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Failure to Thrive 

The Colorado Children’s Code requires mandated 
reporters to report failure to thrive (FTT) to the 

department of human services immediately when not 
justifiably explained. While the Colorado Children’s 
Code does not define failure to thrive, it is generally 
considered to be a description applied to children whose 
current weight or rate of weight gain is significantly 
below that of other children of similar age and sex.

Organic FTT occurs when there is an underlying medi-
cal cause. Nonorganic FTT is defined as a decelerated or 
arrested physical growth associated with poor develop-
mental and emotional functioning. Nonorganic failure 
to thrive occurs in a child who is usually younger than 
two years old and has no known medical condition 
that causes poor growth. A combination of organic and 
nonorganic failure to thrive also may occur.

Nonorganic failure to thrive 
This condition usually results from various environ-
mental and psychosocial factors. It often is associated 
with abnormal interactions between the caregiver and 
the infant or child. This can result in an inadequate 
provision of food and/or inadequate intake of food. 
Nonorganic FTT can begin prenatally and/or occur 
postnatally.

Prenatal causes of nonorganic failure to thrive 
Mothers who are malnourished often have babies who 
are malnourished and small. Some evidence exists that, 
if mothers do not bond with their unborn babies, those 
babies undergo FTT in utero as well. Lower birth 
weights also are associated with teen pregnancies, lower 
socioeconomic level and multiple gestations. Maternal 
eating disorders, such as anorexia and bulimia, certainly 
can affect the growth of fetuses as well.
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Postnatal causes of nonorganic failure to thrive 
Traditionally it was thought that nonorganic postnatal 
causes of FTT were due to maternal rejection or neglect. 
In 1985, Skuse suggested that clinicians inquire about 
more than just the nutrition offered to children. He 
found behavior at meals and psychosocial issues to be 
important variables affecting whether children obtain 
sufficient energy. Poor parenting and family dysfunction 
can negatively affect a child’s energy intake. Families 
characterized by less adaptive relationships, higher levels 
of family conflict, and less emotional support for the 
mother have an increased percentage of children with 
FTT. The term psychosocial deprivation was created for 
these types of situations.

Nonorganic causes of failure to thrive are 
summarized as follows
 ❧ poor feeding or feeding-skills disorder
 ❧ dysfunctional family interactions
 ❧ difficult parent-child interactions
 ❧ lack of support (no friends, no extended 

family)
 ❧ lack of preparation for parenting
 ❧ family dysfunction (divorce, spouse abuse, 

chaotic family style)
 ❧ difficult child
 ❧ child neglect
 ❧ emotional deprivation syndrome
 ❧ feeding disorders (anorexia, bulimia)

Combined organic and nonorganic failure to 
thrive 
FTT in a patient can result from the combination of 
both organic and nonorganic reasons. In one study, half 
of the cases with organic etiology had a psychosocial fac-
tor contributing to FTT. This is caused by a number of 
reasons. It is clear that illnesses in children, particularly 
chronic illnesses, can take their toll on families. Stresses 
from coping with chronic illnesses may lead to parental 
dysfunction, such as depression, alcohol or drug abuse, 
divorce, or chaotic home environments. Parental dys-
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function and the resultant negative atmosphere in which 
children are reared affect their food intake. In addition, 
children may undergo personality changes when they 
have chronic diseases. Medications, such as steroids, are 

well known to cause behavioral changes, but the mere 
presence of a chronic illness also can result in resistance 
or noncompliance in many aspects of a child’s life, in-
cluding consumption of proper energy intake.

Sample Guidelines for Identifying and Reporting Failure to Thrive to Child Protective Services

Indicators of Inadequate Growth:
 1.  newborn has not regained birth weight by one month of age AND one or more “at-risk” 

psychosocial factors are present and identified**
 OR
 2.  the infant is less than five months of age and the infant’s growth chart indicates no growth or a 

declining weight* over a two month period AND one or more “at-risk” psychosocial factors are 
present and identified**

 OR
 3.  the child is five months of age or older and the child’s growth chart indicates no growth or a 

declining weight* over a three month period AND one or more “at-risk” psychosocial factors are 
present and identified**

 OR
 4.  the infant/child has a flat growth curve or a deceleration of growth leading to a fall of two major 

growth percentile lines on a standard growth chart AND one or more “at-risk” psychosocial 
factors are present and identified**

 OR
 5.  the child is below the 5th percentile weight for age or less than 5th percentile weight for length 

or less than 5th percentile both weight and length for age on the growth chart which has been 
adjusted for gestational age AND one or more “at-risk” psychosocial factors are present and 
identified and/or there is no adequate explanation**

In the event of an acute illness, the following inadequate growth indicators apply:

 1.  If the child’s weight falls after an acute illness 
 AND 
 2.  the child does not regain sufficient weight to reach the child’s previous growth curve within six to 

eight weeks of being symptom-free 
 AND 
 3.  one or more “at-risk” psychosocial factors are present and identified.
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*Declining weight is defined as a flat growth curve or a decel-
eration of growth greater than two major growth percentiles, 
also known as channels or parameters (i.e., 90th percentile 
decreasing to 50th percentile; 25th percentile decreasing to 
5th percentile; 75th percentile decreasing to 25th percentile; 
60th percentile decreasing to 20th percentile). 
 
**“At-Risk” Psychosocial Factors include
 ❧ repeated observations of inappropriate parent-

child interaction;
 ❧ domestic violence; 
 ❧ signs of physical deprivation;
 ❧ history of abuse or neglect of other children, 

including a history of children being removed 
from the home; 

 ❧ parental substance abuse, including alcohol 
and/or illegal drugs; 

 ❧ diagnosed mental illness or cognitive 
impairment of the parent;

 ❧ suspicion of neglect or physical abuse of the 
child;

 ❧ suspicion of sexual abuse of the child; 
 ❧ significant development delay without adequate 

explanation, especially motor; 
 ❧ lack of medical care, which endangers child’s 

health or well-being;
 ❧ dangerous environment and/or unsafe housing;
 ❧ existing department of social services child 

protection client;
 ❧ other combinations of the above. 

Adapted from Boulder County Public Health’s Failure 
to Thrive Reporting Guidelines.
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Maltreatment of Children with 
Disabilities

How is disability defined?
The Americans with Disabilities Act (PL 101-336-7/90), 
commonly referred to as the ADA, defines disability, 
with respect to an individual, as
 ❧ physical or mental impairment that 

substantially limits one or more of the major 
life activities of such individual;

 ❧ record of such impairment; or
 ❧ being regarded as having such an impairment.

This, then, includes children with all types of dis-
abilities, including physical disabilities; intellectual or 
learning disabilities; sensory and motor disabilities; 
mental illness; or any other type of emotional, mental 
or physical impairment. This broad definition assists 
in the effort to be inclusive, to address the needs of all 
children, and to avoid the pitfalls that can accrue when 
definitional limitations or lists are used to describe one’s 
target population.

How common is abuse among children with 
disabilities in the United States?
Studies indicate that children with disabilities are from 
1.7 (Crosse et al., 1992) to 3.4 (Sullivan & Knutson, 
2000) times as likely to be the victim of maltreatment 
when compared to children without disabilities. Other 
studies document an increased risk of abuse for children 
with disabilities between four to ten times that of the 
non-disabled child population (Baladerian, 1990).

Research studies also indicate that underreporting is a 
major concern. Even if a case is reported to the state 
data system, most state child protective service report-
ing agencies do not gather information on children 
with disabilities as part of the data collection process 
for abused children.

Some of these researchers suggest that children with 
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disabilities may have increased vulnerability to abuse 
because of society’s response to the disability, rather 
than the disability itself.

Children with disabilities may be perceived as less 
valuable than other children. Their reports may not be 
considered trustworthy. Discipline may be more puni-
tive and accompanied by a lack of respect. 

Other factors leading to abuse among children with 
disabilities are the same as those found in the general 
population: single parents, teen parents and various 
levels of stress. Families with children with disabilities 
can experience additional stressors including
 ❧ feeling unprepared to handle the care of a 

disabled child, including acceptance of that 
child as being “different”;

 ❧ having financial or time limits stretched as 
additional medical/educational activities are 
suggested; 

 ❧ lacking necessary social supports or networks 
to work through the many concerns and 
situations that arise in providing care for the 
child and the rest of the family. 

All of these can result in increased vulnerability to abuse. 
A child with difficult-to-handle behavior patterns or 
communication difficulties may become a target for 
physical abuse. Children who are unable to commu-
nicate their needs may experience greater instances of 
neglect. The child with disabilities also can develop more 
extensive relationships of trust with greater numbers of 
people and be unable to distinguish when boundaries are 
being crossed, resulting in potential sexual abuse. 

There is no research available that clearly documents 
the greater prevalence of one form of abuse compared 
to others involving children with disabilities. However, 
studies continue to document high counts of sexual 
abuse involving individuals with disabilities. Individuals 
diagnosed with behavior or adjustment problems often 

are found to have associated traumatic sexual abuse in-
cidents in their childhood. An inability to discuss those 
events can often lead to diagnoses that may only partially 
explain their behavior. Ongoing work is required to 
identify at-risk factors for the various types of abuse.

It is important to remember that children with disabili-
ties grow up and retain the disability. Some also retain 
a high level of vulnerability to abuse and will continue 
to need support and educational services to maintain 
abuse-prevention awareness. Laws against abuse of 
“dependent adults” now have been joined with elder 
abuse reporting laws in most states in recognition of 
the continued vulnerability of children with develop-
mental disabilities into their adult years. It is critical to 
keep in mind, however, that children with disabilities 
do not “disappear” once they reach the age of majority, 
but continue to require the attention and intervention 
of persons dedicated to stopping abuse.

Who is the perpetrator?
In almost all cases, the child with disabilities knows 
the perpetrator of the abuse. Persons who abuse chil-
dren range from family members, to professionals, to 
paraprofessionals. Children with disabilities have a 
larger number of persons involved in their regular life 
activities than children without disabilities. Each of 
these persons is trusted by parents to be safe with their 
child and becomes familiar to the child and is therefore 
also trusted by the child. Having achieved a position of 
trust and authority, the perpetrator in frequent contact 
with the child has a perfect opportunity to abuse the 
child. Persons who are perpetrators, and who are not 
family members, are known to seek employment or 
volunteer positions that provide this type of access to 
children with disabilities.
 
Prosecuting abusers of children in general can be diffi-
cult in the best of circumstances, and societal influences 
are clearly at play when cases involve children with dis-
abilities. The degree to which a child will be viewed as 
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“credible” or “reliable” in court is often based on whether 
the physical, intellectual or communication abilities are 
perceived to match the expectations of the court.

The reliability of communication in nonstandard forms 
(for example, interpreters, facilitated communication, 
communication boards) is often questioned – not neces-
sarily because of the person responding but because of 
the person who is witnessing it, who may have limited 
experience with individuals with disabilities. Convic-
tions in these cases, no different from others, also must 
involve corroborating evidence, beyond child testimony, 
for successful prosecution.

Can abuse cause disabilities?
In addition to the fact that children with disabilities are 
at increased risk of abuse is the fact that child abuse can 
cause disabilities. The exact number of abuse-caused 
disabilities is unknown, but it is estimated to represent 
25 percent of all developmental disabilities (Baladerian, 
1990). In addition, more than 50 percent of the child 
victims of severe neglect sustain permanent disabilities, 
including mental retardation and other forms of learning 
and cognitive disabilities. 

According to a 1990 study, 53 percent of child abuse-
related fatalities were children younger than one year of 
age, and 90 percent of the children were younger than 
five years of age (April 1994 Carnegie Report). Head 
trauma is the leading cause of death for children who 
die from child abuse (Durfee, 1995). It is unknown 
how many more children suffer “near misses” and retain 
serious permanent disabilities due to head and neck 
trauma. Specific causes of brain and other central ner-
vous system injuries may result from the “shaken baby 
syndrome,” blows to the head (e.g., slapping, hitting, 
child tossing), as well as asphyxiation (due to suffoca-
tion or strangling). 

Is it more difficult to identify abuse in the child 
with disabilities?

Indicators of abuse for children with disabilities are 
the same as indicators of abuse for their peers in the 
general population. Along with physical signs, two of 
the primary ways of identifying abuse are the child’s 
reports and behavioral indicators. Children with dis-
abilities may exhibit behavioral indicators of abuse that 
are not recognized as signs of abuse by their caregivers.  
Unfortunately, for children with severe disabilities, 
discovery of their abuse is usually dependent upon the 
emergence of incontrovertible physical signs (e.g., death, 
pregnancy, venereal disease, physical injury) and/or ob-
vious behavioral signs (e.g., sudden changes in behavior 
that re-enact the abuse). Less obvious behavioral signs 
do not necessarily alert the untrained caregivers to pos-
sible abuse. Even more problematic is that professionals 
providing services to children with disabilities have too 
often attributed clear signs of abuse to a disability. This 
oversight has left children in abusive situations, in some 
cases for several years.

Sammy, now thirteen years old, had mild mental 
retardation and cerebral palsy. In counseling he 
revealed that he was thinking about his future, in-
cluding marriage and parenthood. Afraid that his 
children would “be retarded like me,” he was asked 
the cause of his disability. “I was born normal. My 
Dad used to come home drunk and get real mad. I 
remember he would throw me against the wall. My 
head hurt a lot. This happened all the time, when 
I was little. Now I’m retarded.” Although Sammy 
understood the origin of his disability, he did not 
understand genetics or heredity. When told that his 
children would probably be born just like he had 
been, he was happy. He said, “I would never hurt 
my kids like my Dad [did].”
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discourage abuse, and making others aware of 
the child’s knowledge, can greatly reduce the 
risk of abuse. 

 ❧ Recognizing that the child is very dependent 
on the caregiver, parents should get to 
know all persons working with the child, 
and observe interactions. The caregiver is 
in a position to provide or withhold daily 
necessities, and the child may have trouble 
communicating this information to the 
parent. 

 ❧ Since parents, as well as other caregivers, 
may be perpetrators of abuse, everyone 
who has a role in caring for the child with 
disabilities can participate in prevention 
training programs and programs for early 
identification and intervention. 

 ❧ Forming relationships with local 
developmental disability councils and other 
local schools and agencies serving individuals 
with disabilities can strengthen the network 
of those who can provide assistance to 
families. 

If abuse does occur, early detection is most helpful. En-
couraging the child to report and learning to recognize 
indicators of abuse can result in early intervention and 
treatment. Parents also must be empowered to take firm 
action to apprehend the identified perpetrator. 

A parent’s response upon learning about abuse has a pro-
found impact on the child. A parent, caregiver or other 
supportive adult can best help the child if he or she
 ❧ remains calm;
 ❧ believes the child;
 ❧ assures the child that he or she did nothing 

wrong; 
 ❧ encourages the child to talk about his or her 

feelings.

In the general population, child victims of abuse are at 
high risk for multiple problems, including depression, 
anxiety and low self-esteem. Consequences of abuse 
may be more pronounced in children with disabilities 
because of their already vulnerable physical and psy-
chological state. 

Research has shown that the longer abuse has gone on, 
the more damage may result. Since the child with dis-
abilities who is abused is less likely to be identified, he 
or she is likely to suffer more damage because of long-
term abuse. Abuse may exacerbate existing disabilities 
and cause additional permanent disabilities.

How can abuse be prevented?
One of the major ways to prevent abuse is for society to 
believe that abuse can occur to all populations of chil-
dren. Frequently parents, and the children themselves, 
believe that due to the disability, they cannot become 
abuse victims. The goal of prevention is to intervene 
before abuse and neglect can occur. Several approaches 
have proven helpful:
 ❧ Parents should talk directly to their children 

about abuse awareness and develop a 
communication cue that will alert the parent 
that something has happened. 

 ❧ Teaching children personal safety skills to 

JoAnne, a fourteen-year-old girl, lives in a skilled 
nursing facility. She has profound mental retardation 
and multiple disabilities, including seizure disorder 
and cerebral palsy. She requires assistance for all her 
daily living activities. When she was discovered to be 
eight months pregnant, facility staff reported suspected 
child abuse. The perpetrator was never identified. 
Of the remaining ninety-eight residents living in the 
same facility, more than 80 percent tested positive for 
a variety of venereal diseases.
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Family therapy is a widely recommended form of treat-
ment, as it permits all family members to share in the 
healing process together, and provides an opportunity 
for the family members to observe how the therapist 
interacts with the child in a therapeutic approach that 
can be continued at home. It also is possible to treat the 
children of the family together, and the parents together 
in separate sessions, to deal with specific issues they may 
need to resolve not in the presence of the children.

Challenges to Effective Intervention
Recently, the fields of child abuse protection and dis-
abilities services have begun to recognize their common 
interest in working to prevent abuse of children with 
disabilities. Both fields have much to learn to become 
competent to deal with the specific issues of abuse for 
this population. This collaboration is thought by many 
to be the key to successful intervention and amelioration 
of maltreatment of children with disabilities. 

In reducing the risk of abuse for children with disabili-
ties, and in providing effective and sensitive interven-
tion services, professionals will need to develop working 
relationships in a structure that allows for cross referral, 
cross training, consultation across a variety of agency 
lines, and increased accessibility and understanding for 
the disabled community. This will require changes for 
both abuse protection and disability service agencies. 

Increasingly, child abuse response professionals, program 
administrators, and the law enforcement community are 
seeking skills to help in the identification, reporting, 
interviewing and adjudication of suspected child abuse 
for children with disabilities. With this interest and a 
matching commitment on the part of funding sources, 
the specialized training they seek can be provided. Ad-
ditionally, disability specialists and service providers are 
seeking the expertise of those in the child abuse com-
munity to learn how to recognize and respond effectively 
and appropriately to the epidemic of child abuse. 

Intervention includes a myriad of services, ranging from 
the initial observation and report taking to assessment 
and interviewing, placement, court, treatment and 
monitoring. As therapists skilled in providing treatment 
for severely disabled abuse victims become more avail-
able, child protective services workers will more easily 
make referrals for the children they serve. 

These changes will take time, but with increasing inter-
est in this population, the availability of good training 
programs, and models for inter-agency collaboration, it 
is likely that these changes can be in place in the near 
future.

Recommendations
States may want to follow the leadership of Florida, 
Washington and California, where some legislation and 
activities are in place to address the issue of abuse of 
children with disabilities. For example, in California, the 
state chapter of Prevent Child Abuse America (PCAA) 
has attempted to develop liaisons at the local, state and 
national levels by writing to all PCAA chapters alert-
ing them to the problems of child abuse and neglect 
for children with developmental disabilities. PCAA 
representatives have encouraged the chapters to contact 
their State Councils on Developmental Disabilities to 
establish working relationships. A similar letter was sent 
to each of the state councils. 

In the past five years, awareness of the problem of abuse 
and neglect of children with disabilities has begun to 
increase. It is important to foster greater awareness of 
this issue. This can be done through comprehensive 
public awareness campaigns by adding a few critical facts 
to the generic child abuse awareness campaigns: 
 ❧ Child abuse happens to children with 

disabilities. 
 ❧ Child abuse and neglect can cause disabilities. 
 ❧ Children with disabilities can resist abuse 

attempts when given information and skills 
development training. 
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Resources

At the present time, there are few agencies that provide 
information on the interaction of abuse and disabilities. 
However, abuse-related agencies and organizations can 
be extremely helpful resources to learn about abuse in 
all of its aspects. Disability related organizations, like-
wise, provide extremely helpful information on issues 
of disability. Many people have found that they must 
review information from each of these types of agen-
cies, then combine it to become adequately informed 
on the issue.

The following agencies and organizations have infor-
mation about prevention, intervention, treatment and 
research on child abuse and disabilities:

Association of University Centers on Disabilities
1010 Wayne Avenue, Suite 920
Silver Spring, MD 20910
(301) 588-8252
FAX (301) 588-2842
www.aucd.org

Coalition on Sexuality and Disability
122 East 23rd St.
New York, NY 10010
(212) 242-3900

DIRECT LINK for the Disabled, Inc.
P.O. Box 1036
Solvang, CA 93464
V/TTY: (805) 686-5285
After hours: (805) 686-5284
FAX (805) 688-1603

 ❧ Parents of children with disabilities can learn 
to distinguish signs of abuse and disability 
related problems. 

 ❧ Children with disabilities are competent to 
communicate their abuse experience. 

 ❧ Children with disabilities can be 
acknowledged as credible witnesses to their 
own experience. 

Summary
The problem of abuse of children with disabilities is a 
serious issue and is still not largely recognized by service 
agencies. Prevention and abuse awareness programs 
need to include information about the heightened risk 
of abuse of children with disabilities, and the onset of 
a permanent disability as a consequence of abuse. The 
utilization of training programs for children, parents, 
families, and child abuse response and disability services 
providers will play a unique and critical part in the re-
duction of risk for children with disabilities.    
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Disability, Abuse and Personal Rights Project
P.O. Box “T”
Culver City, CA 90230-0090
(310) 391-2420 Ext. 333
FAX (310) 390-6994

Disability Rights Education and Defense Fund
2212 Sixth St.
Berkeley, CA 94710
V/TTY: (510) 644-2555
FAX: (510) 841-8645
dredf@dredf.org

National Association for the Dually Diagnosed
132 Fair Street
Kingston, NY 12401
(845) 331-4336
(800) 331-5362
FAX (845) 331-4569
http://www.thenadd.org

National Association of Councils on Developmental 
Disabilities 
1234 Massachusetts Ave., NW, Suite 103
Washington, D.C. 20005
(202) 347-1234
FAX (202) 347-4023
www.nacdd.org

National Association of Protection and Advocacy Systems
900 Second St. NE, #211
Washington, D.C. 20002
(202) 408-9514
FAX (202) 408-9520
TDD (202) 408-9521
http://www.napas.org 

National Center for Law and the Deaf
Gallaudet University
800 Florida Ave., NE
Washington, D.C. 20002
(202) 651-5373 (Voice/TDD)
FAX (202) 651-5381

National Coalition on Abuse and Disability
P.O. Box “T”
Culver City, CA 90230-0090
(310) 391-2420
FAX (310) 390-6994
TDD (310) 398-7225

National Information Center for Children and Youth 
with Disabilities
P.O. Box 1492
Washington, D.C. 20013-1492
V/TTY: (800) 695-0285
FAX (202) 893-1741
TDD (800) 893-8614
nichcy@aed.org

National Organization on Disability
910 16th St. NW, Suite 600
Washington, D.C. 20006
(202) 293-5960
FAX (202) 293-7999
TDD (202) 293-5968
ability@nod.org
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