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Abuse of Children With
Intellectual Disabilities
By Leigh Ann Davis, M.S.S.W., M.P.A.

Are Children With Disabilities at a Higher Risk of
Being Abused?
Children with disabilities of any kind are not identified in crime statistic systems in
the U.S., making it difficult to determine their risk for abuse (Sullivan, 2003). A number of weak and small-scale studies found that children with all types of disabilities are
abused more often than children without disabilities. Studies show that rates of abuse
among children with disabilities are variable, ranging from a low of 22 percent to a
What Is The Arc’s Position?
People (including children)
with intellectual disabilities
must be free from abuse,
neglect, or any kind of
mistreatment. Read the full
Position Statement at http://
www.thearc.org/page.
aspx?pid=2357

high of 70 percent (National Research Council, 2001). Although the studies found a
wide range of abuse prevalence, when taken as a whole, they provide consistent evidence that there is a link between children with disabilities and abuse (Sobsey, 1994).
One in three children with an identified disability for which they receive special
education services are victims of some type of maltreatment (i.e., either neglect, physical abuse, or sexual abuse) whereas one in 10 nondisabled children experience abuse.
Children with any type of disability are 3.44 times more likely to be a victim of some
type of abuse compared to children without disabilities. (Sullivan & Knutson, 2000).

For More Information:
Child Welfare Information
Gateway
1-800-FYI-3366
www.childwelfare.gov
Prevent Child Abuse America
1-800-244-5373
www.preventchildabuse.org

Looking specifically at individuals with intellectual disabilities, they are 4 to 10 more
times as likely to be victims of crime than others without disabilities (Sobsey, et al.,
1995). One study found that children with intellectual disabilities were at twice the risk
of physical and sexual abuse compared to children without disabilities (Crosse et. al.,
1993).

Why Are These Children More Likely to Be Abused?
According to researchers, disability can act to increase vulnerability to abuse (often
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indirectly as a function of society’s response to disability rather than the disability in itself being the cause of abuse). For example, adults may decide against making any formal reports of abuse because of the child’s disability status, making the abuse of those
with disabilities easier for the abuser (Sullivan, 2003). Parents fear if they report abuse
occurring in the group home, they may be forced to take their child out of the home
with few options for other safe living arrangements. Often the abusers are parents or
other close caregivers who keep the abuse secret and do not report out of fear of legal
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Appendix M
Instructions for Daily Health Check

1.

Adjust your position to be at the child’s level so you can interact with the child even if talking with the parent.

2.

Listen to what the family and child tell you and what you see for the following:
• Complaints about not feeling well.
• Any suggestion that the child has symptoms of illness or injury.
– Any symptom or unusual behavior
– Any bowel problem
– Any change in usual sleeping/eating/drinking routines
– When the child most recently ate, used the toilet, had a diaper change, or slept
• Observed behavior is typical or atypical for time of day and circumstances.
• Appearance, feel, and look of child’s body while touching the child affectionately
– Skin: pale, flushed, visible rash, unusually warm or cold to the touch, bruises, discomfort when touched.
– Eyes, nose, mouth: dry or have discharge. Is the child rubbing an eye, nose, or mouth? Is the child sneezing
or drooling?
– Hair: In a lice outbreak, look for nits.
– Breathing: normal or different, coughing.

Any unusual events, illness in the family, or other experience that might have involved the child.
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Month

20

SYMPTOM CODES

Legal Name

bottom of this page.
Daily
Hours
in Care

1 = Asthma, wheezing
2 = Behavior change with
no other symptom
3 = Diarrhea

Age
(Months)
1

2

4

5

4 = Fever
5 = Headache
6 = Rash

3

6

8

9 = Urine problem
10 = Vomiting
11 = Other (Specify on back.)

9 10 11 12 13 14 15 16 17 18 19 20 21 22 23 24 25 26 24 28 29 30 31

7 = Respiratory (eg, cold, cough, runny nose,
earache, sore throat, pinkeye)
8 = Stomachache

7

For each child, each day: Code top box + = present, O = scheduled but absent, or N = not scheduled. Code bottom box O = well or choose from the symptom codes from the

Group

Appendix N

Enrollment/Attendance/Symptom Record
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SECTION 14

Child Abuse and Neglect
(Child Maltreatment)CFOC3 Std. 3.4

Rationale
All adults who work in child care must be aware of the common physical and emotional signs and symptoms of child
abuse and neglect, also called child maltreatment. State law mandates reporting suspected child maltreatment to child
protective services or the police. While laws vary from state to state, in all states, failing to report is a crime that may
result in legal penalties. State laws protect well-intended reporters of suspected child maltreatment from adverse
consequences of making reports, even if the suspected child abuse is not confirmed by the investigation triggered
by the report. Commonly, reporting suspected maltreatment initiates support for families under stress whether or
not the investigation determines that their children are abused or neglected.

Required Action/Who Is Responsible/How Communicated
A. Preventing Overwhelming Situations
1. Relief for Stressed Staff Members: Teachers/caregivers and all others who are involved with children
are expected to ask for relief from duty by

METHOD TO REQUEST RELIEF

when feeling overwhelmed or stressed to avoid situations in which a child might be abused. Teachers/
caregivers have stress-relief breaks of no less than 15 minutes every 4 hours and at least a 30-minute break
for or after a meal.

2. Care for Stressed Children: No child is shaken, hit, or handled in a way that causes emotional or physical
pain. Adults comfort and remove from stressful situations children who are crying, fussing, acting distressed,
or hurting others. (See also Section 3.B: Permissible Methods for Teaching, Behavior Management, and
Discipline.)

B. Layout and Staffing to Reduce the Risk of Child Abuse or Neglect
1. Visibility of All Activities: The layout of this facility is intended to provide a high level of visibility outside and inside, including diapering and toileting areas used by children. All areas can be viewed by at least
one other adult in addition to an individual teacher/caregiver at all times when children are in care. The
facility uses windows into rooms from hallways and mirrors to see into otherwise difficult-to-view areas.

2. Two Adults Per Group: Two adults are present in each area to the extent such staffing is possible.
3. Limiting Privacy: Unannounced visits by other staff members are frequent when a teacher/caregiver is
alone, and set up of furnishings limit isolation and privacy where children might be undressed or nude to
reduce the risk of child abuse or neglect or unwarranted suspicion of child abuse or neglect.
Original document in Model Child Care Health Policies, 5th Edition. Copyright © 2014 Pennsylvania Chapter of the American Academy of
Pediatrics (AAP). All rights reserved. Permission is granted to reproduce or adapt content for use within a child care setting. The AAP does not
review or endorse modifications of this document and in no event shall the AAP be liable for any such changes. Model Child Care Health Policy is a
joint publication with the PA Chapter and the American Academy of Pediatrics.
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C. Mandated Reporters of Child Abuse or Neglect
1. Who Is a Mandated Reporter: Teachers/caregivers and most others who are in any way involved in a
program that cares for children are mandated reporters of suspected child abuse and neglect, no matter
where the child maltreatment occurred.

2. Where to Report Suspected Abuse or Neglect: Anyone in the facility who thinks child abuse or
neglect has occurred must report this suspicion to the child abuse reporting hotline. The phone number
for the child abuse hot line is

HOTLINE NUMBER.

The person making the report will follow the guidance of the child protective services agency concerning
notification of the parent/legal guardian of the child involved in the report and any further reporting required
by law.

3. Protection of the Mandated Reporter: No disciplinary or retaliatory action is taken against anyone
who makes a report of suspected child abuse or neglect unless a false report was knowingly made.

4. Staff Members Suspected of Child Maltreatment: Staff members who are alleged to be perpetrators
of child maltreatment may be suspended or given leave

WITH/WITHOUT PAY

pending completion of an

investigation or may be removed from contact with children and given a job that does not require interaction
with children.

TITLE/NAME OF STAFF MEMBER

informs parents/legal guardians of children who may have been victims of maltreatment in the facility and
parents/legal guardians of other children in the program that an unconfirmed concern about child maltreatment is being investigated. This informing will not mention the names of the parties involved. As part of the
informing, the staff member making the contact invites parents/guardians to share any concerns they have had
about the care of their own children. No accusation or affirmation of guilt is made until the investigation is
complete. Any teacher/caregiver found guilty of child maltreatment will be dismissed.

5. Documentation of Observations: It is not necessary to have evidence to support reporting a suspicion
of child abuse or neglect. However, it is best to document observations, such as bruises or what the child says
in play about being abused, in the facility’s records. Forms provided by the state/county children and youth
services to document observations and information for making a child abuse or neglect report are available.
The forms are kept

LOCATION OF FORMS.

TITLE/NAME OF STAFF MEMBER

can help fill out the forms and make a report if asked to do so.

Section 14: Child Abuse and Neglect (Child Maltreatment)
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D. Training and Supportive Resources About Child Abuse and Neglect
1. Staff Member Participation in Training About Child Abuse and Neglect: Everyone in the
facility must participate in initial and ongoing training to prevent, recognize, and report signs of child
abuse and neglect. (See Appendix HH: What Is Child Abuse and Neglect? Recognizing the Signs and
Symptoms.)

2. Arrangements for Child Abuse and Neglect Training:
TITLE/NAME OF STAFF MEMBER

arranges or identifies opportunities to receive the required training.

3. Source of Specialized Resources and Training to Care for Children Who Have Experienced
Child Abuse or Neglect: Specialized resources and training for teachers/caregivers in management of
children who have been abused or neglected are available from

LOCAL CHILD PROTECTIVE SERVICES AGENCY NAME AND CONTACT INFORMATION OR PEDIATRIC MENTAL HEALTH OR OTHER ALTERNATIVE RESOURCE.

E. Informing Parents/Legal Guardians About Mandated Reporting
TITLE/NAME OF STAFF MEMBER

is responsible for making sure each parent/legal guardian is informed at the time of a child’s admission to the
facility about the mandated reporting responsibility.

Reprinted with permission: Pennsylvania Chapter of the American Academy of Pediatrics, Model Child Care Health Policies,
Aronson SS, ed., 5th ed. Elk Grove Village, IL: American Academy of Pediatrics: 2014, www.ecels-healhtychildcarepa.org

SECTION 16

Human Resources/Personnel
PoliciesCFOC3 Std. 9.3.0.1

Rationale
Children must be protected from exposure to individuals who lack the necessary credentials and experience or have a
history of abuse or neglect that disqualifies them from being where children are in care. Diligent background screening
protects everyone involved with the child care program from difficult and potentially criminal activity within the
workforce of the facility. Workers in child care facilities should be expected to comply with policies and receive respect,
recognition, and compensation at a level commensurate with the high societal value of their work.

Required Action/Who Is Responsible/How Communicated
A. Background Screening
1. Enforcing Background Screening:
TITLE/NAME OF STAFF MEMBER

is responsible for informing and ensuring that before anyone works in this facility in any role related to any
activity where children are present that background screening is done.CFOC3 Std. 1.2.0.2

2. Background Screening Includes Verification of Each Individual’s Information:
a. Items to Be Provided by the Individual and Then Verified:
i.

Name, address, and any other contact information

ii.

Social security number

iii. Education
iv. Employment history
v.

References from previous employers or supervisors who are unrelated to the candidate

b. Items to Be Verified by Contacting Government Agencies:
i.

Social security trace to identify past addresses and aliases used

ii.

Driving history from Department of Motor Vehicles records

iii. Search of state and national criminal history records accessed as advised by law enforcement
authorities using court records and fingerprints
iv. Search of records of child abuse or neglect and sex offender registries
Original document in Model Child Care Health Policies, 5th Edition. Copyright © 2014 Pennsylvania Chapter of the American Academy of Pediatrics
(AAP). All rights reserved. Permission is granted to reproduce or adapt content for use within a child care setting. The AAP does not review or endorse
modifications of this document and in no event shall the AAP be liable for any such changes. Model Child Care Health Policy is a joint publication with
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B. Staff Health Assessment
All staff members (volunteer and paid) who have any contact with children or with anything with which children
come into contact must have an initial, job-related health assessment performed within the 4-month period that
begins 3 months before the employment date and ends 1 month after the employment date. (See Appendix W:
Child Care Staff Health Assessment.) Subsequent health assessments are required as outlined in Section 10.A.2:
Adult Health Assessment.

C. BenefitsCFOC3 Stds. 1.4.6.1, 1.4.6.2, 1.8.1.1
1. Medical Insurance:
COVERAGE ARRANGEMENTS.

2. Vacation and Holidays:
AMOUNT OF ANNUAL LEAVE AND DEFINE HOLIDAYS, HOW TO APPLY FOR AND RECEIVE AUTHORIZED LEAVE.

3. Sick Leave:
DAYS/YEAR OF SICK LEAVE, HOW TO NOTIFY ABOUT THE NEED AND RECEIVE AUTHORIZATION TO USE THIS LEAVE.

4. Retirement Benefits:
PLAN.

5. Personal and Family Medical Leave:
DAYS/YEAR OF LEAVE, HOW TO MAKE REQUESTS AND RECEIVE AUTHORIZATION FOR THIS LEAVE.

6. Substitutes for Allowed Absences:
LIST CIRCUMSTANCES (EG, TRAINING, AUTHORIZED LEAVE REQUESTS) FOR WHICH SUBSTITUTES ARE PROVIDED.

7. Other Benefits:
WORKERS’ COMPENSATION, PARENTAL LEAVE, REDUCED CHILD CARE FEES, LIFE INSURANCE, EDUCATION, AND ANY OTHER BENEFITS FOR WHICH E MPLOYEES ARE ELIGIBLE.

Section 16: Human Resources/Personnel Policies
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D. Breaks and Stress ManagementCFOC3 Std. 1.7.0.5
1. Staff Entitlement to Breaks: All staff members are entitled to breaks of
AMOUNT OF BREAK TIME (AT LEAST 15 MINUTES)

for each (no more than 4 hours)

NUMBER OF CONSECUTIVE HOURS WORKED BEFORE TAKING A ROUTINE BREAK (NO MORE THAN 4 HOURS)

and

ANY OTHER TYPE OF BREAK.

2. Scheduling of Breaks:
TITLE/NAME OF STAFF MEMBER

schedules all breaks.

3. Maintenance of Child:Staff Ratios: Breaks may be taken only if child:staff ratios for supervision of
children can be maintained during the break period. If limitation of breaks is affected by insufficient staffing,

TITLE/NAME OF STAFF SUPERVISOR

will be asked to solve the problem when it occurs.

4. Stress-reduction Measures: The administration of this facility implements the following stress-reduction
measures for those who work in this program to the maximum feasible extent to ensure continuity of care and
minimize job turnover ratesCFOC3 Std. 1.7.0.5:
• Clear, explicit job descriptions
• Fair compensation
• Job security
• Continuing education relevant to an individual’s job description, including stress management
• Regularly scheduled breaks
• Paid time off for vacation and sick leave
• Comfortable adult furniture in child care areas and in a staff lounge that is separate from child care areas
• Liability insurance
• Use of sound-absorbing materials to reduce noise-related stress
• Regular performance reviews with constructive feedback
• Back-up staff to maintain full complement of staff in all areas of the program
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E. Professional Development/Training
1. Compensation for Time Spent on Professional Development: Professional development is
required for all staff members (paid and volunteer) to maintain and improve their competence. Paid staff
members may use paid time for professional development or receive compensation for the hours required
in addition to staff members’ usual schedule. Volunteers will receive recognition for their professional
development efforts.CFOC3 Std. 1.4.6.1

2. Preservice Training: All new staff members (paid and volunteer, including substitutes) must receive
30 hours of orientation prior to being allowed to independently assume their job responsibilities.CFOC3 Stds. 1.4.1
The orientation includes
a. Goals and philosophy of the program
b. Regulatory/accreditation/quality improvement recognition requirements
c. Health, safety, and psychosocial issues related to child development and prevention of child abuse
d. Operational routines in the facility including emergency procedures
e. Reading and Review of Site-specific and Role-specific Policies:

f.

i.

Feedback to a supervisor to test understanding of policies

ii.

Signing a document that indicates the new staff member understands and agrees to follow the written
policies and procedures of the facility that are relevant to the staff member’s role

Names, ages, and developmental and special needs of children for whose care the staff person is involved
in any way

3. First Aid/CPR/Water Safety Training
a. Documentation of Satisfactory Completion of First Aid/CPR Training: All staff members who provide
direct care of children must have current documentation of satisfactory completion of training in pediatric
first aid and pediatric cardiopulmonary resuscitation (CPR) skills. Pediatric CPR skills are the same as the
currently recommended approach to management of a blocked airway, the most likely life-threatening
emergency event that requires CPR for a child. Pediatric CPR skills must be taught by demonstration,
practice, and return demonstration to be sure that the staff member can perform the necessary actions
in an emergency. In addition, the first aid training course must address all of the conditions listed in
CFOC3 Standard 1.4.3.2.CFOC3 Stds. 1.4.3.1, 1.4.3.2 (See corresponding Section 13.A.2: First Aid and CPR Training
for Staff.)
b. Water Safety Training Requirement: At all times when children with special needs are in care and
whenever children are swimming or wading, at least one staff member must be available who is currently
certified to have successfully completed training in basic water safety, proper use of swimming pool
rescue equipment, and infant/child CPR.CFOC3 Std. 1.4.3.3

4. Ongoing Professional Development
a. Minimum Training Requirements: Minimum training requirements for staff involved in independent
direct care of children include at least 30 hours in the first year of work (16 of those 30 hours in early
brain and child development and 14 hours in child health, safety, and staff health). Each year after the
first year, staff are required to have at least 24 hours of continuing education based on individual needs
to expand competence (16 hours in early brain and child development and 8 hours in child health, safety,
and staff health).
b. Training Related to Performance Review: Annually, all staff members (paid and volunteers) participate
in professional development activities that enhance the quality of their performance based on their
performance review.

Section 16: Human Resources/Personnel Policies
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c. Specialized Professional Development
i.

Staff members will not take responsibility for any aspect of care for which they have not been oriented
to the required knowledge and taught the necessary skills. Any staff member who is expected to care
for a child with special needs reviews that child’s special care plan and receives training from a
licensed health care professional to perform any medical procedures or administer medication that
the child requires.CFOC3 Std. 3.5.0.2

ii.

Staff members who care for infants must receive professional development to ensure they understand
and use safe sleep practices to prevent sleep-related deaths.CFOC3 Std. 3.1.4.1

iii. Staff members who handle food must have specialized training in safe and healthful food preparation
and service.CFOC3 Std. 1.4.5.1 This training is provided for the food handlers in this facility by

AGENCY OR SOURCE OF FOOD SERVICE TRAINING.

iv. All staff members receive annual instruction related to prevention and response to suspected child
abuse and neglect (child maltreatment). These educational activities include prevention and recognition of child maltreatment including physical, sexual, psychological, or emotional maltreatment; the
risk of shaking infants and toddlers; and exposure of children to violence committed on others. In
addition, staff members learn how to promote protective factors to prevent child maltreatment,
identify signs of stress in families and teachers/caregivers, and link those who exhibit signs of stress
with resources. Also, all staff members annually review with their supervisors how to carry out their
legal responsibility to be a mandated reporter of suspected child abuse or neglect. (See Section 14:
Child Abuse and Neglect [Child Maltreatment].)CFOC3 Std. 1.4.5.2
v.

All staff are advised about occupational risks related to their role and how to protect themselves from
these risks.CFOC3 Std. 1.4.5.3

vi. All staff receive education about how to adopt responsive and respectful approaches to cultural and
ethnic diversity for all coworkers, families, and communities involved with the facility.CFOC3 Std. 1.4.5.4

F. Performance Evaluation
1. Evaluation Procedure: Staff members (paid and volunteer) evaluate and improve their own performance
based on ongoing reflection and feedback from supervisors, peers, and families they are serving. Each person
uses an annual summary of the results of these approaches to evaluation to plan her/his professional development with an immediate supervisor. This evaluation includes a review of compliance with policies and procedures of the program, level of competence in carrying out tasks identified in that person’s job description, and
a review of written, reflective self-evaluation.CFOC3 Std. 1.8.2.2

2. Needs Assessment for Professional Development: Supervisors conduct a needs assessment to
identify areas in which supervised staff members would benefit from professional development. The needs
assessment is the basis for a professional development plan for the individual and, where needs are broadbased, for multiple staff members. Supervisors measure the effectiveness of professional development by
improved performance of regulatory, accreditation, or other quality requirements. Most importantly, supervisors measure the effectiveness of professional development by the achievement of desired individual child
outcomes as these are assessed in the operation of the program.CFOC3 Std. 1.4.4.1
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3. Probation and Termination: When a staff member does not meet minimum competency, that staff
member is placed on probation.

TITLE/NAME OF STAFF MEMBER

meets with the staff member to design a corrective action plan with specific evaluation measures and time
lines and help to enable the staff member to meet the requirements. Failure to achieve the specified competencies at the end of the times set in the corrective action plan is grounds for termination of the staff member’s
involvement with the facility.

G. Grievances: The grievance procedure for this facility is
GRIEVANCE PROCEDURE.

REPORT OF SUSPECTED CHILD ABUSE
(CHILD PROTECTIVE SERVICE LAW - TITLE 23 PA CSA CHAPTER 63)
PLEASE REFER TO INSTRUCTIONS ON REVERSE SIDE. EXCEPT FOR SIGNATURE, PLEASE PRINT OR TYPE
1. NAME OF CHILD (Last, First, Initial)

SSN

BIRTHDATE

SEX
M

ADDRESS (State, City, State & ZIP Code)

F

COUNTY

1A. PRESENT LOCATION IF DIFFERENT THAN ABOVE

COUNTY

2. BIOLOGICAL/ADOPTIVE MOTHER (Last, First, Initial)

SSN

BIRTHDATE

ADDRESS (City, State & ZIP Code)

TELEPHONE NO.
COUNTY

3. BIOLOGICAL/ADOPTIVE FATHER (Last, First, Initial)

SSN

BIRTHDATE

ADDRESS (City, State & ZIP Code)

TELEPHONE NO.
COUNTY

4. OTHER PERSON RESPONSIBLE FOR CHILD

SSN

BIRTHDATE

RELATIONSHIP TO CHILD

SEX
M

ADDRESS (City, State & ZIP Code)

COUNTY

5. ALLEGED PERPETRATOR (Last, First, Initial)

SSN

BIRTHDATE

RELATIONSHIP TO CHILD

SEX
M

ADDRESS (City, State & ZIP Code)

COUNTY

F

TELEPHONE NO.

F

TELEPHONE NO.

NAME OF ALLEGED PERPETRATOR’S EMPLOYER AND EMPLOYER’S ADDRESS

6. FAMILY HOUSEHOLD COMPOSITION
(Excluding Above Names)
NAME (Last, First, Initial)

RELATIONSHIP
TO CHILD

NAME (Last, First, Initial)

A.

D.

B.

E.

C.

F.

ADDRESS WHERE THE SUSPECTED ABUSE OCCURRED

RELATIONSHIP
TO CHILD

COUNTY

DESCRIBE THE NATURE AND EXTENT OF THE SUSPECTED CHILD ABUSE, INCLUDING ANY EVIDENCE OF PRIOR ABUSE DATE OF INCIDENT
TO THE CHILD OR ANY SIBLING OF THE CHILD. ALSO INCLUDE ANY EVIDENCE OF PRIOR ABUSE BY THE ALLEGED
PERPETRATOR(S) TO OTHER CHILDREN. PLEASE NOTE EXACT LOCATION OF THE INJURY(S) ON MODEL BELOW.
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7. ACTIONS TAKEN OR ABOUT TO BE TAKEN BY THE PERSON MAKING THE REPORT:
NOTIFICATION OF CORONER OR MEDICAL EXAMINER
POLICE NOTIFIED
MEDICAL TEST(S)

X-RAYS
PHOTOGRAPHS
TAKEN INTO PROTECTIVE CUSTODY

HOSPITALIZATION
OTHER (Specify)

8. SAFETY CONCERNS AND RISK FACTORS:
A. DESCRIBE THE CHILD(REN)’S PHYSICAL AND BEHAVIORAL HEALTH, GOOD MOOD AND TEMPERAMENT. DESCRIBE
CHILD(REN)’S INTELLECTUAL FUNCTIONING, COMMUNICATION AND SOCIAL SKILLS, SCHOOL PERFORMANCE AND PEER
RELATIONS. INCLUDE WHETHER THE CHILD(REN) HAS EXPRESSED ANY SUICIDAL/HOMICIDAL IDEATION OR PLANS.

INFORMATION UNKNOWN

B. DESCRIBE HOW THE ADULT CAREGIVERS FUNCTION COGNITIVELY, EMOTIONALLY, BEHAVIORALLY, PHYSICALLY AND
SOCIALLY. INCLUDE WHETHER THE ADULTS HAVE ANY MENTAL HEALTH, SUBSTANCE USE ISSUES AND/OR CRIMINAL
HISTORY. DOCUMENT ANY PAST OR PRESENT DOMESTIC VIOLENCE. RECORD THE EMPLOYMENT STATUS/SOURCE OF
INCOME AND WHETHER THERE ARE ANY FINANCIAL STRESSORS IN THE HOME. INCLUDE ANY SAFETY OR SANITARY
CONCERNS REGARDING THE CONDITIONS OF THE HOME AND WHETHER THERE ARE WORKING UTILITIES. WHAT IS THE
PRIMARY LANGUAGE OF THE HOUSEHOLD?

INFORMATION UNKNOWN

C. DESCRIBE WHETHER THE CAREGIVERS HAVE THE APPROPRIATE KNOWLEDGE, EXPECTATIONS AND SKILLS TO PARENT
THE CHILD(REN) ADEQUATELY. DOES THE CAREGIVER ADEQUATELY SUPERVISE THE CHILD(REN)? ARE THEY WILLING AND
ABLE TO PROTECT THE CHILD(REN)? DESCRIBE THE ABILITY OF THE CAREGIVER TO EMPATHIZE, NURTURE AND ADVOCATE
FOR THE CHILD(REN).

INFORMATION UNKNOWN

D. DESCRIBE THE CAREGIVERS’ APPROACH/METHODS OF DISCIPLINING THE CHILD(REN). DESCRIBE WHEN DISCIPLINE
OCCURS AND WHETHER DISCIPLINARY METHODS ARE AGE-APPROPRIATE? ARE THERE ANY CULTURAL PRACTICES IN THE
HOME THAT WOULD INFLUENCE THE DISCIPLINARY METHODS USED?

INFORMATION UNKNOWN

E. PLEASE PROVIDE ANY ADDITIONAL INFORMATION RELEVANT TO THE INVESTIGATION PROCESS THAT HAS NOT ALREADY
BEEN ENTERED IN THIS REFERRAL. THIS MAY INCLUDE ADDITIONAL ADDRESSES TO LOCATE THE CHILD OR PERPETRATOR,
ADDITIONAL RESOURCES FOR THE CHILD, EMAIL ADDRESSES, INFORMATION ABOUT ANY WEAPONS IN THE HOME OR
CONCERNS YOU MAY HAVE FOR THE CASEWORKER’S SAFETY.

INFORMATION UNKNOWN

INSTRUCTIONS TO MANDATED PERSONS:
A mandated reporter making an oral report of suspected child abuse to the department via the Statewide toll-free telephone number (800-9320313) must also make a written report, which may be submitted electronically, within 48 hours to the department or county agency assigned to
the case by using this form. If needed, attach additional sheet(s) of paper to provide all of the requested information on this form.
NOTE:
If the child has been taken into custody, you must immediately contact the county children and youth agency where the abuse occurred.
REPORTING SOURCE:
PRINTED NAME AND SIGNATURE:

DATE OF REPORT:

ADDRESS:

TITLE OR RELATIONSHIP TO CHILD:

FACILITY OR ORGANIZATION:

TELEPHONE NUMBER:

EMAIL ADDRESS:

CY 47 12/14

Steps to Take for Suspected
Child Abuse and Neglect1
www.compass.state.pa.us/cwis
or
1-800-932-0313
 Call police if the child or staff is in immediate danger.
 Ask the child what happened. (How did injury occur?)
 Document observable injuries. Refer to the Daily Health Check for that day.
 Keep detailed records.
 Decide if there is reasonable cause to suspect abuse/neglect.
 If yes, make the report immediately and directly to ChildLine either
electronically at www.compass.state.pa.us/cwis or by calling 1-800-932-0313.
 After making the report to ChildLine, mandated reporters are required to
immediately notify the person in charge (follow the facility policy that is in place).
 If the report is called in to ChildLine, a written report of suspected child abuse, a
CY 47 form, must be completed and forwarded to the county Children and Youth
agency within 48 hours. If the report is made electronically, a CY 47 form is not
required.
If you question whether a situation could be considered child abuse or neglect, it is always
recommended that you call ChildLine 1-800-932-0313 to explain the circumstances and ask.
It is better to be overly concerned than to possibly place a child at continued risk. Make the
report.
Steps to Take for Suspected Child Abuse and Neglect offers early care and education professionals
procedures that need to be followed when abuse or neglect is suspected. It can be placed on a
staff bulletin board or in any other suitable location. Steps to Take for Suspected Child Abuse and
Neglect serves as a visual cue to keep child abuse in mind. It is imperative that each early learning
program has a written protocol for handling suspected child abuse and neglect. If your program
doesn’t have a protocol, consider using this one or adapting it for your early learning program.
1

Suspected Child Abuse & Neglect (SCAN) Program of the PA Chapter, American Academy of Pediatrics, 5-2019

ECELS/Healthy Child Care PA; PA Chapter, American Academy of Pediatrics October 2020

Tips for Reporting Suspected Child Abuse or Neglect
to ChildLine1
www.compass.state.pa.us/cwis
or
1-800-932-0313
PROVIDE AS MUCH OF THE FOLLOWING INFORMATION AS POSSIBLE:
•

Child’s full name, birth date, and present location (correct spelling of name is important)

•

Name, address, phone number (home and business) and date of birth of the child’s
parent(s) or caretakers

•

Names and ages of all other household members, and their relationship to the child

•

County in which the abuse or neglect occurred

•

Account of what happened to the child, description of any injury, date the incident
occurred, and what impact it has had on the child

•

Child’s exact statement

•

Any concern about the child’s immediate safety

•

Any information on alleged perpetrator/abuser including statements made

•

Information regarding parents/caretakers such as employment status, substance abuse,
criminal record, domestic violence, cooperation with office staff, past involvement with
county Children and Youth

•

Actions taken by reporting source

DO:
•

Report immediately to allow the county agency time to assign a caseworker and initiate an
investigation

AVOID:
•
•

1

Conducting your own investigation
Asking leading questions
Making any promises to the child which are outside of your ability to fulfill, particularly
relating to placement, court involvement, and caseworker decisions.

Suspected Child Abuse & Neglect (SCAN) Program of the PA Chapter, American Academy of Pediatrics, 5-2019

ECELS/Healthy Child Care PA; PA Chapter, American Academy of Pediatrics October 2020

Tips for Early Learning Practitioners: Handling Parents
Who May Be Angry About a Child Abuse and Neglect
Report1

1

•

Take the call – do not ignore an angry parent.

•

Be honest, non-judgmental and direct.

•

Remain calm and keep your voice controlled.

•

Avoid, if possible, the question of “who called in the report?” Redirect by saying that what is
important is that the child has an injury and that you are concerned. Focus on the common
ground that you and the parent have which is concern for the child.

•

If parent persists with questions about the report, briefly explain that everyone involved with
children as part of their work is required by law to report suspicions of child maltreatment and
that the protocol for handling such concerns was followed.

•

In some cases, the parent may not know any more about the abuse than you, because the
perpetrator may be another family member, a family friend or someone else.

•

Take the opportunity to ask the parent what happened; this may diffuse their anger to have
someone listen to them.

•

Be reassuring. Explain that the situation will be evaluated by Children and Youth to sort out the
details, reach the right conclusions and offer any support that may be helpful for the child and
family. Emphasize that the Children and Youth agency can provide links to services that may
help the family keep the child safe.

•

Give a message of caring, i.e., “The staff of our program are here to help.”

•

If parent is threatening or verbally abusive, say you will ask your supervisor (if you have one) to
call, but that because of the tone of the conversation, you must hang up. Then hang up.

Suspected Child Abuse & Neglect (SCAN) Program of the PA Chapter, American Academy of Pediatrics, 5-2019
ECELS/Healthy Child Care PA; PA Chapter, American Academy of Pediatrics October 2020

Supporting Those Involved with Child Maltreatment
WAYS TO SUPPORT THE CHILD
•

Provide predictable routines so that the child knows what to expect.

•

Allow for natural expression of anxiety through talk and play.

•

Give simple explanations for things that worry the child.

•

Teach healthy ways of relating such as nonviolent problem-solving

•

Encourage healthy relationships based on equality and fairness.

•

Establish policies for pick up. Make sure that you have clear written policies for who can
pick up the child and who cannot.

•

Have a plan in place in case an abusive parent arrives to pick up the child without
permission.1

WAYS TO SUPPORT THE PARENTS
•

Maintain a supportive relationship with the family.

•

Remain non-judgmental in your approach to the family.

•

Do not take parent reactions personally.

•

Be consistent and nurturing to the parent and child.

•

Establish frequent “check ins” with family to see how things are going and how they are
coping.

•

Compliment parent’s good decisions and choices when you see them.

•

Assure family that you will still continue to provide quality care to their child.

•

Maintain confidentiality with staff and other families.

•

Assess whether referrals to community resources are needed and offer suggestions to
resources.

WAYS FOR DIRECTORS TO SUPPORT THE STAFF
•

Share what is known about the outcome of a report to the authorities with the staff who
were involved.

•

Allow staff to verbalize feelings while maintaining confidentiality.

•

Acknowledge staff feelings and focus on the positive outcomes for the child and the family.

•

Encourage activities that reduce stress.

•

Encourage staff to maintain normal relationships with the parent and child.

1 Reprinted

with permission from UCSF California Childcare Health Program
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Child Abuse and Neglect - Resource List

Key Tools
Caring for Our Children: National Health and Safety Performance Standards Guidelines for
Early Care and Education Programs, 4th edition http://nrckids.org/CFOC
American Academy of Pediatrics, American Public Health Association, National Resource Center for Health and
Safety in Child Care and Early Education. Caring for Our Children: National Health and Safety Performance
Standards; Guidelines for Early Care and Education Programs. 4th ed. Itasca, IL: American Academy of Pediatrics;
2019. Also available as CFOC Online Standards Database (Most up-to-date source)
Key reference document that provides standards, rationale, and evidence for guidelines for out-of-home child care.
For child abuse related standards, use the search function.

ChildLine-PA ChildLine and Abuse Registry: 800-932-0313
http://www.dhs.pa.gov/providers/Providers/Pages/Child-Welfare-for-Providers.aspx
Accepts calls 24/7; assigns reports of child and student abuse to county children and youth agencies for
investigation.
•
•

provides information, counseling, and referral services for families and children
access child abuse criminal history clearance forms and contact number for FBI criminal history clearance.

Keep Kids Safe PA: http://keepkidssafe.pa.gov/
Designed to serve as the hub for information related to critical components impacting child protection.
Includes:
• link for mandated reporters to make reports of suspected child abuse electronically
• list of approved courses for mandated reporters
• information related to clearances and general information related to child protection; access to forms
(including the CY-47), laws, supporting documents, frequently asked questions regarding Child Protective
Services Law (CPSL)

Model Child Care Health Policies, 5th edition: http://www.ecels-healthychildcarepa.org/ or
http://www.ecels-healthychildcarepa.org/publications/manuals-pamphlets-policies/item/248-model-child-carehealth-policies (2014) Pennsylvania Chapter of the American Academy of Pediatrics and the American Academy of
Pediatrics. Practical tool for adoption and implementation of best practices for health and safety in group care
settings for young children.

Pennsylvania Child Welfare Information Solution: www.compass.state.pa.us/cwis
Provides a means for mandated reporters to:
• report child abuse in Pennsylvania
• apply for a PA Child Abuse History Clearance online
• link to:
o Child Protective Services Law
o Child Abuse Annual Report

ECELS/Healthy Child Care PA; PA Chapter, American Academy of Pediatrics October 2020

