
                                                                                                                

___________________________________________________________________________________________ 

Saudi Journal of Medicine and Public Health (SJMPH)   ISSN 2961-4368 

*Corresponding author e-mail: falkhuzam@moh.gov.sa  (Fatimah Saleh Alkhozam). 
Receive Date: 12 December 2024, Revise Date: 30 December 2024, Accept Date: 31 December 2024 

Saudi J. Med. Pub. Health Vol. 1, No. 2, pp 1329-1336 (2024) 

 

Saudi Journal of Medicine and Public Health 
https://saudijmph.com/index.php/pub  

https://doi.org/10.64483/202412362                            
  
       
 

 

 

 

Between Clinic and Community: A Narrative Review of Ethical and Operational 

Frameworks for Mandatory Disease Reporting 

 
 Fatimah Saleh Alkhozam (1)  , Majedah Saeed Al-Yousef (2) , Noof Mohammed Almohsen (3) , Sultan Ali 

Safhi (4) , Abdulrahman Abdullah (5) , Abdulhadi Mohamd Abdulhadi Almannaa (6) , Mariam Ahmad 

Aldoukhi (7) , Abdalrhman Mohammad Alshiky (8) , Naif Ali Hadi Harbi (9) , Meshari Fahad 

Alsahli (10) , Adel Eid Almutairi (11) 

 

(1) Qatif Health Center 3,Ministry of Health, Saudi Arabia, 

(2) Dammam Medical Complex,Ministry of Health, Saudi Arabia, 

(3) Riyadh - Imam Abdulrahman Al-Faisal Hospital,Ministry of Health, Saudi Arabia, 

(4) Imam Abdulrahman Al-Faisal Hospital In Riyadh,Ministry of Health, Saudi Arabia, 

(5) King Abdulaziz Hospital In Jeddah, Ministry of Health, Saudi Arabia, 

(6) Tumair General Hospital,Ministry of Health, Saudi Arabia, 

(7) Al-Jishah Health Center, Al-Ahsa, Ministry of Health, Saudi Arabia, 

(8) King Abdulaziz Hospital, Ministry of Health, Saudi Arabia, 

(9) King Fahd Central Hospital, Jazan, Ministry of Health, Saudi Arabia, 

(10) Prince Salman Bin Mohammed Hospital In Al-Dalam, Riyadh, First Health Cluster,Ministry of Health, Saudi 

Arabia, 

(11) Wuthaylan General Hospital, Riyadh Third Health Cluster, Riyadh,Ministry of Health, Saudi Arabia 

Abstract  

Background: Mandatory disease reporting is a cornerstone of public health security, enabling surveillance, outbreak control, 

and resource allocation. However, this critical function exists at a complex nexus of clinical care, diagnostics, legal mandate, 

and epidemiological science, creating inherent tensions between individual patient rights and collective public good. 

Aim: This narrative review synthesizes contemporary literature (2010-2024) to analyze the ethical dilemmas and operational 

challenges inherent in mandatory reporting systems, focusing on the interdependent roles and responsibilities of frontline 

clinical staff, diagnostic services, legal authorities, and epidemiological agencies. 

Methods: A comprehensive search was conducted across PubMed, Scopus, LawNet, PsycINFO, and CINAHL databases. 

Search terms combined "mandatory reporting," "notifiable diseases," "public health ethics," "duty to warn," with stakeholder 

roles ("nurse," "laboratory," "pharmacy," "epidemiology inspector").  

Results: The review identifies persistent tensions: patient confidentiality versus the duty to protect the community; clinical 

discretion versus strict legal compliance; and the burden of reporting on frontline staff. Operationally, success hinges on 

seamless collaboration: clinical providers (nurses, health assistants) initiate reports based on suspicion; diagnostic services (labs) 

provide confirmatory data and are often legally obligated reporters; treatment providers (pharmacy) can signal unusual 

prescription patterns; legal authorities (Ministry of Health) define reportable conditions and penalties; and epidemiological 

inspectors verify, investigate, and act on data.  

Conclusion: Effective mandatory reporting requires integrated frameworks that balance ethical imperatives through transparent 

justification and proportionality, and streamline operations via standardized digital tools, interdisciplinary training, and closed-

loop feedback.  

Keywords: mandatory reporting, notifiable diseases, public health ethics, epidemiological surveillance, duty to warn. 
____________________________________________________________________________________________________________________________________________________________________  

Introduction 

Mandatory disease reporting represents one 

of the oldest and most powerful tools of public health, 

with roots in centuries-old quarantine laws. In the 

modern era, it is the foundational mechanism for 

detecting outbreaks, monitoring disease trends, 

allocating resources, and evaluating interventions 

(Willis et al., 2018). By legally requiring healthcare 

providers and laboratories to notify public health 

authorities of specific diagnoses, societies enact a 

collective bargain: a temporary, principled 

infringement on individual privacy and autonomy is 

justified by the imperative to protect community 

health (Gostin et al., 2020). This bargain, however, is 

fraught with ethical tension and operational 

complexity. The act of reporting transforms a clinician 

from a confidential caregiver into an agent of the state, 

creating a potential conflict between the fiduciary duty 
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to the patient and the legal and moral duty to the public 

(Chamberlain, 2018). 

The process is not a simple transaction but a 

multi-stakeholder relay involving distinct yet 

interdependent actors. The clinical care provider—

often a nurse or health assistant at the point of first 

contact—holds the initial suspicion. The diagnostic 

laboratory provides the confirmatory evidence and is 

frequently a primary, legally mandated 

reporter. Treatment providers, including pharmacists 

dispensing medications for notifiable conditions, serve 

as a secondary surveillance net. Legal authorities, 

typically within the Ministry of Health, establish the 

regulatory framework, defining which diseases are 

reportable, within what timeframe, and with what 

penalties for non-compliance. Finally, 

the epidemiological inspector receives, verifies, and 

acts upon the data, bridging the gap between 

individual case reports and population-level action 

(Veenema et al., 2017). 

This narrative review argues that the efficacy 

and ethical integrity of mandatory reporting systems 

depend not on the performance of any single actor, but 

on the design of the integrated ethical and operational 

framework that governs their collaboration. Failures in 

this system—whether from ethical confusion, 

procedural ambiguity, or communication 

breakdown—can have dire consequences, as seen in 

delays during the early stages of epidemics like H1N1, 

Ebola, and COVID-19 (Yimer et al., 2022; Assefa et 

al., 2021). By synthesizing literature from 2010 to 

2024, this review will: 1) analyze the core ethical 

principles and tensions at play; 2) map the operational 

pathway and stakeholder responsibilities; 3) examine 

common barriers and failure points; and 4) propose a 

model framework that harmonizes ethical obligations 

with pragmatic efficiency, ensuring that this critical 

public health function serves both the individual and 

the community justly and effectively. 

The Ethical Landscape: Principles, Tensions, and 

Justifications 

Mandatory reporting is inherently an ethical 

intervention, a compelling action that would otherwise 

be governed by confidentiality (Table 1). Its 

justification rests primarily on the principle of 

utility—the greater good of protecting community 

health outweighs the lesser harm of breaching 

individual confidentiality (Bayer & Fairchild, 2016). 

This is coupled with the precautionary principle, 

which supports action in the face of uncertain but 

potentially severe threats to the public (Meagher & 

Lee, 2016; Abbasi et al., 2021). From a clinical ethics 

perspective, it invokes the duty to warn, an extension 

of the nonmaleficence principle, where the provider’s 

obligation to prevent harm extends to identifiable third 

parties at risk from the patient’s condition (Naik et al., 

2022). 

These justifications clash directly with the 

bedrock medical ethical principles 

of autonomy and confidentiality. Patients have a right 

to control their personal health information and to 

expect that disclosures within the clinical setting will 

remain private (Childress & Beauchamp, 2022). 

Mandatory reporting overrides this autonomy without 

individual consent, creating an ethical distress for 

providers trained to be patient advocates (Munkeby et 

al., 2021). For patients, particularly from marginalized 

or stigmatized groups (e.g., individuals with HIV, 

tuberculosis, or substance use disorders), fear of 

reporting can deter care-seeking, paradoxically 

undermining public health goals (Millum et al., 2018). 

The ethical acceptability of reporting thus 

hinges on the concepts of proportionality and 

necessity. The intrusion must be proportional to the 

public health threat. Reporting chickenpox, for 

example, carries a different ethical weight than 

reporting viral hemorrhagic fever (Venkatapuram, 

2022). Furthermore, the system must be transparent: 

patients should be notified of the reporting obligation 

as part of the informed consent process for testing, a 

practice that builds trust even as it discloses a limit to 

confidentiality (Young et al., 2022). Finally, 

the purpose limitation principle dictates that reported 

data should be used strictly for public health purposes, 

not for law enforcement or immigration control, unless 

explicitly authorized by law—a boundary that has 

been contested in various jurisdictions (Lee, 2019). 

The Operational Pathway 

The journey from clinical suspicion to public 

health action is a multi-step operational pathway 

involving precise handoffs. A breakdown at any point 

renders the system ineffective (Table 1). 

Clinical Suspicion and Initiation  

The process is typically triggered by a 

frontline clinical provider encountering a patient with 

signs, symptoms, or risk factors for a notifiable 

disease. The nurse or health assistant taking a history 

or vital signs may be the first to note a travel history to 

a dengue-endemic region or a rash suggestive of 

measles. The operational burden here is significant: 

the clinician must recognize the disease, know it is 

reportable, recall the required timeframe (often within 

24 hours for urgent conditions), and know how to file 

the report. This requires continuous education in a 

landscape where lists of notifiable diseases evolve 

(e.g., the addition of COVID-19, Zika) (Crawley et al., 

2021). The ethical duty at this stage is to inform the 

patient that the suspected diagnosis will be reported, 

as per the transparency principle. 

Diagnostic Confirmation and Parallel Reporting  

The clinical laboratory is the anchor of 

objectivity in the system. For many diseases, 

laboratory confirmation is required, and 

crucially, laboratories are often independent mandated 

reporters. Even if a clinician fails to report, the lab 

must, upon identifying a notifiable pathogen 

(Mycobacterium tuberculosis, Neisseria 

meningitidis), submit its own report (Benson et al., 
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2017). This creates a vital failsafe. The lab’s report 

provides the epidemiological inspector with critical 

data: pathogen identity, strain typing (if available), and 

antimicrobial resistance patterns. The operational 

challenge for labs is integrating reporting seamlessly 

into the workflow, often requiring automated 

electronic lab reporting (ELR) interfaces with public 

health registries to avoid delays (Birkhead et al., 

2015). 

Pharmaceutical Surveillance  

Pharmacists and pharmacy technicians 

occupy a unique surveillance niche. Unusual 

prescription patterns for notifiable diseases—such as a 

spike in prescriptions for doxycycline (for suspected 

anthrax) or anti-tuberculosis drugs—can serve as an 

early, non-specific signal of an outbreak (Wulandari et 

al., 2022). In some jurisdictions, pharmacies are 

mandated to report sales of over-the-counter 

medications for symptoms like diarrhea or influenza-

like illness. Their role is more syndromic than 

diagnostic, contributing to broader surveillance 

networks. 

Legal and Regulatory Backbone  

The Ministry of Health, through public health 

acts and regulations, provides the system's legal 

architecture. This includes: 1) the list of notifiable 

diseases, which should be regularly reviewed by 

expert committees; 2) reporting 

timeframes (immediate, 24 hours, 7 days); 

3) designated reporters (physicians, nurses, lab 

directors, school principals); and 4) penalties for non-

compliance (fines, professional censure) (McCauley 

et al., 2021). The clarity, consistency, and 

communication of these regulations are paramount. 

Vague or outdated laws create confusion and non-

compliance. 

Public Health Action  

The epidemiological inspector is the receptor 

and actuator of the system. Their role begins with case 

verification, contacting the reporter or patient to 

confirm details, and completing the epidemiological 

case report form. This is followed by contact 

tracing, source investigation, and institution of control 

measures (isolation, quarantine, prophylaxis, 

environmental decontamination) (Torok et al., 2022). 

A critical but often neglected function is providing 

feedback to the reporter. Closing the loop by 

informing the clinician of the outcome of their 

report—the confirmed diagnosis, the number of 

contacts identified—is a key motivator for future 

reporting and validates the clinician’s effort (Revere et 

al., 2017). Figure 1 illustrates the core ethical tensions 

inherent in mandatory disease reporting systems. 

Figure 2 outlines the sequential operational pathway 

of mandatory disease reporting, from initial case 

identification by clinical care providers to 

confirmatory testing in diagnostic laboratories, 

monitoring by treatment providers, regulatory 

oversight by health authorities, and investigation and 

response by epidemiological inspectors.  

Table 1: Stakeholder Roles, Ethical Tensions, and Operational Tasks in Mandatory Reporting 

Stakeholder Primary Ethical Tension Key Operational Tasks Common Barriers 

Nurse/Health 

Assistant 

Dual loyalty: Patient 

advocate vs. public health 

agent. Duty to maintain 

trust while disclosing 

confidential information. 

1. Recognize notifiable 

disease 

signs/symptoms. 

2. Inform patient of 

reporting obligation. 

3. Complete and submit 

initial case report form. 

4. Collect initial contact 

tracing information. 

Lack of knowledge of reportable 

diseases; time constraints; fear of 

damaging therapeutic 

relationship; unclear institutional 

protocols. 

Clinical 

Laboratory 

Balancing rapid public 

health disclosure with the 

need for diagnostic 

accuracy and 

confirmation. Managing 

patient data in bulk. 

1. Perform confirmatory 

diagnostic testing. 

2. Automate 

Electronic Lab 

Reporting (ELR) to 

public health 

authorities. 

3. Report antimicrobial 

resistance data. 

4. Preserve specimens 

for public health typing. 

Legacy IT systems incompatible 

with ELR; costs of interface 

development; ambiguous 

protocols for "presumptive 

positive" results. 

Pharmacy Patient privacy 

concerning prescriptions 

vs. role in community 

syndromic surveillance. 

1. Monitor and report 

unusual prescription 

patterns for notifiable 

diseases. 

2. In some systems, 

report OTC medication 

sales for syndromic 

Privacy regulations (e.g., HIPAA) 

limiting data sharing; lack of 

integration with public health IT 

systems; unclear reporting 

thresholds for "unusual" patterns. 
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surveillance. 

3. Educate patients on 

medication for reported 

diseases. 

Ministry of 

Health/Legal 

Authority 

Creating laws that are 

forceful enough to ensure 

compliance but not so 

draconian as to be unjust 

or deter healthcare 

seeking. 

1. Define and regularly 

update the list of 

notifiable diseases and 

reporting timeframes. 

2. Establish legal 

penalties for non-

compliance. 

3. Disseminate 

regulations and updates 

to all reporters. 

4. Protect reported data 

from misuse. 

Slow legislative processes; poor 

communication of regulation 

changes to frontline workers; 

conflicts with other laws (e.g., 

data protection). 

Epidemiological 

Inspector 

Balancing coercive public 

health powers 

(quarantine) with 

individual liberty. Using 

data ethically for 

population benefit. 

1. Receive and verify 

case reports. 

2. Conduct case 

investigation and 

contact tracing. 

3. Initiate and monitor 

control measures. 

4. Provide feedback to 

the original reporter. 
5. Analyze data for 

trends and outbreaks. 

High workload during outbreaks; 

difficulty reaching 

patients/reporters; limited 

resources for follow-up; lack of 

authority to enforce compliance 

from other agencies. 

 
Figure 1: Ethical Dilemmas in Mandatory Disease 

Reporting: Balancing Individual Rights and Public 

Health 

 

Barriers and Failure Points in the Reporting Chain 

Despite its conceptual simplicity, the 

mandatory reporting system is prone to systemic 

failures. Underreporting is the most significant 

problem, with studies suggesting only 20-60% of 

notifiable diseases are actually reported, varying by 

disease and jurisdiction (Dixon et al., 2017). The 

causes are multifactorial. 

 

 
Figure 2: Operational Pathway of Mandatory 

Disease Reporting: Roles and Responsibilities 

Across the Health System 

 

At the clinical level, knowledge deficits are 

primary. Providers may not know a disease is 

reportable, the timeframe, or the mechanism 

(Abdulrahim et al., 2019). Time pressure in busy 

clinics makes reporting a low priority. Ethical 

discomfort or fear of stigmatizing the patient can lead 

to intentional non-reporting. Lack of feedback from 

public health authorities leads to the perception that 

reporting is a bureaucratic "black hole," demotivating 

providers (Revere et al., 2017). 
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Technologically, fragmented and paper-

based systems are a major barrier. A clinician may 

have to fax a form to a different number depending on 

the disease, a process prone to error and delay. The 

lack of interoperable Electronic Health Records 

(EHRs) and Electronic Lab Reporting (ELR) systems 

is a critical infrastructure failure. Where ELR exists, it 

often generates duplicate reports or fails to include 

essential clinical context, creating extra work for 

epidemiologists to deduplicate and verify (Markus & 

Maqache, 2022). 

Legally, ambiguity and complexity in 

regulations hinder compliance. If the list of diseases is 

excessively long or includes mild conditions, it breeds 

"alert fatigue," where providers ignore the mandate 

altogether. Conversely, punitive laws without being 

supportive—threatening fines without providing clear 

reporting tools or legal protection for reporters—are 

counterproductive (Zinsstag et al., 2023). 

Finally, the social and political context can 

erode the system. In communities with low trust in 

government, patients may withhold information from 

providers to avoid reporting. Political interference can 

suppress reporting during outbreaks to avoid 

economic or reputational damage, as has been alleged 

in several international health emergencies (Lal et al., 

2021). 

Towards an Integrated Framework 

An effective mandatory reporting system 

must be designed as a coherent framework that 

explicitly addresses both ethical and operational 

challenges. This framework rests on five pillars. 

Ethical Justification and Transparency 

The system must be publicly justified on the 

principles of necessity and proportionality. The 

Ministry of Health should publish clear criteria for 

why a disease is deemed notifiable, based on severity, 

transmissibility, and potential for outbreak. 

Transparency must be operationalized at the point of 

care through standardized patient notification. A 

simple script—“Because this illness can spread in the 

community and is a threat to public health, I am 

required by law to report this case to the health 

department. Your personal information will be kept 

secure and used only for public health purposes.”—

should be integrated into clinical protocols (Young et 

al., 2022). 

Streamlined, Technology-Enabled Operations 

The operational goal is to make reporting as 

easy as possible. This requires mandatory integration 

of notifiable disease reporting modules within EHRs. 

Upon entering a diagnosis code for a reportable 

disease, the system should automatically prompt the 

clinician with a pre-populated form and route it 

electronically. ELR should be universal and 

bidirectional, allowing labs to receive feedback on the 

final patient outcome. Syndromic surveillance 

dashboards that aggregate de-identified data from 

pharmacies and emergency departments can provide 

early warning, reducing reliance solely on confirmed 

case reports (Lenert & McSwain, 2020). 

Interdisciplinary Education and Training 

Competence must be built through 

continuous, role-specific education. Medical, nursing, 

and pharmacy curricula must include mandatory 

training on public health law and ethics. For current 

professionals, annual briefings on updates to the 

notifiable disease list and reporting protocols are 

essential. Training should use case-based scenarios 

that explore ethical dilemmas, helping providers 

navigate the tension between confidentiality and 

public duty (Veenema et al., 2017). 

Legal Clarity with Supportive Infrastructure 

Laws should be clear, concise, and regularly 

reviewed. Penalties for willful non-compliance should 

exist, but be paired with strong legal protections for 

reporters acting in good faith. More importantly, the 

law should mandate that health authorities provide the 

tools for compliance: standardized forms, dedicated 

reporting portals, and 24/7 consultation lines for 

providers with questions (Gostin, 2019). 

Closed-Loop Feedback and Collaborative Culture 

This is the most critical motivational 

component. The epidemiological inspectorate must 

institutionalize a process for providing definitive 

feedback to every reporter. An automated message 

confirming receipt is a minimum; a summary of the 

investigation’s public health outcome is the goal. 

Furthermore, fostering a collaborative, non-punitive 

relationship between epidemiologists and clinicians—

viewing them as partners rather than compliance 

subjects—transforms reporting from a legal obligation 

into a professional contribution to community health 

(Kim et al., 2022). 

Table 2: A Proposed Integrated Framework for Ethical and Effective Mandatory Reporting 

Framework Pillar Key Components Responsible Actor(s) Outcome Metrics 

Ethical Justification 

& Transparency 

- Publicly available 

criteria for notifiability. 

- Standardized patient 

notification protocol. 

- Clear data use and 

protection policies. 

Ministry of Health, 

Professional Colleges 

% of patients reporting they 

were informed; public trust 

surveys. 

Streamlined Digital 

Operations 

- EHR-integrated 

reporting prompts. 

- Universal, bidirectional 

Electronic Lab Reporting 

Health IT Departments, 

Ministry of Health, 

Hospital Administrations 

Time from diagnosis to report 

submission, % of reports 

submitted electronically, and 

duplicate report rate. 
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(ELR). 

- Interoperable data 

systems between health 

care and public health. 

Interdisciplinary 

Education 

- Core curriculum in 

health professional 

schools. 

- Annual mandatory in-

service training. 

- Case-based ethics 

training for frontline staff. 

Universities, Ministry of 

Health, Healthcare 

Institutions 

Pre/post-training knowledge 

scores; reporting compliance 

rates by institution. 

Supportive Legal 

Infrastructure 

- Clear, concise, and 

current regulations. 

- Legal protections for 

good-faith reporters. 

- Establishment of a 24/7 

reporting advice hotline. 

Ministry of Health, 

Legislature 

Reduction in provider-

reported "confusion" about 

laws; number of hotline 

consultations. 

Closed-Loop 

Collaboration 

- Automated 

acknowledgement of 

report receipt. 

- Structured feedback to 

the reporter on the case 

outcome. 

- Regular 

multidisciplinary 

outbreak review meetings. 

Epidemiological 

Inspectorate, Public 

Health Department 

Reporter satisfaction surveys: 

% of reporters who receive 

feedback, and timeliness of 

contact tracing initiation. 

Conclusion 

Mandatory disease reporting sits at the 

uneasy but essential intersection of clinical medicine 

and state power. It is a system built on a necessary 

ethical compromise, one that demands constant 

justification through its design and operation. As this 

review has outlined, its success is not guaranteed by 

law alone but is a product of carefully engineered 

collaboration between the nurse at the bedside, the 

technician in the lab, the pharmacist in the community, 

the lawyer drafting regulations, and the epidemiologist 

in the field. 

The persistent tensions—between privacy 

and protection, individual and community, clinical 

judgment and legal mandate—cannot be eliminated, 

but they can be managed through frameworks that are 

transparent, proportional, and respectful of all 

stakeholders. The future of effective disease 

surveillance lies in moving from a model 

of compulsory compliance to one of enabled 

collaboration. By investing in interoperable digital 

tools, continuous interdisciplinary education, 

supportive legal structures, and, most importantly, a 

culture of closed-loop communication and mutual 

respect, public health systems can transform 

mandatory reporting from a perceived bureaucratic 

burden into a shared professional mission. In an era of 

emerging pathogens and globalized travel, 

strengthening this relay from clinic to community is 

not merely an administrative task; it is a fundamental 

component of national and global health security. The 

ethical imperative to protect the public must be 

matched by an operational commitment to support the 

frontline guardians of that public’s health. 
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