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ABSTRACT. Widespread efforts are continuously be-
ing made to increase awareness and provide education to
pediatricians regarding risk factors of child abuse and
neglect. The purpose of this statement is to ensure that
children with disabilities are recognized as a population
that is also at risk for maltreatment. The need for early
recognition and intervention of child abuse and neglect
in this population, as well as the ways that a medical
home can facilitate the prevention and early detection of
child maltreatment, should be acknowledged.

ABBREVIATIONS. CPS, child protective services; IFSP, Individual
Family Service Plan; IEP, Individual Education Plan.

BACKGROUND

The maltreatment of children, including those
with disabilities, is a critical public health issue
that must be addressed. The Third National

Incidence Study of Child Abuse and Neglect showed
that the estimated number of abused and neglected
children more than doubled between 1986 and 1993.1
According to a report from the National Child Abuse
and Neglect Data System, child protective services
(CPS) agencies investigated nearly 2 million reports
of alleged maltreatment of an estimated 3 million
children in 1995.2 More than 1 million children were
identified as victims of abuse and neglect during that
year.

The numbers of children surviving disabling med-
ical conditions as a result of technologic advances
and children being recognized and identified as hav-
ing disabilities are increasing.3 The rates of child
maltreatment have been found to be high with both
the child population in general as well as with chil-
dren who are blind, deaf, chronically ill, develop-
mentally delayed, behaviorally or emotionally disor-
dered, and multiply disabled.4 Furthermore, child
maltreatment may result in the development of dis-
abilities, which in turn can precipitate further abuse.5
Previous studies have been unable to accurately doc-
ument the extent or rate of abuse among children
with disabilities or determine if disabilities were
present before the abuse or were the direct result of
maltreatment.6 Little research on child abuse has
focused specifically on children with disabilities.7

INCIDENCE
The Child Abuse and Prevention, Adoption, and

Family Services Act of 19888 mandated the study of

the incidence of child maltreatment among children
with disabilities. This research was funded by the
National Center on Child Abuse and Neglect and
conducted by the Center for Abused Children With
Disabilities at the Boys Town National Research Cen-
ter.4 A study by Westat Inc determined the incidence
of abuse among children with disabilities and the
relationship between child abuse and disabilities.7
Data were collected from 35 CPS agencies across the
country, and results indicated that 14.1% of children
whose maltreatment was substantiated by CPS
workers had 1 or more disabilities. Disabilities were
found to be twice as prevalent among maltreated
children in hospitals as among hospital controls,
which is consistent with the hypothesis that disabil-
ities increase the risk for maltreatment. However, the
data are also consistent with the hypothesis that
maltreatment contributes to disabilities.9

According to the Boys Town National Research
Hospital, children with disabilities were found to be
at greater risk of becoming victims of abuse and
neglect than children without disabilities. The study
showed that children with disabilities are 1.8 times
more likely to be neglected, 1.6 times more likely to
be physically abused, and 2.2 times more likely to be
sexually abused than children without disabilities.4
The study by Westat Inc determined that, overall, the
estimated incidence of maltreatment among children
with disabilities was 1.7 times greater than the esti-
mated incidence in children without disabilities.9
One study found the overall incidence of child mal-
treatment to be 39% in 150 children with multiple
disabilities admitted to a psychiatric hospital. Of
those children, 60% had been physically abused, 45%
had been neglected, and 36% had been sexually
abused.10

CURRENT RESEARCH LIMITATIONS
A major problem cited by literature is the defini-

tion of “disabilities.”6 There is currently no universal
definition of what constitutes a disability. The Amer-
icans With Disabilities Act11 defines “disability” as a
physical or mental impairment that substantially
limits 1 or more of the major life activities of an
individual. This definition includes all types of dis-
abilities, including physical disabilities, cognitive or
learning disabilities, motor and sensory dysfunc-
tions, mental illness, or any other kind of physical,
mental, or emotional impairment.12 The term “devel-
opmental disability” applies to children who have
significant developmental delays, congenital abnor-
malities, or acquired conditions that may result in
disability if adequate resources and services are not
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provided.13 The term “children with special health
care needs” is less limiting than some other terms.

Legal definitions do not always match clinical
data. Child development evaluations do not always
allow an immediate and precise diagnosis of dis-
ability, and some studies rely on evaluations by un-
trained observers. Therefore, research efforts are
hindered by different definitions of terms (eg, dis-
abilities and maltreatment), noncomparable meth-
ods, various study sample sizes, and lack of uniform
data collection. Furthermore, changes in reporting
laws and societal attitudes can occur during a study
period.14

Another problem that has been cited in the litera-
ture is the lack of recognition and documentation of
disabilities by CPS workers and their lack of training
on evaluating children with disabilities.6 In the study
by Westat Inc, analyses were based on CPS workers’
opinions rather than data empirically derived from
physicians or other professionals trained to diagnose
disabilities.7 Bonner et al demonstrated that since
1982, correct and consistent use of the CPS system of
collecting information regarding disabilities in mal-
treated children had decreased, suggesting that dis-
abilities were unlikely to be identified as children
enter the CPS system.6 A survey of 51 state CPS
agencies found that in 86% of states, CPS workers
used a standardized form to record child maltreat-
ment cases, but in only 59% of those states did the
workers record information regarding preexisting
disabilities on the form.15

The Westat study was limited to intrafamilial cas-
es.7 Because it is well known that individuals other
than family members can commit harm to children,
statistics limited to intrafamilial cases would be
likely to underestimate the overall incidence of mal-
treatment among children with disabilities.

CAUSAL FACTORS
In general, the causes of abuse and neglect of

children with disabilities are the same as those for all
children; however, several elements may increase the
risk of abuse for children with disabilities. Children
with chronic illnesses or disabilities often place
higher emotional, physical, economic, and social de-
mands on their families.14 For example, a physical
disability that causes difficulty in ambulation can
place a child at risk for accidental falls. Therefore,
close supervision would be needed. Parents with
limited social and community support may be at
especially high risk for maltreating children with
disabilities, because they may feel more over-
whelmed and unable to cope with the care and su-
pervision responsibilities that are required.12 Lack of
respite or breaks in child care responsibilities can
contribute to an increased risk of abuse and neglect.

The requirement of special health and educational
needs can result in failure of the child to receive
needed medications, adequate medical care, and ap-
propriate educational placements, resulting in child
neglect.12 Numerous problems have been cited with
the provision of care for foster children with disabil-
ities. Foster parents are sometimes not told about a
child’s medical and emotional problems and are,

therefore, not sufficiently educated or prepared to
deal with the specific condition. Other problems for
foster children with disabilities include lack of per-
manent placement, lack of a medical home, lack of
financial support, and failure to select appropriate
foster parents.5

Parents or caregivers may feel increased stress be-
cause children with disabilities may not respond to
traditional means of reinforcement, and children’s
behavioral characteristics (ie, aggressiveness, non-
compliance, and communication problems, which
may appear to be temper tantrums) may become
frustrating.4 A behaviorally challenging child may
further increase the likelihood of physical abuse.12

Parents of children with communication problems
may resort to physical discipline because of frustra-
tion over what they perceive as intentional failure to
respond to verbal guidance. It has been noted, how-
ever, that families who report higher stress levels
may actually have greater insight into problems as-
sociated with caring for a disabled child, whereas
parents with a history of neglect of a child may not
experience the level of stress that a more involved
parent may experience.16

In regard to sexual abuse, infrequent contact of a
child with disabilities with others may facilitate mo-
lestation, because there is decreased opportunity for
the child to develop a trusting relationship with an
individual to whom he or she may disclose the
abuse.12 Also, children who have increased depen-
dency on caregivers for their physical needs may be
accustomed to having their bodies touched by adults
on a regular basis. Children with disabilities who
require multiple caregivers or providers may have
contact with numerous individuals, thereby increas-
ing the opportunity for abuse. However, an advan-
tage to having a large number of caregivers is that
not only may someone detect the injuries or signs of
abuse, but also the amount of stress placed on the
primary caregiver is decreased.

Children with disabilities often have limited access
to critical information pertaining to personal safety
and sexual abuse prevention. Parents may object to
their child being provided with education on human
sexuality. Children with disabilities may also be con-
ditioned to comply with authority, which could re-
sult in them failing to recognize abusive behaviors as
maltreatment.4 Children with disabilities are often
perceived as easy targets, because their intellectual
limitations may prevent them from being able to
discern the experience as abuse. Impaired communi-
cation abilities may prevent them from disclosing
abuse. Because some forms of therapy may be pain-
ful (eg, injections or manipulation as part of physical
therapy), the child may not be able to differentiate
appropriate pain from inappropriate pain.

PEDIATRICIAN*S ROLE
Pediatricians should be aware that the presence of

disabilities in a child could be a risk factor for vic-
timization and that disabilities can also be the result
of child maltreatment. The pediatrician should work
with families, other health care providers, and other
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community resources to ensure the safety of all chil-
dren.

Identification and Reporting
Pediatricians should always be alert to signs or

symptoms that are suggestive of abuse, no less in
children with disabilities than in others. However,
recognizing the signs and symptoms of maltreatment
among children with disabilities may be difficult,
because children may not be able to verbalize that
they were abused or they may not understand that
what took place was wrong.12 Children with motor
and balance disabilities may experience increased
injuries from accidents. However, children with neu-
rosensory disabilities may be predisposed to frac-
tures, and in the absence of pain, there may be a
delay in seeking medical attention. Pediatricians and
other professionals who work with children must be
aware of injury patterns from inflicted versus nonin-
flicted trauma. Signs and symptoms of maltreatment
in children with disabilities are commonly ignored,
misinterpreted, or misunderstood. Furthermore,
many institutions may have a disincentive to recog-
nize or report child maltreatment because of fear of
negative publicity or loss of funding or licensure.

If abuse or neglect is suspected after a careful
assessment, a report must be made to the appropri-
ate CPS agency. Every child suspected of being
abused or neglected should have a thorough evalu-
ation by an experienced professional trained in the
field of child abuse and neglect.17 The evaluation
process should consist of a structured interview with
the child, if possible, and a comprehensive physical
examination, including appropriate laboratory and
radiologic studies.

Treatment
Appropriate medical treatment for injuries, infec-

tions, or other conditions should be provided. Each
case of abuse or neglect that is clinically confirmed or
strongly suspected should include a multidisci-
plinary treatment plan, which includes a mental
health therapy component appropriate for the child’s
cognitive and developmental level and counseling
for the family. This treatment plan should be inte-
grated with other intervention plans that may have
already been developed for the child. Federal legis-
lation requires that each child identified as having a
disability should have a written plan of service (an
Individual Family Service Plan [IFSP] for children
from birth through 2 years of age or an Individual
Education Plan [IEP] for children 3 through 21 years
of age).17 A recommendation may be the simple pro-
vision of protective gear for the head or other ana-
tomic regions to minimize the consequences of acci-
dental falls or impacts. Removal of the child from the
home or therapeutic foster care placement should be
at the discretion of the CPS agency after a thorough
investigation.

Education
One study found that only 7 states require training

in disabilities for child welfare workers and that
training averages 4 hours.17 In-service training for

CPS workers, law enforcement professionals, health
care providers, child care professionals, early child-
hood educators, teachers, and judges should be pro-
vided; and protocols should be developed for the
identification, reporting, and referral of all cases of
suspected child maltreatment in all institutional set-
tings. In addition, risk factors for maltreatment of
children with disabilities should be emphasized.
Health care providers should be trained to monitor
children with disabilities for signs of abuse and ne-
glect and screen suspected victims of child maltreat-
ment for disabilities.13

Prevention
Support and assistance with parenting skills are

often needed by families with children with special
health care needs. Medical and nonmedical needs of
the child and family should be addressed at each
health supervision visit. Child and family strengths
should be recognized and fostered at each encounter.
Family stressors should be addressed, and referrals
for appropriate services should be made. The avail-
ability of parent support groups, respite care, and
home health services, when appropriate, should be
explored. Pediatricians should educate parents of
children with disabilities about respite waiver subsi-
dies and how to qualify for such funds as well as the
need to get on a waiting list as early as possible.

Children with disabilities need a medical home
consisting of a health care provider readily accessible
to the family to answer questions, help coordinate
care, and discuss concerns.19 Developmental and be-
havioral pediatricians who are trained and experi-
enced in the diagnosis and evaluation of children
with disabilities can also serve as excellent resources.
Families should be encouraged to work with a vari-
ety of disciplines and pursue resources and services
that they need. Child abuse prevention, including
indicators of abuse, should be discussed with parents
and caregivers.16

Advocacy
The physician must act as his or her patient’s ad-

vocate by assuming oversight and ultimate respon-
sibility for the overall care that is provided by the
various agencies and resources, which can be done
by coordinating efforts and ensuring that recommen-
dations are conducted.19 By doing so, if child mal-
treatment is suspected, the need for appropriate re-
ferrals can be immediately identified. State,
educational, social, foster care, financial, and health
care systems often function in isolation from each
other, with very little coordination or communica-
tion.4 Community involvement can also encourage
the development of needed resources. Foster chil-
dren with disabilities and their foster parents often
suffer from lack of adequate support systems.6 Com-
munication with schools and other systems with
which families with disabled children interact is an-
other avenue to heighten the awareness of the needs
of children with special health care needs.

As child advocates, pediatricians are in an ideal
position to influence public policy by sharing infor-
mation and giving educational presentations on
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child maltreatment and the needs of children with
disabilities. They should advocate for state practices
or policies that mandate CPS agencies to gather dis-
ability information on child maltreatment cases. This
could help emphasize the devastating costs of child
maltreatment to lawmakers, policymakers, and the
public.6 Pediatricians should also advocate for
screening procedures for potential employees in ed-
ucational, recreational, and residential settings to
help ensure the safety of all children in their care.20

RECOMMENDATIONS
1. All pediatricians should be capable of recognizing

signs and symptoms of child maltreatment in all
children and adolescents, including those with
disabilities.

2. Because children with disabilities may be at in-
creased risk for maltreatment, pediatricians
should be vigilant not only in their assessment for
indications of abuse but also in their offerings of
emotional and instrumental support.

3. Pediatricians should ensure that any child in
whom abuse has been identified is thoroughly
evaluated for disabilities.

4. All children with disabilities should have a med-
ical home.

5. Pediatricians should be actively involved with
treatment plans developed for children with dis-
abilities.

6. Health supervision visits should be used as a time
to assess a family’s strengths and need for re-
sources to counterbalance family stressors and
parenting demands.

7. Pediatricians should advocate for changes in state
and local policies in which system failures seem to
occur regarding the identification, treatment, and
prevention of maltreatment of children with dis-
abilities.

8. Pediatricians should advocate for better health
care coverage by both private insurers and gov-
ernmental funding.

CONCLUSION
The American Academy of Pediatrics supports the

belief that pediatricians play a significant role in the
prevention, identification, and treatment of child
abuse and neglect, especially in children with dis-
abilities, who may be at increased risk of maltreat-
ment. Furthermore, children suspected of maltreat-
ment should be evaluated for developmental
disabilities. Pediatricians with experience in child
abuse evaluations should provide training to other
individuals. In addition, CPS workers and others
involved in the investigation of child maltreatment
should work closely with pediatricians to identify
disabilities in children.12 Every effort should be
made to ensure the safety of children through col-
laboration with families, other health care providers,
schools, CPS agencies, and other appropriate re-
sources.
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