
Disabilities in children may involve physical impairment, 
sensory impairment, cognitive or intellectual impairment, 
mental disorder (also known as psychiatric or psychosocial 
disability), or various types of  chronic disease that can 
impact a child’s intellectual, social, emotional, and/or 
physical functioning, as well as their communication skills. 
Children with disabilities are more vulnerable to abuse and 
more likely to report more serious and repeated sexual 
abuse than children without disabilities. 

MDT members should be aware of  “myths” about 
children with disabilities that may affect how cases are 
handled. Common myths assume that children with 
disabilities:

• Cannot remember past events with any accuracy.
• Make up stories to get attention.
• Are so suggestible that their statements cannot be 

trusted.
• Cannot distinguish truth from lies.
• Do not have communication sstrategies to share 

experiences.
• Cannot testify in court.
• Are asexual.
• Will not remember the abuse experience, so why worry 

about it?
• Do not have a trauma response like other children.

While these myths have been debunked, the biases still 
persist. It is critical that all team members and other child 
welfare professionals are educated on childhood disabilities, 
their effects on children, and strategies to effectively and 
successfully work these cases.

A child’s IQ score is only one factor that should be 
considered when determining the severity of  their 
intellectual disability.  Equally important is the child’s 
previous history and level of  adaptive abilities in areas that 
include communication, social skills, self-care, self-direction 
and overall independence.  Common cognitive and social 
characteristics include:

• Slowness in processing verbal instructions.
• Difficulty with concepts that are abstract.
• Difficulty generalizing skills.
• Age inappropriate behavior.

Working with Children Who Have Disabilities

Autism Spectrum Disorder (ASD) covers a broad spectrum 
of  diagnoses, including autism, pervasive developmental 
disorder (PDD), and Rett Syndrome.  Asperger’s Syndrome 
is also included in this spectrum and is sometimes referred 
to as a higher functioning autism because there is a lesser 
degree of  impairment in language and communication skills.  
Children with ASD vary in their abilities to communicate, 
interact with others, participate successfully in school, and 
engage in peer activities.  ASD is generally evident before 
the age of  three years and adversely affects a child’s verbal 
and nonverbal communication and social interaction skills.  
Common characteristics include:

• Engagement in repetitive activities and stereotyped 
movements.

• Resistance to environmental change or change in daily 
routines.

• Deficits in processing and responding to sensory input.
• Distorted perception of  the emotional significance of  

events. [Should NOT be perceived as deceitfulness or 
lack of  emotion.]

• Deficits in language and communication. Some may 
be unable to speak at all and may use other forms 
of  communication, such as sign language, gestures, 
pictures, etc.

Many types of  physical disabilities affect children, 
including cerebral palsy (CP), spina bifida, limb 
deficiencies, muscular dystrophy, spinal cord injury, 
etc.  Children may be born with the disability (e.g., 
spina bifida) or it can be acquired (e.g., traumatic brain 
injury).  Physical disabilities typically result in difficulties 
performing activities of  daily living and self-care.  The 
most common physical disability in children is CP, which 
refers to one of  a series of  motor disorders that stem 
from brain malfunction.  Other factors associated with 
CP include:

• Muscle tone abnormality affects areas of  the body, 
including arms, legs, facial muscles, etc.  

• Children with CP may not be able to speak due to 
physical limitations and may use alternative forms of  
communication. This is NOT necessarily an indicator 
of  associated intellectual impairment.
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Communication disabilities include both speech and 
language disorders that may exist independent of  any other 
disability (e.g., impaired articulation, stuttering or other 
impairment) or may coexist with other disabilities (e.g., 
cerebral palsy, traumatic brain injury, autism and intellectual 
disability).  In addition:

• Articulation disorders (difficulty producing speech 
sounds) are the most common speech disorder.

• Language disorders are more complex and usually due 
to a failure to learn – possibly the result of  not having 
the prerequisite conceptual knowledge or an adequately 
developed cognitive process.  

• Children with these disorders may use Augmentative 
and Alternative Communication (AAC) devices 
to communicate (i.e., symbols, aids, strategies and 
techniques).

• Communication disabilities are NOT necessarily an 
indicator of  associated intellectual impairment.

When preparing to work with a child who has disabilities, 
team members need to understand the meaning of  the 
child’s diagnosis(es) and how best to accommodate the 
child to avoid further trauma and ensure access to justice.  
Find out the child’s baseline social/emotional/behavioral 
functioning prior to the alleged abuse, as well as their 
level of  independence, skills sets and interests.  Also:

• Determine any special accommodations needed for 
medical conditions and physical impairments and if  
alternative communication devices are needed for 
language deficits.  

• Be aware of  any medication issues.
• Recognize that most child victims with disabilities know 

their abuser and may outwardly display trust toward 
them.

• Expect to take more time with the child to build 
rapport and trust.

• Do not assume odd behaviors indicate a lack of  
intelligence or a display of  disrespect.

• Be calm, literal and concrete when speaking.

Non-offending caregivers may be the experts on their child 
and may be able to provide valuable information to the 
MDT.  However, some caregivers may be unaware or have 
limited understanding of  their child’s disability and how 
it impacts the child’s functioning.  It may be necessary to 
seek written permission to contact the child’s teachers and 
doctors to obtain the important information needed to work 
effectively with the child and accommodate any special 
needs.  In addition:

• Recognize that caregivers may experience vicarious 
trauma as a result of  the alleged abuse and need 
continued support to be able to care for their child.

• They may face greater challenges in caring for their 
child if  the alleged abuser was also a caregiver and is 
no longer available to assist.

• Some caregivers may be dealing with their own 
disabilities and need additional support.

• CARES Northwest in Oregon developed “Project 
Ability: Demystifying Disability in Child Abuse 
Interviewing.”  See: www.oregon.gov/DHS/children/
committees/cja/proj-abil.pdf

• American Association for Intellectual and 
Developmental Disabilities (AAIDD).  (2009).  
Webpage (http://www.aaidd.org/)

• U.S. Department of  Education, Office of  Special 
Education Programs.  (2009).  IDEA website: http://
idea.ed.gov/. 

• National Joint Committee on Learning Disabilities 
(NJCLD).  (2009).  Website.  Online reference: 
(http://www.ldonline.org/about/partners/njcld)
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