into consumers of public services. The declining legitimacy of parental 
authority has intensified the rage of parents. More often than before, they carry the matter to an 
extreme, triggered by the child protection system’s predominantly bureaucratic answers to their 
questions. When family matters get out of hand, parents blame the child protection professional 
rather than themselves [39]. These blames are mainly founded on a retrospective reconstruction of 
the fatal course of events, with the child protection worker being accused of not having followed the 
procedures rightfully. This reinforces the emphasis on procedures in public judgments (see also the 
third reason below). 

Secondly, the attention for the victims of child protection has emphasized the negative effects of 
child protection interventions without paying much attention to their supportive elements. This 
attention for victims is part of a more general consideration for victimhood, especially in criminal 
justice. Boutellier relates this to the fragmentation of great ideological frames (both religious and  
non-religious worldviews) into private perspectives and lifestyles in the late 20th century. In the 
disenchanted Western world, there is a negative rather than a positive reference to the content of “the 
good life”, in which morality is defined in terms of what we do not want. Everyone can have his own 
God, as long as this does not justify or propagate violence against others [40]. The moral claims of 
the great ideological frames have lost their universal nature, and the only belief that is left is the 
understanding that we, as human beings, are vulnerable. Morality in that sense is “victimized”. The 
absence of strong and positive ideological frames (which may include ideas like “the family is the 
socializing unit par excellence” or “the state behaves in the best interest of the child”) tips the scale  
of the legitimacy of child protection interventions to their disadvantage. For want of a positive 
underpinning of child protection services, negative critiques are decisive. 
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Lastly, the ongoing bureaucratic and introspective procedures of child protection have reinforced 
families’ experience and public opinion’s conviction that the child protection system operates in a 
Kafkaesque manner: the number of professionals has increased, and professionals can be trained in a 
wide variety of disciplines (psychology, pedagogy, social work, judicial, healthcare). This has resulted 
in separated professional responsibilities and a lack of coordination, thereby sending clients from 
pillar to post. It has become more important to do things well (procedure) than to do the good things 
(content). This critique is part of a more general attack on public services, which have evolved from 
supportive services based on social work ideals of solidarity and doing well, into bureaucratic 
agencies run by managerial principles of regulation, pragmatism and objectivism. In an attempt to 
organize a child protection system by balanced procedures and rules, things have been overrun by 
new performance principles. These regulations often break the child protection agents’ spirit: they 
often “serve in an organization without much serving it” [41]. 

8. Conclusions 

Child protection has become the object of permanent public criticism. We gave several reasons. 
First, after secularization, positive, shared pedagogical goals faded. However ambiguously the child 
protection system may have been received in the past, it was always inspired by a strong moral 
imperative of doing well for children, while respecting the family as the ultimate unit of socialization, 
unless the limitations of the family’s capacities were proven. That moral imperative has shattered 
into fragments. Next to that, the child protection system itself failed to guarantee the safety of the 
children under their surveillance. In reaction, child protection professionals operate according to 
their private moral perspectives, but even more strongly, according to risk models and calculation 
schedules, which seems to have adopted a “permanent institutional form” [42]. Second, and as a 
consequence, child protection professionals increasingly use a defensive policy that is aimed at 
preventing any accusation of neglect or error. This means that the professionals’ decisions are 
backed up with procedures, such as safety clauses, against blame or even legal action. The result is a 
continuous effort to come to a clear-cut perspective on the future of clients (children and their 
families) where there is no place for ambiguity and uncertainty as central characteristics of human 
life [43]. The goal of child protection services seems to be the prevention of victimhood for both 
parties involved. Lastly and paradoxically, the cooperative balance between child protection 
agencies and families has become antagonistic, fuelled by the loss of the legitimacy of both child 
protection services and parents themselves. 

To blame the child protection system for not having been able to protect children against their 
parents’ aggression is too simple a reaction. Fatal family tragedies have a structural component and 
cannot be reduced to zero, not even in democratic countries that highly value children’s rights and 
have well-developed systems of child protection [10]. The freedom of parents to raise their children 
according to their own beliefs and insights is considered and has to be considered an essential right. 
The major role of the youth care system, of which child protection is a major part, is to prepare and 
help parents to raise their children well. This is both a way to advance the welfare of families and 
children and a strategy to decrease the risk of casualties. This means that the state should only 
intervene in worst-case scenarios. When the child protection workers intervene too early, this is 
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immediately considered as a state intervention in the private domain of well-meaning parents [44,45]. 
Yet, if the state responds too late, it is blamed for malfunctioning. Child protection professionals 
walk a tightrope: they have to give parents a maximum chance to bring up their children themselves 
and according to their own perspectives and should thus exercise restraint; yet, if parents are given 
the benefit of the doubt, this may result in fatal parental behavior. This is an ambiguous assignment 
without any guarantees that nothing will happen to anybody. 

However, not all is lost. The Samson Committee ([33], p. 124) advised changing the child 
protection system without ending up in a new “tick-off culture” in which protocols have a value of 
their own. A major recommendation is professionalization: although a vast majority of child protection 
professionals are employed through child care organizations, only a few are affiliated with a 
professional association [46]. Hence, they have neither the obligation nor the opportunity to engage 
in training programs and other means of professionalization. The Dutch child protection system now 
legally requires professionals to be registered and requires agencies to appoint a behavioral scientist. 
To keep their registration, professionals are required to take additional training, which might be a 
strong incentive to increase professional awareness. It may also result in new efforts to look for a 
more positive interpretation of child protection work, focusing more on possibilities rather than risks, 
more on changes rather than inabilities and on conversations for taking action rather than placing 
blame [47]. Recently, strategies of motivational interviewing have been introduced in child 
protection practices, which encourages professionals to focus on clients’ positive capacities [48]. 

This reminds us of Durkheim’s analysis of the dual relationship between the state and the 
individual, the state being both liberator of the individual and a strong force. Intermediary groups, 
like professional associations, are needed to morally counterbalance the state. They can only do so on 
the basis of professional ethics that demand strong professional coherence: “professional ethics will 
be the more developed, and more advanced in their operation, the greater the stability and the better 
the organization of the professional groups themselves” ([49], p. 8). A professional association 
according to the great sociologist can and should function as an intermediary between the state and the 
individual. If so, revitalization of professionalism in child protection may result in new moral 
foundations for this work. 

The usefulness and existence of such a “professionalized morality” also comes forth in Stanford’s 
analysis of child protection workers’ interpretations of risk [50]. Her study shows that these workers 
ascribed a moral status to both clients and practitioners who are a risk or are at risk. This is not a 
necessarily conservative position, because the tensions between the various risk identities enable the 
practitioners to take a moral stand. As Stanford shows, child protection workers often take a stand for 
their clients rather than take the “safest” option ([50], p. 215). Risk is shown to be a moral construct. 
Although it may seem that practitioners start from a personal sense of responsibility and compassion, 
these perspectives are indeed professionally trained moral anchors that belong to social work. 

Child protection laws were introduced and agencies were founded in order to do well for families 
and children. In public opinion, little seems left of that. The press enlarges the negative practices of 
child protection. Little attention is paid to how professionals succeed in creating, together with 
parents and children of different cultural backgrounds and in various relation arrangements, safe and 
favorable developmental conditions for children. Child protection is chiefly regarded as an evil 
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institution that has become entangled in its own procedures. There is no easy way out, because 
emotions run high when children and parents are involved. Polarization between the vulnerability of 
children, on the one hand, and a poorly performing child protection system, on the other, does not do 
any of the parties involved any good, though. A deep distrust of child protection endangers the 
legitimacy of child protection agencies, which is a serious threat to what they are supposed to do—to 
prevent child abuse and other harms on the basis of professional expertise and responsibility and, 
especially, to support parents and children in living a good life. It will be a future task for child 
protection agencies to make their positive efforts more visible for the public and to demonstrate how 
they manage to help parents and children to create socially responsible pedagogical practices, while 
respecting their “freedom of pedagogical enterprise” [4]. 
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Vulnerable Family Meetings: A Way of Promoting  
Team Working in GPs’ Everyday Responses to  
Child Maltreatment? 

Jenny Woodman, Ruth Gilbert, Danya Glaser, Janice Allister and Marian Brandon 

Abstract: This study uses observations of team meetings and interviews with 17 primary care 
professionals in four GP practices in England to generate hypotheses about how “vulnerable family” 
team meetings might support responses by GPs to maltreatment-related concerns and joint working 
with other professionals. These meetings are also called “safeguarding meetings”. The study found 
that vulnerable family meetings were used as a way of monitoring children or young people and 
their families and supporting risk assessment by information gathering. Four factors facilitated the 
meetings: meaningful information flow into the meetings from other agencies, systematic ways of 
identifying cases for discussion, limiting attendance to core members of the primary care team and 
locating the meeting as part of routine clinical practice. Our results generate hypotheses about a 
model of care that can be tested for effectiveness in terms of service measures, child and family 
outcomes, and as a potential mechanism for other professionals to engage and support GPs in their 
everyday responses to vulnerable and maltreated children. The potential for adverse as well as 
beneficial effects should be considered from involving professionals outside the core primary care 
team (e.g., police, children’s social care, education and mental health services).  

1. Background 

It is now widely acknowledged that scarce resources and high demand mean that children’s social 
care in England is functioning as “an emergency service [1]” which prioritises reactive child 
protection responses over earlier help and prevention, despite policies which have ambitions to the 
contrary [1–5]. Qualitative studies report that some families and professionals have encountered a 
lack of early help or child in need services for families who are below the very high thresholds for 
child protection services [6–11]. 

In this context, the spotlight has been thrown on the role of other services which have routine 
contact with all children and families, such as GPs. Researchers have begun to ask how these services 
might use their everyday contact with families to respond to vulnerable and maltreated children and 
their families, especially those not meeting thresholds for services from children’s social care [12–15]. 
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There is evidence from qualitative studies that some GPs in England are already using their core 
skills and opportunities as family doctors to identify and respond to maltreatment-related concerns1, 
particularly for children with problems related to neglect and emotional abuse [12]. In these studies, 
GPs were responding directly to families by “keeping a watchful eye” on them, “standing up and 
shouting” for families (e.g., advocating for better housing), talking to parents to help them realise 
“that there was actually a problem with the children” or that “stopping drinking was a good thing”, 
and providing immediate and opportune healthcare for children when parents came to the surgery for 
other reasons [12,16]. These responses relied on GPs building a therapeutic relationship with parents 
and/or older children and good links with health visitors [12]. 

A therapeutic GP-patient relationship might be effective at keeping parents (or other adults 
important to the child) engaged and motivated to change whilst reducing risk to the child by helping 
these adults to keep the child “in mind” [17,18]. Without proper team working and professional 
supervision there is danger that fostering a therapeutic relationship with parents becomes an 
“accommodative strategy” which affirms patterns of the “bad” behaviour and encourages professionals 
to focus on parents and overlook the needs of children [19,20]. Good links with health visitors can 
allow relevant and timely information to flow to the GP to support risk assessment and monitoring of 
families with preschool aged children [16]. However, with the relocation of health visitors away 
from GP surgeries, these links may be difficult to maintain and GPs might be working in the context 
of partial or incomplete information about a child’s situation. Systems which encourage team 
working, mutual peer supervision, information sharing and inter-professional links appear a common 
sense way of supporting GPs when they are responding directly to families and of minimizing the 
risks of isolated working.  

Regular primary care team meetings for the specific purpose of discussing vulnerable families 
(‘vulnerable family meetings’) have the potential to be one such system. Such meetings are 
recommended as good child safeguarding practice by the Royal College of GPs [21]. However, there 
is little clarity about the purpose or format of these meetings and we know little about how they work 
in practice or whether/how they might involve other professionals.  

This study used observations and interviews with primary care practitioners to describe the 
purpose, format and functioning of vulnerable family meetings in four general practices in England. 
We used the data to generate hypotheses about how these meetings might best work to support GP 
responses to maltreatment-related concerns and about the role of other professionals in relation to  
the meeting.  
  

                                                
1 We use the term “maltreatment-related concern” to capture the full range of professional concern about child 

maltreatment, including concern about parental risk factors for maltreatment and compromised parenting or 
parent-child interaction which is judged to have the potential to become harmful, whether or not the problem 
currently meets children’s social care thresholds for enquiry or action. Therefore, “maltreatment-related concerns” 
includes children who are judged to be marginally maltreated or at risk of maltreatment as well as cases where 
practitioners are certain enough to definitively label the child’s experience as “maltreatment”. The term 
“maltreatment-related concerns” is consistent with a continuum model of child welfare and in keeping with a public 
health approach which covers prevention and treatment. 
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2. Methods 

2.1. Recruiting Data Collection Sites and Participants 

We purposively selected four “best practice” sites with a geographical spread across England 
from a convenience sample of 11 GP practices who were participating in an audit of child 
safeguarding led by the Royal College of GPs. The 11 practices have been described elsewhere [22]. 
We chose four sites where the GP lead for the audit was a child protection “expert” (held a child 
protection post, was involved in child protection policy or in delivering child protection training)  
and held regular team meetings to discuss vulnerable families [21]. These characteristics were 
ascertained via an online survey which the GP leads completed between April and May 2010. The 
lead GPs acted as gatekeepers by introducing the study to their colleagues and arranging for the 
researcher to come to the vulnerable families meetings. Before the vulnerable family meetings 
started, the researcher (JW) explained the study and collected the emails of GPs, practice nurses and 
health visitors who were willing to be interviewed. The researcher emailed each of these professionals 
and where they agreed, arranged to interview them. The four GP leads were also interviewed. A total 
of 21 professionals expressed interest in the study but four later declined due to lack of time. We 
conducted a total of 17 interviews.  

2.2. Interview Participants 

The participants tended to be experienced health professionals and to have worked for an 
extended period with their current team: almost two thirds (N = 11) reported being qualified for  
20 years or more (range 1–40 years and 58% (N = 10) had worked in their current team for at least  
10 years (range 6 months to 2 years) Eight of the interviewees (47.1%) were “experts”, defined as 
described above). Just over half the respondents were female (N = 10/17; 60%). There were five 
participants each from Practices 1 and 2, four from Practice 3 and three from Practice 4. The two 
health visitors worked in different sites from each other, as did the two practice nurses. 

2.3. Conducting Interviews 

One researcher (JW) conducted the interviews with 14 GPs, two practice nurses and two health 
visitors from the four sites. In the interviews, the researcher elicited narratives by asking the participants 
to choose two or three “children, young people or families who had prompted maltreatment-related 
concerns” and describe their concerns and involvement. In keeping with the aim of allowing 
participants to tell their stories and control the content, the interviews were free ranging with minimal 
steering from the researcher. Interviews were face to face, conducted between November 2010 and 
September 2011, lasted an average of 50 min and were audio recorded and later transcribed. In total, 
we collected 837 min of interview data from 17 participants (602 min from the 14 GP participants). 
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2.4. Observing Team Meetings 

The same researcher (JW) observed one vulnerable family meeting at each of the four data 
collection sites between January and June 2011. During the meetings, the researcher was a complete 
observer, taking no part in the meeting and sitting apart from the professionals. Thoughts and details 
were recorded as hand-written structured notes (the researcher noted the apparent purpose of the 
meetings, the content and the ‘tone’ of interaction between attendees as well as any additional thoughts).  

2.5. Analysing Data 

We used a thematic approach to analysis as we were interested in identifying recurrent and 
common themes about responses to maltreatment-related concerns within a defined group (GPs). 
Our approach was inductive (data driven) and interpretive (rather than simply descriptive) [23]. 
Although the inferior status of thematic analysis persists, a robust and in-depth thematic analysis can 
be as insightful and skilful as other “branded” analytical approaches [23]. The analyses generated a 
detailed description of seven GP responses (monitoring, coaching, advocating, opportune healthcare, 
recording concerns, referring to other professionals and joint-working with other professionals) as 
well as theory about the types of families for whom they were used and the contexts which facilitated 
them. These results are published elsewhere [16].  

At the start of the study, we conceived of vulnerable family meetings as one possible ‘response’ to 
maltreatment-related concerns in general practice. However, as the analysis progressed, we saw that 
they were perceived by GPs and other members of the primary healthcare team as a facilitator of 
other responses (rather than a response in their own right) and were being used in this way. As the 
analysis continued, we asked detailed questions of the data regarding purpose and form of the 
meetings and it is these results which are presented here. To generate hypotheses about the most 
useful form and structure of these meetings, we asked ourselves: ‘Are there particular characteristics 
of meetings that seem to support the stated or implicit purpose of the meetings?’ The resulting 
hypotheses are presented in the discussion of this paper.  

Although it would be useful for the reader to know which interview participants came from  
which practice, we judge such a level of detail to potentially compromise participant anonymity. 
Unless otherwise stated, we report themes that emerged from at least two of the practices. Where  
there are multiple quotations to support a single point, they come from participants who worked at 
different practices.  

2.6. Ethics and Research Governance 

Ethical approval for the interviews and observations was given by Central London 1 NHS 
Research Ethics Committee on the 8 October 2010 (Reference 10/H0718/6). For each of the four 
sites, approval was given by the relevant Research and Development Unit of the Primary Care Trust 
(PCT) who issued a Letter of Access permitting the research to take place.  
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3. Results 

3.1. Format of Vulnerable Families Meetings 

Table 1 shows that the meetings in each of the four practice were highly variable in their 
frequency, number and range of attendees, “tone” of interaction between professionals and selection 
of children and families for discussion.  

One practice (practice B; Table 1) allocated an hour every fortnight to discuss problems in adults 
(e.g., cancer patient or palliative care patients) and, for the second half of the meeting, discussed 
children and young people:  

It could be anything, from a child that’s constipated to a child who’s got a serious 
medical diagnosis to a child who is a cause for concern, and we’ll also discuss all the 
children who have child in need plans or child protection plan (GP, interview data). 

In the observed meeting in practice B, just over half of the children and young people were 
discussed due to maltreatment-related concerns (N = 7/13, see Table 1). The other three practices had 
meetings bimonthly (practices A and D, Table 1) or quarterly (practice C; Table 1) for 45 minutes to 
an hour, which were specifically dedicated to discussing children and young people who had 
prompted maltreatment-related concerns and their families. In three practices (practice B-D, Table 1), 
GPs, health visitors and practice nurses attended the meetings, with general practice (practice D) or 
health visiting service managers (practice C). In practice A, there were a wider range of professionals 
from education and health (Table 1). 

In two practices, the “tone” of the meeting was relaxed and chatty, seemingly on account of the 
meetings being well-established and all professionals knowing each other well (practices B and D; 
Table 1). In one of these practices, there was an air of efficiency with a list of patients to discuss and 
wider information being readily to hand whilst the other meeting appeared more disorganized. In 
contrast, the other two meetings were characterized by tentative and guarded interaction between 
professionals, seemingly on account of the professionals not all knowing each other (practices A and C; 
Table 1) and the meetings being very newly established (practice A). In one of these practice, a GP 
subsequently commented that the presence of the researcher had made people more cautious and  
self-conscious about what they said (practice C). The guarded nature of meetings appeared to be a 
defense against the uncertainty and “not knowing” inherent within child protection work, which 
manifested itself as a preoccupation with the thresholds of concern for information sharing (practice A) 
or a reluctance to admit that the professionals did not know the answers to questions being asked. 
(practice C). 

Only one practice had a clear method of selecting children and young people for discussion 
(practice B, see Table 1 for reported selection criteria). In this practice, the health visitor also brought 
children for discussion via a list of children she knew to have a child protection plan and be 
registered at the practice. In the other practices, selection of children and young people relied on GPs 
and practice nurses remembering their concerns and bringing them to the meeting.  
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3.2. Purpose of Meetings 

Fourteen (82%) of the interview participants (including both practice nurses and both health 
visitors) spontaneously mentioned the vulnerable families meetings and did so in the context of them 
being “good”, “pivotal” and “important” (GP, health visitor, GP participants, respectively).  
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3.2.1. Monitoring, Review and Follow-Up 

In all four practices, the meetings were seen as important for monitoring children and families. 
This came across implicitly in the observed meetings (Table 1) and more explicitly in the interviews: 

Well, we would, um, um...I’ll probably discuss it at the primary health care team 
meeting next week […] to those families we...you know...we always talk in our 
meetings They’ll be discussed again, um, so I wouldn’t...you know, that’s the way we 
sort of monitor these sorts of families (GP, interview data).  

So, yeah, you know, the meetings that we had, we kind of discussed it, that case, and, 
you know, you obviously hear other information from the other members around the 
table, “Oh, well, so-and-so and so-and-so...” and they know all about the families and 
things (GP, interview data). 

The meeting allowed GPs to monitor children and their families in three ways. First, the team 
could act proactively by anticipating important or stressful points in a family’s life or changes which 
could impact on parenting (e.g., the birth of a new baby): 

when we met regularly as a whole team, the whole practice, we were [..] recognising 
for example that the mother was nearing term [in her pregnancy], that the parents were 
complying with [methadone] treatment and all was going well (GP, interview data).  

Secondly, participants gathered and shared information with other professionals at the meetings, 
usually the health visitor, who was pivotal for supporting GPs’ monitoring and review of vulnerable 
children and their families: 

Of course [we ask health visitors what they know] at the child protection meetings we 
have on a regular basis at the practice, you might just say, “Is anyone worried about this 
family?” (GP, interview data).  

In practice C, the cases that were brought for discussion at the meeting seemed to be ones where a 
professional felt that they had lost sight of the family or not achieved follow-up (Table 1). The 
professionals turned to the meeting as a way of catching up on what had happened since their initial 
concern, although as described above this was hindered by a reluctance to admit professional 
anxiety, uncertainty and incomplete knowledge around the case.  

Health visitors were viewed as a conduit of information between children’s social care and the 
police and general practice: 

We found out about this [a very serious domestic violence incident] because the police 
alerted social services and social services obviously relayed the information to the 
health visitor. And in such instances where we have reports from social services, they're 
always brought up in our primary care team meetings so that everybody is aware of 
what is happening in that family at that particular time (practice nurse, interview data). 

Thirdly, concerns by practice nurses and GPs prompted proactive information gathering via the 
health visitor: 
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And I brought her up at the meeting where the health visitors were present as well, […] 
And, again, the health visitors said they would go out and visit. And, in fact, when they 
got out to visit, the grandmother was also concerned that the mum, the child's mum, had 
been going out late at night and not coming back. And, of course, they had years and 
years of watching their daughter with drug use, and they thought she was using again 
(practice nurse, interview data). 

But [the meeting] makes you think, and... and there have been occasions where people 
[health visitors] have said well perhaps I’ll go around and see them again next week, 
just to see how they’re getting on...(GP, interview data).  

3.2.2. Risk Assessment 

From the GPs’ and practice nurses’ perspective, the main purpose of monitoring, review and 
follow-up was to aid risk assessment and make timely decisions about when a concern warranted 
being shared with children’s social care. In this way, information sharing at the meeting was seen to 
contribute to a “bigger picture” and facilitate more accurate risk assessment:  

Interviewer: How did having the vulnerable family meeting influence your view of her 
and...and the family? 

Respondent: Um, I suppose it...it concerned me more in that it was, you know, it was 
part of the bigger picture and... it was more, oh, right, I didn’t realize all of those people 
were kind of in the same household. So it was helpful from a...from a bigger picture, 
you know, thinking about all of the children rather than just her. 

3.2.3. Sharing Risk 

One participant felt that the vulnerable family meeting allowed her to live with her decision not to 
refer a family to children’s social care after her concern was stepped down following information 
from a health visitor:  

I can live with it [the risk] and actually it’s shared because I have told the health visitor, 
I have told the other doctor and I will mention it again when I go to the practice 
meeting and that is as much as we can do at the moment and I don’t believe she is in 
immediate danger (GP, interview data).  

3.2.4. Encouraging Inter-Professional Trust and Inter-Agency Working  

One practice (practice A, Table 1) aimed to build inter-agency trust and joint working between 
general practice, local schools and mental health care services (CAMHS; Child and Adolescent 
Mental Health Services). This approach was newly conceived and it was apparent it would take a 
long time to build these links. The attendance of professionals from outside general practice resulted 
in a preoccupation with confidentiality and the ethics of information sharing, so that this was the 
primary topic of discussion and only one family was discussed.  
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3.2.5. Learning and Peer Supervision 

In one meeting, (practice C, Table 1) the stated aim was to learn from general principles rather 
than support the management of individual cases. However, there was no evidence of this happening 
in the meeting which was observed. There was no other indication in the observation or interview data 
that the professionals saw the meetings as a way of learning or accessing peer supervision in this 
difficult area. 

3.2.6. Joint Decision Making 

In practice A (Table 1), the GP leading the meeting explicitly stated that the meetings were not a 
forum for decision making. There was no other mention of joint-decision making as a purpose of  
the meetings.  

4. Discussion 

4.1. Key Findings 

The format of the vulnerable families meeting varied greatly across four “best practice” general 
practice settings in England. The meetings were primarily used to monitor children, young people 
and families, aid good risk assessment and support decisions about when to refer to children’s social 
care. These uses of the meetings in this study go beyond those previously described: in feedback 
about the meetings in one Clinical Commissioning Group area, participants saw their primary 
purpose as information sharing to support early identification of problems and their secondary 
purpose as building relationships between professionals [24]. There was no evidence in our study 
that vulnerable family meetings were used for peer supervision and learning in this difficult area or to 
support joint decision making about how GPs and the primary care team should manage the family in 
their everyday contact with them.  

Other qualitative studies of multi-disciplinary team meetings to discuss vulnerable families in 
social work [25] and patients with dementia in primary care [26] have reported that participants saw 
joint decision making as one purpose of the meetings. Both these studies are set in the US. Effective 
team meetings in other patient groups in primary care are characterized by clear goals [27] and it is 
likely that this would also improve the functioning of vulnerable family meetings.  

4.2. Facilitators of a Fit-for-Purpose Meeting 

From the results, we would suggest four key facilitators of a fit-for purpose vulnerable family 
meeting (based on the data, a fit-for-purpose meeting is one that promotes monitoring and follow-up 
of children and their families, good risk assessment, shared risk, joint-working, learning, peer 
supervision and joint decision making about referral to children’s social care and/or continued 
management within primary care services). 
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4.2.1. Flow of Meaningful Information into the Meeting 

In the meetings we observed, GPs relied on health visitors to act as a conduit for information from 
children’s social care and/or the police and to bring to the meeting detailed information that they had 
collected during home-visits. There are several challenges to using health visitors to underpin the 
monitoring, risk assessment and risk sharing functions of the vulnerable family meeting in this way. 
Health visitors only work with families with preschool-aged children (though they may extend their 
work to older siblings [28]), their caseloads may not overlap with the geographical area covered by 
GP practices (i.e., they only work with some of the families registered at the practice); and they may 
not have time, energy or incentives to attend GPs’ vulnerable family meetings. Health visitors may 
not themselves receive important information from other agencies: in their overview of a series of 
studies about safeguarding children in the UK, Ward and Davies reported that heath visitors were just 
as frustrated as GPs at the lack of feedback from children’s social care ([9], p. 119). Wider interview 
data from our study also revealed that health visitors may not pass on all relevant information to the 
GP even if they are aware of it and even if they attend the vulnerable family meeting [16]. Assuming 
that health visitors know and share relevant information from other agencies might leave GPs 
erroneously thinking they have the bigger picture and impede good risk assessment and monitoring. 
It might also place an unfeasibly large burden on the overstretched health visiting service.  

One alternative would be to create a system for regulated information exchange such as automatic 
notifications of referrals to police or children’s social care or an electronic database that could be 
shared across agencies. However, this type of “techno-rational” solution [29] has been criticized for 
prioritizing administrative work and formulaic agency responses over thoughtful practice and 
therapeutic work with children and families [30–33]. As Hall argues in his analysis of inter-professional 
communication in public enquiries into child death, we should not assume that it is easy or simple to 
transfer “information” from one professional to another [32]. Professionals from different agencies 
will draw on the rules, beliefs and habits of their profession to make (different) interpretations of the 
same piece of “information” [34]. Even when information is shared, the meaning of that information 
can easily get lost as it changes hands, especially in the context of child protection work which 
engenders professional anxiety, uncertainty and vulnerability to blame. “Lost” information might be 
exaggerated with automatic systems, which also threaten to deluge general practice in the sheer 
volume of information they might receive about their patients, for example domestic violence 
incidents via the police. 

Another alternative would be to resource another professional whose job description included 
collecting ensuring information flow into the meeting from social care, education and health visitors 
and feedback to these agencies. This professional could be located either within primary care or 
within children’s social care. A similar role already exists in some hospitals in the UK in the form of 
liaison health visitors and paediatric liaison nurses. Collecting information prior the meeting might 
improve its function: a qualitative study of team working for patients in Belgium primary care 
reported that well-planned meetings worked best [35]. Any member of liaison staff would have to be 
sufficiently skilled to elicit and transfer the meaning of information, which might require interagency 
training [9] and to ask questions around the information exchange rather than passively accepting what 
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they hear [32]. There are obvious resource implications of using a trained and skilled professional to 
fulfill this role. One possibility is for the meetings (and staff time) to be funded by the Clinical 
Commissioning Group as a Local Enhanced Service [24].  

4.2.2. Systematic Ways of Identifying Cases for Discussion 

In the observed meetings, there was a clear need for systematic ways of selecting children and 
families for discussion. This might be achieved, for example, by identifying children from codes in 
their electronic primary care records and cross referencing concerns with children and parents known 
to be vulnerable by other professionals (as in practice B, Table 1) or by selecting families where 
parental risk factors are known to the GP practice, such as domestic violence, drug and alcohol abuse 
and suicide attempts. This latter approach is already used throughout all Dutch ED departments [36–38] 
and in some English EDs [39] to identify at risk children. Any protocolised selection of children for 
discussion might also require a filter of professional concern about the child, to make the meeting 
directly useful to practice [35] and to make numbers manageable.  

Having a systematic way of identifying children and families for discussion at the meeting might 
minimize disruption from the absence of key staff (as seen in practice D, Table 1) and avoid reliance 
on professionals’ memory, confidence and motivation to bring cases to the meeting. Due to disincentives 
to record maltreatment-related concerns, and particular disincentives to use maltreatment-related 
codes in the patient’s notes, these codes might not identify all concerns known to the practice. 
However, the Royal College of GPs has recommended a simple intervention to improve coding of 
maltreatment-related concerns [22], which increased coding by about 30% in 10 practices in England 
(personal communication). Giving codes a specific and visible purpose (using them to “case-find” 
for the vulnerable family meetings) might promote their use.  

4.2.3. Limiting Attendance to Core Members of the Primary Care Team 

There is a high level of anxiety and professional vulnerability in child safeguarding work, which 
can muddle and overwhelm professionals [30,31,40,41]. Qualitative studies have described how 
defenses to anxiety and vulnerability creep into team work and joint-working practices [31,41]. The 
pre-occupation with confidentiality and the reluctance to admit that “the ball had been dropped” that 
we observed in two meetings might be exactly this type of defense and have been descried as such 
elsewhere [31,41]. A paralyzing pre-occupation with confidentiality is commonly described in joint 
child safeguarding work between social works and health professionals [11,25].  

Keeping the meetings small (limited to the core primary care team) might help create a “safe 
space” which allows for the uncertainty and “not knowing” in concerns about child abuse and neglect 
and has been described as essential for thoughtful practice and peer support in child safeguarding 
work within children’s social care [31]. As opportunities for informal professional reflection, peer 
review, team building, and moral support are squeezed by a target-based primary care system [42], a 
formal “safe space” might be increasingly important.  

The evidence-base does not clearly tell us whether it is better to have small homogenous groups of 
primary care professionals in vulnerable family meetings or to have larger interdisciplinary meetings. 
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A literature review of team work for complex patients in primary care concluded that occupational 
diversity in a team promoted positive impact on patient care [27]. However, other qualitative studies 
of interdisciplinary teams for late-stage dementia in primary care [26] and child safeguarding work [25] 
report that true collaborative discussion and joint-working rarely took place, and could even be 
absent in the context of co-location of professionals [25]. Co-locating social workers in paediatric 
primary care settings was one component of a multi-component intervention that improved health 
outcomes of vulnerable and maltreated children [43,44]. On the other hand, our data suggest that 
inviting social workers to vulnerable families meetings will only work if there is complete 
professional trust and ease between the social workers and primary healthcare professionals, taking 
an unfeasibly long time to build and rebuild each time a social worker changed post.  

In an ideal world, professionals from other agencies could come to a vulnerable family meeting 
and engage in uninhibited and profitable discussion and joint decision making. However, it seems 
that this is not so easy to achieve in practice. Limiting attendance at the meetings to the core primary 
healthcare team might be the type of “street level” solution that Hood describes as being a practical 
solution to the inherent messiness and ambiguity (“the swampy lowlands”) of everyday practice [33].  

If vulnerable families meetings were limited to the core primary healthcare team, there would be 
need of structures to challenge assumed and dominant ways of working and to promote inter-agency 
working outside the meeting. Such structure would guard against meetings which reinforced “routine 
dysfunction practice” [45] promote inter-agency working to avoid “silo working” [46]. Inter-agency 
training might be a one way of doing this, although the same review that reported inter-agency 
training to be a positive and valued way of promoting inter-agency trust also reported that GPs rarely 
attended [9]. Given the monitoring role of LCSBs and statutory requirement for GP led clinical 
commissioning groups to sit on these boards, LSCBs might be able to help promote interagency 
working around children discussed in vulnerable family meetings. However, LSCBs face significant 
challenges in term of participation, leadership and resources [9].  

4.2.4. Locating the Meeting as Part of Routine Clinical Practice 

Lastly, locating the vulnerable families meeting as a part of the routine work of general practice 
might facilitate motivation of the team (by labelling safeguarding as core clinical work) and frequency of 
meetings. This might be done by including discussion of vulnerable children in regular meetings 
about all problems in children, which could also be nested within a meeting about problems about 
adult patients as in practice D. Locating safeguarding work as core ‘medical’ practice was identified 
as one of the drivers of GP engagement with safeguarding work in the previous analyses of the data 
from this study [16].  

These suggested facilitators need to be tested in practice. 

4.3. Strengths and Limitations of Our Study 

This was an in-depth qualitative study that achieved a level of candour from participants, as 
described in previous publications [16] and used researcher observations as well as professional 
accounts to generate hypotheses. As an in-depth qualitative study of “best practice” sites, we cannot 
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assume that our results can be generalised to all general practice settings in England. Indeed, we found 
high variation even between a small number of “best practice” sites. Variation is likely to be greater 
still over the tens of thousands of GP practices in the UK (there were more than 8000 GP practices in 
England in 2013) [47]. There are currently no data about the proportion of GP practices in the UK 
which hold vulnerable family meetings, how frequently they do so or with what perceived purpose.  

As described above, other qualitative studies above have generated hypotheses about effective 
team-working and interagency work about other patients in healthcare settings or about vulnerable 
children in social work or multiagency teams. Currently, there are no epidemiological data on the 
effectiveness of vulnerable family meetings on outcomes for children, young people and their 
families in primary care and this was beyond the scope of this study.  

5. Conclusions 

Vulnerable family meetings were being used for monitoring children, young people and families 
in some practices in England. We suggest an opportunity was being missed for peer supervision in 
this difficult area and joint decision making about how to manage everyday contact with specific 
vulnerable children, young people and their families in primary care. Using the meetings for peer 
supervision and joint decision making might help GPs manage the “not knowing” inherent in 
concerns about abuse and neglect and minimize the potential for isolated working.  

Our study suggests that there is likely to be some way to go before team meetings in primary care 
reach their potential for safeguarding children and young people. To maximize the potential of the 
meetings, practices are likely to need properly resourced and skilled support.  

Other professionals should recognize that the meetings are a potential mechanism for engaging 
and supporting GPs in their everyday responses to vulnerable and maltreated children. The police, 
children’s social care, education and mental health services should feed information into these 
meetings and provide support when requested, although attendance by outside professionals might 
cause more problems than it solves.  

A large scale survey of a representative sample of GP practices should be undertaken to test the 
hypotheses generated by our study. We need a study conducting a series of small and linked 
evaluations to test the most effective way of running a vulnerable family meeting in primary care. 
These should include epidemiological data from patient records as well as qualitative data and should 
include a comparison group and, if possible, a randomized design.  
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Technology-Based Innovations in Child Maltreatment 
Prevention Programs: Examples from SafeCare® 
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Abstract: Each year, hundreds of thousands of children in the U.S. are victims of child maltreatment. 
Experts recommend behavioral, skill-based parent training programs as a strategy for the prevention 
of child abuse and neglect. These programs can be enhanced using innovative technology strategies. 
This paper presents a brief history of the use of technology in SafeCare®, a home visiting program 
shown to prevent child neglect and physical abuse, and highlights current work that takes a 
technology-based hybrid approach to SafeCare delivery. With this unique approach, the provider 
brings a tablet computer to each session, and the parent interacts with the software to receive 
psychoeducation and modeling of target skills. The provider and parent then work together to 
practice the targeted skills until mastery is achieved. Initial findings from ongoing research of both of 
these strategies indicate that they show potential for improving engagement and use of positive 
parenting skills for parents and ease of implementation for providers. Future directions for technology 
enhancements in SafeCare are also presented. 

Reprinted from Soc. Sci. Cite as: Cowart-Osborne, M.; Jackson, M.; Chege, E.; Baker, E.;  
Whitaker, D.; Self-Brown, S. Technology-Based Innovations in Child Maltreatment Prevention 
Programs: Examples from SafeCare®. Soc. Sci. 2014, 3, 427–440. 

1. Introduction 

Child maltreatment (CM) is one of the most significant and substantive issues facing the U.S. 
today with a high incidence and at a staggering cost to the individual and society at large [1–3]. In 
2012, an estimated 686,000 children were victims of abuse and neglect, an incidence rate of 9.2 per 
1000 children in the population [4]. Over a quarter of these victims were less than three years of age, 
and approximately 20% were between the ages of 3 and 5. Over four-fifths of abuse and neglect cases 
(81.5%) were perpetrated by either one or both parents [4]. The incidence rates of CM are widely 
believed to be underestimates [1,3], and data show that the majority of CM incidents are not 
investigated by Child Protective Services (CPS) [5]. Although CPS reports indicate that approximately 
one percent of children in the U.S. are victims of CM each year [4], these data find that the 
percentage of children who are victims is closer to four percent [5]. 

Children who experience CM are at increased risk for poor emotional, social, and behavioral 
consequences [6] as well as increased risk for deleterious long term effects, including poor health and 
lower achievement, across the lifespan [7–9]. More specifically, adults who were CM victims have 
higher reports of poor lifestyle factors than adults who were not CM victims, as well as having higher 
incidences of smoking, severe obesity, mental illness, ischemic heart disease, cancer, chronic lung 
disease and liver disease [7]. Consequently, the projected lifetime economic burden of new victims 
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of CM in 2008 alone was $124 billion. This figure, while staggering, is based on conservative 
assumptions, underscoring the importance and cost-effectiveness of CM prevention [2]. 

1.1. CM Prevention: Behavioral Parent Training Programs 

According to data from the National Child Abuse and Neglect Data System (NCANDS), parents 
are the most common perpetrators of CM [4]. Thus, increased attention has been paid to prevention 
programs that target parents, especially those at risk. The risk factors believed to underlie CM include 
parental substance abuse, mental illness, domestic violence in the home (28.5% of victims) [4], child 
conduct problems, and poverty [1]. Interestingly, the interventions that have been the most successful 
in reducing CM are not those that address these risk factors but rather those that focus on improving 
parenting skills [1,10], known as Behavioral Parent Training (BPT) programs. Experts in the field 
recommend BPT programs as a type of evidence-based model that may benefit families in the child 
welfare system and serve as a CM prevention strategy [1,11,12]. 

BPT programs are based on the assumption that parenting skill deficits can be improved by 
providing parents with a repertoire of skills. They use a specific instructional format that includes: 
provider instruction and behavioral modeling of targeted skills, parent practice of skills through role 
plays and live practice with the child, and homework assignments for the parent, for example, to 
practice targeted interaction skills with the child outside [13]. The rationale for BPT programs in 
preventing CM is that parents who receive this training acquire and develop positive parenting skills 
and are less likely to use coercive methods to address challenging child behavior as well as 
experiencing changes in the attitudes that promote harsh parenting practices [8]. The evidence 
suggests that helping parents interact with their children and build parenting skills also benefits their 
mental health [1]. 

Research on several of these programs has shown that they can reduce the risk of CM perpetration 
and recidivism in a population of families at increased risk for maltreatment. For example, Chaffin 
and colleagues [11] conducted a randomized trial of families referred for physically abusive behavior 
comparing Parent–Child Interaction Therapy (PCIT) to a standard community-based parenting 
group and to PCIT with enhanced case-management services. Their findings indicate that 19% of 
PCIT-treated families had a re-report for physical abuse compared to 49% of families treated via the 
community-based parenting group. Additionally, in one of the few studies to examine the use of a  
BPT program as a primary prevention program, Prinz and colleagues [14] conducted a large 
population-level randomized trial of Triple P, another evidence-based BPT program, in South 
Carolina and results indicate a relative reduction in maltreatment rates for areas in which Triple P 
was implemented compared to areas where it was not. 

More recently, several randomized trials have found the benefits of SafeCare as an effective 
program for reducing CM recidivism for parents of children 0–5 years. The program consists of 
three, six-session modules: Parent–Child Interaction (PCI), Child Health, and Home Safety. Each of 
these modules targets skills that are proximal to CM risk factors. In PCI, parents learn skills to 
increase positive interaction with their children and reduce challenging child behaviors. The home 
visitor teaches skills used to structure activities for children including daily routine activities, 
activities outside of the home, and independent play. Through the child health module, parents are 
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taught how to respond to a variety of health-related situations that may arise. They learn to use health 
reference materials to help identify illnesses and symptoms and respond accordingly, whether it is by 
treating at home, making an appointment with the doctor, or going to the emergency room. The home 
safety module is intended to reduce the risk for unintentional injury by teaching parents to identify 
hazards in the home, to understand when objects are reachable or accessible by children, and how to 
remove hazards or make them inaccessible. Parents also learn the importance of appropriate 
supervision. The first and last sessions in each module are assessment sessions in which the home 
visitor assesses the parent’s skills. In this way, the home visitor can track the parent’s skill acquisition. 
Sessions two through five are training sessions in which the parent learns the material for that 
session. Each training session is structured around four components: Explain, Model, Practice, and 
Feedback. As this description implies, the home visitor begins by explaining the skills, then models 
the skills for the parent, allows the parent to practice the skills, and, finally, the home visitor provides 
positive and corrective feedback to the parent regarding their use of the skills [15]. 

SafeCare is a unique BPT program in that it is delivered in the home setting as opposed to a clinic. 
This delivery strategy provides the benefits of reducing logistical barriers for families, while also 
offering service providers an increased opportunity to understand factors occurring in the ecological 
context of the home environment that influence parent decision making and behavior. By delivering 
the curriculum in this manner, the provider is able to directly observe parent’s use of the skills in the 
home, where they will most often be implemented, and also provide feedback during training in the 
home environment [16]. Additionally, SafeCare was designed specifically to prevent CM as the 
primary program objective. The three SafeCare modules address proximal risk factors for both child 
physical abuse as well as neglect, the most prevalent form of CM [4]. Other BPT programs were 
developed to target different outcomes and have been applied to CM prevention following positive 
results for proxy behavioral outcomes. 

The largest study to date is a statewide comparative effectiveness trial of SafeCare in the 
Oklahoma child welfare system. Chaffin and colleagues [17] conducted a six-year longitudinal study 
comparing rates of recidivism between a group of parents receiving SafeCare services and a control 
group receiving family preservation services as usual (n = 2175). This study found that SafeCare 
prevented 26% of repeat cases of maltreatment compared to the control group. Participation in 
SafeCare was also shown to improve parenting behaviors. Separate analyses found that SafeCare 
was equally effective for a large sample of American Indians who participated in the trial compared 
to non-minority participants [18]. A second randomized trial by Silovsky and colleagues [19] found 
differences on a range of outcomes (parent social support, child abuse potential, parent depression) 
favoring SafeCare as compared to usual services. A third trial also showed results favoring SafeCare 
participation over services as usual [20]. This study found that SafeCare parents had a higher service 
retention rate, greater use of non-violent discipline, and fewer child welfare reports related to 
domestic violence compared to the group of parents receiving services as usual. In addition to these 
randomized controlled trials, quasi-experimental and single-subject research has been conducted on 
SafeCare yielding similar results, all supporting the positive effects of SafeCare [21–24]. 
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1.2. Using Technology to Enhance BPTs 

The overall public health impact of a program includes the effectiveness of the intervention on 
targeted outcomes, as well as the reach or the percent and representativeness of individuals willing 
to participate [25]. While there is increasing evidence for BPT programs to reduce CM risk and 
incidence for families who complete, there are still significant limitations to the reach of these 
programs. Family service engagement, defined as parent beliefs about treatment that impact service 
participation and satisfaction, alliance with interventionist, and, ultimately, service retention [26], is 
one of the major challenges documented by research [27,28]. Emerging research indicates that, by 
increasing communication between provider and client and providing information in a unique 
way, technology-assisted evidence-based BPT programs delivered in clinics [29] and homes [30,31] 
can improve parent engagement and retention and, consequently, targeted outcomes. 

In a special issue of the journal Child Maltreatment, Guest Editors Self-Brown and Whitaker [32] 
called for an increase in the use of technology for intervention delivery to parents to improve reach of 
evidence-based programs in the CM field. The growing penetration of internet and smartphone usage 
coupled with the growing resource constraints on state support of families at high risk for CM 
presents a great opportunity to promote innovative technology strategies. In addition to improving 
reach, these strategies afford the opportunity to reduce the costs of BPT provision while enhancing 
home visitor fidelity, or adherence to the intervention protocol [3]. Technology-enhanced BPT 
programs have the advantage of being adaptable to the individual and overcoming the challenges of 
implementation fidelity which arise from the incomplete adherence of interventionists to 
intervention protocols [6]. Delivery of the program through a computer ensures that the information 
is being delivered as intended in the intervention protocol (i.e., with fidelity). Also, in situations in 
which providers are delivering an evidence-based practice for the first time and are unaccustomed to 
following a structured protocol and experiencing increased supervision, the addition of a technology 
component could alleviate some of the stress related to a new implementation. Numerous research 
studies have shown that technology can successfully aide in delivery of these programs. What 
follows is a discussion of how technology has been implemented in SafeCare in the efforts to prevent 
child abuse and neglect. 

2. Literature Review of the Use of Technology in a BPT Program: A Look at Previous  
SafeCare Strategies 

The introduction of technology into SafeCare first emerged in the mid-1980s when home visitors 
successfully utilized an audio slide show to help parents identify safety hazards [33]. Over a decade 
later, video training was tested in the PCI and home safety modules. In this approach, home visitors 
brought a ten-minute video, the content of which covered the explaining and modeling portions of 
that session, to each visit. The video was played on the parent’s VCR while the home visitor 
monitored the child. A single subject study of two parents was conducted for the PCI module and for 
the home safety module. Results of these studies found that parents’ skills improved greatly after the 
video training was implemented and that parents positively rated the video content and the use of 
video as an intervention delivery mechanism [21,34]. 
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Since that time technology has improved and expanded greatly, and SafeCare has adapted to 
incorporate newer technologies. More recent technological augmentation of SafeCare has included 
use of the iPhoneTM in both service delivery and data collection. Jabaley and colleagues [35] utilized 
a technology-assisted approach to the delivery of the home safety module, such that in addition to the 
standard home visits, an iPhone was given to parents as a way for parents to capture video of rooms 
in their home, which they sent to their home visitor in between sessions. The home visitor was then 
able to remotely assess the room for hazards and provide the parent with praise and feedback. The 
phone also functioned as a way for the home visitor to communicate with the parent between 
sessions, providing tips and feedback and reminding the parent of upcoming sessions. In this way, 
the technology served not only to aide in service delivery and data collection but also as a way to 
increase engagement. This technology-assisted version of the SafeCare home safety module 
successfully reduced home hazards across 3 at-risk families and the intervention module was 
delivered fully in five sessions as opposed to six sessions with the assistance of the technology. 

Another way that technology was used to enhance SafeCare is through the use of a digital frame 
as an enhancement to the Parent–Infant Interaction module. In SafeCare sessions, the home visitor 
took pictures of the parent as she correctly modeled the skills and uploaded them to the digital frame. 
The home visitor and mother then reviewed the pictures together to ensure that the mother knew what 
skills she was using in each picture. The frame was then set up in the home with the pictures shown 
on a continuous loop. The home visitor helped the mother schedule times when she could practice the 
skills, using the digital frame as a guide during practice. A single subject study of this approach was 
conducted with a mother with intellectual disabilities in which the mother increased substantially in 
her use of both physical (83%) and non-physical (50%–62.5%) parent-infant interaction skills upon 
completion of training. This increase was sustained at a three-month follow-up [36]. As with the case 
of the iPhone, technology enhanced the program in this example by providing the parent with a 
review of the skills between sessions. 

Carta and colleagues [30] found success with a technology-enhanced SafeCare adaptation in a 
randomized controlled trial (n = 371 mother-child dyads). In this study they tested the efficacy of 
adding a cellular phone component to Planned Activities Training (PAT), a key component of the 
SafeCare PCI module. The mother-child dyads were randomly assigned to one of three conditions:  
(1) PAT (the SafeCare PCI module); (2) CPAT (the PCI module plus cell phone assistance); or  
(3) Waitlist Control. Mothers assigned to the PAT group participated in standard SafeCare PCI  
in-home sessions with a trained home visitor. The CPAT group received a technologically-augmented 
intervention that involved simple cell phone text messages and phone calls from the home visitor in 
addition to the PAT sessions, increasing the contact between home visitors and mothers. 
Specifically, home visitors would send out texts twice a day. One text was used to remind the mother 
of a certain PAT skill and one contained a question related to her skills usage or the child’s behavior. 
These messages were tailored to the specific mother’s issues that came about during the in-person 
sessions. Home visitors also called the mothers once a week in order to discuss the content of the text 
messages as well anything else the mothers felt warranted discussion; these talks were directed by 
the mothers. 
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Results showed that both the parents in the PAT and in the CPAT groups utilized significantly 
more positive parenting skills than the wait-list control group, and children of these mothers had 
more positive engagement compared to the control group. Furthermore, the CPAT group demonstrated 
even higher positive parenting strategies in addition to reduced parenting stress and depression and 
increased child adaptive behaviors compared to the other two groups. Additionally, data suggested 
that parents in the cell phone group had greater retention in services [31]. 

These examples highlight ways that technology has been employed to enhance SafeCare in the 
past. This paper presents two ongoing studies that integrate technology in a hybrid approach to  
delivering SafeCare. The first will examine family-level data in a technology-enhanced program 
designed specifically for fathers. The second study will assess outcomes at the provider level in a 
technology-assisted home visiting program for parents of young children. 

3. Current Work Examining Technology-Based Enhancements in SafeCare 

An innovative approach to technology in parenting programs targeting home visiting is to 
consider how program providers can utilize technology devices during service delivery to advance 
client engagement and associated retention. Increasingly, service providers who work with families 
in the home are provided laptops, smartphones, or tablets by their employers [37], which could 
simply be utilized in session to offer parents access to web-based information. In recent years, 
federal grant funding from the National Institutes of Health has allowed for the development of a 
web-based SafeCare program that can be used during home visiting sessions. The web program was 
designed using best principles of communication theory, with personally and contextually tailored 
health information, user-centered design and interactivity, as well as the use of multimodal teaching 
that can enhance individual engagement, learning, and potential behavior change [38,39]. SafeCare 
providers take a technology-assisted, computer-mediated approach [40] to session delivery in which 
the computer is used as a third partner in the relationship between a provider and client. That is, the 
home visitor connects the parent to the web-based program, and the parent participates in the multimodal 
learning (e.g., explanation and modeling of skills) of SafeCare target skills. When the parent 
completes the web-directed portion of the session, the provider takes over and has the parent engage 
in live practice of the skills discussed in the web program and provides positive and constructive 
feedback. This approach offers the advantages of computer intervention delivery, without eliminating 
the provider-client relationship that can be key to child safety when working with at-risk families. 
Two studies are currently utilizing this technique in SafeCare, Dad2K and SafeCare Takes Care. 
Both of these SafeCare augmentations are being explored through randomized controlled trials, 
which have been approved by the Georgia State University Institutional Review Board. These 
studies and early findings are described below. 

3.1. Dad2K: Dads to Kids 

Description of Dad2K. Dad2K is a technology-assisted delivery approach to SafeCare PCI that 
has been adapted for fathers. The sessions are action-oriented, and even fathers who have limited 
visitation with their children will find the interaction skills they learn in this module applicable. In 
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addition to the possibility of fathers having limited visitation with their children, they may also have 
transient living arrangements, making home visits a challenge. In the SafeCare PCI module, home 
visitors can conduct the sessions virtually anywhere. For instance, if a father is living with a family 
member or has visitation in a public setting such as a park, the home visitor can easily conduct the 
session at those locations. These features make SafeCare PCI especially relevant as the foundation for a 
program for fathers. 

Development of the program was an iterative process, taking place over the course of 
approximately nine months. Modifications were made to the program to make it more appealing to 
men. For instance, a sports theme was integrated throughout the program, and the program was 
named Dad2K, which is a play on the title of a popular sports video game. Also, in PCI, parents 
complete an “Assessment Form”. In Dad2K, the same form is used, but it is referred to as a “Scorecard”. 
Videos in the computer portion of the sessions are hosted by a male “coach”, who explains the skills 
using sports analogies throughout the program; the modeling in the videos is conducted by a father. 

Co-parenting is a domain not formally addressed in SafeCare that is dealt with in Dad2K. This 
component was added to the program due to the possibility that fathers may have custody issues that 
present unique challenges in co-parenting. At the end of session four, the home visitor asks the father 
about any conflicts he has with his co-parent related to child rearing. Using this situation or an 
example of one, the home visitor completes the SafeCare Problem Solving Worksheet with the father, 
asking him to list all of the possible options to address the problem and the pros and cons of each. 

Finally, a technology component was added to the program, creating a hybrid approach to home 
visiting, as described above. At the beginning of each session, the parent completes the Explain and 
Model portions of the session via the online computer program. The program is accessed via a tablet 
and Internet hotspot that the home visitor brings to each session. The home visitor then resumes with 
the Practice and Feedback portions of the session. The hybrid approach to delivery may be especially 
relevant to fathers, as previous research has found that fathers do not respond as favorably to the 
typical structure of parenting programs (i.e., one-on-one discussion with a therapist or home visitor) 
as mothers do [41]. This dynamic approach to the session structure, beginning with an interactive 
computer portion and moving to a more traditional method of parent training, may increase their 
engagement and interest. 

Dad2K Home Visitor Training. Two female SafeCare Training Specialists and one male PhD 
student, who has experience delivering father programs, were trained to deliver Dad2K. All three 
were trained to deliver SafeCare. In addition to SafeCare training, which consists of didactic training 
as well as field work, the home visitors took part in additional training to familiarize them with the 
adaptations made to PCI in the Dad2K program, as well as to teach them how to use conduct the 
computer portion of the session. 

Dad2K Efficacy Trial and Initial Experience. Funded by the National Institute of Health and 
Health Disparities, 120 fathers between ages 18–30 with at least one child between the ages of  
2–5 years are being recruited from community organizations, local businesses, and neighborhoods in 
the Atlanta area for the randomized controlled trial to test Dad2K against a control group that 
receives parenting materials by mail. Thus far, fourteen fathers have enrolled in the study. They are 
all African American with a mean age of 25.1 years. Fifty-seven percent report an annual income of 
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less than $15,000, and 43% have a high school diploma or General Educational Development (GED) 
exam (i.e., high school equivalency) or less. 

To date, the rate of program completion for the intervention group has exceeded expectations and 
typical completion rates found in the literature [27,28]. Of the seven participants in the Dad2K group, 
four have completed the program and two are actively participating. One participant has been lost to 
attrition. Participants (n = 4) have rated their satisfaction with the program as high. On a satisfaction 
survey completed at the end of the final Dad2K session, fathers were asked to rate items on a scale 
from one (“Strongly Agree”) to five (“Strongly Disagree”). The mean rating for the item, “Interacting 
with my child has become easier”, was 1.5, with 1, “Strongly Agree”, being the most favorable 
rating. With regard to “I have more ideas about activities I would like to do with my child”, and 
“Routine activities…have become easier”, three out of the four participants rated these items a one; 
the fourth rated it a two. The mean participant rating for the item, “I liked doing part of my session on 
the computer”, was 2.00. 

Dad2K home visitors have reported positive feedback from the fathers participating in the 
intervention. They note that fathers enjoy discussing parenting issues and the sessions sometimes last 
longer than average SafeCare PCI sessions due to fathers’ questions and engaging discussion. Thus 
far, there have only been two instances of the Dad2K computer portion of the session not being 
completed due to technical problems. After pilot testing, a protocol was developed whereby home 
visitors make two attempts at troubleshooting computer problems before they revert to the traditional 
home visiting method of delivery. If the technical problem is due to Internet connectivity issues, the 
home visitor can still show the videos to the father, as they are saved directly on the tablet. 

The efficacy trial is expected to be completed by August 2016. At that time, the research team will 
be able to examine how effective Dad2K was in improving maltreatment risk, father–child interaction, 
father mental health, child behavior, and father involvement. 

3.2. SafeCare Takes Care Program 

Description of SafeCare Takes Care (SC-TC). SC-TC also involves augmentations to SafeCare. 
However, in this case, the modifications are primarily concerned with the addition of technology to 
the program rather than use of the program in an atypical group of participants, and the program 
includes all three modules instead of just PCI. Just as with Dad2K, the home visitor brings a tablet 
and Internet hotspot, and the session begins with the parent viewing the Explaining and Modeling 
components through the computer program. The computer portion of SC-TC also involves a 
combination of video, audio narration, and engaging questions. However, the videos in this program 
have a talk show theme rather than a sports theme. For each module and session, the host of “SafeCare 
Takes Care” presents a new topic (i.e., the session content for that day) with video modeling of the 
skills from “at-home viewers”. For example, in PCI, a video begins with the talk show host 
explaining the skills being covered in the session, then the parent will see video of a parent modeling 
these skills, and the host may take some questions from studio audience members or from fans on the 
“street cam”. Following completion of the computer portion of the session, the parent practices the 
skills and receives feedback from the home visitor. 
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SC-TC Home Visitor Training. All home visitors in the SC-TC study receive SafeCare training as 
usual. This consists of four days of classroom training that involves didactic presentations, modeling 
of the instruction, and role playing. Home visitors assigned to the SC-TC group receive an additional 
half day of classroom training in which they go through the computer program on a tablet, learning 
how to navigate the tablet and the computer program. Following classroom training home visitors in 
both the SC-TC group and the SafeCare as usual group conduct field work in order to reach 
certification. After certification, home visitors continue to be fidelity monitored and coached on a 
monthly basis. 

SC-TC Randomized Trial and Initial Experience. Funded by the National Institute of Mental 
Health, the study of SC-TC chiefly examines how well the technology-assisted approach affects 
implementation outcomes for providers, as well as some basic family-level data. Thirty SafeCare 
home visitors will be recruited for the study and will either be assigned to standard SafeCare training, 
or the technology-assisted training (SafeCare Takes Care group). Each provider participant will be 
asked to recruit two families, resulting in 60 SafeCare families in the sample. This study is in the very 
early stages of data collection and currently has three home visitor participants enrolled. Two 
SafeCare parents have been enrolled in the study. One of the home visitors has a graduate degree, and 
the remaining two have Bachelor degrees. They have all been working in the field for at least six 
years with two of the participants having ten or more years of experience. Both SafeCare parents are 
Caucasian females with a mean age of 33. They both report an income of less than $20,000 annually. 

Informal, qualitative data obtained from home visitors in the SC-TC group suggest that they find 
the program feasible and even preferable to standard delivery. Specifically, they have found that the 
videos and content in the computer portion sparks discussion with the parents, strengthening the 
session topics. To date, there have been no technological malfunctions precluding session completion 
in SC-TC. The study will be completed in April 2015, and upon completion the research team  
will examine whether the technology-assisted providers attain SafeCare certification, maintain 
fidelity, and sustain delivering SafeCare services at higher rates that providers trained in SafeCare as 
usual. Family-level outcomes such as maltreatment risk and child behavior will also be explored. 

4. Conclusions 

This paper discussed the use of technology in a CM prevention program and the promise this 
approach shows in engaging parents, improving the use of positive parenting skills, and easing 
implementation for providers. Although few conclusions can be drawn at this point in the research 
process based on the current number of participants enrolled in these studies, the early findings 
indicate that addition of technology to the program is beneficial to home visitors and parents. In 
addition to CM prevention, technology enhancement can positively affect outcomes in other programs 
targeted toward parents. Recent work has illustrated how technology is also being introduced  
into programs that aim to improve child outcomes by addressing infant social development and child 
externalizing behaviors. For instance, Baggett and colleagues [6] developed a completely 
Internet-based adaptation of an evidence-based parenting program that has been found to improve 
infant developmental outcomes. Their research found that there was a high retention rate, high 
satisfaction and ease of use, and improved parent and child outcomes compared to a control group. In 
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a study of a program targeting parents of children with disruptive behavior [29], a 
technology-enhanced version of the program included addition of videos, text message reminders, 
video recording home practice, and midweek video calls. This study showed that the 
technology-enhanced group had significant decreases in disruptive behavior, increases in customer 
satisfaction, and lower implementation costs than the group receiving the standard protocol. It is 
evident that technology can be used in multiple approaches to enhance, not only CM prevention 
programs, but programs that address other infant and child outcomes as well. 

Technology is rapidly growing and changing, and it is increasingly permeating daily life. Thus, in 
order for CM prevention programs to stay relevant and engaging to a broad population, 
technology-based approaches must adapt to these changes. This is especially true in considering 
work with adolescent parents who are accustomed to both multimodal learning and communication 
through technology and the Internet, as this has been available for their entire lives. 

Also important to consider is access to technology and to the Internet. Internet usage by adults in 
the U.S. increased overall from 79% in 2010 to 87% in 2014, and smart phone usage has increased 
from just 35% in 2011 to 58% in 2014 [42]. Despite these increases in overall usage, a digital divide 
remains. When examining Internet and smart phone use by socioeconomic factors such as education 
or income, there are significant differences in access. Essentially, there is still a full 20% of 
Americans who have neither access to a home Internet connection nor to a smartphone [43]. For 
families without access to technology at home, programs such as Dad2K and SC-TC, in which 
providers bring the technology to the sessions, will allow them to receive the benefits that technology 
offers without expecting that the families will supply it. Government leadership has recognized that 
access to technology is important, and White House initiatives are planned to expand Internet access 
to at least 98% of Americans [44]. As time goes on and access increases and costs decrease, CM 
prevention programs should incorporate technology enhancements as part of standard protocol, and 
future research should examine the feasibility of implementing a technology-enhanced program 
using parents’ own technology. 

With the need to adapt to expanding technology in mind, new approaches to technology-based 
enhancements in the SafeCare program are under way. One example of a technology enhancement 
that is already being utilized by SafeCare home visitors and trainers is the SafeCare Portal. This is a 
secure website to which home visitors upload audio files of their SafeCare sessions for their trainer to 
listen to for continued fidelity monitoring and where they can track their progress toward certification as 
a SafeCare home visitor. Before development of the Portal, home visitors uploaded audios to a 
secure third-party website in a process that could sometimes be confusing for home visitors and for 
SafeCare trainers. The Portal has made this process simpler, which can ease home visitor job 
demands, especially for those sites new to implementing an evidence-based practice that requires 
fidelity monitoring. In addition to the SafeCare Portal, researchers at the National SafeCare Training 
and Research Center are developing new mobile tools through funding from the Agency for 
Healthcare Research and Quality. These tools will allow home visitors to collect data on parents’ 
skill acquisition as they participate in SafeCare, track parent engagement and alert the home visitor if 
engagement is low, and upload a home visitor’s session audio files directly to the SafeCare Portal. 
These enhancements have the potential to increase retention, allow home visitors to tailor each 
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parent’s sessions based on their needs and level of engagement, and to ease the implementation 
burden on home visitors. Technology is a significant and innovative approach that can be used to 
strengthen the public health impact of CM prevention programs by increasing reach, relevance, and 
engagement for families who are at greatest risk. 

Acknowledgments 

Research reported in this publication was supported by the National Institute on Minority Health 
and Health Disparities of the National Institutes of Health under Award Number P20MD004806 and 
by the National Institute of Mental Health of the National Institutes of Health under Award Number 
5R21MH098244-02. The content is solely the responsibility of the authors and does not necessarily 
represent the official views of the National Institutes of Health. The authors would like to thank the 
National Institute on Minority Health and Health Disparities and the National Institute of Mental 
Health for funding these studies. We would also like to thank the participants of both studies without 
whom the projects would not be possible. 

Author Contributions 

Melissa Cowart-Osborne formulated the aims of the paper, prepared the manuscript, and 
compiled the data. Matthew Jackson and Elizabeth Chege participated in data collection, literature 
searches, and drafting of the manuscript. Evander Baker participated in data collection and manuscript 
editing. Daniel Whitaker participated in drafting of the manuscript. Shannon Self-Brown supervised 
all aspects of the research and prepared the manuscript. 

Conflicts of Interest 

The authors declare no conflict of interest. 

References 

1. Richard P. Barth. “Preventing child abuse and neglect with parent training: Evidence and 
opportunities.” The Future of Children 19 (2009): 95–118. 

2. Xiangming Fang, Derek S. Brown, Curtis S. Florence, and James A. Mercy. “The economic 
burden of child maltreatment in the united states and implications for prevention.” Child Abuse 
& Neglect 36 (2012): 156–65. 

3. Edward G. Feil, Kathleen M. Baggett, Betsy Davis, Lisa Sheeber, Susan Landry, Judy J. Carta, 
and Jay Buzhardt. “Expanding the reach of preventive interventions: Development of an 
internet-based training for parents of infants.” Child Maltreatment 13 (2008): 334–46. 

4. Children’s Bureau. “Child Maltreatment 2012.” Available online: http://www.acf.hhs.gov/ 
programs/cb/resource/child-maltreatment-2012 (accessed on 19 May 2014). 

  



169 
 

 

5. Andrea J. Sedlak, Jane Mettenburg, Monica Basena, Ian Petta, Karla McPherson, Angela 
Greene, and Spencer Li. Fourth National Incidence Study of Child Abuse and Neglect (NIS-4): 
Report to Congress. Washington: U.S. Department of Health and Human Services, 
Administration for Children and Families, 2010. Available online: http://www.acf.hhs.gov/ 
programs/opre/resource/fourth-national-incidence-study-of-child-abuse-and-neglect-nis-4-repo
rt-to (accessed on 26 June 2014). 

6. Kathleen M. Baggett, Betsy Davis, Edward G. Feil, Lisa L. Sheeber, Susan H. Landry, Judy. J. 
Carta, and Craig Leve. “Technologies for expanding the reach of evidence-based interventions: 
Preliminary results for promoting social-emotional development in early childhood.” Topics in 
Early Childhood Special Education 29 (2010): 226–38. 

7. Vincent J. Felitti, Robert F. Anda, Dale Nordenberg, David F. Williamson, Alison M. Spitz, 
Valerie Edwards, Mary P. Koss, and James S. Marks. “Relationship of childhood abuse and 
household dysfunction to many of the leading causes of death in adults: The adverse childhood 
experiences (ACE) study.” American Journal of Preventive Medicine 14 (1998): 245–58. 

8. Brad W. Lundahl, Janelle Nimer, and Bruce Parsons. “Preventing child abuse: A meta-analysis 
of parent training programs.” Research on Social Work Practice 16 (2006): 251–62. 

9. Francie Zimmerman, and James A. Mercy. “A better start: Child maltreatment prevention as a 
public health priority.” Zero to Three 30 (2010): 4–10. 

10. Jim W. Kaminski, Linda A. Valle, Jill H. Filene, and Cynthia L. Boyle. “A meta-analytic review 
of components associated with parent training program effectiveness.” Journal of Abnormal 
Child Psychology 36 (2008): 567–89. 

11. Mark Chaffin, and Bill Friedrich. “Evidence-based treatments in child abuse and neglect.” 
Children and Youth Services Review 26 (2004): 1097–113. 

12. Daniel J. Whitaker, John R. Lutzker, and Ganelle A. Shelley. “Child maltreatment prevention 
priorities at the centers for disease control and prevention.” Child Maltreatment 10 (2005): 245–
59. 

13. Anne Shaffer, Beth Kotchick, Shannon Dorsey, and Rex Forehand. “The past, present, and 
future of behavioral parent training: Interventions for child and adolescent problem behavior.” 
Behavior Analyst Today 2 (2001): 91–105. 

14. Ronald J. Prinz, Matthew R. Sanders, Cheri J. Shapiro, Daniel J. Whitaker, and John R. Lutzker. 
“Population-based prevention of child maltreatment: The U.S. Triple P system population trial.” 
Prevention Science 10 (2009): 1–12. 

15. John R. Lutzker, and Mark Chaffin. “Safecare®: An evidence-based constantly dynamic model 
to prevent child maltreatment.” In World Perspectives on Child Abuse, 10th ed. Canberra: The 
International Society for the Prevention of Child Abuse and Neglect, 2012, pp. 93–96. 

16. Ronit M. Gershater-Molko, John R. Lutzker, and James A. Sherman. “Intervention in child 
neglect: An applied behavioral perspective.” Aggression and Violent Behavior 7 (2002): 103–
24. 

17. Mark Chaffin, Debra Hecht, David Bard, Jane F. Silovsky, and William H. Beasley.  
“A statewide trial of the SafeCare home-based services model with parents in child protective 
services.” Pediatrics 129 (2012): 509–15. 



170 
 

 

18. Mark Chaffin, David Bard, Dolores Subia Bigfoot, and Erin J. Maher. “Is a structured, 
manualized, evidence-based treatment protocol culturally competent and equivalently effective 
among American Indian parents in child welfare?” Child Maltreatment 17 (2012): 242–52. 

19. Jane Silovsky. “Prevention of Child Maltreatment in Families at High Risk.” Paper presented 
at 1st Annual Convening of SafeCare Home Visitors in Colorado, Denver, CO, USA,  
30 July 2014. 

20. Jane F. Silovsky, David Bard, Mark Chaffin, Debra Hecht, Lorena Burris, Arthur Owora, Lana 
Beasley, Debbie Doughty, and John Lutzker. “Prevention of child maltreatment in high-risk 
rural families: A randomized clinical trial with child welfare outcomes.” Children and Youth 
Services Review 33 (2011): 1435–44. 

21. Kathryn M. Bigelow, and John R. Lutzker. “Using video to teach planned activities to parents 
reported for child abuse.” Child & Family Behavior Therapy 20 (1998): 1–14. 

22. Kathryn M. Bigelow, and John R. Lutzker. “Training parents reported for or at risk for child 
abuse and neglect to identify and treat their children’s illnesses.” Journal of Family Violence 15 
(2000): 311–30. 

23. Ronit M. Gershater-Molko, John R. Lutzker, and David Wesch. “Using recidivism data to 
evaluate project safecare: Teaching bonding, safety, and health care skills to parents.” Child 
Maltreatment 7 (2002): 277–85. 

24. Ronit M. Gershater-Molko, John R. Lutzker, and David Wesch. “Project SafeCare: Improving 
health, safety, and parenting skills in families reported for, and at-risk for child maltreatment.” 
Journal of Family Violence 18 (2003): 377–86. 

25. David Abrams, Karen Emmons, and Laura Linnan. “Health behavior and health education: The 
past, present, and fugure.” In Health Behavior and Health Education: Theory, Research, and 
Practice, 2nd ed. San Francisco: Jossey-Bass, 1997, pp. 453–78. 

26. Shannon K. Dorsey, Kate L. Conover, and Julia R. Cox. “Improving foster parent engagement: 
Using qualitative methods to guide tailoring of evidence-based engagement strategies.” Journal 
of Clinical Child Adolescent Psychology, 10 March 2014. doi: 10.1080/15374416.2013.876643. 
Available online: http://www.ncbi.nlm.nih.gov/pubmed/24611600 (accessed on 26 June 2014). 

27. Anne Duggan, Amy Windham, Elizabeth McFarlane, Loretta Fuddy, Mph Lcsw, Charles 
Rohde, Sharon Buchbinder, and Calvin Sia. “Hawaii’s Healthy Start Program of home visiting 
for at-risk families: Evaluation of family identification, family engagement, and service 
delivery.” Pediatrics 105 (2000): 250–59. 

28. Deanna S. Gomby. “The promise and limitations of home visiting: Implementing effective 
programs.” Child Abuse & Neglect 31 (2007): 793–99. 

29. Deborah J. Jones, Rex Forehand, Jessica Cuellar, Justin Parent, Amanda Honeycutt, Olga Khavjou, 
Michelle Gonzalez, Margaret Anton, and Greg A. Newey. “Technology-enhanced program for 
child disruptive behavior disorders: Development and pilot randomized control trial.” Journal 
of Clinical Child and Adolescent Psychology 43 (2014): 88–101. 

30. Judy J. Carta, Jennifer B. Lefever, Kathryn Bigelow, John Borkowski, and Steven F. Warren. 
“Randomized trial of a cellular phone-enhanced home visitation parenting intervention.” 
Pediatrics 132 (2013): 167–73. 

31. Kathryn Bigelow. “Cellular-Phone Enhanced Home Visitation Parenting Intervention: A 
Randomized Trial.” Paper presented at 22nd Annual Meeting for the Society of Prevention 
Research, Washington, D.C., USA, 27–30 May 2014. 



171 
 

 

32. Shannon Self-Brown, and Daniel J. Whitaker. “Parent-focused child maltreatment prevention: 
Improving assessment, intervention, and dissemination with technology.” Child Maltreatment, 
20 June 2008. doi: 10.1177/1077559508320059. Available online: http://cmx.sagepub.com/ 
content/13/4/400 (accessed on 26 June 2014). 

33. Vincent J. Barone, Brandon F. Greene, and John R. Lutzker. “Home safety with families being 
treated for child abuse and neglect.” Behavior Modification 10 (1986): 93–114. 

34. Uri Mandel, Kathryn M. Bigelow, and John R. Lutzker. “Using video to reduce home safety 
hazards with parents reported for child abuse and neglect.” Journal of Family Violence 13 
(1998): 147–62. 

35. Julie J. Jabaley, John R. Lutzker, Daniel J. Whitaker, and Shannon Self-Brown. “Using 
iPhones™ to enhance and reduce face-to-face home safety sessions within SafeCare®: An 
evidence-based child maltreatment prevention program.” Journal of Family Violence 26 (2011): 
377–85. 

36. Emily H. Gaskin, John R. Lutzker, Daniel B. Crimmins, and Lara Robinson. “Using a digital 
frame and pictorial information to enhance the SafeCare® parent-infant interactions module 
with a mother with intellectual disabilities: Results of a pilot study.” Journal of Mental Health 
Research in Intellectual Disabilities 5 (2012): 187–202. 

37. Anthony Cresswell, Meghan Cook, Natalie Helbig, Taewoo Nam, Weija Ran, and Jana 
Hrdinova. Does Mobility Make a Difference? A Cumulative Study of the Impact of Mobile 
Technology in New York State Child Protective Services. Albany: Center for Technology in 
Government, University at Albany, 2011. 

38. Linda Neuhauser, and Gary L. Kreps. “Ehealth communication and behavior change: Promise 
and performance.” Social Semiotics 20 (2010): 9–27. 

39. Hedy S. Wald, Catherine E. Dube, and David C. Anthony. “Untangling the web—the impact of 
internet use on health care and the physician–patient relationship.” Patient Education and 
Counseling 68 (2007): 218–24. 

40. David Coyle, Gavin Doherty, Mark Matthews, and John Sharry. “Computers in talk-based 
mental health interventions.” Interacting with Computers 19 (2007): 545–62. 

41. Gregory A. Fabiano. “Father participation in behavioral parent training for ADHD: Review and 
recommendations for increasing inclusion and engagement.” Journal of Family Psychology 21 
(2007): 683–93. 

42. Pew Research Center. “The web at 25 in the U.S.” Available online: 
http://www.pewinternet.org/files/2014/02/PIP_25th-anniversary-of-the-Web_0227141.pdf 
(accessed on 23 June 2014). 

43. Pew Research Center. “Home broadband 2013.” Available online: http://www.pewinternet.org/ 
files/old-media//Files/Reports/2013/PIP_Broadband%202013_082613.pdf (accessed on  
23 June 2014). 

44. The White House. “President obama details plan to win the future through expanded wireless 
access.” Available online: http://www.whitehouse.gov/the-press-office/2011/02/10/ 
president-obama-details-plan-win-future-through-expanded-wireless-access (accessed on  
23 June 2014). 

 



 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

MDPI AG 
Klybeckstrasse 64 

4057 Basel, Switzerland 
Tel. +41 61 683 77 34 
Fax +41 61 302 89 18 
http://www.mdpi.com/ 

 
Social Sciences Editorial Office 

E-mail: socsci@mdpi.com 
http://www.mdpi.com/journal/socsci 



MDPI  •  Basel  •  Beijing •  Wuhan
ISBN 978-3-03842-086-6 Vol. 1-3
ISBN 978-3-03842-087-3 Vol. 1
www.mdpi.com




