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Chapter 1: Introduction to Child Abuse 

Framing the Issue – Why This Course Matters 

Child abuse is one of the most devastating and complex challenges faced by mental 

health professionals, educators, child protection workers, and society as a whole. It cuts 

across every demographic line—affecting families regardless of culture, income, 

religion, or geography. While definitions may differ across states and nations, the reality 

is universal: abuse in childhood leaves deep and often lasting scars on the developing 

brain, the body, and the heart of a child (CDC, 2023). 

What makes the issue especially difficult is its hidden nature. Abuse most often 

occurs in private spaces—homes, classrooms, locker rooms, or institutional settings—

away from public view. Unlike a broken leg or a scraped knee, the signs of abuse are 

rarely obvious and may manifest in subtle behavioral changes, withdrawn affect, or 

unexplained injuries brushed off with implausible explanations. As professionals, we are 

Test Question
1. Why is detecting child abuse especially challenging?
Answer:  Because abuse often happens in private spaces away from public view, and the signs are rarely obvious.�



called not only to recognize these indicators but also to act decisively and 

compassionately in ways that protect children and promote healing (Finkelhor, 2022). 

This course is designed to prepare practitioners to do just that. It brings together 

research, legal frameworks, ethical mandates, and therapeutic practices in order to 

equip you with a 

comprehensive understanding 

of child abuse detection, 

reporting, and treatment. 

Beyond information, however, 

it seeks to cultivate the kind of 

professional judgment that 

balances empathy with 

accountability, recognizing the 

humanity of both child and 

parent while never wavering 

from the commitment to 

protect the most vulnerable. 

 

The Scope of the Problem 

The prevalence of child maltreatment is staggering. According to the U.S. Department of 

Health and Human Services’ most recent report, more than 600,000 children were 

confirmed victims of abuse or neglect in the United States in 2021, and it is widely 

recognized that these figures underestimate the true scope due to underreporting 

(USDHHS, 2023). Global data reinforces this picture, with the World Health 

Organization estimating that up to 1 billion children aged 2–17 experience some form of 

physical, sexual, or emotional violence each year (WHO, 2022). 

The impact extends far beyond immediate harm. Adverse childhood experiences 

(ACEs)—which include abuse, neglect, and household dysfunction—have been 

consistently linked to a lifetime of negative outcomes. These range from chronic health 



conditions, such as heart disease and diabetes, to mental health disorders, including 

depression, anxiety, PTSD, and substance use disorders (Felitti et al., 1998; Hughes et 

al., 2017). In this way, abuse is not simply a problem of child protection, but also one of 

public health, social stability, and economic cost. 

To understand the weight of these findings, one only needs to sit with a survivor. 

Imagine a client in her mid-30s seeking counseling for repeated relational difficulties. As 

she begins to share her story, layers of childhood trauma emerge—years of emotional 

neglect, punctuated by physical violence and moments of betrayal by trusted adults. Her 

adult struggles with intimacy, trust, and self-worth are not mysterious. They are the 

predictable outcomes of an unsafe childhood. Professionals trained to detect these 

patterns early may have altered her trajectory had they known what to look for and how 

to act. 

 

Defining Child Abuse and Maltreatment 

Although child abuse is widely acknowledged, definitions vary. In U.S. federal law, the 

Child Abuse Prevention and Treatment Act (CAPTA) provides a baseline: child abuse 

and neglect are defined as any recent act or failure to act on the part of a parent or 

caregiver that results in death, serious physical or emotional harm, sexual abuse, or 

exploitation—or an act or failure to act that presents an imminent risk of serious harm 

(CAPTA, 2019). 

This broad definition encompasses multiple dimensions: 

• Physical abuse: Infliction of bodily harm through hitting, burning, shaking, or 

other means. 

• Sexual abuse: Involving a child in sexual activity, whether through coercion, 

exploitation, or exposure. 

• Emotional abuse: Persistent patterns of behavior that undermine a child’s self-

worth, security, or development. 



• Neglect: The failure to provide for a child’s basic needs, including food, shelter, 

supervision, medical care, and education. 

These categories serve as anchors for professional training, but in practice, cases are 

often complex. For example, a child may experience neglect due to parental substance 

use, which itself stems from a cycle of trauma that included abuse in the parent’s own 

childhood. Understanding these intergenerational dynamics is essential to effective 

intervention (Langevin et al., 2021). 

 

The Role of Professionals 

One of the most important themes in child abuse intervention is the recognition that no 

single professional can manage this issue alone. Effective detection, reporting, and 

treatment require a multidisciplinary approach that brings together mental health 

providers, physicians, teachers, law enforcement, and child protective services. Each 

professional has a unique role and perspective. Teachers may notice behavioral 

changes or unexplained absences; physicians may identify suspicious injuries; 

therapists may recognize trauma patterns in behavior or play. Mandated reporting laws 

require these professionals to collaborate, even when it feels uncomfortable or intrusive 

(Levine & Campbell, 2022). 

This multidisciplinary framework underscores why continuing education is vital. Many 

professionals have not had updated training since graduate school or initial licensure. 

Yet laws change, best practices evolve, and cultural contexts shift. Without ongoing 

learning, even the most well-meaning practitioner can miss critical warning signs—or 

worse, fail to act in a way that protects a child. 

Although this course is grounded in research and law, it is also shaped by a warm, 

human lens. Children are not simply “cases” or “victims.” They are whole beings with 

personalities, dreams, fears, and resilience. Behind every statistic is a child who longs 

for safety, a parent who may be struggling with overwhelming stress, and a system 

attempting to intervene with compassion and justice. 



Professionals often face what feels like an impossible balance: holding parents 

accountable for harmful behavior while also recognizing systemic barriers such as 

poverty, lack of access to mental health care, or generational trauma. This is not to 

excuse abuse, but rather to recognize the complexity of intervention and the importance 

of addressing root causes alongside immediate safety concerns (Mennen & Trickett, 

2021). 

In this course, we will return often to the theme of balance—between protection and 

compassion, between legal mandates and therapeutic empathy, and between 

professional detachment and human connection. 

 

Prevalence, Historical Perspectives, and Why Abuse Is Often Hidden 

When we talk about child abuse today, we do so with a growing body of research, 

legislation, and public awareness at our disposal. But it is important to remember that 

this recognition is relatively recent in historical terms. For centuries, children were often 

viewed more as property of their parents than as individuals with inherent rights. Harsh 

discipline, forced labor, and even sexual exploitation were not only overlooked but 

sometimes normalized under cultural or economic justifications (Crosson-Tower, 2020). 

It was not until the late nineteenth and early twentieth centuries, with the rise of the child 

protection movement and reforms in education and labor, that societies began to view 

children as vulnerable beings requiring special protections. 

One of the landmark moments in U.S. history came in 1874 with the case of Mary Ellen 

Wilson, a young girl who endured severe abuse at the hands of her guardians. With no 

clear child protection laws at the time, her case was taken up by the American Society 

for the Prevention of Cruelty to Animals, on the grounds that children deserved at least 

the same protection as animals. This case catalyzed the child welfare movement, 

eventually leading to the creation of child protective services and, later, comprehensive 

federal legislation like the Child Abuse Prevention and Treatment Act (CAPTA) of 1974 

(Myers, 2019). 



Despite these advances, child abuse remains one of the most underreported and 
hidden forms of violence in society. Several factors contribute to this invisibility: 

1. Secrecy and Shame – Children often feel silenced by fear, guilt, or loyalty to the 

abuser. They may believe they are to blame, or they may be threatened into 

silence. 

2. Family Dynamics – Abuse most frequently occurs at the hands of caregivers or 

trusted adults, making disclosure complex and emotionally fraught. A child may 

fear losing their home, being separated from siblings, or getting a parent into 

trouble. 

3. Societal Stigma – Cultural norms sometimes normalize harsh discipline or 

discourage speaking about private family matters, further silencing victims. In 

some communities, abuse is interpreted through cultural or religious frameworks 

that discourage outside intervention (Fontes, 2022). 

4. Professional Hesitation – Teachers, physicians, and even counselors may 

hesitate to report suspicions due to fear of being wrong, damaging a family 

relationship, or becoming entangled in a legal system they perceive as 

cumbersome or adversarial (Levine & Campbell, 2022). 

The result is a dark figure of crime—a term used by criminologists to describe the 

large proportion of abuse cases that never make it into official statistics. This means that 

prevalence numbers, as alarming as they are, represent only a portion of the truth. For 

example, while national surveys suggest that one in seven children in the United States 

experiences some form of abuse or neglect each year, the actual number is likely much 

higher (CDC, 2023). 

The hidden nature of child abuse also means that survivors often carry the burden of 

their trauma in silence for years. Many do not disclose their abuse until adulthood, often 

during therapy for unrelated issues. Research shows that survivors of childhood sexual 

abuse, in particular, may delay disclosure for decades, if they disclose at all (Alaggia et 

al., 2019). This reality underscores why detection is not only about looking for obvious 



signs but about cultivating deep listening, cultural sensitivity, and trauma-informed 

practices in every professional setting where children may present. 

Looking back at history reminds us that awareness of child abuse has evolved slowly, 

shaped by shifts in law, science, and culture. Looking at the present reminds us that 

despite progress, much remains hidden, demanding vigilance and compassion from 

every professional entrusted with the care of children. 

As we turn to Section 1.1, we will ground our discussion in formal definitions, providing 

the framework needed to distinguish child abuse from other forms of family stress, while 

recognizing the complexity and nuance of real-world cases. 

 

 

1.1 Definition of Child Abuse and Maltreatment 

At its core, child abuse is about a breach of trust. Children are born into the world 

utterly dependent on adults for survival and growth. When those adults cause harm—

whether through active violence or passive neglect—the impact reverberates throughout 

every domain of the child’s development. Defining child abuse, therefore, requires more 

than just listing categories. It involves understanding the legal, cultural, and clinical 

dimensions of maltreatment. 

In the United States, the Child Abuse Prevention and Treatment Act (CAPTA) offers 

the federal foundation for defining child maltreatment. CAPTA (2019) identifies abuse 

and neglect as any “recent act or failure to act on the part of a parent or caretaker which 

results in death, serious physical or emotional harm, sexual abuse or exploitation; or an 

act or failure to act which presents an imminent risk of serious harm.” This definition 

deliberately includes both acts of commission (abuse) and acts of omission 

(neglect). 

From a professional perspective, the term child maltreatment is often used as an 

umbrella concept, encompassing physical abuse, sexual abuse, emotional or 

psychological abuse, and neglect. Some frameworks also include exposure to domestic 

Test Question
2.  What two kinds of actions does CAPTA explicitly include in its definition of child maltreatment?�Answer:  Acts of commission (abuse) and acts of omission (neglect)



violence or substance abuse in the household as forms of maltreatment, given their 

well-documented impact on child development (CDC, 2023; Fontes, 2022). 

 

Why Definitions Matter 

Clear definitions are not simply academic. They carry real-world consequences. For 

mandated reporters—teachers, social workers, mental health counselors, medical 

professionals—definitions guide decisions about when to report suspicions. For the 

child welfare system, definitions determine which cases meet the threshold for 

intervention. For families, definitions can mean the difference between receiving 

supportive services and facing legal consequences. 

But definitions are not static. They evolve with new research and shifting societal 

values. For example, spanking and corporal punishment were once widely accepted 

forms of discipline; today, research demonstrating their harmful effects has prompted 

professional organizations like the American Academy of Pediatrics (2018) to 

discourage physical punishment entirely. Similarly, emotional abuse was once harder to 

identify because of its intangible nature, yet it is now recognized as one of the most 

damaging forms of maltreatment due to its pervasive impact on self-worth and 

psychological development (Spinazzola et al., 2019). 

 

Vignette: Sarah’s Story 

Test Question
3. For mandated reporters, what do clear definitions help determine?�Answer:  When to report suspicions



To illustrate how definitions 

intersect with real lives, 

consider the story of Sarah, 

a seven-year-old girl in a 

suburban elementary 

school. Her teacher noticed 

that Sarah often arrived at 

class unkempt—her hair 

unwashed, her clothes ill-

fitting, and her lunchbox 

empty. Initially, the teacher 

dismissed this as 

disorganization on the part 

of busy parents. But over 

time, Sarah began showing 

signs of chronic fatigue, 

difficulty concentrating, and social withdrawal. 

When the teacher raised the issue with the school counselor, they began to explore 

whether this was a case of neglect—the consistent failure to provide for a child’s basic 

needs, including nutrition, hygiene, and supervision. CAPTA definitions made it clear 

that Sarah’s circumstances warranted concern. But the counselor also recognized the 

need to look deeper. In conversation, Sarah disclosed that her mother was often gone 

for long shifts at work, and her father struggled with substance use. The neglect was not 

intentional cruelty but a consequence of overwhelming stress and addiction. 

This vignette highlights two important lessons: 

1. Definitions guide recognition — Without a clear understanding of neglect, the 

teacher might have continued to dismiss Sarah’s situation. 

2. Definitions require context — While neglect was present, the underlying 

dynamics involved poverty, parental stress, and substance use disorder, 



reminding us that interventions must address both child safety and family 

support. 

 

Clinical and Cultural Dimensions 

Beyond legal definitions, clinicians must consider cultural contexts. Behaviors deemed 

abusive in one culture may be considered normative in another. For example, strict 

discipline or extended work responsibilities for children may be culturally sanctioned 

practices, yet in the U.S. context, they may meet the criteria for maltreatment if they 

compromise the child’s health or development (Fontes, 2022). 

This does not mean professionals should excuse harmful practices under the guise of 

cultural sensitivity. Instead, it underscores the importance of cultural humility—

approaching each case with openness, asking questions, and avoiding assumptions, 

while always prioritizing the child’s safety and well-being. 

 

Expanding the Frame 

Finally, definitions of child maltreatment must be situated within the broader 

understanding of Adverse Childhood Experiences (ACEs). While not every ACE 
constitutes abuse (e.g., parental separation or household substance use), these 
experiences often co-occur with maltreatment and compound its impact. The 

ACEs framework reminds us that definitions of abuse are part of a larger ecosystem of 
risk and resilience that shapes children’s lives (Felitti et al., 1998; Hughes et al., 

2017). 

As we move into the next sections—detailing the types and signs of abuse—we will see 

how these definitions take concrete shape in the lives of children, and how clarity in 

definition provides the foundation for effective detection, reporting, and treatment. 

 

 

Test Question
4. Which statement best captures the relationship between ACEs and abuse?�Answer:  Not every ACE is abuse, but ACEs often co-occur with maltreatment and compound its impact



1.2 Prevalence and Impact on Child Development 

When we talk about child abuse, it is tempting to think of it as a rare event—something 

that happens in the margins of society. Yet the truth is that abuse and neglect are far 

more pervasive than most of us are willing to admit. Whether in affluent suburbs, rural 

towns, or urban centers, child maltreatment cuts across every racial, cultural, and 

socioeconomic boundary. Its presence is often invisible, but its impact is profound and 

lifelong. 

The Numbers Behind the Reality 

According to the most recent Child Maltreatment Report published by the U.S. 

Department of Health and Human Services (USDHHS, 2024), approximately 618,000 
children were identified as victims of abuse or neglect in the United States in 2022. 

That number, as high as it is, almost certainly underrepresents the actual scope. 

Experts estimate that for every confirmed case, several others go unreported due to 

secrecy, stigma, or systemic failures in detection (Finkelhor, 2023). 

Globally, the picture is even more sobering. The World Health Organization (WHO, 

2023) estimates that up to one billion children worldwide between the ages of 2 and 

17 experience some form of physical, sexual, or emotional violence each year. This 

staggering statistic means that nearly half of all children on the planet are exposed to 

violence, neglect, or abuse before reaching adulthood. 

These numbers are not just data points; they represent lives interrupted, trust broken, 

and developmental pathways altered. Neuroscience and developmental psychology tell 

us that the effects of abuse ripple through every stage of growth—from how a child 

learns in school, to how they form friendships, to the way they eventually parent their 

own children (Shonkoff, 2024). 

 

Developmental Impact: How Abuse Shapes the Brain and Body 

Child development unfolds through a delicate interplay of biology, environment, and 

relationships. Abuse disrupts this balance at its most fundamental level. 



• Neurobiological Effects: Chronic stress from maltreatment floods a child’s brain 

with stress hormones like cortisol, disrupting the development of the prefrontal 

cortex (responsible for decision-making and impulse control) and the 

hippocampus (central to memory and learning) (Teicher & Samson, 2023). Over 

time, these disruptions can create vulnerabilities to anxiety, depression, and post-

traumatic stress disorder. 

• Attachment and Relational Patterns: Children who are abused often struggle 

with attachment. Instead of learning that caregivers are safe and reliable, they 

internalize the expectation that love is inconsistent or dangerous. This often 

leads to difficulties with trust, intimacy, and boundaries in adulthood (Zeanah & 

Humphreys, 2024). 

• Physical Health: The Adverse Childhood Experiences (ACE) studies have 

shown that maltreated children are at higher risk for chronic illnesses later in life, 

including heart disease, diabetes, autoimmune disorders, and even cancer (Felitti 

et al., 1998; Hughes et al., 2017). More recent findings suggest that early trauma 

accelerates cellular aging, with abused children showing shortened telomeres—a 

biological marker of stress—well into adulthood (Ridout et al., 2024). 

• Educational and Social Functioning: Abuse interferes with concentration, 

memory, and social regulation. Teachers often describe abused children as either 

“acting out” aggressively or “shutting down” in ways that mimic learning 

disabilities. Without proper support, these children frequently fall behind 

academically, reinforcing cycles of frustration and low self-esteem (Mennen & 

Trickett, 2021). 

 

Vignette: The Story of Alex 



To understand how these impacts 

unfold, consider the story of Alex, 

a fictionalized vignette drawn 

from common clinical and 

casework experiences. 

Alex was nine years old when his 

teacher began to notice troubling 

patterns. At first, it was small 

things—unfinished homework, a 

tendency to fall asleep in class, 

frequent tardiness. But over time, 

the behaviors escalated. He grew 

increasingly withdrawn, rarely 

speaking during group activities. 

When asked to share about his weekend, he muttered vague answers and quickly 

changed the subject. 

One morning, Alex arrived with a bruised arm. When the teacher asked, he whispered 

that he had “fallen off his bike.” But the pattern of injuries—bruises on his back and 

thighs—didn’t match the story. Eventually, after weeks of gentle encouragement, Alex 

disclosed that his father often hit him with a belt when he “didn’t listen fast enough.” 

The disclosure triggered a mandated report, and child protective services (CPS) began 

an investigation. Interviews revealed that Alex’s father had grown up in a household 

where corporal punishment was not only accepted but celebrated as a sign of discipline 

and strength. His father, struggling with unemployment and alcohol use, described the 

punishment as “just teaching him respect.” 

For Alex, however, the impact was profound. His nights were filled with anxiety, often 

lying awake waiting for the next conflict. His school performance had plummeted 

because he could not concentrate. He avoided forming close friendships because he 

feared other children would discover his “secret.” His body was small for his age, partly 



because of poor nutrition and partly because chronic stress had suppressed his growth 

hormones. 

When Alex entered therapy, he presented with symptoms consistent with post-traumatic 

stress: hypervigilance, nightmares, and exaggerated startle responses. His therapist 

worked with him on basic safety planning, grounding exercises, and gradually rebuilding 

a sense of trust. In parallel, CPS connected his father with substance abuse treatment 

and parenting classes. 

Alex’s story illustrates how abuse is never confined to the moment of harm. It radiates 

into the classroom, friendships, physical health, and sense of self. It also shows the 

intergenerational cycle of abuse—his father, once a victim himself, repeating the only 

model of parenting he knew. Breaking that cycle required coordinated intervention, 

compassionate but firm accountability, and long-term therapeutic support. 

 

The Hidden Costs of Abuse 

The cost of child abuse extends far beyond the individual child. Economists estimate 

that the lifetime economic burden of child maltreatment in the U.S. is nearly $430 
billion annually when accounting for healthcare, lost productivity, criminal justice 

involvement, and special education (Peterson et al., 2024). This means that preventing 

and effectively treating abuse is not only a moral and ethical obligation but also a public 

health and economic priority. 

Furthermore, untreated trauma often expresses itself in ripple effects: increased risk of 

intimate partner violence, higher likelihood of substance use, and challenges in 

parenting the next generation. In this way, child abuse is not just a crisis of childhood—it 

is a crisis of society, perpetuating cycles of harm until intentional interventions break the 

chain. 

 

Moving Forward 



Understanding the prevalence and impact of abuse forces us to confront its scope 

honestly. It reminds us that every statistic has a face and every disclosure is a leap of 

courage for a child. As professionals, we are called to hold both the scale of the crisis 

and the uniqueness of each child’s story. 

As we move forward in this course, we will break down the types of abuse in more 

detail, examine the signs that professionals can recognize, and explore how mandated 

reporting functions as a lifeline for children like Alex. But the foundation is clear: child 

abuse is not rare, it is not isolated, and its consequences are profound. By confronting 

the reality of its prevalence and impact, we commit ourselves to the essential work of 

protection, healing, and prevention. 

1.3 Legal and Ethical Responsibilities in Professional Practice 

For those entrusted with the care of children—whether as teachers, counselors, 

physicians, social workers, clergy, or coaches—the duty to protect is not just a matter of 

compassion, it is also a matter of law and professional ethics. The systems society 

has built to identify and respond to child abuse depend on the vigilance, training, and 

courage of professionals who are legally required to act when they suspect a child is 

being harmed. 

This responsibility can feel heavy, even daunting. It asks professionals to step into the 

private realm of families, sometimes against the wishes of parents or even the child. It 

requires balancing the obligation to report with the desire to preserve therapeutic trust 

or educational rapport. And yet, the stakes could not be higher: a failure to act can 

mean the difference between ongoing trauma and the possibility of safety and healing. 

 

The Legal Mandate: Who Must Report? 

Every U.S. state and territory has laws requiring certain professionals—known as 

mandated reporters—to report suspected child abuse and neglect. These typically 

include: 



• Mental health providers (social workers, counselors, psychologists, marriage and 

family therapists) 

• Educators (teachers, school administrators, school staff) 

• Healthcare providers (physicians, nurses, medical technicians) 

• Childcare workers and social service providers 

• Law enforcement officers 

Some states have expanded the mandate to include all adults, regardless of 

profession, while others maintain a more narrowly defined list (USDHHS, 2024). 

Importantly, mandated reporters are not asked to prove abuse, but to raise concerns 
when there is “reasonable suspicion”. The threshold is intentionally low because the 

burden of proof rests with child protective services (CPS), not the individual reporter. Yet 

this distinction is often misunderstood, leading some professionals to hesitate until they 

are “absolutely sure”—a delay that can prolong harm (Levine & Campbell, 2022). 

 

Ethical Dimensions of Reporting 

Beyond the legal obligation lies an ethical one. Professional codes of ethics—such as 

the NASW Code of Ethics (2021) for social workers or the NBCC Code of Ethics 
(2023) for counselors—explicitly require practitioners to protect vulnerable populations 

and prioritize client safety. 

However, ethical tensions frequently arise: 

• Confidentiality vs. Protection: Mental health providers, for instance, hold 

confidentiality as a sacred trust. Reporting suspected abuse can feel like a 

betrayal, especially if disclosure risks damaging the therapeutic alliance. Yet, 

ethically, the child’s safety takes precedence. 

• Cultural Sensitivity vs. Universal Standards: Professionals may wrestle with 

whether a behavior considered abusive in the U.S. is interpreted differently in 



another cultural context. Here, cultural humility must be balanced with the ethical 

mandate to prevent harm (Fontes, 2022). 

• Fear of Retaliation: Teachers and community workers sometimes worry about 

straining relationships with families or even facing hostility. Ethical codes 

underscore the importance of courage, advocacy, and reliance on established 

procedures to safeguard both the child and the professional. 

Ethics and law intersect here: even when a professional personally doubts whether 

reporting is “the right thing,” the legal mandate creates a safety net by requiring action. 

 

Vignette: Ms. Ramirez and the Dilemma of Trust 

To see how these responsibilities play 

out in practice, consider the story of 

Ms. Ramirez, a school counselor at a 

middle school. 

One afternoon, a seventh-grade 

student named Janelle asked if she 

could talk privately. Janelle was usually 

bubbly, a strong student with many 

friends, but that day she seemed 

withdrawn. After some hesitation, she 

shared that her stepfather had been 

“coming into her room at night.” She 

spoke haltingly, her eyes downcast, 

and quickly added, “Please don’t tell 

anyone—I just needed to say it out 

loud.” 

In that moment, Ms. Ramirez felt the 

weight of conflicting responsibilities. On one hand, she wanted to honor Janelle’s trust, 



which had taken immense courage to extend. On the other hand, she knew immediately 

that this disclosure required a mandated report. Her professional ethics and state law 

both demanded it. 

Ms. Ramirez gently explained: 

“Janelle, I hear you, and I believe you. What you’ve told me is very serious. My job is to 

make sure you are safe. That means I can’t keep this a secret. I need to share this with 

the people who can help protect you.” 

Janelle began to cry, terrified of what would happen next. Ms. Ramirez sat with her, 

reassuring her that she would not be alone. She explained step by step what would 

happen after the report: that CPS would be contacted, that Janelle might be asked more 

questions, and that the school would provide support. 

Filing the report was emotionally difficult for Ms. Ramirez. She worried about Janelle’s 

immediate distress, the disruption to her family, and whether Janelle would feel 

betrayed. But she also knew that silence could have left Janelle in ongoing danger. In 

the days that followed, she worked closely with CPS, the school principal, and Janelle’s 

teachers to ensure support was in place. Eventually, Janelle was placed with her 

grandmother while her stepfather was investigated. 

This vignette underscores several key realities: 

1. Mandated reporters cannot promise secrecy when a child discloses abuse. 

Setting clear boundaries from the beginning of the relationship is critical. 

2. The moment of disclosure is delicate—children must feel heard, believed, and 

supported, even as the professional initiates mandated procedures. 

3. The professional’s ethical role continues beyond reporting, ensuring that the 

child is not left to navigate the aftermath alone. 

 

Professional Accountability 



Professionals who fail to meet their legal obligations face significant consequences. 

States impose penalties ranging from fines to loss of licensure and, in some cases, 

criminal charges. Yet beyond legal repercussions lies a deeper moral weight: the 

knowledge that inaction allowed harm to continue. 

Conversely, professionals who act in good faith are protected by immunity laws in 

every state, shielding them from civil or criminal liability if the suspicion turns out to be 

unfounded (USDHHS, 2024). This protection is designed to reduce hesitation and 

encourage reporting. 

 

The Broader Professional Context 

Legal and ethical responsibilities extend beyond the act of filing a report. They include: 

• Documentation: Keeping careful, objective records of observations, 

conversations, and actions taken. 

• Collaboration: Working with multidisciplinary teams—CPS workers, law 

enforcement, medical professionals—to ensure comprehensive responses. 

• Ongoing Advocacy: Supporting children and families as they navigate 

investigations, court processes, and therapeutic services. 

• Self-Care and Supervision: Recognizing the emotional toll of child abuse work 

and seeking support through peer consultation, supervision, or professional 

counseling (Miller & Stinchcomb, 2024). 

 

Moving Toward Action 

Legal and ethical responsibilities may feel overwhelming, but they are ultimately 

lifelines. For children like Janelle, the willingness of one adult to step forward can open 

the door to safety, healing, and a future not defined by abuse. Professionals are not 

asked to carry the entire burden alone; they are asked to play their part in a larger 

system of protection and care. 



As we move forward in this course, we will explore in greater depth the different types 
of abuse (Chapter 2) and the specific signs professionals should watch for (Chapter 

3). But first, it is crucial to understand that the ability to recognize abuse is only half the 

battle. The courage and clarity to act—grounded in law and ethics—are what truly 

protect children. 

 

 

 

Chapter 2: Types of Child Abuse 

Children experience maltreatment in 

ways that are both heartbreakingly 

familiar and uniquely personal. The 

categories we use—physical abuse, 

sexual abuse, emotional/psychological 

abuse, and neglect—are not boxes so 

much as lenses. They help us 

recognize patterns, name harm, and 

coordinate a professional response. But 

every case is a human story first. In this 

chapter, we’ll define each type, surface 

common signs and risk factors, and 

then slow down with long, narrative 
vignettes that invite us to see what 

these realities feel like from the inside. 

Throughout, we’ll hold a trauma-

informed stance that balances clear-

eyed assessment with cultural humility 

and unwavering commitment to safety (Fontes, 2022; Shonkoff, 2024; USDHHS, 2024). 

 



2.1 Physical Abuse 

Definition. Physical abuse involves the 

nonaccidental infliction of physical injury by a 

caregiver—actions such as hitting, shaking, burning, 

choking, or striking with an object. The core is 

intentional harm or reckless disregard for a child’s 

safety, distinct from accidental injury (CAPTA, 2019; 

USDHHS, 2024). 

Context and dynamics. Physical abuse often co-

occurs with intimate partner violence, parental 

substance use, or overwhelming stressors like job loss 

or housing instability. Caregivers may frame violence 

as “discipline,” especially when corporal punishment is 

culturally normalized. Research consistently links harsh physical punishment, even 

when short of legal “abuse,” with increased aggression, anxiety, and later delinquency in 

children (American Academy of Pediatrics [AAP], 2018; Finkelhor, 2023). 

Common indicators. 

• Injuries that are unexplained or explanations that are implausible or 

inconsistent with developmental abilities (e.g., a nonmobile infant “fell off the 

couch”). 

• Patterned bruising (e.g., loop marks, belt buckle outlines), injuries in protected 

areas (back, buttocks, ears, neck), or multiple injuries at different healing 
stages. 

• Behavioral signs: hypervigilance, flinching at sudden movements, aggression, or 

extreme compliance/people-pleasing (Teicher & Samson, 2023; Zeanah & 

Humphreys, 2024). 

Assessment notes (practice pearls). 

Test Question
5. What distinguishes physical abuse from accidental injury?�Answer:  Nonaccidental infliction with intentional harm or reckless disregard for a child’s safety



• Document verbatim explanations from child and caregiver; include body maps 

and photographs per policy. 

• Screen for co-occurring risks (domestic violence; caregiver mental health; 

substance use). 

• Maintain cultural humility; never allow cultural norms around discipline to 

supersede statutory definitions of harm (Fontes, 2022). 

• Remember: mandated reporters act on reasonable suspicion, not proof 
(Levine & Campbell, 2022; USDHHS, 2024). 

 

Vignette 1: “Maya and the Saturday Morning Rules” 

Maya is eight, slight for her age, with a quiet voice that lands just above a whisper. On 

most days she moves through Ms. Tyler’s third-grade classroom like a shadow—careful, 

polite, almost invisible. What Ms. Tyler notices first is not a bruise but the way Maya 

watches adults: the micro-calibrations of her eyes, the way she reads faces before she 

answers, as if safety depends on it. 

One Monday, Maya’s shirt sleeve rides up during art and Ms. Tyler glimpses a faded, 

yellow-green bruise along the triceps. “I bumped the door,” Maya says, too quickly. It’s 

plausible. Children bump doors. Ms. Tyler notes it and moves on. 

Two weeks later, Maya is late, eyes rimmed with red. When she reaches for her 

backpack, her shirt lifts to show small ovals on her lower back—finger-shaped bruises. 

Ms. Tyler kneels, keeping her voice steady. “Looks like you’re sore today. Did something 

happen?” Maya looks at the floor. “I don’t want to get in trouble,” she says. The 

sentence lands with the weight of a life strategy. 

Bit by bit, a story emerges—not a single event but a routine. On Saturdays, Maya is 

expected to complete “rules” before she can play: sweep the kitchen, fold laundry, keep 

her baby brother quiet while Dad sleeps after the night shift. If she “forgets,” her father 

“reminds” her: a grip on the arm, a slap, the belt. He calls it “learning.” He calls it 

“discipline.” He calls it “love,” because he wants her to be “strong.” 

Test Question
6. What threshold should mandated reporters use when deciding to report suspected physical abuse?�Answer:  Reasonable suspicion, not proof



Ms. Tyler hears the words parents often use when the line between discipline and harm 

is crossed. She feels the familiar fear: What if I’m wrong? But she also knows the law, 

the signs, the body maps she learned to draw in training (Levine & Campbell, 2022). 

She documents the verbatim phrases Maya uses (“rules,” “reminds”), the pattern of 

bruises, the timeline. She calls the designated reporter at school; a CPS report is made. 

The investigation reveals stress braided through the family story: Dad’s chronic pain 

from an old construction injury, the erratic schedule, a childhood where belts were 

theology. None of this erases what is happening to Maya. But it shapes the plan. CPS 

safety-plans with relatives; Dad enrolls in a parenting program that teaches nonviolent 
discipline, trauma-informed strategies, and self-regulation skills. Ms. Tyler stays steady, 

giving Maya small choices each day—green or purple marker? read aloud or whisper 

read?—to help her sense of control grow where fear once lived. 

In supervision, Ms. Tyler admits her own trembling—that she worried about “breaking 

the family.” Her supervisor reminds her: You did not break it. You helped stop the 

breaking. Maya begins to raise her hand in class. Sometimes she laughs now—

unexpected, bright, like a window opening. 

Practice takeaway. Clarity about the reasonable suspicion threshold and structured 

documentation allows caring professionals to act even amid ambiguity—protecting the 

child while connecting caregivers to concrete supports (USDHHS, 2024; AAP, 2018). 

 

Differential Considerations and Special Topics in Physical Abuse 

• Medical mimics: Some bleeding disorders, connective tissue conditions, or 

cultural practices (e.g., coining, cupping) can resemble abuse; collaborate with 

pediatric specialists before conclusions (AAP, 2018). 

• Infants & sentinel injuries: Any bruising in a nonmobile infant is a red flag 

requiring urgent evaluation; minor “sentinel” injuries often precede severe harm 

(AAP, 2018). 



• Corporal punishment: Even when legal in some jurisdictions, physical 

punishment is contraindicated by pediatric and mental health bodies due to 

adverse outcomes (AAP, 2018; Finkelhor, 2023). 

• Co-occurrence with IPV: Where one form of family violence is present, screen 

for the other; safety planning may need to include the nonoffending caregiver 
(USDHHS, 2024). 

 

Documentation, Reporting, and Collaboration 

• Document: dates, quotes, injury descriptions, diagrams/photos per policy, and 

child functioning at school/home. 

• Report: when suspicion meets statutory threshold; immunity protections apply to 

good-faith reporters (USDHHS, 2024). 

• Collaborate: with CPS, pediatricians, school teams, and victim advocacy to 

balance immediate safety and long-term stabilization (Levine & Campbell, 2022). 

• Support the child: predictable routines, choice-making, and regulation 

strategies (grounding, breath work) integrated across school and home 

(Shonkoff, 2024). 

 

2.2 Sexual Abuse 

Definition. Child sexual abuse (CSA) is any sexual activity with a child where consent 

is not or cannot be given, including contact offenses (fondling, oral-genital contact, 

penetration), non-contact offenses (exposure, voyeurism), sexual exploitation, and the 

production or exchange of sexual images of children (often called CSAM—child sexual 

abuse material). Abuse may be intrafamilial (by a caregiver or relative) or extrafamilial 
(by a coach, teacher, neighbor, peer, or online offender), and frequently involves 

grooming—a strategic pattern of trust-building, boundary testing, secrecy, and coercion 

(Finkelhor, 2023; USDHHS, 2024). 



Why CSA is so often hidden. Many children delay disclosure for months or years, and 

some never disclose at all. Factors include fear, shame, loyalty to (or dependence on) 

the offender, dissociation, and confusion about whether what happened “counts” as 

abuse—especially when grooming has included gifts, special attention, or messages 

that the child is “mature” or “to blame” (Alaggia et al., 2019). The supportive response 
of a nonoffending caregiver is one of the strongest predictors of a child’s recovery; 

disbelief or blame magnifies harm (Cohen, Mannarino, & Deblinger, 2017; Zeanah & 

Humphreys, 2024). 

Typical indicators. Most abused children have no definitive physical findings, 

especially when time has passed or when abuse involved non-penetrative acts; hence, 

behavioral and emotional signs are often primary: sudden sexualized behavior, sleep 

disturbance, regression, school avoidance, depression, anxiety, somatic complaints, 

self-harm, or suicidal ideation. Physical signs (when present) can include genital 

pain/bleeding, STIs, pregnancy, or trauma to ano-genital structures. Importantly, 

absence of physical injury never rules out sexual abuse (American Academy of 

Pediatrics, 2018; USDHHS, 2024). 

Professional stance. Practice should be trauma-informed, developmentally 
attuned, and culturally humble: believe and validate without promising secrecy, 

avoid leading questions, and prioritize referral to a trained forensic interviewer (often 

through a Children’s Advocacy Center) to prevent suggestibility or contamination of 

testimony. Coordinate with medical providers trained in pediatric sexual assault exams; 

these evaluations are time-sensitive for health needs and potential evidence collection, 

which follow state-specific protocols (AAP, 2018; USDHHS, 2024). Throughout, keep 

the child’s regulation and felt safety front and center (Shonkoff, 2024). 

 

Vignette 1: “Keisha and the Choir Solo” 

Keisha is twelve and loves to sing. Choir is where she stops holding her breath—where 

the world makes room for her voice. Mr. Dalton, the choir director, noticed her talent 

early. He gave her extra practice time after school, told her she had “a rare ear,” and 

Test Question
9.  What is accurate about medical findings in child sexual abuse cases?�Answer:  Most children have no definitive physical findings, and absence of physical injury never rules out sexual abuse

Test Question
10. Which professional response is recommended when a child may have experienced sexual abuse?�Answer:  Believe and validate without promising secrecy, avoid leading questions, and prioritize referral to a trained forensic interviewer



drove her home when her mom’s shift ran late. He slipped her protein bars, a warm 

cardigan, an old metronome he said was “lucky.” He told her she was special. 

The first boundary slid almost invisibly. “We need to work on your breath support,” he 

said, pressing two fingers lightly against her abdomen to “feel the diaphragm.” The 

second came wrapped in mentorship: texts late at night—“How are you feeling about 

the solo?”—and then, “I think about you a lot. Don’t tell others—they’ll be jealous.” 

When Keisha hesitated, he cast the silence as intimacy. “This is our secret,” he smiled. 

“Great artists keep secrets.” 

When he kissed her the first time, it was framed as a test of loyalty: “I know you’re 

mature enough to understand what this is.” He told her that if she told anyone, her 

mother would lose her job, she’d be kicked out of choir, she would “wreck” his life. After 

that, the acts escalated—the practice room door locked, his breath sweet with mint. 

Keisha learned to leave her body while he admired her “tone.” She kept singing. 

The disclosure came sideways. In English class, students were writing about “a time 

you learned something.” Keisha wrote that secrets can keep you safe and also set your 

life on fire. Her teacher, Ms. Cho, noticed the tremor in Keisha’s hands when she turned 

in the paper and the vague, heavy language she used: “I’m older than my age now.” Ms. 

Cho invited her to talk, used open-ended questions—“Tell me about your paper”—and 

reflected what she heard without adding detail: “You’re carrying a secret that feels 

dangerous, and it’s burning.” She did not ask “who/what/where/how many times.” She 

did not promise to keep it confidential. She said, “If you tell me something that makes 

me worried about your safety, I need to get you help. You will not be alone.” 

Keisha didn’t speak that day, but she asked if she could come back tomorrow. She did. 

The next day, in a small room with a soft lamp and a box of tissues, words tumbled out 

like stones. Ms. Cho listened, thanked her, and explained exactly what would happen 
next. She made the mandated report to CPS and notified the school’s designated 

staff. The district connected with the local Children’s Advocacy Center (CAC), where 

a trained forensic interviewer would meet with Keisha in a child-friendly space, observed 

by law enforcement and CPS through a one-way mirror to avoid repeating her story 

(National Children’s Alliance, 2024; USDHHS, 2024). 



At the CAC, the forensic interviewer sat slightly to the side to reduce intensity. She 

began with rapport-building, then moved into non-suggestive, developmentally 
appropriate prompts. Keisha’s exam with a pediatric sexual assault clinician found no 
acute injuries—a reality the clinician explained gently to Keisha and her mother: “Most 

kids we see have normal exams. That doesn’t mean nothing happened. Your body is 

resilient. Our job is to take care of your health and help you feel safe.” Testing 

addressed STIs and pregnancy risk; prophylaxis and follow-up were arranged per 

protocol (AAP, 2018). 

The hardest turn came at home. Keisha’s mother, exhausted from double shifts, wanted 

to believe this was a mistake. She had trusted Mr. Dalton; he was “like family.” The CAC 

family advocate met with her separately, naming the grief, fury, and betrayal that often 

come with nonoffending caregiver shock—and the decisive power she held to either 

buffer or intensify Keisha’s trauma. “Your belief and protection,” the advocate said, “are 

medicine. Kids do better—much better—when the nonoffending parent believes them 

and stands between them and harm.” They built a safety plan around school, 

transportation, and digital blocks. The district placed Mr. Dalton on leave and alerted 

other families. 

Therapy began within two weeks. The clinician used TF-CBT (Trauma-Focused 

Cognitive Behavioral Therapy): psychoeducation (“what grooming is and why it wasn’t 

your fault”), relaxation and grounding (finding her breath again), cognitive coping 

(naming and challenging “I let this happen” and “I’m ruined”), and the careful weaving of 

a trauma narrative—not a catalogue of acts, but a meaning-making journey that 

restored control (Cohen et al., 2017). In conjoint sessions, Keisha’s mother practiced 

listening without interrogation, reflecting belief, and offering reparative messages (“You 

did nothing wrong. I am so proud of you for telling. I will keep you safe.”). School 

accommodations quietly reduced triggers around choir and performances; later, Keisha 

chose to return to music—this time with a female voice coach and a door that never 

closed. 

Practice takeaways. 



• Small, nonspecific red flags (cryptic writing, affective tremor) warrant gentle, 

open questions and clear limits on confidentiality. 

• Rapid connection to a CAC preserves evidence, reduces repeated interviews, 

and anchors care in a child-friendly, multidisciplinary frame (USDHHS, 2024; 

NCA, 2024). 

• Nonoffending caregiver support is a dose-dependent protective factor; 

proactively coach caregivers toward belief, protection, and non-blaming language 

(Cohen et al., 2017; Zeanah & Humphreys, 2024). 

 

Professional Guidance for CSA Cases 

1) First responses that protect the child and the case 

• Believe and validate: “I’m 

glad you told me. You’re not in 

trouble.” Avoid promising 

secrecy; state your duty to help. 

• Minimal facts only before 

referral: Use open prompts; 

avoid leading or multiple 

interviews. Document verbatim 

statements and observable 

behavior. 

• Report promptly to 

CPS/law enforcement; follow 

organizational protocols. Good-

faith reporters are protected by immunity laws (USDHHS, 2024; Levine & 

Campbell, 2022). 

• Medical care: Arrange pediatric sexual assault evaluation as soon as possible 

for health needs, evidence collection per local timelines, prophylaxis, and 



reassurance. Normal exams are common and do not negate the child’s account 

(AAP, 2018). 

2) Multidisciplinary coordination 

• Children’s Advocacy Centers (CACs) coordinate forensic interviewing, medical 

exams, victim advocacy, and MDT case review—reducing fragmentation and 

child burden (NCA, 2024). 

• School roles: Ensure safety at school, adjust schedules/seating if needed, and 

designate a single point of contact to limit repeated storytelling. 

• Case management: Transportation, court accompaniment, insurance navigation, 

and linkage to victim compensation programs. 

3) Treatment pathways 

• TF-CBT (gold-standard for many CSA cases): psychoeducation; parenting skills; 

relaxation; affect modulation; cognitive coping; trauma narrative; in-vivo mastery 

of reminders; conjoint sessions; safety enhancement (Cohen et al., 2017). 

• Adjuncts: EMDR for trauma processing; skills from DBT for emotion regulation 

and self-harm; PCIT adaptations for younger children to strengthen positive 

parenting; group therapy for peer normalization and support when clinically 

appropriate. 

• Caregiver work: Direct sessions to address guilt, secondary trauma, and 

effective support; caregiver belief is a key mediator of child outcomes (Zeanah & 

Humphreys, 2024). 

• Cultural humility: Explore meanings of sexuality, honor/shame, and authority; 

adapt metaphors and pacing without ever compromising safety. 

4) Documentation & communication 

• Write objective, behaviorally anchored notes: child’s statements in quotes; 

demeanor; exact words used to explain reporting; referrals made; who was 

notified and when. 



• Avoid speculative language (“appears coached”) unless supported by clear, 

documented observations or expert consultation. 

• Anticipate records requests and court testimony; keep concise timelines and 

contact lists. 

5) Safety & stabilization 

• Immediate safety plans: 

Supervision changes; no 

contact orders as required; 

monitored transportation; digital 

safety steps. 

• Suicide risk: Screen 

routinely; CSA and sextortion 

are associated with elevated 

risk, particularly immediately 

post-disclosure—provide crisis 

resources and follow-up 

(Shonkoff, 2024; USDHHS, 

2024). 

• Strengths and normalcy: Maintain access to activities and relationships that 

restore identity (sports, arts, faith communities), with modifications to prevent 

exposure to triggers or offenders. 

 

2.3 Emotional/Psychological Abuse 

Definition and scope. Emotional (psychological) abuse is a patterned set of caregiver 

behaviors that demean, terrorize, isolate, exploit/corrupt, or ignore a child’s 

emotional needs—undermining self-worth, security, and development. Unlike single 

moments of frustration or imperfect parenting (which all families experience), emotional 

abuse is chronic, impairing, and relationally corrosive. It shows up in repeated 

Test Question
11.  What best characterizes emotional abuse?�Answer: A patterned, chronic set of behaviors that undermines a child’s self-worth and development



ridiculing or shaming; threats and intimidation; rejection or withholding of affection 
and responsiveness; scapegoating one child; forcing adult roles (“parentification”); 

exposure to degrading or criminal acts; or conditioning love on performance or 

compliance. Across studies, psychological maltreatment is at least as harmful as other 

forms of abuse, with strong links to depression, anxiety, PTSD symptoms, suicidality, 

and later relational difficulties (Spinazzola et al., 2019; Teicher & Samson, 2023; Zeanah 

& Humphreys, 2024). 

Why it’s often missed. Emotional abuse rarely leaves a bruise. Families may “look 

good” from the outside. Some patterns masquerade as cultural values (e.g., “high 

standards,” “toughening up”), and children often internalize blame—concluding that if 

they were better, calmer, smarter, the yelling or coldness would stop. Professionals can 

hesitate because proof feels elusive. Yet the law in most jurisdictions recognizes 

emotional harm as abuse when there is a pattern of acts or omissions that results 

in, or is likely to result in, serious impairment of the child’s psychological capacity 

(USDHHS, 2024). The task is to anchor recognition in behavioral specificity, 
frequency, duration, and functional impact (school, peers, sleep, eating, mood). 

Developmental lens. 

• Infants/toddlers: noncontingent caregiving, frightening/frightened behavior from 

a caregiver, chronic unresponsiveness; red flags include flat affect, 
feeding/sleep disturbances, developmental delays (Zeanah & Humphreys, 2024). 

• School-age children: perfectionism, somatic complaints, irritability, 

overcompliance or aggressive outbursts, social withdrawal, academic swings 

(Mennen & Trickett, 2021). 

• Adolescents: self-criticism, self-harm, disordered eating, panic, substance use, 

risky relationships—often framed by the youth as “motivational pressure,” 

masking underlying fear/shame (Hughes et al., 2017; Shonkoff, 2024). 

Contexts where it hides in plain sight. 

• Coercive control in the home (degradation, surveillance, threats, forced loyalty). 

Test Question
12.  What should recognition of emotional abuse be anchored in?�Answer:   Behavioral specificity, frequency, duration, and functional impact



• High-conflict separations where a child is triangulated or weaponized; be 

careful to assess patterns, not adopt adult narratives wholesale. 

• Parent mental illness or substance use that chronically blunts responsiveness, 

leaving the child emotionally invisible. 

• Cultural/performance ideals (academics, sports, faith) used to justify 

humiliation or conditional love; cultural humility matters—but harm and 
impairment are the lodestars (Fontes, 2022). 

Key professional stance. Emotional abuse assessment is not about judging tone in a 

single moment—it is about documenting patterns over time, triangulating data (child, 

caregiver, school, pediatrics), and linking behaviors to child functioning. Use verbatim 
quotes, observable behaviors, and concrete examples. Screen for co-occurring 

maltreatment. Intervene early; neurobiological research shows chronic emotional 

invalidation and fear recalibrate stress systems, with lasting effects on attention, 

emotion regulation, and health (Teicher & Samson, 2023; Shonkoff, 2024). 

 

Vignette 1: “Linh and the House of Perfect” 

Linh is eleven. At school she is precise—papers aligned, handwriting small and careful, 

answers correct or not offered at all. She apologizes for things that require no apology: 

a pencil breaking, the bell ringing, rain. 

Her teacher first noticed the folded notes in Linh’s planner. Each evening, her mother 

writes “reminders” about excellence: 90% is failure. Do not bring shame. On Mondays, 

Linh’s eyes are rimmed red; she says weekends are for “practice”—math drills, piano, 



essays rewritten until 

midnight. When Linh 

scores 96 on a science 

test, her mother circles the 

missed questions in red 

and writes: Careless. Lazy 

mind. At conferences, her 

mother is gracious, 

articulate, and proud. “We 

simply want her to reach 

her potential,” she says. 

“In our culture, parents must push.” 

The cracks widen in spring. Linh’s friend reports that Linh hasn’t eaten lunch in days; 

food makes her “feel slow.” During PE, Linh faints. In the nurse’s office, her pulse is 

quick and thready; her hands shake. Asked softly, “What happens when you make 

mistakes at home?” Linh whispers: “Mother says I make us look small. She doesn’t talk 

to me for days. She says I am nothing without achievement.” Silence as punishment; 

love as currency. 

The school counselor, Ms. Patel, does not rush to labels. She maps patterns—dates of 

stomachaches, test days, missed lunches; teacher observations of Linh’s startle and 

overcompliance; the planner notes (photocopied per policy). Ms. Patel speaks with 

Linh’s pediatrician, who notes weight loss and insomnia. With supervision, the team 

concludes there is reasonable suspicion of emotional abuse: a chronic pattern of 

shaming, withdrawal of affection, and threats to family belonging that is eroding Linh’s 

health and functioning. 

A report is made. The CPS specialist handling the case has cultural humility front and 

center. A professional interpreter joins (never using minors to translate). In the home 

visit, Mother describes her own childhood—immigration, debt, a father who insisted on 

excellence as survival. She sees her methods as mercy. The worker validates her love 

and endurance while naming harm: Linh’s panic, fainting, food restriction, and dread. 



“Intent and love matter,” the worker says, “and so do outcomes. Linh is suffering. We 

can help you support her without breaking her spirit.” 

The case plan threads safety with dignity. Linh starts therapy with a clinician trained in 

CBT for anxiety with trauma-informed pacing; school initiates a 504 plan (reduced 

homework when symptomatic, test accommodations, permission to eat in the 

counseling office). For the family, Child–Parent Psychotherapy (CPP) is offered—

sessions where the parent and child sit together with a therapist who helps them narrate 

their story differently: the mother’s fear of scarcity, Linh’s fear of being unlovable if 

imperfect. The therapist coaches contingent responsiveness: noticing Linh’s cues, 

praising effort, setting firm but kind limits without shame. 

It is slow work. At first, Mother defaults to lectures; the therapist gently interrupts, 

modeling reflective listening. In time, Mother learns to say, “I was scared when we 

came here; I wanted to protect you with success. I didn’t see how my words cut you. 

You are not your scores. You are my daughter.” Linh’s shoulders drop. She eats lunch 

with a friend. Her handwriting loosens. She makes a small mistake in class and does 

not cry. 

Practice takeaways. 

• Distinguish cultural values from harmful practices by tying caregiver behaviors 

to concrete child impairment (sleep, weight, anxiety, school participation). 

• Use joint treatments (CPP; PCIT adaptations) to build attunement and reduce 

shaming while preserving appropriate expectations (Zeanah & Humphreys, 

2024). 

• School–health–behavioral health collaboration creates a mesh of safety that can 

change trajectories. 

 

Assessment & Documentation: Making the Invisible Visible 

• Describe behaviors, not labels. Replace “parent is verbally abusive” with: 

“Caregiver called child ‘stupid’ and ‘nothing’ three times during 10-minute 



observation; refused to respond to child’s bids for comfort after math mistake; 

child cried silently and then tore worksheet.” 

• Establish pattern. Frequency, duration, settings (home, public), targets (one 

child vs siblings), and link to impairment (sleep, appetite, grades, somatic 

complaints, self-harm). 

• Triangulate data. Child interview (developmentally attuned), caregiver interview, 

school reports, pediatric records (weight, GI complaints, headaches), prior 

incident logs. 

• Screen for co-occurring maltreatment. Emotional abuse often accompanies 

physical abuse, neglect, or exposure to IPV (USDHHS, 2024). 

• Mandated reporting. When patterns and impacts meet statutory thresholds—or 

when in doubt—report; good-faith immunity applies (Levine & Campbell, 2022; 

USDHHS, 2024). 

 

Intervention & Treatment: Restoring Safety and Voice 

Core aims: increase felt safety, rebuild contingent, responsive caregiving, 

strengthen the child’s emotion regulation, and revise harmful family beliefs. 

• Child–Parent Psychotherapy (CPP) for young children and caregivers to 

rework traumatic meanings and increase sensitive responding. 

• PCIT/PCIT adaptations to reduce coercion and increase positive attention, with 

clear, consistent limits. 

• TF-CBT components (psychoeducation, cognitive coping, trauma narrative) 

when psychological maltreatment has produced trauma symptoms. 

• DBT-informed skills for adolescents with self-harm/impulsivity. 

• Caregiver-focused work: motivational interviewing to surface values; 

mentalization/reflective functioning to help caregivers read child cues; 



coaching to replace shaming with specific, process-focused praise and calm 

limit-setting. 

• School supports: predictable routines, safe adult check-ins, quiet testing 

spaces, gentle re-entry after crises; address bullying if the child’s 

submissiveness/aggression patterns spill into peer dynamics. 

• Case management: stabilize stressors that fuel harshness—food insecurity, 

housing, untreated caregiver depression or trauma; connect to community 

supports. 

• Cultural humility: honor family narratives of survival while holding a firm line that 

degrading or terrorizing practices harm children, regardless of intent (Fontes, 

2022). 

 

Pitfalls & Differentials 

• Poverty vs. maltreatment. Economic hardship can mimic some outcomes 

(stress, parental unavailability). Emotional abuse requires patterned 
demeaning/terrorizing or unresponsiveness beyond situational strain. 

• Neurodiversity. Child ADHD/autism can elicit high caregiver stress; avoid 

pathologizing stressed tone alone. Focus on patterns and impairment and offer 

supports that reduce escalation (parent coaching, respite). 

• High-conflict custody. Seek corroboration across settings; avoid becoming the 

venue for adult disputes. Anchor to child’s functioning, direct observations, and 

consistent patterns over time. 

• “Tough love.” Distinguish firm, supportive limits from humiliation, threats, and 
love withdrawal. 

 

2.4 Neglect 



Definition and scope. Neglect is the chronic failure of a caregiver to meet a child’s 

basic physical, medical, educational, or emotional needs—despite resources that 

should reasonably be available—resulting in, or creating a risk of, significant harm. U.S. 

federal guidance (CAPTA) includes acts of omission such as inadequate supervision, 

lack of food/shelter/clothing, medical/dental neglect, educational neglect, and persistent 

unresponsiveness to a child’s emotional needs (CAPTA, 2019; USDHHS, 2024). Unlike 

a single missed meal or an overbusy week, neglect is patterned, impairing, and 

developmentally incongruent—what a toddler needs for safety differs from what a 14-

year-old needs. 

Why neglect matters—and why it’s misunderstood. Neglect is the most commonly 
substantiated type of maltreatment in the United States, yet it is also the easiest to 

rationalize or miss because it is “quiet” (few bruises, many explanations) and often co-

exists with poverty, caregiver mental illness, substance use, or intimate partner violence 

(USDHHS, 2024). Poverty is not neglect; however, when basic needs go unmet in a 

sustained way, when supervision is repeatedly unsafe, or when a caregiver’s 

impairment makes them consistently unavailable, the cumulative impact on the child’s 

brain, body, and relationships can be as damaging as other forms of abuse (Shonkoff, 

2024; Teicher & Samson, 2023). The professional task is to separate conditions (e.g., 

financial strain) from caregiving behaviors and patterns that place a child at risk—and 

to intervene in ways that are protective, practical, and non-punitive. 

Subtypes and examples. 

• Physical neglect: inadequate food, clothing, hygiene; unsafe, unsanitary, or 

hazardous living conditions; abandonment. 

• Supervisory neglect: leaving a child alone beyond their developmental 

capacity; exposure to dangerous people/places; unsafe storage of medications, 

firearms, or substances. 

• Medical/dental neglect: failure to obtain needed care, follow treatment plans, or 

provide necessary medications when reasonably accessible. 

Test Question
13.  What defines neglect at its core?�Answer: Chronic failure to meet basic needs despite available resources

Test Question
14.  What is true about poverty and neglect?�Answer: Poverty is not neglect



• Educational neglect: chronic truancy or failure to enroll/ensure attendance that 

impairs learning. 

• Emotional neglect: persistent unresponsiveness to a child’s signals; lack of 

warmth, engagement, or basic psychological availability. 

Developmental impacts. Chronic neglect is strongly associated with attachment 
disruption, delayed language and cognitive development, emotion regulation problems, 

health complications (e.g., failure to thrive), and later depression, anxiety, and 

substance use (Hughes et al., 2017; Zeanah & Humphreys, 2024). Neurobiologically, 

prolonged under-stimulation and unpredictability recalibrate stress systems, alter 

connectivity in networks for attention and executive function, and heighten sensitivity to 

threat (Teicher & Samson, 2023; Shonkoff, 2024). 

Equity and cultural humility. Families facing poverty or immigration stress may be 

over-surveilled; ensure assessments weigh frequency, duration, developmental 
risk, and functional impact rather than aesthetics of the home or cultural parenting 

styles (Fontes, 2022). Ask: What does safety look like for this child’s age? What 

supports reduce risk quickly? Build plans that stabilize essentials (food, utilities, 

housing, childcare) and address caregiving patterns. 

 

Vignette 1: “Noah and the Night of the Space Heater” 

Noah is three and small for his age. At daycare he is sweet and sleepy, often falling into 

long naps like his body is catching up. In January, a substitute teacher mentions that 

Noah came in with a faint smell of smoke on his clothes. The director makes a note; 

winter brings wood stoves and heaters. 

On a windy Tuesday, Noah arrives with the same smoky scent and a reddened patch 

on his calf. His mother, Cassie, says he “bumped the heater.” The story fits and doesn’t 

fit; the mark is higher than a typical bump. The daycare lead, Ms. Green, keeps her 

voice soft. “We’re glad he’s here. Would it be okay if our nurse takes a quick look?” The 



nurse documents the area and asks open questions. Noah speaks in toddler fragments: 

“Hot. Mama sleep. I cry.” 

Ms. Green starts a pattern map: Noah’s frequent late arrivals, the heavy eyelids, the 

same sweatshirt three days in a row, the rash that lingers. She calls Cassie the next day 

to check in. Cassie answers with a rush of apology—two jobs, a broken car, the 

downstairs neighbor who bangs on the ceiling when Noah cries at night. “I put the 

heater by the mattress because our room is so cold,” she says. “I fell asleep with him. 

I’m trying.” 

The daycare consults their social work partner. Together they consider: poverty is not 
neglect, yet systemic stress can tip into unsafe care. With supervision, they decide 

there is reasonable suspicion of supervisory/physical neglect—given the burn, the 

unsafe sleep set-up, and chronically unmet basic needs. They make a mandated 
report and request a joint home visit with CPS. 

At the apartment, the story clarifies. The heat is unreliable. The space heater sits inches 

from a mattress on the floor. A pot of noodles from last night congeals on the stove. The 

bathroom has no soap. Cassie looks wrecked. She describes postpartum depression 

she never named, a partner who left, a bus route that added an hour to daycare pick-up. 

She is not indifferent; she is drowning. 

The CPS worker leads with safety and dignity: “Your love for Noah is clear. We’re here 

to make sure he’s safe and to help you breathe.” Together they draft a same-day safety 
plan: the space heater is removed; emergency warming supplies are provided; a 

portable crib is delivered; Ms. Green arranges immediate diaper and food support 
through a local pantry; the pediatric clinic squeezes Noah in for a check and vaccines. 

CPS sets up in-home parenting support and a referral to a maternal mental health 

program. A community navigator helps Cassie apply for utility assistance, SNAP, and 

a childcare subsidy that will allow her to reduce a shift. 

Over the next month, Noah’s naps shorten; his play grows louder. He gains a pound. 

Cassie starts meeting with a therapist; the fog lifts. The worker continues unannounced 

drop-ins while the case stays open—supportive, not punitive—checking the crib 



distance from the wall heater, the stocked fridge, the new bedtime routine (“bath, book, 

bed”). At review, Cassie says through tears, “I thought a report meant you’d take him. I 

didn’t know it could mean help.” 

Practice takeaways. 

• Balance immediate safety (remove hazards, create safe sleep) with concrete 
supports that reduce the drivers of risk (utilities, childcare, mental health). 

• Document patterns and functional impacts (growth, sleep, developmental 

markers), not aesthetics. 

• Use non-shaming language; many caregivers constrained by poverty will 

engage when supports are real and respect is intact (USDHHS, 2024; Shonkoff, 

2024). 

 

 

Assessment & Documentation: From Concern to Clarity 

• Anchor to development. Ask, “Given this child’s age, what care and supervision 

are minimally safe?” 

• Describe patterns. Frequency/duration of missed meals, unsafe supervision, 

absences, untreated conditions; note child impact (growth charts, 

developmental screening, injuries, ER visits, academic decline). 

• Verbatim detail. Quote caregiver/child language (“I fell asleep with the heater 

next to him.” “We don’t go to doctors because bills come.”). 

• Differentiate poverty from neglect. Document offered supports and 

caregiver response. If risks persist despite reasonable supports, concerns 

escalate (Levine & Campbell, 2022; USDHHS, 2024). 

• Screen for co-occurring harm. Neglect often co-occurs with exposure to IPV, 

substance use disorders, or caregiver depression/anxiety. 



• Report on reasonable suspicion. Good-faith reporters are protected; include 

objective facts and actions taken (support provided, referrals, safety steps). 

 

Intervention & Case Management: Building Safety and Capacity 

Immediate safety first. Remove/mitigate hazards (space heaters, unsafe sleep, 

unlocked meds/firearms); arrange same-day medical evaluation when indicated; create 

supervision plans matched to the child’s developmental level. 

Stabilize essentials. Food security (SNAP/WIC/pantries), utilities (LIHEAP), housing 

supports, transportation, childcare vouchers, clothing/diapers. Concrete goods are often 

the turning point between overwhelm and engagement. 

Treat caregiver drivers. Screen and refer for maternal/paternal depression, 

substance use, trauma, and intimate partner violence. Stabilizing the caregiver 

stabilizes care (Shonkoff, 2024). 

Skill-building parenting supports. Evidence-based home visiting, Parent–Child 
Interaction Therapy (PCIT), Child–Parent Psychotherapy (CPP) for 

attachment/trauma, and brief coaching on routines, supervision, and positive attention. 

Health and education care plans. Written asthma/diabetes/epilepsy plans; 

medication management; school 504/IEP supports; attendance plans that include 

barrier-busting (bus passes, morning check-ins). 

Multidisciplinary teamwork. Coordinate CPS, healthcare, early childhood programs, 

schools, domestic violence advocates, and community navigators; hold warm handoffs 

so families aren’t dropped between services. 

Cultural humility & language access. Use professional interpreters; explore 

meanings and fears; co-design plans that fit family schedules, work realities, and beliefs 

while holding a firm line on safety. 



Measurement and follow-up. Track objective indicators: weight/growth percentile, 

appointment adherence, school attendance, home safety checks, parent session 

completion. Adjust plans quickly when indicators stall. 

 

 



 

Pitfalls & Differentials 

• “Dirty house” ≠ neglect by itself. Focus on hazards and impact, not clutter. 

• Adolescent supervision. Teens need supervision matched to risk context 

(peers, online exposure, mental health), not constant presence. 

• Medical complexity. Distinguish access barriers from care refusal; engage 

patient navigators and financial counselors before concluding neglect. 

• Disability and caregiver capacity. Some caregivers have cognitive limitations; 

adapt teaching with visuals, repetition, and hands-on modeling; reassess 

feasibility, not intent. 

• Chronic non-engagement. When supports are robust and safety remains poor, 

escalate—court involvement may be necessary to protect the child. 

 

2.5 Other Forms of Maltreatment 
(Exploitation, Exposure to Intimate Partner 
Violence, and Related Harms)Why this 
section matters. Not all child harm fits neatly 

into “physical/sexual/emotional/neglect.” 

Children can be exploited for sex or labor; 

they can be used as pawns or chronically 

exposed to intimate partner violence (IPV); 
they can be harmed in institutions (schools, 

residential care, faith settings) or online 

through technology-facilitated abuse. These 

patterns often co-occur with the core 

categories in this chapter and require 

coordinated, specialized responses 

(USDHHS, 2024; NCA, 2024). 



Key subtypes covered here. 

• Exposure to Intimate Partner Violence (IPV): Child routinely sees/hears 

violence, coercive control, or aftermath (injuries, property destruction, threats). 

Even when not directly struck, exposure predicts anxiety, depression, PTSD 

symptoms, school problems, and later relational difficulties (Shonkoff, 2024; 

Zeanah & Humphreys, 2024). 

• Commercial Sexual Exploitation of Children (CSEC) & Child Trafficking: A 

minor induced to engage in a commercial sex act is a trafficking victim by law 

(no proof of force/fraud/coercion needed). Labor trafficking includes compelled 

work (e.g., restaurants, agriculture, domestic labor) under threat or debt. 

Grooming may occur offline or entirely online; many victims do not self-identify 

(USDHHS, 2024; NCMEC, 2024). 

• Technology-facilitated exploitation: Sextortion, livestreamed abuse, CSAM 

production/distribution, coercive image sharing; overlaps with sexual abuse but 

involves distinct digital safety, evidence preservation, and rapid law-
enforcement coordination (FBI, 2024; NCMEC, 2024). 

• Institutional abuse: Harm occurring in settings of trust/authority (schools, 

sports, residential care, faith institutions), often masked by power dynamics and 

organizational silence (Finkelhor, 2023). 

What to look for (selected indicators). 

• IPV exposure: hypervigilance, sleep problems, regression, startle response; 

“parentified” behaviors; school behavior swings around incidents at home; a 

nonoffending caregiver who seems fearful, monitored, or isolated. 

• CSEC/trafficking: sudden absences, new older “boyfriend/girlfriend,” hotel keys 

or multiple phones, unexplained money/items, brand marks/tattoos, chronic STIs, 

fearful/controlled communication, someone speaking “for” the youth, conflicting 

ID stories. 



• Tech-facilitated abuse: panic around notifications, withdrawal from 

school/activities, abrupt account changes, late-night secrecy, fear of devices, 

threats received about images. 

Professional stance (throughout). Safety comes first; avoid actions that increase 
danger (e.g., confronting an alleged trafficker or abuser). Engage multidisciplinary 
partners early: domestic-violence advocates, Children’s Advocacy Centers, medical 

providers, law enforcement, and specialized trafficking services. Document verbatim 

statements, behaviors, and functional impacts. Use developmentally attuned, non-
leading questions. When in doubt, report—good-faith immunity applies (Levine & 

Campbell, 2022; USDHHS, 2024). 

 

 

Vignette: “The Weekend Trips” — CSEC/Trafficking 

Marisol is fifteen. On Instagram she posts thrifted outfits and latte art; in person she is 

quieter, scanning doorways as if measuring escape routes. Over spring break she 

arrives to class with new shoes and a cracked phone she guards like a secret. She 

starts missing Fridays. On Mondays she is exhausted and jumpy, and a substitute 

reports she flinched when a peer brushed past her desk. 

The school’s attendance lead calls home. Marisol’s aunt says she’s staying with a 

“friend” some weekends, a “boyfriend” who brings her nice things. In counseling, Marisol 

insists it’s fine—he “gets” her. He is twenty-three, but “age is just numbers.” When 

asked open questions—“Tell me about weekends”—she says they “hang out at hotels,” 

then stares at the carpet. The counselor notices inconsistencies about who pays for 

rooms, who chooses locations, why she has two phones. Marisol’s texts light up: “Don’t 

be dumb. Answer.” 

The counselor consults the school’s MDT and a community trafficking specialist. 
Signs align with CSEC: older controlling “boyfriend,” hotels, gifts, phone monitoring, 

unexplained money, isolation. They file a mandated report and coordinate with law 



enforcement and the regional Children’s Advocacy Center to arrange a specialized 
forensic interview—paced, choice-rich, with frequent breaks and no pressure to 
disclose. The plan avoids surprise confrontations that could trigger violence or flight. 

At the CAC, the interviewer builds rapport and uses non-leading prompts. Marisol 

describes “meeting people he knows,” cash left on dressers, rules about smiling. She 

says he gets angry if she’s slow to respond; once he took her phone for two days and 

posted from her account. She doesn’t call it exploitation; she calls it love with rules. The 

medical exam is gentle, focused on health care first (STI testing/treatment, 

contraception choices, injuries), and a victim advocate sits with her, offering 

nonjudgment and snacks. Law enforcement works to disrupt the trafficker’s control 
without requiring Marisol to testify immediately. 

The team avoids language that criminalizes. They refer to Marisol as a victim/survivor, 
not an “offender” or “prostitute.” A specialized case manager addresses basic safety 

(secure housing apart from the aunt’s boyfriend who is friends with the trafficker), 

immigration/ID concerns if present, and technology safety (changing numbers, 

disabling geotags, preserving evidence). A civil legal partner pursues privacy remedies 

to remove online content and explores compensation options. The therapist begins 

with stabilization—sleep, panic, grounding—before any trauma processing, using 

components of TF-CBT and motivational interviewing tuned to ambivalence (“part of 

me misses him”). Sessions include values work (“What does real care feel like?”), 

rebuilding safe peer connections, and gradual choice-making power. 

It is not linear. Marisol returns to him once when a cousin mocks her for “being 

dramatic.” The team responds with care, not punishment. Her case manager texts: 

“Glad you’re safe. We’re still here.” Over months, the distance grows. Marisol keeps one 

phone. She naps in the sun at lunch with two girls from art class. She jokes again. 

When she draws a self-portrait for English, she gives herself steady eyes. 

Practice takeaways. 

• A minor in a commercial sex context is a victim by law; do not criminalize. 



• Coordinate specialized services (forensic interview, advocacy, health care, safe 

housing, legal remedies, tech takedown) and pace engagement; expect 

ambivalence. 

• Prioritize safety planning that accounts for retaliation risk and digital control; 

preserve evidence (screenshots, URLs, hotel names) while minimizing re-

traumatization (USDHHS, 2024; NCMEC, 2024). 

 

Assessment & Documentation (for 2.5) 

• IPV exposure: record concrete child impacts (nightmares, startle, school 

avoidance), child statements (“blue bowl fell when Dad was loud”), and 

nonoffending caregiver’s safety context (monitoring, threats). Avoid implying 

blame to the survivor parent. 

• CSEC/trafficking: note indicators (multiple phones, hotels, older controlling 

partner), child language (e.g., “rules,” “must answer”), and any observed control. 

Do not include judgmental terms; use neutral, descriptive phrasing. 

• Technology-facilitated abuse: preserve evidence per protocol (screenshots, 

headers), stop contact, and route a CyberTip through NCMEC where indicated. 

• Reporting: submit to CPS/law enforcement with concise timelines; request CAC 

involvement for coordinated response; document all warm handoffs and safety 

plans (Levine & Campbell, 2022; NCA, 2024). 

 

Intervention & Case Management 

• Safety first, always. For IPV exposure, partner with DV advocates; for 

CSEC/trafficking, engage specialized anti-trafficking providers; for tech abuse, 

use NCMEC’s Take It Down and platform reporting. 

• Stabilize basics. Housing, food, transportation, school accommodations; safe 

communication plans; protected pick-ups. 



• Therapy. Begin with stabilization and regulation; use TF-CBT/EMDR as 

appropriate; include caregiver sessions to enhance protection and reduce 

blame. 

• Legal supports. Protection orders, immigration remedies where relevant, victim 

compensation, expungement of wrongful juvenile charges, privacy/internet 
takedown actions. 

• School role. Quiet adjustments (schedule, seating, pass to counselor), one point 

of contact, and nonpunitive attendance plans. 

• Cultural humility. Understand meanings of loyalty, honor, and obligation that 

traffickers and abusers often co-opt; counter with values-aligned safety 

planning. 

 

Pitfalls & Practice Cautions 

• Do not confront the suspected trafficker/abuser directly; coordinate with 

partners to avoid escalation. 

• Avoid victim-blaming language (“she chose,” “he kept going back”); expect 

ambivalence and plan for it. 

• Don’t over-interview. One high-quality forensic interview beats multiple well-

intended conversations. 

• Mind tech risks. Location sharing, shared iCloud/Google accounts, and spyware 

can compromise safety; involve tech-savvy advocates. 

 

Chapter 2 — Closing Summary 

Across this chapter, we named what harm looks like: physical abuse, sexual abuse, 

emotional/psychological abuse, neglect, and other forms of maltreatment including 

exploitation and exposure to intimate partner violence. These are not boxes so 

much as patterns—often braided together—shaped by stress, secrecy, power, and 



history. Children rarely present with a single, tidy category; they present as whole 

people whose bodies, minds, relationships, and daily routines have been bent around 

surviving the adults and environments they depend on (USDHHS, 2024; Shonkoff, 

2024). 

 

 

 

Chapter 3: Recognizing the Signs of Abuse 

Recognition starts long before a diagnosis. In real practice, you often meet families in 

motion—late for pick-up, juggling a toddler on one hip and paperwork in the other hand; 

a teenager who can’t make eye contact; a baby whose cry is just a bit too thin. Chapter 

3 is about seeing clearly and documenting carefully—not to “catch” parents, but to 

protect children and mobilize the right help. We’ll translate the categories from 

Chapter 2 into observable indicators, practical decision points, and documentation 

that travels well across teams. Throughout, keep three anchors in mind: 

1. Patterns over moments. Occasional family stress is common; maltreatment is 

patterned, impairing, and developmentally incongruent. 

2. Function over appearance. Focus on what the child can or cannot safely do, 

how they sleep/eat/learn/relate—not on how tidy a home looks or how articulate 

a caregiver sounds. 

3. Reasonable suspicion is enough. Your role is to notice, document, and report; 

investigation belongs to CPS/law enforcement/child protection medicine (Levine 

& Campbell, 2022; USDHHS, 2024). 

 

3.1 Signs of Physical Abuse  

When physical abuse is present, it doesn’t always announce itself with obvious injuries. 

More often, you’ll notice a child’s way of being before you notice a mark—the flinch at a 



sudden sound, the careful eyes that study adults for clues, the way a little one startles 

when you reach for a stethoscope or a crayon. Our job is to slow down, look closely, 

and translate those quiet signals into careful observations that can mobilize help. We do 

this with calm curiosity, cultural humility, and developmental precision—honoring 

families’ stories while keeping children’s safety at the center (AAP, 2018; USDHHS, 

2024). 

Seeing the whole child—then the injury 

Begin with how the child is functioning: Are 

they sleeping, eating, and learning in ways 

consistent with their developmental stage? 

Have there been “mystery injuries,” 

increasing ER visits, or sudden behavior 

changes (hypervigilance, extreme 

compliance, aggression)? Those patterns 

often precede the injury that finally draws 

attention. When a mark is present, gently ask 

for the story, and listen for alignment between 

the explanation and the child’s abilities. A 

non-mobile infant rarely bruises on their own; 

a 4-month-old cannot “fall while running.” 

Implausible or shifting histories, delays in 

seeking care, and stories that don’t fit the 

child’s development are quiet megaphones 

asking us to look more carefully (AAP, 2018; USDHHS, 2024). 

Patterns that deserve a closer look 

Rather than memorizing a catalog of wounds, think in patterns that help you decide 

when to call in a child-protection medical team: 

• Bruising that doesn’t match development. Any bruise in a non-mobile infant 
is concerning. The TEN-4-FACESp rule is a helpful compass: bruises on the 



Torso, Ears, or Neck in any child under four, any bruise in a child under 4 
months, and bruises on the Frenulum, Angle of jaw, Cheeks, Eyelids, 
Subconjunctivae—or patterned bruises (belt loops, handprints)—all warrant 

further evaluation (Pierce et al., 2021). 

• Fractures with red flags. Posterior rib fractures and classic metaphyseal 
lesions in infants/toddlers are highly concerning; multiple fractures in different 

stages of healing require a careful, coordinated work-up. 

• Head injuries/AHT. Unexplained vomiting, lethargy, seizures, or retinal 

hemorrhages can indicate abusive head trauma—a pediatric emergency that 

needs immediate imaging and specialist input (Christian, 2015; Choudhary et al., 

2018). 

• Burns that tell a story. Immersion scalds (sharp “tide lines,” uniform depth, 

sparing at skin folds) and patterned contact burns (iron grids, cigarette tips) 

carry high concern. 

• Oral/abdominal signs. A torn frenulum in a non-ambulatory infant, unexplained 

intraoral bruising, or abdominal pain with concerning labs/imaging (duodenal or 

pancreatic injury) deserve prompt attention. 

None of this requires you to prove abuse. Your role is to notice, document, and 

activate the right pathways—medical, CPS, and law enforcement partners will 

determine what happened (Levine & Campbell, 2022; USDHHS, 2024). 

 

Vignette: “The Tiny Bruise That Spoke” 

Amina is five months old, bright-eyed and curious, in clinic for a mild cold. As the nurse 

lifts the otoscope, she notices a faint, dusk-colored bruise on Amina’s outer ear. It 
would be easy to miss. Amina isn’t rolling yet. The resident starts to chart “no acute 

concerns,” but the nurse pauses: “Could we look closely at the ear?” 



The parents are kind and attentive. They aren’t sure how it happened—“Maybe she 

scratched herself?” The attending explains gently: “Babies this age don’t typically 

bruise. To be thorough and keep Amina safe, we’d like to do some screening.” 

A skeletal survey reveals healing posterior rib fractures. The room falls quiet. The 

father weeps; he describes long, colicky nights and a desperate rocking that sometimes 

became a firm squeeze. He thought babies were sturdy. He didn’t know ribs could 

break. 

Child abuse pediatrics joins the team. Amina is admitted for observation and pain 

control; head imaging is normal, the ophthalmology exam shows no retinal 

hemorrhages. CPS is notified, and the hospital social worker meets the family with firm 
compassion—clearly naming the harm and clearly offering help. A same-day plan 

brings in parent coaching on soothing without pressure, postpartum depression 

screening for mom, and extended family support for respite. 

Six weeks later, a repeat skeletal survey shows healing. Amina laughs at the nurse’s 

silly song, a bright sound that fills the hall. The nurse adds one line to her teaching 

notes: Small bruises can be loud (Sheets et al., 2013; Pierce et al., 2021). 

Why this matters: In non-mobile infants, even a single bruise—especially on the ear, 

neck, or torso—can be a sentinel injury and a chance to prevent severe harm. Trust 

the rule, act kindly, and move fast on safety (Sheets et al., 2013; Pierce et al., 2021; 

USDHHS, 2024). 

 

Vignette: “Tide Lines” 

Jae is three and usually chatty. Today he is silent in the ED, eyes fixed on ceiling tiles. 

His babysitter says he “kicked the tub while the water was running,” causing burns on 

both legs. On exam the pattern is unmistakable: symmetrical, sharply demarcated 
burns mid-calf with sparing behind the knees—the immersion scald geometry every 

trainee learns and hopes to never see. 

Test Question
15.  In a non-mobile infant, what can a small ear bruise signal?�Answer:  Sentinel injury—act on safety

Test Question
16.  Which burn pattern is most concerning for forced immersion?�Answer:  Symmetrical, sharply demarcated mid-calf burns with sparing behind the knees



It is late; everyone is tired. It would be easy to accept the story. The attending slows the 

room. Photos are taken per policy, a body map is drawn, pain is treated. The 

babysitter’s account shifts—first one foot, then both; first a slip, then “he kept jumping.” 

Child protection medicine is paged; CPS is called. A careful reenactment by the 

protection team (not at bedside) shows the water temperature and distribution make a 

simple slip unlikely. 

Jae is admitted. A safe caregiver is identified 

for discharge. The cousin who babysat—

overwhelmed and caring for several children—

will not have contact while the investigation 

proceeds, but she is offered training and 
respite resources. Jae’s burns heal with 

grafts. In play therapy, bath time becomes safe 

again—boats, bubbles, and a faucet Jae 

controls. Months later he splashes in a kiddie 

pool and grins, “Tide line!” then laughs at his 

own joke. 

Why this matters: Classic patterns 

(immersion scalds, patterned contact burns) 

are powerful clues. Treat pain, preserve 

evidence, and engage burn/child-protection 

specialists early—even when everyone is exhausted and the story is tempting to accept. 

 

Gentle, precise documentation that “travels” 

Think of your notes as a bridge to the next professional so the child doesn’t have to 

repeat their story. 

• Describe, don’t diagnose. “2-cm oval, yellow-green bruise on right pinna” is 

stronger than “suspicious bruise.” 



• Quote verbatim. Child and caregiver words go in quotation marks; note who was 

present for each statement. 

• Use body maps and photos (per policy) and include timelines: when the injury 

was noticed, who you notified, when, and what was ordered (consults, imaging). 

• Document function. Sleep, eating, mobility, affect, startle response, comfort with 

caregiver—these often carry the story. 

What you do next—and what you don’t have to do 

You do not need certainty. You need reasonable suspicion. When that threshold is 

met, report to CPS (and law enforcement when indicated). Good-faith reporters are 

protected by immunity laws (Levine & Campbell, 2022; USDHHS, 2024). Expect 

collaboration with child abuse pediatrics, ophthalmology for suspected AHT, burn or 

trauma surgery as needed, and often a Children’s Advocacy Center for coordinated 

response (NCA, 2024). 

Remember the look-alikes (and get help ruling them in/out) 

Some medical conditions (bleeding disorders, osteogenesis imperfecta, Ehlers-Danlos) 

and cultural practices (cupping/coining) can mimic abuse. The answer is collaboration, 

not hesitation: consult pediatrics and child protection medicine to run labs, imaging, and 

careful exams in parallel with safety planning (AAP, 2018; Kemp et al., 2014). 

 

 

3.2 Signs of Sexual Abuse 

Sexual abuse rarely looks like a “caught in the act” moment. More often, it lives in the 

spaces between—new panic around bedtime, a child who learns to move through 

rooms without making a ripple, a teenager who suddenly dreads notifications on their 

phone. Because most children who have been sexually abused have no definitive 
physical findings, recognizing the signs requires attending to behavior, affect, 



relationships, and routines—and then documenting with quiet precision so the right 

team can help (American Academy of Pediatrics [AAP], 2018; USDHHS, 2024). 

What you’re looking for (and why it’s subtle) 

Grooming and secrecy. Many cases involve grooming: special attention or gifts, 

boundary-testing framed as “mentoring,” secrecy presented as loyalty, and threats that 

disclosure will “ruin everything” (Finkelhor, 2023). Children may feel complicit—

especially when the offender is also a source of care, status, or survival—and they may 

delay disclosure for months or years (Alaggia, Collin-Vézina, & Lateef, 2019). 

Behavioral/relational indicators (often your earliest clues): 

• New or escalating nightmares, sleep refusal, bedwetting after dryness, sudden 

fear of a particular place/person. 

• Sexualized talk/play that is persistent, explicit, or developmentally 
incongruent (e.g., a young child acting out adult sexual scripts with dolls). 

• Avoidance of activities previously enjoyed (choir, sports, after-school lessons), 

or clinging to a safe adult. 

• Mood shifts: depression, anxiety, irritability, sudden perfectionism or shutdown; 

self-harm or suicidal ideation in adolescents. 

• Somatic complaints without clear medical cause: headaches, abdominal pain. 

• School changes: sudden absences, falling grades, disruptive behavior—or 

overcompliance and invisibility. 

Physical indicators (remember: often absent): genital/anal pain, bleeding, discharge; 

STIs; pregnancy; difficulty walking/sitting; unexplained injuries to mouth/throat (AAP, 

2018). The absence of injury never rules out abuse—healing is rapid and many 

abusive acts don’t leave visible trauma (AAP, 2018; USDHHS, 2024). 

Settings where signs appear: 

• Home/intrafamilial abuse often surfaces as regression, hypervigilance, or 

parentified caregiving (“keeping the peace”). 



• Institutional settings (teams, faith, lessons) may show as sudden dread of 

practices, private lessons, or a single adult; the child may fiercely protect the 

relationship. 

• Online/coerced image sharing (sextortion) typically presents with panic 

around notifications, abrupt account changes, social withdrawal, and shame; 

treat as sexual exploitation and a crime, not “poor choices” (FBI, 2024). 

Your stance as a first listener 

• Believe and validate: “I’m glad you told me. You’re not in trouble.” 

• Explain limits right away: “If I’m worried about your safety, I have to get help.” 

• Minimal facts only: use open prompts (“Tell me about…”) and avoid leading or 

multiple interviews. 

• Document verbatim statements and observable behavior. 

• Report promptly on reasonable suspicion; refer to a Children’s Advocacy 
Center (CAC) for forensic interviewing and coordinated care (Levine & 

Campbell, 2022; National Children’s Alliance [NCA], 2024; USDHHS, 2024). 

 

Vignette 1 — “Buttons on the Dress” (young child, intrafamilial context) 

Nora is six and loves to line up crayons by color: red, then orange, then all the blues in 

a row. Over a few weeks, her teacher, Mr. Ellis, notices small changes. Nora, once 

chatty, grows quiet at pickup. She startles when the classroom door bangs. At rest time, 

she wraps herself tightly in a blanket, face to the wall. One morning, she refuses to 

change into her art smock because it has “too many buttons.” The class laughs; Nora 

freezes. 

During free play, Nora places two dolls on the cot in the dramatic play corner and 

whispers, “Close your eyes, or the bad will start.” The words are so small they almost 

vanish. Mr. Ellis sits on the carpet nearby, not naming anything, just saying, “Your game 



has a lot of feelings in it. Tell me what helps the doll feel safe.” Nora shrugs. “When she 

hides.” Then she says, “When he’s nice again.” 

Over days, the pattern grows—dread of rest time, jumpiness, a story of a “secret game” 

that happens “when Mommy goes to the laundromat.” Mr. Ellis consults the school 

social worker. They don’t ask for details; they avoid leading questions. In a calm 

meeting with Nora’s mother, Ms. Diaz, they share observations and worry out loud 

about Nora’s distress. Ms. Diaz looks stunned, then defensive, then frightened. She 

says her brother has been staying with them. He is “great with kids.” He also drinks 

when he’s stressed. 

The social worker explains the next steps with care: they must report what they’re 

seeing; a specialized team will help. The district connects with the local CAC for a 

forensic interview in a child-friendly setting so Nora doesn’t have to retell her story to 

many adults. At the CAC, the interviewer sits at an angle; rapport first, then 

developmentally simple prompts, letting Nora set the pace. Nora’s statements are 

consistent with sexual touching. A medical exam follows the same day—not to “find 

proof,” but to check Nora’s health, test for infections, and reassure her that bodies can 

be healthy and strong even after harm (AAP, 2018; NCA, 2024). 

The hardest part is at home. Ms. Diaz is devastated. “I should have known,” she says, 

then, “He helps with rent.” The family advocate names the tight knot of grief, rage, and 

economic fear—then stands firm around safety. A no-contact plan is put in place 

immediately; the brother leaves; locks are changed. With coaching, Ms. Diaz learns the 

phrases that are medicine: “I believe you. You did nothing wrong. I will keep you safe.” 

She also receives concrete help—emergency rent support, food assistance, and a 

flexible job letter—because safety that ignores survival doesn’t hold. 

Nora begins TF-CBT with careful pacing: picture books about feelings and bodies; 

breathing games; “safe place” imagery; later, a trauma narrative that puts the “bad 

secret” into words she chooses so it lives on paper, not in her stomach (Cohen, 

Mannarino, & Deblinger, 2017). In conjoint sessions, Ms. Diaz practices listening 

without interrogation and offering steady, corrective messages. At school, Nora gets a 



gentle rest-time accommodation and a laminated “help card” to visit the counselor when 

her chest goes “fast-fast.” 

One month later, Nora lines up the crayons again. She puts all the blues in the middle 

and says, “Blue goes next to red so it doesn’t have to be brave alone.” Mr. Ellis writes 

the sentence in his notes so the investigators won’t miss it. 

Practice takeaways 

• Unusual, persistent sexualized play, fear scripts at specific times/places, and 

regression can be strong indicators—document what you see and hear without 

interpretation. 

• Rapid CAC referral reduces repeated interviews, centers child regulation, and 

coordinates medical/advocacy/law enforcement (NCA, 2024; USDHHS, 2024). 

• The nonoffending caregiver’s response (belief, protection, practical supports) 

is a powerful predictor of recovery (Zeanah & Humphreys, 2024). 

 

Vignette 2 — “Do Not Disturb” (adolescent, technology-facilitated exploitation) 

Eli is fifteen, a defender on the soccer team and a devoted maker of terrible puns. In 

November he turns his phone face-down in class, jumps when it buzzes, and stops 

going to lunch with friends. He tells the coach his ankle hurts; he stops running drills he 

used to love. 

In the counselor’s office he is angry and flat at the same time. “It’s nothing.” Then, “I 

messed up.” Over the next hour, with silence allowed and tissues within reach, the story 

unfolds. A person he thought was a new classmate DM’d him months ago—memes, 

banter, flirty comments. She sent a revealing picture; he sent one back. The account 

wasn’t a classmate. It was an adult running a sextortion scheme. Now there are 

demands for more images and money, threats to send screenshots to his teammates 

and parents. The messages read: “Don’t ignore me. You did this. You’ll lose everything.” 

He hasn’t slept in three days. He has thought about ending his life as the only way out. 



The counselor treats this as sexual exploitation and a crisis. He assesses suicide risk 

and creates a safety plan with Eli and his parents the same day. He explains—carefully 

and repeatedly—that Eli is the victim of a crime, not the cause of it; shame is the 

offender’s weapon (FBI, 2024). The school and family preserve evidence 

(screenshots, usernames, URLs) and make a CyberTip to the National Center for 

Missing & Exploited Children; law enforcement takes the case. The family changes 

passwords, disables geotags, and, with advocacy help, uses Take It Down to begin 

removing images from participating platforms (NCMEC, 2024). 

Eli’s parents, terrified, want to lock everything down forever. The counselor asks them to 

lead with protection, not punishment: new device rules and filters, yes—but paired 

with messages of unconditional belonging: “You’re ours. We are staying with you 

through this.” At school, a quiet attendance plan and permission to step out if panic 

spikes help Eli return to class without broadcasting his crisis. 

In therapy, the first work is stabilization—sleep, breathing, grounding. Then 

psychoeducation: how grooming/extortion works; why his brain feels like it’s on fire; 

why shame insists he is alone when he is not. The clinician uses TF-CBT components 

to target intrusive thoughts (“I ruined my life”), and DBT-informed skills to manage 

urges to self-harm. Over time, Eli joins soccer again. He jokes about puns. He still flips 

his phone sometimes, but he flips it back. 

Practice takeaways 

• Treat sextortion as child sexual abuse/exploitation; coordinate with law 

enforcement and NCMEC while addressing acute suicide risk (FBI, 2024). 

• Frame the youth as a targeted victim, not a rule-breaker; shame reduction is 

key to disclosure and adherence. 

• Provide concrete digital steps (preserve evidence, stop contact, takedown 

pathways) alongside trauma care. 

 

 

Test Question
17.   What are the first priorities when sextortion is disclosed?�Answer:  Treat as sexual exploitation; assess suicide risk; safety plan

Test Question
18. How should Eli be framed to reduce shame?�Answer: A victim of a crime

Test Question
19.  Where should a CyberTip be submitted?�Answer: NCMEC

Test Question
20.  What service helps remove leaked images from platforms?�Answer:  Take It Down



 

 

3.3 Signs of Emotional/Psychological Abuse 

Emotional abuse is the kind of harm you can’t photograph. It sounds like a voice that 

constantly belittles, a silence that lasts for days, a door that shuts not to keep a child 

safe but to keep them out. It looks like a bright child who studies adult faces the way 

sailors study weather: for the first hint of a storm. Because there are no obvious 
injuries, this form of maltreatment is often missed or minimized, yet research 

consistently shows that chronic psychological maltreatment is at least as damaging as 

other forms of abuse, with strong links to anxiety, depression, PTSD symptoms, 

suicidality, and relational difficulties across the lifespan (Spinazzola et al., 2019; Teicher 

& Samson, 2023; Zeanah & Humphreys, 2024). 

What we mean by “emotional/psychological abuse” 

Legally and clinically, we’re talking about a pattern of caregiver behaviors that demean, 
terrorize, isolate, exploit/corrupt, or ignore a child’s emotional needs—resulting in or 

likely to result in significant impairment. This can look like relentless criticism and name-

calling (“you’re nothing”), threats of abandonment (“I’ll drop you at a shelter”), 

humiliation (mocking the child in front of others), love withdrawal and stonewalling, 

scapegoating one child while idealizing another, forcing adult roles (“parentification”), or 

creating an atmosphere of fear through unpredictable rules and coercive control 

(USDHHS, 2024). It is distinct from ordinary parental frustration or one bad day. 

Emotional abuse is chronic, impairing, and developmentally incongruent. 

Why it’s easy to miss—and how to avoid that 

Families may appear “fine.” A child might be well dressed and making honor roll while 

living in what one teenager called “a house with low oxygen.” Because there’s no bruise 

to point to, professionals can doubt themselves. Three anchors help: 

1. Patterns over moments. Look for repeated behaviors over time, across 

settings, and their impact on functioning (school, sleep, mood, eating). 

Test Question
21.  Why is emotional abuse often missed?�Answer:  It lacks visible injuries

Test Question
22. What legally/clinically defines emotional abuse?�Answer:  A pattern of behaviors that demean, terrorize, isolate, exploit/corrupt, or ignore emotional needs



2. Developmental fit. What is “demanding” for a 16-year-old can be frightening or 
shaming for a 6-year-old. 

3. Functional impairment. Document how the child is doing: headaches, 

stomachaches, insomnia, panic, self-harm, school avoidance, perfectionism that 

erodes sleep (Mennen & Trickett, 2021; Shonkoff, 2024). 

What you may see or hear (child- and caregiver-facing clues) 

Child signals 

• Hypervigilance; flinching at voice tone; scanning adult faces. 

• Overcompliance, apology loops, or—on the other end—explosive outbursts. 

• Somatic complaints (headaches, belly pain), sleep disturbance, nightmares. 

• Regression (baby talk, toileting accidents), perfectionism, people-pleasing. 

• Self-harm, suicidal ideation (particularly in adolescents). 

• Social withdrawal or sudden loss of interest in previously enjoyed activities. 

Caregiver behaviors (described neutrally in notes) 

• Repeated shaming, name-calling, ridicule; conditional affection. 

• Humiliation or threats (“you’ll be out of the house,” “I’m done with you”). 

• Silent treatment/stonewalling as punishment; scapegoating one child. 

• Exposure to frightening behavior (screaming, smashing objects) even if the child 

is not directly struck. 

• Emotional unavailability tied to untreated depression, trauma, or substance use—

persistent unresponsiveness to the child’s cues (USDHHS, 2024; Zeanah & 

Humphreys, 2024). 

Developmental lens 



• Infants/toddlers: flat affect, feeding/sleep problems, developmental delays, 

failure to seek/accept comfort; caregiver appears frightened or frightening, or 

consistently nonresponsive. 

• School-age children: perfectionism, somatic complaints, stomachaches on 

school mornings, freeze-or-appease behavior, swings between excellent and 

failing work. 

• Adolescents: self-criticism, panic, self-harm, disordered eating, substance use, 

risky relationships; statements like “I’m only good when I’m perfect” (Hughes et 

al., 2017; Teicher & Samson, 2023; Zeanah & Humphreys, 2024). 

 

Vignette 1 — “Sasha and the Quiet Kitchen” (early childhood, love withdrawal and 
shame) 

Sasha is seven and careful. In class she stacks books by height and erases until the 

paper thins. She has begun asking for passes to the nurse on spelling-test days; her 

stomach “makes bubbles.” Her teacher notices a pattern: if Sasha misses one problem, 

she goes very still, as if bracing for something invisible. 

The school counselor invites Sasha to draw “home.” She sketches a table, two chairs, a 

clock with no hands. When asked about the clock, she shrugs. “Time stops when Mom 

is quiet.” Later, in a small voice: “When I mess up, Mom doesn’t talk to me. Sometimes 

for three sleeps. She says I made us look stupid. She tells my brother not to play with 

me so I can learn.” 

The counselor maps the pattern: stomachaches on test days, Sasha’s “freeze,” and a 

recent weight dip noted by the pediatrician. With supervision, the team concludes they 

have reasonable suspicion of psychological maltreatment: repeated humiliation and 

love withdrawal causing functional impairment. They make a mandated report, and 

CPS coordinates a joint school–home response. 

At the home visit, Sasha’s mother, Mira, is polite, tired, and defensive. She explains her 

childhood: migration, debt, a father who equated love with excellence. “I am not hitting 



her,” Mira says. “I am preparing her.” The CPS worker holds both truths—Mira’s love 

and Sasha’s harm—naming what they see: panic, stomach pain, silence as punishment, 

the brother recruited to shun. “Intent matters,” the worker says gently, “and outcomes 

matter. Sasha is hurting.” 

A plan forms that treats safety and dignity as inseparable. Sasha begins CBT for 
anxiety with a trauma-informed pace; the school creates a 504 plan (test supports, a 

safe adult check-in). For the dyad, Child–Parent Psychotherapy (CPP) helps mother 

and child sit together, telling a new story about mistakes and love. The therapist 

coaches contingent responsiveness—mirroring feelings, praising effort, correcting 

without shame. Mira practices a new sentence: “When you make a mistake, it means 

you’re learning. I’m here.” 

It isn’t instant. During one session, Mira slips into lecture; the therapist pauses and asks 

her to notice Sasha’s shoulders. “What would it sound like to correct without scaring that 

body?” Over weeks, Sasha’s stomachaches ease. She misses two words on a quiz and 

looks up, waiting. Mira exhales and says, “Let’s practice those together after dinner.” 

That night the kitchen is not quiet. 

Practice takeaways 

• Anchor to patterns and impairment (stomachaches, weight loss, panic) rather 

than “tone.” 

• Use dyadic work (CPP) to replace shame with attuned correction. 

• Cultural humility: honor survival stories while holding a firm safety line—

degrading or terrorizing practices harm children (Fontes, 2022; Zeanah & 

Humphreys, 2024; USDHHS, 2024). 

 

Vignette 2 — “Marcus and the Scorecard” (adolescence, scapegoating and 
coercive control) 

Marcus is fifteen. At school he’s a quiet comic—observant, wry. At home he is the 

“problem,” a label his stepfather uses at dinner with a smile that doesn’t reach his eyes. 



House rules change daily. If Marcus is early, he’s “needy”; if he’s late, “selfish.” His sister 

is praised as “easy.” Marcus is told he is lucky not to be hit, and sometimes his 

belongings “disappear” as consequences—headphones, then sketchbooks. When he 

raises concerns, he’s told he’s “crazy” and “too sensitive.” If he goes quiet, he’s accused 

of sulking. The message is constant: Whatever you do is wrong. 

At school, Marcus’s grades slide. He stops 

submitting art projects and spends lunch in 

the library. A teacher finds a sketch of a 

boy with his mouth crossed out. In the 

social worker’s office, Marcus shrugs. “It’s 

not abuse. He doesn’t hit me.” Then: “He 

says I ruin everything. He says if I keep 

acting like this, he’ll make me live with my 

dad across town and I can start over 

without my stuff.” There’s a mark on 

Marcus’s arm; he says he cut himself once 

because “it quiets the noise.” 

The social worker, Ms. Ortiz, evaluates 

suicide risk (no active plan; passive 

ideation), creates a safety plan, and, after 

consultation, files a report for 

psychological maltreatment. Her notes 

use behavioral specifics: “Caregiver called youth ‘crazy’ and ‘ruin everything,’ 

threatened banishment to father’s house, removed personal items as punishment; youth 

reports weeks-long silent treatment; cutting x1; sleep 4–5 hrs.” She requests that CPS 

use a domestic-violence–informed lens for coercive control—because the home’s 

emotional climate is organized around fear and unpredictability. 

CPS interviews reveal that stepdad equates masculinity with domination; Marcus’s 

mother minimizes to avoid conflict. The case plan includes no-humiliation rules, 

consistent household expectations posted and enforced, and parent coaching in 



emotion coaching and mentalization (understanding the child’s mind). Marcus starts 

therapy using DBT-informed skills for emotion regulation and TF-CBT elements to 

challenge core beliefs (“I ruin everything”). In conjoint sessions, his mother practices 

protective language: “I will not allow anyone to humiliate you in this house. If it starts, I 

will interrupt it.” 

The first time she says this at home, stepdad scoffs but stops. It’s not a movie moment. 

It’s a pivot. By spring, Marcus still rolls his eyes and forgets chores sometimes—but he 

also turns in a charcoal portrait that makes his art teacher tear up. He says, “I feel like I 

can breathe.” 

Practice takeaways 

• Scapegoating, gaslighting, humiliation, and conditional belonging can meet 

emotional abuse thresholds when patterned and impairing. 

• Treat self-harm and suicidality as common companions; safety-plan early and 

revisit often. 

• Caregiver change often requires skill-building plus boundaries; praise even 

small repairs to keep momentum (Shonkoff, 2024; Zeanah & Humphreys, 2024; 

USDHHS, 2024). 

 

Assessment & documentation: making the invisible visible 

Describe behaviors, not judgments 

• Instead of “parent is verbally abusive,” write: “Caregiver called child ‘stupid’ and 

‘nothing’ three times in 10 minutes; refused eye contact; did not respond to 

child’s crying after math error; child curled in chair and whispered ‘sorry’ twice.” 

Establish the pattern 

• Frequency/duration, triggers (tests, chores), settings (home/public), targets (one 

child vs. all), and functional impacts (sleep loss, school decline, weight change, 

self-harm). 



Triangulate 

• Child interview (developmentally attuned), caregiver interview, teacher reports, 

pediatric records (somatic complaints, growth), prior incident logs. 

Screen for co-occurring harm 

• Emotional abuse often rides with physical abuse, neglect, or exposure to intimate 

partner violence; ask explicitly and plan safety accordingly (USDHHS, 2024). 

Report on reasonable suspicion 

• You do not need proof. Good-faith reporters are legally protected (Levine & 

Campbell, 2022; USDHHS, 2024). 

 

What to say (scripts that help) 

• To the child: “Thank you for telling me. You’re not in trouble. Some adults talk to 

kids in ways that are scary or hurtful—when that keeps happening and it makes 

you feel bad or unsafe, we have to get help so it can change.” 

• To the caregiver (when safe/appropriate): “I can see you love your child and want 

them to succeed. We’re worried that the current pattern—long silences, name-

calling—seems to be hurting them. We can help you with ways to correct firmly 

without shame.” 

• To your note: Document exactly what you said about limits of confidentiality 

and that you made a report, including time, contact, and reference number. 

 

Differentials (and how to be fair and accurate) 

• Poverty vs. maltreatment. Economic hardship can produce stress and 

irritability, but emotional abuse requires patterned degrading/terrorizing or 
unresponsiveness beyond situational strain. Offer supports; reassess once 

barriers are reduced (Fontes, 2022). 



• Neurodiversity. ADHD/autism can elicit caregiver frustration and harsh 

responses; avoid pathologizing a single tense moment. Focus on patterns, child 
impairment, and supports (coaching, respite). 

• High-conflict custody. Seek corroboration across settings; anchor to observable 

child functioning and consistent reports over time. 

• Cultural norms. Honor values around achievement/respect while holding a firm 

line: humiliation and fear-based control harm children (Fontes, 2022). 

 

Intervention & treatment: restoring safety and voice 

Core aims: increase felt safety, restore contingent, responsive caregiving, 

strengthen emotion regulation, and revise harmful family beliefs. 

• Child–Parent Psychotherapy (CPP): for young children and caregivers to 

rework traumatic meanings and increase sensitive responding. 

• PCIT/PCIT adaptations: reduce coercion, increase positive attention, and teach 

calm, consistent limits. 

• TF-CBT (selected components): psychoeducation, cognitive coping, trauma 

narrative when trauma symptoms are significant. 

• DBT-informed skills: for adolescents with self-harm/impulsivity. 

• Caregiver-focused work: motivational interviewing to surface values; 

mentalization/reflective functioning to help caregivers read the child’s mind-

states; coaching to replace shaming with specific, process-focused praise and 

firm but calm limits. 

• Case management: stabilize drivers of harshness—food insecurity, housing, 

untreated depression/anxiety, substance use; link to DV resources when coercive 

control is present. 



• School supports: predictable routines, trusted adult check-ins, calm spaces for 

testing, nonpunitive attendance plans; address bullying patterns that can mirror 

home dynamics. 

Measure change 

• Track objective indicators: sleep hours, somatic complaints, school attendance 

and work completion, self-harm incidents, observed caregiver responses in 

sessions. Adjust plans quickly if indicators stall. 

 

Pitfalls to avoid 

• Minimizing because “there’s no hitting.” Psychological maltreatment is 

independently harmful (Spinazzola et al., 2019). 

• Overgeneralizing from one heated exchange. Seek patterns and impact. 

• Becoming the battleground in adult disputes. Stay child-centered; document 

observations; coordinate with supervisors and multidisciplinary teams. 

• Conflating cultural style with harm. Ask, listen, name impairment, and co-

design supports without softening safety standards (Fontes, 2022). 

 

 

 

3.4 Signs of Neglect 

Neglect is harm by absence—the meal that doesn’t come, the medicine that isn’t given, 

the adult who isn’t emotionally or physically available when a child needs them most. It 

is often quiet and therefore easy to miss, yet it is the most commonly substantiated 

form of maltreatment in the U.S. (USDHHS, 2024). Because life is messy and many 

families face poverty, illness, and displacement, professionals sometimes hesitate: Is 

this neglect—or hardship? A helpful compass is to look for patterns over time, 



developmental mismatch in supervision and care, and functional impairment in the 

child (Shonkoff, 2024; Teicher & Samson, 2023). 

Neglect includes physical neglect (food, clothing, shelter, hygiene), supervisory 
neglect (unsafe or absent supervision), medical/dental neglect (untreated conditions, 

missed essential care), educational neglect (chronic truancy or non-enrollment), and 

emotional neglect (persistent unresponsiveness to cues and needs). While poverty is 

not neglect, unaddressed dangers and the sustained failure to meet basic needs—

especially when reasonable supports have been offered—place children at risk and call 

for action (CAPTA, 2019; USDHHS, 2024). 

What to look for (and how to frame it) 

Child functioning and appearance 

• Growth faltering or crossing down percentiles without medical explanation; 

“failure to thrive” in infants. 

• Persistent hunger (hoarding food), chronic fatigue, poor hygiene that impairs 

peer relationships (e.g., strong odor, matted hair). 

• Developmental delays, language lag, limited play skills; flat or overly watchful 
affect in young children. 

• Recurrent, preventable injuries; frequent ED visits for accidents. 

• Unmanaged chronic illness (asthma, diabetes, epilepsy): missed meds, missed 

follow-ups, repeated exacerbations. 

• Dental caries, abscesses, broken eyewear not replaced. 

• School problems: chronic absences/tardies, frequent sleeping in class, no 

completed assignments or school supplies (Mennen & Trickett, 2021; Zeanah & 

Humphreys, 2024). 

Home/environment and supervision 

• Unsafe sleep set-ups for infants (soft bedding, heaters near bedding), exposed 

wiring, accessible medications/cleaners/firearms, vermin infestation. 



• Young children left unsupervised or supervised by peers who cannot keep them 

safe; older children left alone without developmentally appropriate safety plans. 

• Caregivers impaired by untreated depression, substance use, or intimate 

partner violence that disrupts consistent caregiving (Fontes, 2022; USDHHS, 

2024). 

Patterns in the story 

• Missed well-child visits, immunizations, or specialty follow-ups despite 

reasonable access. 

• Repeated “no-shows” to school/family meetings; unreachable or constantly 

changing contact information. 

• Caregivers who express love and intention but cannot sustain basic routines 

even after concrete supports are offered. 

Anchor your observations to frequency, duration, context, and impact rather than 

aesthetics (“messy apartment”). Ask yourself: Given this child’s age, what does 

minimally safe care look like—and is it happening often enough? 

 

Vignette 1 — “Milo and the Very Quiet Nursery” (early childhood; 
physical/emotional neglect) 

Milo is eight months old. At the clinic he is small for his age, his onesie loose at the 

collar. When the nurse picks him up, his body doesn’t mold easily into her shoulder; he 

holds himself a bit stiff, eyes scanning the fluorescent light. On the growth chart, Milo 

has crossed down two percentiles since four months. His pediatrician notes missed 

well-baby visits and vaccinations after two months. Today, Milo takes a long time to 

soothe after a routine heel stick; his cry has that thin, exhausted quality clinicians 

recognize. 

His mother, Talia, arrives alone—hair pulled into a quick bun, keys jingling nervous 

rhythms. She describes loving Milo fiercely and being “so tired I forget my name.” Since 



his birth, she says, the apartment is a carousel of night feeds that never settle. Her 

partner left a few months ago. Her phone is off some weeks to save on the bill. She 

worries the clinic will be angry about the missed visits, so she waited until Milo “looked 

okay again.” 

The pediatrician slows the room. She doesn’t label; she maps patterns. Growth 

faltering, missed care, a caregiver who is present but profoundly depleted, a baby who 

seems under-stimulated and under-attuned. She screens Talia for postpartum 
depression (positive) and quietly observes the dyad: Milo’s cues are small and 

sometimes missed; Talia’s responses are delayed or mismatched, not out of 

indifference, but out of fog. 

There is reasonable suspicion of physical and emotional neglect—a pattern of 

unmet basic needs and unresponsiveness that is impairing Milo’s development 

(CAPTA, 2019; USDHHS, 2024). The team acts on two tracks at once: immediate 

safety and concrete supports, and a mandated report to CPS to mobilize a broader 

safety net. 

The plan is practical and warm. The clinic’s social worker places an emergency order 

for formula and diapers, arranges home-visiting support (evidence-based coaching 

on feeding cues, play, safe sleep), and books Talia with the clinic’s maternal mental 
health therapist this week. A nurse schedules a weight check in 72 hours and phones 

the community pantry for a same-day pickup. CPS coordinates a joint visit with the 

home visitor so the plan doesn’t feel like surveillance but like a team. A portable crib 

and sleep sack arrive at the apartment; the space heater is moved across the room; a 

simple day-night routine (feed–play–sleep) is taped to the fridge in friendly icons. 

At the first home visit, the living room is quiet—too quiet. The home visitor brings a soft 

rattle, a baby mirror, a board book, and shows Talia how to follow Milo’s gaze, how to 

notice and name (“You’re looking at the light! Bright!”), how to pause when he turns 

away and wait for him to come back. They practice responsive feeding—eye contact, 

small breaks, burp, a song. Talia cries when Milo settles. “I thought he didn’t like me,” 

she says. “I didn’t know he was talking.” 



Three weeks later, Milo’s weight curve edges up. His eyes track and spark more. Talia’s 

depression score drops with therapy and a short-term SSRI; her mother begins visiting 

in the afternoons. CPS keeps the case open for a season—supportive, not punitive—

with unannounced but respectful check-ins. At the six-month review, the pediatrician 

writes: Milo laughs out loud when Talia makes the cow sound. In the quiet nursery, there 

is finally a conversation. 

Practice takeaways 

• Growth faltering + missed care + unresponsive caregiving signal risk for 

neglect; act on safety and supports together. 

• Screen caregivers for depression, IPV, and substance use; stabilizing the adult 

stabilizes care (Shonkoff, 2024; Zeanah & Humphreys, 2024). 

• Document patterns and impact, not just snapshots; schedule quick follow-ups 

and show up with tangible help. 

 

Vignette 2 — “Rafa and the Insulin Math” (adolescence; medical/educational 
neglect) 

Rafa is thirteen, a midfielder who loves geometry because “angles tell the truth.” He 

also has type 1 diabetes. In September he was admitted for DKA after running out of 

insulin. In November he missed a clinic follow-up. By January, the school nurse has 

tallied multiple days without glucometer checks, two fainting episodes in PE, and nine 
absences clustered after weekends. His A1c climbs. When the nurse calls home, 

phones go to voicemail. When she reaches Rafa’s mother at last, Mom says they’ve 

been “stretching” insulin and can’t afford all the supplies; she also works two jobs and 

relies on Rafa to “handle it.” 

The nurse feels the knot many professionals know: compassion for a family drowning 
in logistics and the bright red flags of medical neglect—an essential, life-sustaining 

regimen not being met, with clear harm (USDHHS, 2024). She convenes the school 

team and the clinic. Together they take a two-pronged approach: 



1. Stabilize the basics, fast. The clinic arranges patient assistance for insulin and 

supplies; a social worker helps the family enroll in coverage; the school secures 

a 504 plan with protected testing times, a pass to the nurse before PE, and a 

backup insulin kit on campus. 

2. Safety and accountability. Given the repeated hospitalizations and missed care 

despite supports, the nurse, in consultation with the clinic and her administrator, 

files a mandated report for medical neglect—documenting the pattern, the 

health impacts, and the specific supports already offered. 

CPS coordinates a team meeting at school. Rafa’s mother arrives flushed with shame, 

expecting attack. Instead, the pediatric diabetes educator lays out insulin math in plain 
language, demonstrates the pump, and scripts a shared-care routine that takes the 

burden off Rafa alone. The CPS worker uses motivational interviewing to surface 

Mom’s values (“I want him strong enough for soccer”) and barriers (shift hours, 

transport, fear of costs), and then ties the plan to those values—without softening the 

safety line. 

There are setbacks. A week of perfect logs is followed by three missed evenings when 

Mom is called into a double shift. The CPS worker and nurse problem-solve care 
coverage—a neighbor trained to support dinner checks; alarms set on Mom’s and 

Rafa’s phones; a weekly pharmacy pickup synced with Mom’s day off. 

By spring, Rafa’s A1c trends down. He misses fewer classes, runs drills again, and 

explains basal/bolus ratios in math like it’s a word problem. “Angles and insulin both tell 

the truth,” he says, and grins. 

Practice takeaways 

• Medical neglect is about essential care not provided, resulting in or risking 

harm—especially when access and supports are reasonably available. 

• Pair reporting with barrier-busting (coverage, transportation, scheduling, 

training). Track objective indicators (A1c, hospitalizations, nurse logs) to 

measure change. 



 

Assessment & documentation: from concern to clarity 

• Anchor to development. “For a 2-year-old, unsupervised bathtub time is 

unsafe”; “For a 13-year-old with type 1 diabetes, insulin administration and blood 

glucose monitoring are essential daily care.” 

• Describe the pattern. Frequencies, durations, missed appointments, 

absences, equipment lapses, unsafe sleep, hazardous items within reach, 

repeated ED visits. 

• Link to impact. Weight/growth curves; developmental screening results; A1c 

trends; asthma exacerbations; dental infections; school performance and fatigue. 

• Quote verbatim. “I ran out of insulin and stretched it,” “He knows how to take 

care of himself,” “I turn off my phone to save the bill.” 

• Differentiate poverty from neglect. Document supports offered (supplies, 

transport, referrals, coverage) and the caregiver’s response. If risk persists 

despite reasonable supports, concerns escalate (Levine & Campbell, 2022; 

USDHHS, 2024). 

• Screen for co-occurring risks. IPV, caregiver depression, substance use; these 

often sit beneath neglect patterns. 

• Report on reasonable suspicion. Your role is to notice, document, and report; 
investigation belongs to CPS/MDT (Levine & Campbell, 2022). 

 

 

 

 

 

 



Practical checklists 

Red flags by age 

 

• Infants/toddlers: unsafe sleep, missed well-baby care, growth faltering, 

persistent diaper dermatitis, long periods unattended, limited vocal/play 

interaction. 

• School-age: chronic hunger/sleepiness, weather-inappropriate clothing, frequent 

injuries, untreated dental issues, chronic truancy. 

• Adolescents: unmanaged chronic illness, lack of supervision around high-risk 

contexts (driving peers, online exploitation), repeated school absences without 

plan. 

Supervisory neglect quick screen 



• Who supervises? For how long? What safety plans exist (medication storage, 

firearms, heaters, water)? Does supervision match the child’s developmental 
capacities? 

Medical/dental neglect quick screen 

• Diagnosis? Treatment plan? Last refill? Barriers (coverage, transport, language, 

work)? What education/training has been provided? What follow-up occurred? 

Educational neglect quick screen 

• Days missed/tardy? Reasons? Learning/IEP/504 needs? Bullying or disability 

driving avoidance? Supports offered? Caregiver response? 

 

Differentials & fairness 

• Poverty vs. neglect: A cluttered or crowded home is not neglect; focus on 

hazards and child impact. Offer supports, then reassess. 

• Medical look-alikes: Growth faltering from underlying disease; somatic 

symptoms from anxiety; school avoidance from bullying or illness. Rule out 

medical/mental health causes in parallel with safety planning. 

• Cultural practice vs. risk: Co-sleeping, hygiene routines, or childcare norms 

vary; assess risk and impairment, not cultural difference (Fontes, 2022). 

• Homelessness/instability: Engage housing advocates and school McKinney–

Vento liaisons; stabilize before concluding neglect when feasible. 

 

First steps that change trajectories 

1. Act on two tracks: immediate safety + concrete supports, while reporting when 

suspicion is met. 

2. Warm handoffs: don’t just refer—introduce, schedule, and confirm. 



3. Short-interval follow-up: 48–72-hour checks for infants and medically fragile 

youth; weekly contact for attendance/health plan adherence. 

4. Measure what matters: growth, attendance, lab values, symptom diaries, home-

safety checks—share simple visuals with caregivers to show progress. 

5. Hold dignity and safety together: Many caregivers engage when they 

experience respect + real help within a firm safety frame (Shonkoff, 2024; 

USDHHS, 2024). 

 

 

 

Chapter 3 — Closing Summary 

In this chapter, we practiced the art of seeing clearly and documenting kindly. You 

learned to notice patterns more than moments, function more than appearance, and to 

act on reasonable suspicion rather than certainty (Levine & Campbell, 2022; 

USDHHS, 2024). We translated the four major categories into real-world signals: 

• Physical abuse often whispers first through behavior (flinching, startle, extreme 

compliance) and history red flags (implausible explanations, delayed care). 

Certain injury patterns—e.g., TEN-4-FACESp bruising in young children, 

immersion scalds, posterior rib fractures—warrant immediate child-protection 

evaluation (Pierce et al., 2021; AAP, 2018). 

• Sexual abuse is usually invisible to the eye; we look for behavioral and 
relational shifts, grooming dynamics, and technology-facilitated coercion. CAC 

referral, careful documentation, and supportive caregiver response are core to 

recovery (Alaggia et al., 2019; NCA, 2024). 

• Emotional/psychological abuse is harm without photographs—chronic 

shaming, threats, love withdrawal, scapegoating—with profound impacts on 

sleep, mood, learning, and self-worth. We make it visible by documenting 



patterns and impairment (Spinazzola et al., 2019; Zeanah & Humphreys, 

2024). 

• Neglect is harm by omission—unmet basic needs, unsafe supervision, missed 

essential medical/educational care—distinguished from poverty by persistent 
risk despite reasonable supports (CAPTA, 2019; USDHHS, 2024). 

Across types, the throughlines hold: act steadily, coordinate with the multidisciplinary 

team, and pair safety with dignity. Brains and families can change; predictable 
routines, responsive caregiving, and evidence-based therapy help children recover 

(Shonkoff, 2024; Teicher & Samson, 2023). 

 

 

 

 

 

Chapter 4: Mandated Reporting — Roles, Thresholds, and Procedures 

Mandated reporting is the moment when private concern becomes public protection. It’s 

the hinge between I’m worried and we are taking action. For many professionals, that 

hinge creaks with anxiety: What if I’m wrong? Will I ruin trust? Will this make things 

worse? The law anticipates those fears and sets a mercifully low threshold—
reasonable suspicion—paired with good-faith immunity so that children don’t have 

to wait for certainty before adults move (Levine & Campbell, 2022; U.S. Department of 

Health and Human Services [USDHHS], 2024). What follows is not an abstract legal 

lecture; it’s a practical map for real people who care about kids and need to know how 

to do the next right thing, steadily and well. 

 

4.1 Who Is a Mandated Reporter? 

Test Question
23 What is the reporting threshold and protection for reporters?�Answer:  Reasonable suspicion + good-faith immunity



If you work with children or families, there’s a good chance the answer is you. Every 

U.S. state and territory requires specified categories of adults to report suspected abuse 

or neglect, and several have expanded this duty to all adults, regardless of profession 

(USDHHS, 2024). The exact lists and definitions vary by jurisdiction, but the spirit is 

consistent: children need watchful, courageous adults. 

Commonly mandated roles 

 

Test Question
24  In some jurisdictions, who must report suspected abuse?�Answer:  All adults



• Educators & school personnel: teachers, administrators, school 

counselors/psychologists, nurses, coaches, paraprofessionals, early childhood 

staff. 

• Healthcare professionals: physicians, PAs, nurses, dentists, dental hygienists, 

EMTs/paramedics, psychologists, social workers, LMFTs, LPCs, SLPs, OTs/PTs. 

• Childcare & social services: daycare providers, caseworkers, residential/youth 

program staff. 

• Law enforcement & probation personnel. 

• Clergy (in many jurisdictions, with state-specific rules about privileged 

communications). 

• Others depending on state: camp staff, athletic trainers, librarians, domestic-

violence advocates, and more (USDHHS, 2024). 

As an example of one state, here is a list of mandated reporters in California and 

the Penal code where it is found: 

California Code, Penal Code - PEN § 11165.7 

Current as of January 01, 2024   

(a) As used in this article, “mandated reporter” is defined as any of the following: 

(1) A teacher. 

(2) An instructional aide. 

(3) A teacher's aide or teacher's assistant employed by a public or private school. 

(4) A classified employee of a public school. 

(5) An administrative officer or supervisor of child welfare and attendance, or a 

certificated pupil personnel employee of a public or private school. 

(6) An administrator of a public or private day camp. 



(7) An administrator or employee of a public or private youth center, youth recreation 

program, or youth organization. 

(8) An administrator, board member, or employee of a public or private organization 

whose duties require direct contact and supervision of children, including a foster family 

agency. 

(9) An employee of a county office of education or the State Department of Education 

whose duties bring the employee into contact with children on a regular basis. 

(10) A licensee, an administrator, or an employee of a licensed community care or child 

daycare facility. 

(11) A Head Start program teacher. 

(12) A licensing worker or licensing evaluator employed by a licensing agency, as 

defined in Section 11165.11. 

(13) A public assistance worker. 

(14) An employee of a childcare institution, including, but not limited to, foster parents, 

group home personnel, and personnel of residential care facilities. 

(15) A social worker, probation officer, or parole officer. 

(16) An employee of a school district police or security department. 

(17) A person who is an administrator or presenter of, or a counselor in, a child abuse 

prevention program in a public or private school. 

(18) A district attorney investigator, inspector, or local child support agency caseworker, 

unless the investigator, inspector, or caseworker is working with an attorney appointed 

pursuant to Section 317 of the Welfare and Institutions Code to represent a minor. 

(19) A peace officer, as defined in Chapter 4.5 (commencing with Section 830) of Title 3 

of Part 2, who is not otherwise described in this section. 

(20) A firefighter, except for volunteer firefighters. 
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(21) A physician and surgeon, psychiatrist, psychologist, dentist, resident, intern, 

podiatrist, chiropractor, licensed nurse, dental hygienist, optometrist, marriage and 

family therapist, clinical social worker, professional clinical counselor, or any other 

person who is currently licensed under Division 2 (commencing with Section 500) of the 

Business and Professions Code. 

(22) An emergency medical technician I or II, paramedic, or other person certified 

pursuant to Division 2.5 (commencing with Section 1797) of the Health and Safety 

Code. 

(23) A psychological assistant registered pursuant to Section 2913 of the Business and 

Professions Code. 

(24) A marriage and family therapist trainee, as defined in subdivision (c) of Section 

4980.03 of the Business and Professions Code. 

(25) An unlicensed associate marriage and family therapist registered under Section 

4980.44 of the Business and Professions Code. 

(26) A state or county public health employee who treats a minor for venereal disease or 

any other condition. 

(27) A coroner. 

(28) A medical examiner or other person who performs autopsies. 

(29) A commercial film and photographic print or image processor as specified 

in subdivision (e) of Section 11166. As used in this article, “commercial film and 

photographic print or image processor” means a person who develops exposed 

photographic film into negatives, slides, or prints, or who makes prints from negatives or 

slides, or who prepares, publishes, produces, develops, duplicates, or prints any 

representation of information, data, or an image, including, but not limited to, any film, 

filmstrip, photograph, negative, slide, photocopy, videotape, video laser disc, computer 

hardware, computer software, computer floppy disk, data storage medium, CD-ROM, 

computer-generated equipment, or computer-generated image, for compensation. The 
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term includes any employee of that person; it does not include a person who develops 

film or makes prints or images for a public agency. 

(30) A child visitation monitor. As used in this article, “child visitation monitor” means a 

person who, for financial compensation, acts as a monitor of a visit between a child and 

another person when the monitoring of that visit has been ordered by a court of law. 

(31) An animal control officer or humane society officer. For the purposes of this article, 

the following terms have the following meanings: 

(A) “Animal control officer” means a person employed by a city, county, or city and 

county for the purpose of enforcing animal control laws or regulations. 

(B) “Humane society officer” means a person appointed or employed by a public or 

private entity as a humane officer who is qualified pursuant to Section 14502 or 14503 

of the Corporations Code. 

(32) A clergy member, as specified in subdivision (d) of Section 11166. As used in this 

article, “clergy member” means a priest, minister, rabbi, religious practitioner, or similar 

functionary of a church, temple, or recognized denomination or organization. 

(33) Any custodian of records of a clergy member, as specified in this section 

and subdivision (d) of Section 11166. 

(34) An employee of any police department, county sheriff's department, county 

probation department, or county welfare department. 

(35) An employee or volunteer of a Court Appointed Special Advocate program, as 

defined in Rule 5.655 of the California Rules of Court. 

(36) A custodial officer, as defined in Section 831.5. 

(37) A person providing services to a minor child under Section 12300 or 12300.1 of the 

Welfare and Institutions Code. 

(38) An alcohol and drug counselor. As used in this article, an “alcohol and drug 

counselor” is a person providing counseling, therapy, or other clinical services for a 

state licensed or certified drug, alcohol, or drug and alcohol treatment program. 
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However, alcohol or drug abuse, or both alcohol and drug abuse, is not, in and of itself, 

a sufficient basis for reporting child abuse or neglect. 

(39) A clinical counselor trainee, as defined in subdivision (g) of Section 4999.12 of the 

Business and Professions Code. 

(40) An associate professional clinical counselor registered under Section 4999.42 of 

the Business and Professions Code. 

(41) An employee or administrator of a public or private postsecondary educational 

institution, whose duties bring the administrator or employee into contact with children 

on a regular basis, or who supervises those whose duties bring the administrator or 

employee into contact with children on a regular basis, as to child abuse or neglect 

occurring on that institution's premises or at an official activity of, or program conducted 

by, the institution. Nothing in this paragraph shall be construed as altering the lawyer-

client privilege as set forth in Article 3 (commencing with Section 950) of Chapter 4 of 

Division 8 of the Evidence Code. 

(42) An athletic coach, athletic administrator, or athletic director employed by any public 

or private school that provides any combination of instruction for kindergarten, or grades 

1 to 12, inclusive. 

(43)(A) A commercial computer technician as specified in subdivision (e) of Section 

11166. As used in this article, “commercial computer technician” means a person who 

works for a company that is in the business of repairing, installing, or otherwise 

servicing a computer or computer component, including, but not limited to, a computer 

part, device, memory storage or recording mechanism, auxiliary storage recording or 

memory capacity, or any other material relating to the operation and maintenance of a 

computer or computer network system, for a fee. An employer who provides an 

electronic communications service or a remote computing service to the public shall be 

deemed to comply with this article if that employer complies with Section 2258A of Title 

18 of the United States Code. 

(B) An employer of a commercial computer technician may implement internal 

procedures for facilitating reporting consistent with this article. These procedures may 
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direct employees who are mandated reporters under this paragraph to report materials 

described in subdivision (e) of Section 11166 to an employee who is designated by the 

employer to receive the reports. An employee who is designated to receive reports 

under this subparagraph shall be a commercial computer technician for purposes of this 

article. A commercial computer technician who makes a report to the designated 

employee pursuant to this subparagraph shall be deemed to have complied with the 

requirements of this article and shall be subject to the protections afforded to mandated 

reporters, including, but not limited to, those protections afforded by Section 11172. 

(44) Any athletic coach, including, but not limited to, an assistant coach or a graduate 

assistant involved in coaching, at public or private postsecondary educational 

institutions. 

(45) An individual certified by a licensed foster family agency as a certified family home, 

as defined in Section 1506 of the Health and Safety Code. 

(46) An individual approved as a resource family, as defined in Section 1517 of the 

Health and Safety Code and Section 16519.5 of the Welfare and Institutions Code. 

(47) A qualified autism service provider, a qualified autism service professional, or a 

qualified autism service paraprofessional, as defined in Section 1374.73 of the Health 

and Safety Code and Section 10144.51 of the Insurance Code. 

(48) A human resource employee of a business subject to Part 2.8 (commencing 

with Section 12900) of Division 3 of Title 2 of the Government Code that employs 

minors. For purposes of this section, a “human resource employee” is the employee or 

employees designated by the employer to accept any complaints of misconduct as 

required by Chapter 6 (commencing with Section 12940) of Part 2.8 of Division 3 of Title 

2 of the Government Code. 

(49) An adult person whose duties require direct contact with and supervision of minors 

in the performance of the minors' duties in the workplace of a business subject to Part 

2.8 (commencing with Section 12900) of Division 3 of Title 2 of the Government Code is 

a mandated reporter of sexual abuse, as defined in Section 11165.1. Nothing in this 

paragraph shall be construed to modify or limit the person's duty to report known or 
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suspected child abuse or neglect when the person is acting in some other capacity that 

would otherwise make the person a mandated reporter. 

(b) Except as provided in paragraph (35) of subdivision (a), volunteers of public or 

private organizations whose duties require direct contact with and supervision of 

children are not mandated reporters but are encouraged to obtain training in the 

identification and reporting of child abuse and neglect and are further encouraged to 

report known or suspected instances of child abuse or neglect to an agency specified 

in Section 11165.9. 

(c)(1) Except as provided in subdivision (d) and paragraph (2), employers are strongly 

encouraged to provide their employees who are mandated reporters with training in the 

duties imposed by this article. This training shall include training in child abuse and 

neglect identification and training in child abuse and neglect reporting. Whether or not 

employers provide their employees with training in child abuse and neglect identification 

and reporting, the employers shall provide their employees who are mandated reporters 

with the statement required pursuant to subdivision (a) of Section 11166.5. 

(2) Employers subject to paragraphs (48) and (49) of subdivision (a) shall provide their 

employees who are mandated reporters with training in the duties imposed by this 

article. This training shall include training in child abuse and neglect identification and 

training in child abuse and neglect reporting. The training requirement may be met by 

completing the general online training for mandated reporters offered by the Office of 

Child Abuse Prevention in the State Department of Social Services. 

(d) Pursuant to Section 44691 of the Education Code, school districts, county offices of 

education, state special schools and diagnostic centers operated by the State 

Department of Education, and charter schools shall annually train their employees and 

persons working on their behalf specified in subdivision (a) in the duties of mandated 

reporters under the child abuse reporting laws. The training shall include, but not 

necessarily be limited to, training in child abuse and neglect identification and child 

abuse and neglect reporting. 
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(e)(1) On and after January 1, 2018, pursuant to Section 1596.8662 of the Health and 

Safety Code, a childcare licensee applicant shall take training in the duties of mandated 

reporters under the child abuse reporting laws as a condition of licensure, and a 

childcare administrator or an employee of a licensed child daycare facility shall take 

training in the duties of mandated reporters during the first 90 days when that 

administrator or employee is employed by the facility. 

(2) A person specified in paragraph (1) who becomes a licensee, administrator, or 

employee of a licensed child daycare facility shall take renewal mandated reporter 

training every two years following the date on which that person completed the initial 

mandated reporter training. The training shall include, but not necessarily be limited to, 

training in child abuse and neglect identification and child abuse and neglect reporting. 

(f) Unless otherwise specifically provided, the absence of training shall not excuse a 

mandated reporter from the duties imposed by this article. 

(g) Public and private organizations are encouraged to provide their volunteers whose 

duties require direct contact with and supervision of children with training in the 

identification and reporting of child abuse and neglect. 

 

 

 

Many statutes explicitly include students, trainees, residents, interns, and 
provisionally licensed practitioners when they are functioning in a professional 

capacity (Levine & Campbell, 2022). If you are practicing under supervision, you are 

almost always still an individual mandated reporter. 

Key principle: The duty to report is personal. Telling a supervisor does not replace 

your obligation; most laws require you to ensure the report is made (Levine & Campbell, 

2022). 

Universal (all-adult) reporting 
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Test Question
25  Does telling a supervisor satisfy your duty to report?�Answer:  No—duty is personal; ensure the report



In “universal” states, every adult must report suspected abuse or neglect. Even in non-

universal states, most statutes allow (and often encourage) permissive reporting by 

any adult who has concerns (USDHHS, 2024). Practically, if you’re debating whether 

you “count,” act as if you do. 

Institutional settings and dual responsibilities 

When concerns arise inside institutions (schools, clinics, youth programs, faith 

communities), you may have two simultaneous duties: 

1. Your personal legal duty to report to child protection; and 

2. Your organizational duty to alert designated leaders (e.g., principal, compliance 

officer) so the setting can protect other children, meet licensing requirements, 

and cooperate with authorities (Levine & Campbell, 2022). 

If the alleged offender is a staff member or volunteer, additional 

licensing/credentialing notifications may be required. Follow policy, but remember: 

internal reporting never substitutes for the legal hotline report. 

Clergy and privilege (the careful middle) 

Many states include clergy as mandated reporters while handling 

confession/privileged communication differently. The details are state-specific. The 

ethical throughline remains: children’s safety is paramount, and in most places 

suspicion learned outside narrowly defined privilege must be reported (USDHHS, 

2024). When in doubt, seek immediate confidential legal consultation and prioritize child 

safety. 

Telehealth, remote work, and crossing borders 

If you practice across jurisdictions (telehealth, interstate campuses, traveling teams), 

learn both your home state’s rules and the child’s location rules. Some organizations 

adopt the stricter standard by policy to keep things simple (Levine & Campbell, 2022). 

When a concern arises, you can: 

• Report to the child’s local child protection authority; and 



• Notify your home authority if required by your license or statute. 

What if I’m not mandated? 

You may still report permissively, and your report can save a child’s life. Good-faith 

immunity typically applies to permissive reporters, too (USDHHS, 2024). If you never 

interact with children professionally but become aware of credible harm, the safest path 

is to call. 

 

Vignette — “Two Doors, One Duty” 

(A speech-language pathologist and a pastor learn where responsibility lives) 

Maria, a speech-language 

pathologist (SLP) in an 

elementary school, notices 

that her second-grader, 

Theo, has become painfully 

compliant. During 

articulation drills he flinches 

when she reaches for a 

picture card. At dismissal 

she spots a faint, oval bruise 

high on his back. Theo shrugs, “I fell,” but can’t say where. Maria mentions it to the 

assistant principal, who says, “Let me think on it.” The bell is in three minutes. Maria 

feels that split-second wobble: Do I wait? She remembers the training line: individual 
duty cannot be delegated (Levine & Campbell, 2022). She waves the AP into her 

office, makes the hotline call on speaker, and reports reasonable suspicion—objective 

facts, verbatim phrases, and her contact info. The AP thanks her and follows internal 

policy. That night, child protection conducts a joint response with a child abuse 

pediatrics consult; additional bruises are documented. Theo goes home to a safe 

relative while the case proceeds. Maria documents the report number and her exact 

words to Theo: “I’m glad you told me. It’s my job to help keep kids safe.” 



Across town, Reverend Cole meets with a mother who nervously mentions that her 

partner “gets too angry” and that her eight-year-old hides in the closet when “things 

break.” Later, a congregant quietly tells him that the same child has said, “I don’t want to 

sleep because he comes in when Mommy’s at work.” The Reverend consults his 

denomination’s legal counsel about privilege. Guidance is swift: the information didn’t 

arise solely within sacramental confession; the state lists clergy as mandated 
reporters. He calls the hotline, documents what he shared and why, and connects the 

mother to a domestic-violence advocate. On Sunday, he preaches about courage and 

care in communities, and afterward three parents ask for resources. The duty to report 

has opened a door wider than the one it closed. 

Practice takeaways 

• Your obligation is personal—loop in leadership, but you make sure the report is 

filed. 

• Privilege rules vary, but most states require reporting for information obtained 

outside narrow privilege; when in doubt, consult and report (USDHHS, 2024; 

Levine & Campbell, 2022). 

• The warm sentence—“It’s my job to keep kids safe”—preserves dignity while 

setting clear limits. 

 

 

 

 

 

 

 

 



Myths & truths  

 



 

What to say (scripts you can lean on) 

• To a child: “Thank you for telling me. You’re not in trouble. I can’t keep this a 

secret because my job is to help keep kids safe, so I’m going to get more help.” 

• To a caregiver (when safe/appropriate): “I can hear how much you care about 

your child. Based on what I observed and what your child shared, I’m required to 

make a report. I’ll stay with you through the next steps.” 

• To a colleague: “I value your input—and the law makes each of us personally 

responsible. I’m going to call now and include you so we’re both aligned.” 

 

 

 

 

4.2 Ethical vs. Legal Obligations 

Mandated reporting lives where two promises meet: our ethical promise to honor 

confidentiality and respect autonomy, and our legal duty to act when a child may be 

harmed. Most days those promises align. On the hardest days they tug in different 

directions. This section is a map for those moments—how to honor your professional 

ethics and meet the law with steadiness and care. 

The ethical side of the ledger (what your profession asks of you) 

Across disciplines, core principles repeat: beneficence and non-maleficence (do 

good, do no harm), fidelity and responsibility, justice, and respect for rights and 
dignity. Professional codes treat confidentiality as the default—and also recognize 

clear limits when there is risk of serious harm or a legal requirement to report suspected 

child abuse or neglect (APA, 2017; NASW, 2021; AMA, 2024; ANA, 2023). 



What this means in practice. Tell children, teens, and caregivers about limits up 
front, in warm, plain language: “I keep your information private. If I’m worried about 

safety or abuse, I have to get help.” Then keep your promise: when safety concerns 

arise, move from private concern to public protection with as little burden on the child 

as possible. 

The legal side of the ledger (what the law requires) 

In every U.S. jurisdiction, designated professionals—and in some states, all adults—

must report reasonable suspicion of child abuse or neglect. You do not need proof; 

you need a reasonable basis grounded in observation, disclosure, or credible 

information (Levine & Campbell, 2022; USDHHS, 2024). 

Privacy laws permit reporting. 

• HIPAA expressly permits disclosures to report known or suspected child abuse 

or neglect to authorized government authorities, without patient authorization 

(HHS OCR, 2013). 

• FERPA allows schools to share student records without consent in a 

health/safety emergency and to comply with state child-welfare laws (U.S. 

Department of Education, 2023). 

• 42 CFR Part 2 (confidentiality for substance use disorder treatment) is stricter 

than HIPAA, but it does not block mandated reports; programs may report 

suspected child abuse or neglect to state/local authorities (SAMHSA/HHS, 2024). 

Bottom line: Ethical codes prize confidentiality; the law carves clear exceptions so 

children don’t wait for certainty before adults act. 

Reconciling the two—without losing trust 

Think “ethics first, law forward.” Let ethics shape how you fulfill the law: 

1. Name the limit kindly—early, and again when it matters. This preserves 

dignity while setting a clear boundary (APA, 2017; NASW, 2021; AMA, 2024; 

ANA, 2023). 

Test Question
26. What should you tell clients up front about confidentiality?�Answer:  Explain limits and safety exceptions

Test Question
27.  What standard is required to report suspected abuse?�Answer:  Reasonable suspicion / reasonable basis



2. Gather minimal facts and avoid leading questions; request a Children’s 
Advocacy Center (CAC) forensic interview for sexual or serious physical abuse 

so the child doesn’t have to retell the story (NCA, 2024). 

3. Document objectively and report on reasonable suspicion; investigation 

belongs to CPS/law enforcement/child-protection medicine (USDHHS, 2024; 

Levine & Campbell, 2022). 

4. Guard equity. Research and ethics commentary highlight inequities in reporting 

(over-reporting of low-income/minoritized families; under-reporting among 

affluent families). Use standardized decision supports, consult, and focus on 

specific functional impact to minimize bias (AMA Journal of Ethics, 2023). 

Mini-vignette: “The Promise and the Line” 

Janelle, an outpatient therapist, explains limits at intake: “I keep your information 

private. If I’m worried about safety or abuse, I must get help.” In week five, her 13-year-

old client discloses that Mom’s boyfriend “comes in at night when she’s at work.” Janelle 

thanks her for telling, repeats the limit, asks only what’s needed to establish 

reasonable suspicion, and calls the hotline. She documents the youth’s verbatim 

words, her own exact sentences about confidentiality, and the report details. Then she 

stays: stabilizes sleep and panic, coordinates with the CAC, and coaches Mom in a 

protective script. Ethically, she honored trust by being truthful and present; legally, she 

fulfilled her duty to report (NCA, 2024; Levine & Campbell, 2022). 

Quick side-by-side 

• Ethical promise: Protect confidentiality; promote safety, justice, and dignity 

(APA, 2017; NASW, 2021; AMA, 2024; ANA, 2023). 

Action: Inform about limits, minimize retelling, avoid leading questions, support 

the nonoffending caregiver. 

• Legal duty: Report reasonable suspicion to authorities; you don’t need proof 

(Levine & Campbell, 2022; USDHHS, 2024). 

Action: Call the hotline, document precisely, request CAC coordination. 



• Privacy rules: HIPAA/FERPA/Part 2 permit mandated reports. 

Action: Disclose the minimum necessary, preserve records appropriately, and 

note any Part 2 limits on redisclosure (HHS OCR, 2013; U.S. Department of 

Education, 2023; SAMHSA/HHS, 2024). 

A note on self-care and moral distress 

Even when you do everything right, reporting can feel heavy. Ethical guidance 

encourages supervision, consultation, and organizational supports to reduce moral 
distress and secondary traumatic stress—because caring for the caregiver sustains 

ethical, legal practice over time (Miller & Stinchcomb, 2024). 

 

4.3 Reporting Procedures 

4.3.1 Documentation Standards 

Your notes are more than paperwork—they are a bridge that lets the next helper protect 

a child without making that child retell the hardest parts. Think of documentation as 

quiet advocacy: clear enough to travel, kind enough to be read by the child one day, 

and precise enough to hold up in court. The rule of thumb is simple: objective, 
specific, timely, and secure (Levine & Campbell, 2022; USDHHS, 2024). 

 

The essentials every note should include 

1. Who/when/where. Date and exact time; where you were; who was present 

(including interpreter); how the concern came to light (observation, disclosure, 

third-party report). 

2. Your confidentiality script. The exact words you used about limits: e.g., “I keep 

your information private, and if I’m worried about safety, I have to get help.” 

Quote yourself (APA, 2017; NASW, 2021). 



3. Child’s words verbatim. Short, exact quotations in quotation marks. Avoid 

paraphrasing or “tidying” language. Note accompanying affect and behavior 
(“looked at floor, whispered, crying quietly”). 

4. Objective observations. What you saw, heard, or measured—not your 

conclusions. 

5. Developmental fit. If an explanation does or does not fit the child’s abilities, say 

so neutrally (AAP, 2018). 

6. Actions taken. Whom you consulted, which hotline you called, report/reference 

numbers, medical referrals, CAC referral, safety steps (NCA, 2024; USDHHS, 

2024). 

7. Follow-up plan. Next appointments, who will contact whom, and by when. 

8. Attachments. Body maps, photos per policy, forms sent/received, and where 

they are securely stored. 

9. Equity & access notes. Interpreter used (name/ID; language), disability 

accommodations, and any concrete supports offered (transportation, food, 

childcare). 

10. If digital exploitation is suspected. What was preserved (screenshots, 

handles, URLs), that you stopped contact, and that a CyberTip was filed—without 

manipulating the device (FBI, 2024; NCMEC, 2024). 

 

Describing injuries without jumping to conclusions 

• Use anatomy, not adjectives. “2.0 × 1.0 cm oval, yellow–green bruise on right 

pinna (outer ear), posterior aspect” is stronger than “suspicious bruise.” 

• Measure and locate. Size (cm), shape, side, surface (anterior/posterior), and 

relation to landmarks (“2 cm inferior to right mastoid”). 

• Color carefully. Describe, but do not age bruises by color—that is unreliable. 



• Pattern language. “Curvilinear ecchymosis consistent with looped object” is 

acceptable; avoid naming objects (“belt mark”) as fact unless observed (Pierce et 

al., 2021; AAP, 2018). 

• Body maps & photos. Use standardized body diagrams; photograph per policy 

with scale and color bar; note who took them, when, and where they are stored. 

• Avoid medical certainty you don’t have. Write “findings concerning for non-

accidental trauma” only if within your scope or after consulting child-protection 

medicine (Choudhary et al., 2018). 

 

Sexual abuse: document minimally, refer quickly 

• Record the child’s own words and observable affect; do not ask for explicit 

details. 

• Note time-sensitive medical needs and the referral to a pediatric sexual assault 

examiner/CAC; normal exams are common and do not negate the child’s 

account (AAP, 2018; NCA, 2024). 

• Document caregiver response briefly (“mother stated, ‘I believe you; he cannot 

return’”)—a key predictor of recovery (Zeanah & Humphreys, 2024). 

 

Technology-facilitated abuse (sextortion/CSAM) 

• Note what you preserved (screenshots, handles), where you filed reports (e.g., 

CyberTip), and that you did not alter the device. 

• Document suicide-risk screening and the safety plan; shame is the offender’s 

weapon, and risk can spike (FBI, 2024; NCMEC, 2024). 

 

Privacy laws: what to capture in your note (no links—just clarity) 



• HIPAA/FERPA/42 CFR Part 2 all permit mandated reports; chart what you 

disclosed, to whom, and why (minimum necessary) (HHS OCR, 2013; U.S. 

Department of Education, 2023; SAMHSA/HHS, 2024). 

• If you work in a Part 2 SUD program, add a line noting Part 2’s child-abuse 

exception and any redisclosure limits. 

 

Case Vignette — “The Note that Meant One Interview Instead of Four” 

It was 4:55 p.m. when Mr. Alvarez, a middle-school counselor, met with Jayla, age 

twelve. She had started eating lunch alone in the stairwell and asked for “a place where 

the phone can’t find me.” When he asked what felt hardest, Jayla said, “I sent a picture. 

Now he says he’ll ruin me.” Mr. Alvarez kept his voice low. He thanked her for telling and 

shared his limit: “Because I’m worried about your safety, I have to get more help. I will 

stay with you.” 

In his note he wrote only what he saw and heard: 

• Time, place, and exact script about confidentiality. 

• Jayla’s verbatim: “I sent a picture… he’ll ruin me.” Affect: “tearful; clutching 

phone; startled at notifications.” 

• Minimal clarifying facts: platform name; that the sender is not from her school 

“per youth.” 

• Actions: consulted principal; called CPS; submitted CyberTip; contacted parents 

with youth’s consent; created same-day safety plan; referred to CAC; scheduled 

follow-up. 

• Do not disturb the device: noted that he did not open files; preserved 

screenshots Jayla volunteered. 

Because his note traveled cleanly, the CAC team did not re-interview at school. Jayla 

told her story once to a trained forensic interviewer. The family got rapid help, and Jayla 

slept through the night for the first time in a week (NCA, 2024; FBI, 2024). 



 

Helpful phrases (swap these into your notes) 

• “Child stated, ‘…’” (verbatim in quotes). 

• “Caregiver stated, ‘…’” 

• “Observed: [behavior], [affect], [nonverbal cues].” 

• “Explained confidentiality limits: ‘…’” 

• “Developmental fit: explanation not consistent with abilities of non-ambulatory 

infant.” 

• “Reported to CPS at [time]; reference #____; cross-report to law enforcement per 

state protocol.” 

• “Referred to CAC; family provided appointment information.” 

• “Interpreter [name/ID], language, in person/phone/video.” 

• “Concrete supports offered (transportation, food, childcare); caregiver 

accepted/declined.” 

• “Follow-up scheduled for [date/time].” 

 

Common pitfalls—and better choices 

• Pitfall: “Suspicious bruise on back.” 

Better: “2.5 × 1.0 cm linear, purple ecchymosis, right lower back, 3 cm lateral to 

spine; child unable to describe mechanism; delayed care of ~48 hrs.” 

• Pitfall: “Likely belt mark.” 

Better: “Curvilinear ecchymosis consistent with impact from looped flexible 

object; differential includes accidental impact with similar object.” 



• Pitfall: “Child appears coached / lying.” 

Better: “Child paused frequently, looked to caregiver before answering; 

responses changed when caregiver entered room.” 

• Pitfall: “Bruise is 3 days old (green color).” 

Better: “Color yellow–green; no age estimate provided.” 

• Pitfall: Over-interviewing to “get details.” 

Better: Minimal facts; request CAC. 

 

Structure you can reuse tomorrow 

S-O-A-P-Plus (a child-safety spin on SOAP): 

• S (Subjective): Verbatim statements from child/caregiver; your confidentiality 

script. 

• O (Objective): Measurable, observable findings (injuries, behavior, vitals), 

photos/body maps noted. 

• A (Assessment): “Reasonable suspicion of [type], based on [objective 

elements].” Keep it brief and within scope. 

• P (Plan): Reports made (with numbers), referrals (CAC/medical), immediate 

safety steps, caregiver scripts coached, concrete supports, and follow-up dates. 

• Plus: Privacy law line (what you disclosed and why), interpreter, 

accommodations, equity supports (Levine & Campbell, 2022; USDHHS, 2024). 

 

Timing, corrections, and storage 

• Chart promptly. Same-day entries whenever possible; if late, label “late entry” 

with date/time written and reason. 

• Never backdate. Add addenda to correct or expand, with date/time and your 

initials. 



• Secure storage. Follow your setting’s HIPAA/FERPA/Part 2 rules; know who can 

access what and how to separate protected materials. 

• Court readiness. Keep a simple timeline and contact log; preserve original 

digital photos with metadata; note chain-of-custody when applicable (Levine & 

Campbell, 2022). 

 

Why this care matters 

Careful notes mean fewer interviews, faster safety, clearer care plans, and less burden 

on a child already carrying too much. Good documentation is not about catching 

families out; it’s about catching children before they fall further—and helping systems 

move in step rather than in circles (NCA, 2024; USDHHS, 2024; Shonkoff, 2024). 

 

 

 

4.3 Reporting Procedures 

4.3.2 State-Specific Guidelines  

Every state sings the same refrain—protect children, report on reasonable 
suspicion—but the verses differ. Time frames, where to call, written follow-ups, cross-

reporting to law enforcement, who counts as a “mandated reporter,” and how reporter 

identity is handled all vary by statute. Think of this section as your travel map: a warm, 

practical overview to help you spot the signposts and know what to check in your own 

jurisdiction. 

 

The common core (what rarely changes) 

• Threshold: Reasonable suspicion, not proof (Levine & Campbell, 2022; 

USDHHS, 2024). 



• Good-faith immunity: Protected when you report in good faith (Levine & 

Campbell, 2022). 

• Child focus: Report promptly; let CPS/law enforcement and child-protection 

medicine investigate (NCA, 2024). 

 

What does change across states 

1) How fast you must report (and whether a written follow-up is required) 

• California (CANRA): Phone immediately/as soon as practicable; written 

follow-up within 36 hours (California Penal Code, 2024). 

• New York: Oral report immediately to the State Central Register; written follow-

up within 48 hours (New York Social Services Law, 2024). 

• Texas: Updated requirement. A 

professional who has reasonable 

cause must report immediately and 

no later than 24 hours after 

suspicion arises (Texas Family Code, 

2025; Texas SB 571, 2025). 

Licensees of the Texas Behavioral 

Health Executive Council (BHEC) are “professionals” under this statute and must 

comply with the 24-hour timeline (BHEC, 2025). 

• Florida: Report immediately to the statewide hotline (written follow-up not 

typically required) (Florida Statutes, 2024). 

• Colorado: Report immediately to county CPS or law enforcement (Colorado 

Revised Statutes, 2024). 

Practice tip: If you’re unsure, act on the shortest plausible time frame. You can always 

add a written follow-up even if your state doesn’t require it (Levine & Campbell, 2022). 

2) Where to report (one door vs. two) 



• Single-door states: Most route everything through a central CPS hotline; CPS 

cross-reports to police as required (USDHHS, 2024). 

• Dual-door states/contexts: Some permit or require reporting directly to law 

enforcement (e.g., Colorado) or require law-enforcement notification for sexual 
abuse, severe physical injury, or child death (Colorado Revised Statutes, 

2024; New York Social Services Law, 2024). 

Practice tip: When in doubt, call CPS and (for acute harms) loop in law enforcement; 

CACs help coordinate joint responses (NCA, 2024). 

3) Who is mandated 

• Specified-profession states: Educators, health/behavioral health, childcare, law 

enforcement, social services, some clergy, etc. (USDHHS, 2024). 

• Universal (all-adult) states: Every adult must report suspected maltreatment 

(USDHHS, 2024). 

If your role is borderline (student/intern, contractor, telehealth provider), most statutes 

still treat you as a mandated reporter when acting in your professional capacity 

(Levine & Campbell, 2022). 

4) Penalties for failing to report 

• Usually a misdemeanor; some jurisdictions increase penalties for intentional 

non-reporting or for certain egregious harms (Levine & Campbell, 2022). 

• Separate professional consequences (licensure, employment) may apply even 

when criminal penalties are minor. 

5) Definitions that shift at the edges 

• “Child” generally means under 18, but emancipation, marriage, or specific 

settings (e.g., higher-ed programs with minors) can complicate the picture 

(USDHHS, 2024). 

Test Question
28. What are typical consequences for failing to report?�Answer:  Usually a misdemeanor; licensure/employment consequences may apply�



• Sexual offenses may hinge on age spans and positions of authority; for 

reporting, when in doubt, report and let investigators apply the statute (Levine & 

Campbell, 2022). 

6) Reporter identity, confidentiality, and anonymity 

• Most states keep reporter identity confidential; some allow anonymous 
reports (often for permissive, not mandated, reporters). We’ll detail 

privacy/identity rules in 4.3.3 (USDHHS, 2024; Levine & Campbell, 2022). 

7) Special pathways 

• Tribal jurisdictions/ICWA: Coordinate with tribal child welfare when the child 

is a member or eligible for membership; your state hotline can guide the parallel 

pathway (Levine & Campbell, 2022). 

• Military families: Reports may involve the Family Advocacy Program 

alongside civilian CPS/law enforcement (USDHHS, 2024). 

• Telehealth/cross-border care: Report to the child’s location; your home state 

may also require notice under your license—meet both standards (Levine & 

Campbell, 2022). 

 

A friendly “state-to-state” pocket matrix (illustrative) 

Example 
State 

Call When 
Written 
Follow-
up 

Dual Report 
Likely? 

Notes 

California Immediately/asap 36 hrs 
CPS cross-

reports 

CANRA defines many 

professions; employers must 

allow reporting (California 

Penal Code, 2024) 



Example 
State 

Call When 
Written 
Follow-
up 

Dual Report 
Likely? 

Notes 

New York Immediately 48 hrs 

CPS ↔ LE for 

specified 

harms 

Use State Central Register 

(New York Social Services 

Law, 2024) 

Texas 
Immediately, ≤24 
hrs 

Not 

typical 

CPS ↔ LE 

context-

dependent 

New 24-hour deadline for 

professionals (Texas Family 

Code, 2025; Texas SB 571, 

2025; BHEC, 2025) 

Florida Immediately 
Not 

typical 

CPS ↔ LE 

context-

dependent 

Central hotline statewide 

(Florida Statutes, 2024) 

Colorado Immediately 
Not 

typical 

May report to 
CPS or LE 

Either door acceptable; cross-

reporting follows (Colorado 

Revised Statutes, 2024) 

Always verify current statute/policy in your county or program manual before teaching or 

posting wall guides (Levine & Campbell, 2022). 

 

Warm practice scripts you can adapt 

• When you’re unsure about the door: 
“I’m a mandated reporter in [state]. I have reasonable suspicion of child 

maltreatment based on [brief objective facts]. I’m calling to make a report and 

confirm whether law-enforcement cross-reporting is indicated.” (Levine & 

Campbell, 2022) 

• When crossing borders (telehealth/school trips): 
“The child is physically located in [state]; I’m licensed/practicing from [state]. I will 



file in the child’s location and, if required by my license, notify my home state as 

well.” (Levine & Campbell, 2022) 

• When a colleague says, “We only report in writing here”: 
“Our statute requires an immediate report by phone; I’ll call now and then 

complete the written follow-up within the required window.” (State statute; Levine 

& Campbell, 2022) 

 

Vignette — “Two Zip Codes, One Child” (telehealth, cross-reporting) 

A school-based therapist in Denver meets via telehealth with Maya, age 14, who’s 

visiting her father in Utah for a month. Maya discloses that her father’s roommate 

“comes into my room and watches me sleep.” The therapist breathes, thanks Maya for 

telling, and repeats the confidentiality limit. She clarifies location—“Where are you right 

now?”—to ground jurisdiction. She reports immediately to Utah child protection (the 

child’s location), documents the call, and, per her Colorado license, notifies her 
supervisor and notes the cross-state context in the chart. Utah CPS coordinates with 

local law enforcement and a Children’s Justice Center (CAC-equivalent). Because the 

therapist moved quickly and clearly, Maya tells her story once to a trained interviewer 

and sleeps that night at an aunt’s house. The next morning, the Denver therapist and 

Utah caseworker align their plans so Maya doesn’t have to manage the logistics herself 

(Levine & Campbell, 2022; NCA, 2024; USDHHS, 2024). 

 

Check before you teach or post (your quick audit list) 

1. Hotline number(s) and any county-specific intake portals. 

2. Immediate vs. written timelines (36/48-hour rules where applicable; 24-hour 
rule in Texas for professionals). 

3. Dual-report triggers (sexual abuse, serious injury, fatality). 

4. Who is mandated in your state (universal vs. professional list). 



5. Reporter identity rules and whether anonymous reports are accepted. 

6. Telehealth/cross-border guidance your program follows. 

7. CAC location and referral process for your region. 

8. Tribal/Military coordination contacts, if relevant. 

Post the one-page version where new staff will actually see it—by the phone, not just in 

a binder (Levine & Campbell, 2022; NCA, 2024). 

 

 

 

4.3.3 Confidentiality and Anonymity 

Mandated reporting asks you to hold two truths at once: families deserve privacy, and 

children deserve protection. This section is your steadying guide to what you can 
share, with whom, when, and why—and how your name, your notes, and your 

conversations are protected (and when they’re not). The tone is simple: share only 
what’s needed to keep a child safe, document that you did so, and communicate 
with warmth and clarity (Levine & Campbell, 2022; USDHHS, 2024). 

 

What “confidentiality” means in practice 

• Need-to-know, not everyone-you-know. Share concerns only with those who 

must act: child protection, law enforcement when required, your designated 

internal lead, and medical/child protection partners (Levine & Campbell, 2022; 

NCA, 2024). 

• Minimum necessary. Give just enough information to support the report and 

immediate safety (HHS OCR, 2013). 



• Parallel safety lanes. If a child needs urgent medical care, call for it; if there’s 

acute danger, call 911—then make the report. Document each step (USDHHS, 

2024). 

• Do not confront the alleged offender. This can jeopardize safety and 

investigations. Communicate instead with the nonoffending caregiver when it is 

safe and appropriate (NCA, 2024). 

 

Your identity as a reporter: protected, but not absolute 

• Confidential by law. In most jurisdictions, child protection agencies must keep a 

reporter’s identity confidential. This protection is designed to reduce retaliation 

and encourage reporting (Levine & Campbell, 2022). 

• When it can surface. A court may order disclosure in limited circumstances 

(e.g., criminal proceedings), or you may be called as a witness. Plan for this 

possibility; it’s uncommon but real (Levine & Campbell, 2022). 

• Anonymous reports. Some states allow anonymous reports from non-

mandated reporters. Many do not allow anonymity for mandated reporters, or 

agencies may prioritize named reports for follow-up. If you are a mandated 

reporter, assume you will provide your name and role (Levine & Campbell, 2022; 

USDHHS, 2024). 

• Inside your organization. Your duty is personal—telling a supervisor doesn’t 

replace your legal obligation. Internally, limit knowledge of your identity to those 

with a need to know (Levine & Campbell, 2022). 

Warm script if you worry about exposure: 
“I’m calling as a mandated reporter. Please record my identity as confidential. If a court 

later requires disclosure, I’d appreciate notification so we can plan for safety” (Levine & 

Campbell, 2022). 

 

Test Question
What’s the immediate step when there’s acute danger or urgent medical need?�Answer:  Call 911/medical care, then make the report



Children’s and families’ privacy: HIPAA, FERPA, and 42 CFR Part 2 

• HIPAA. Health providers may disclose protected health information to report 

suspected child abuse or neglect without authorization. Note what you 

disclosed, to whom, and why (HHS OCR, 2013). 

• FERPA. Schools may share student information without consent to appropriate 

officials in connection with a health/safety emergency and to comply with state 

child-abuse laws. Record your rationale and the recipient (U.S. Department of 

Education, 2023). 

• 42 CFR Part 2 (SUD treatment). Stricter than HIPAA in general, but permits 
reporting of suspected child abuse/neglect to authorities. Chart that you relied 

on the Part 2 exception and note redisclosure limits (SAMHSA/HHS, 2024). 

Bottom line: Privacy rules allow the disclosures you need to make a report. Keep it 

minimal, purposeful, and well documented. 

 

Talking with children and caregivers—what you can say 

• To a child/teen (at disclosure): 
“Thank you for telling me. You’re not in trouble. I can’t keep this a secret because 

my job is to help keep kids safe. I’ll get more help, and I’ll stay with you through 

the next steps.” 

• To a nonoffending caregiver (when safe/appropriate): 
“Based on what I observed and what your child shared, I’m required to make a 

report so we can get help quickly. I will not be sharing details beyond what the 

law requires, and I will coordinate with you on next steps.” 

• What not to share: 
Don’t speculate about the investigation, don’t promise outcomes, don’t identify 

the reporter to the family, and don’t confront the alleged offender (Levine & 

Campbell, 2022; NCA, 2024). 

Test Question
30. Under HIPAA, can providers report suspected child abuse without authorization?�Answer:  Yes



 

Records, releases, and redisclosure 

• Chart with court in mind, child at heart. Write objective, specific notes; include 

your confidentiality script and report details (section 4.3.1). 

• Parent access to records. Under HIPAA/FERPA, parents may have access to 

parts of a child’s record. Sensitive psychotherapy notes and ongoing 

investigative materials may have special protections—consult legal/compliance 

before releasing (Levine & Campbell, 2022; U.S. Department of Education, 

2023). 

• Subpoenas and testimony. If served, notify your organization’s legal counsel 

immediately. Maintain neutrality; your role is to describe what you saw, heard, 

and did (Levine & Campbell, 2022). 

• Digital evidence. Preserve, don’t probe: save screenshots/URLs/handles; avoid 

manipulating devices; note where you filed reports (e.g., CyberTipline) (NCMEC, 

2024). 

 

Anonymity vs. transparency—how to choose wisely 

• If you’re mandated: Plan to identify yourself. Anonymity can undermine case 

triage and, in many states, isn’t permitted for professionals (Levine & Campbell, 

2022). 

• If you’re permissive (not mandated) and safety is a concern: Anonymous 

reporting may be an option. Provide specific, actionable facts so agencies can 

still respond (USDHHS, 2024). 

• Either way: Ask the hotline to note your confidentiality and document that you 

requested it. 

 

Vignette — “Small Town, Big Window” (health clinic) 



Nora, a nurse in a rural clinic, recognizes a 

TEN-4-FACESp bruise pattern on a toddler’s 

ear. She worries: everyone knows everyone; 

the alleged caregiver is connected to her 

cousin. She breathes, calls the hotline, states 

she is a mandated reporter, and requests that 

her identity be kept confidential. She 

documents her exact words to the caregiver 

and child, her objective findings, the report 

number, and a brief note: “Requested 

confidential handling of reporter identity.” 

Weeks later, a subpoena arrives for medical 

records—not her identity. Legal counsel guides 

the clinic’s response. The child is now safe with 

kin. Nora remembers: confidentiality isn’t 

secrecy; it’s purposeful sharing that protects children and reduces harm (Levine & 

Campbell, 2022; USDHHS, 2024). 

 

Vignette — “The Teacher Who Wanted to Be Invisible” (school) 

Mr. Park, a teacher, learns from a student that a coach has been messaging her late at 

night. He asks the counselor, “Can I report anonymously?” The counselor explains that 

as a mandated reporter, he will need to provide his name and role, but the agency will 

keep it confidential. Together they call. Mr. Park practices a script for parents: “The 

school is making a safety report; your child will be interviewed by trained professionals.” 

He avoids identifying who reported. Because the report is clear and timely, the CAC 

coordinates a single interview and the district protects other students while the 

investigation proceeds (Levine & Campbell, 2022; NCA, 2024). 

 

Common pitfalls—and steadier choices 



• Promising secrecy → Promise support and clarity, not secrecy. 

• Over-sharing internally → Limit to those with a need to know. 

• Identifying the reporter to family → Refer to “the school/clinic” or “our team”; 

let the agency manage disclosures. 

• Probing devices or messages → Preserve evidence; don’t alter devices. 

• Withholding needed info because of privacy fears → HIPAA/FERPA/Part 2 

permit mandated reports. Share the minimum necessary and document your 

rationale (HHS OCR, 2013; U.S. Department of Education, 2023; SAMHSA/HHS, 

2024). 

 

A pocket checklist you can post by the phone 

1. State your name, role, and that you are a mandated reporter (if applicable). 

2. Request confidential handling of reporter identity. 

3. Provide objective facts; avoid speculation. 

4. Ask about law-enforcement cross-reporting and CAC referral. 

5. Document: time, person spoken to, reference number, exact confidentiality 
script used with child/caregiver, and what you disclosed under 

HIPAA/FERPA/Part 2. 

6. Plan follow-up: who calls whom, when; supports for the nonoffending 
caregiver; safety at dismissal/transport. 

 

Chapter 4 — Closing Summary 

Mandated reporting is the hinge between private concern and public protection. This 

chapter grounded you in who must report, when and how to act, and how to honor 
privacy while moving safety forward. The tone all the way through is steady and 



humane: see clearly, speak plainly, act promptly, and document kindly (Levine & 

Campbell, 2022; USDHHS, 2024). 

Who holds the duty. In most states, educators, health and behavioral-health 

professionals, childcare staff, social services personnel, law enforcement, and (in many 

jurisdictions) clergy are mandated reporters; some states extend the duty to all adults. 

The obligation is personal—telling a supervisor does not replace your own 

responsibility to ensure a report is made (Levine & Campbell, 2022; USDHHS, 2024). 

Ethics and law—together, not apart. Professional ethics prize confidentiality, fidelity, 

and respect for persons, and they also recognize clear limits when safety is at stake. 

The legal threshold is reasonable suspicion, not proof. Privacy laws permit the 

disclosures necessary to report: HIPAA in health settings, FERPA in schools, and 42 

CFR Part 2 in substance-use treatment programs (APA, 2017; NASW, 2021; AMA, 

2024; ANA, 2023; HHS OCR, 2013; U.S. Department of Education, 2023; 

SAMHSA/HHS, 2024). Practically, we lead with warmth—name the limit early (“If I’m 

worried about safety, I have to get help”)—and then follow the law without making the 
child carry the process (NCA, 2024). 

State specifics you must know. While the core standard is the same everywhere, 

timelines and mechanics differ. Many states require an immediate call; some add a 

written follow-up window (e.g., 36–48 hours). Notably, Texas now requires 
professionals to report no later than 24 hours after suspicion arises—a shift from 

the prior 48-hour deadline, and it applies to licensees under the Texas Behavioral 

Health Executive Council (Texas Family Code, 2025; Texas SB 571, 2025; BHEC, 

2025). When in doubt, act on the shortest applicable timeline and confirm whether law-

enforcement cross-reporting is indicated (Levine & Campbell, 2022). 

 

 

 

 



Chapter 5: Special Topics in Child Maltreatment 

5.1 Cultural Considerations in Detection and Reporting 

Culture is the set of meanings we inherit and 

negotiate—how families show love, teach right 

from wrong, grieve, celebrates milestones, and 

survive hardship. When we evaluate possible 

maltreatment, culture is always in the room. 

Sometimes it protects; sometimes it’s invoked to 

excuse harm; often it is simply the water 

everyone is swimming in. Our task is not to 

judge difference but to distinguish difference 
from danger, to minimize bias, and to partner 
with families in ways that are both respectful 

and unequivocal about children’s safety (Fontes, 

2022; Levine & Campbell, 2022; USDHHS, 

2024). 

Why this matters 

• Children and caregivers bring language, migration stories, faith traditions, 
and community norms that shape help-seeking, discipline, and trust in 

systems. 

• Bias and inequity can distort what gets noticed, reported, or substantiated; 

low-income and minoritized families are more likely to be reported even 

when risk is similar (AMA Journal of Ethics, 2023; USDHHS, 2024). 

• The neurobiological costs of chronic fear and invalidation do not spare any 

culture; consistent, responsive care remains the core of healthy development 

(Shonkoff, 2024; Zeanah & Humphreys, 2024). 

Core principles (a pocket compass) 

Test Question
31. When culture is involved, what’s the key task?�Answer:  Distinguish difference from danger

Test Question
32.  What can bias and inequity do in reporting?�Answer:  Distort reporting; minoritized families reported more at similar risk�



1. Cultural humility over cultural competence. Lead with curiosity and a learner’s 

posture; avoid assumptions; invite the family to teach you their meanings 

(Fontes, 2022). 

2. Safety is non-negotiable; methods are flexible. We can honor values while 

changing behaviors that harm children. 

3. Patterns and impact over aesthetics. Focus on developmentally safe 

supervision, nourishment, medical adherence, and the child’s functioning—not 

whether a home “looks like yours.” 

4. Use professional interpreters. Never use children as interpreters; note 

interpreter name/ID and language in your documentation (Levine & Campbell, 

2022). 

5. Name bias and check your lens. Use structured checklists, second readers, 

and joint consults to reduce subjectivity, especially at decision points with high 

discretion (AMA Journal of Ethics, 2023). 

“Is it culture—or is it harm?” 

• Corporal punishment. Views vary. The legal line in many jurisdictions is crossed 

when discipline causes injury, marks, or significant pain—or when it is 

degrading or developmentally incongruent. Respecting a value on “strong 

guidance” can coexist with non-physical discipline coaching (AAP, 2018; Levine 

& Campbell, 2022). 

• Supervision norms. Older siblings may customarily help; still, supervision must 

match a child’s age and abilities (e.g., toddlers near water, teens and 

medications/vehicles/online spaces). 

• Healing and health traditions. Cupping and coining are meaningful practices; 

document carefully while ensuring injuries are not inflicted and that medical care 

isn’t delayed (AAP, 2018). 



• Gender, sexuality, and honor. Family beliefs may stigmatize LGBTQ+ youth or 

control girls’ movement. Hold dignity for elders and tradition and set clear safety 

plans when youths’ rights or bodies are at risk. 

 

Vignette 1 — “Grandmother’s Switch” (discipline, cultural meaning, and the legal 
line) 

Ms. Green, a fourth-grade teacher, notices thin, curving bruises on DeShawn’s calves 

when he changes for PE. He winces when he sits. In the nurse’s office, he whispers, 

“Grandma used the switch because I talked back.” Ms. Green knows DeShawn is being 

raised by his grandmother, Miss L., who often speaks with pride about “old-school 

manners.” 

At a private, calm meeting, the school social worker thanks Miss L. for coming and 

begins with respect: “You’ve kept him steady through a lot.” She then names the 

concern with clarity: “We’re seeing bruises that suggest he was hit with an object. That 

crosses the safety line for children.” Miss L. bristles. “My mother switched me. I’m fine.” 

The worker doesn’t debate history. She offers two truths: “We honor your commitment 

to respect and responsibility. And we must protect his body.” 

Per law, the school files a report based on reasonable suspicion of physical abuse. 

The county’s response is support-oriented: a home visit, medical check, and referral to 

a parenting program that centers non-physical discipline aligned with Miss L.’s 

values—firm limits, high warmth, calm consequences. A cultural liaison (a respected 

elder from Miss L.’s community) co-facilitates the class, telling stories about “raising with 

dignity.” Miss L. experiments with time-ins, loss of privileges tied to specific behaviors, 

and a ritual of repair after conflict. She also learns about the TEN-4-FACESp rule so 

she can see injuries the way professionals see them. DeShawn’s bruises fade; his 

posture softens. Miss L., still proud and still “old-school,” now says, “In this house, we 

use words and consequences that don’t hurt skin.” 

Practice takeaways 



• Lead with respectful acknowledgement of values; explain the legal safety line 

plainly. 

• Offer culturally anchored alternatives (stories, faith/elder involvement) that 

preserve dignity and authority without harm. 

• Reporting and support are not opposing moves; they are parallel tracks toward 

safety (Levine & Campbell, 2022; AAP, 2018). 

 

Practical tools you can use tomorrow 

Culturally humble questions (open, nonjudgmental): 

• “What does a ‘good parent’ look like in your family?” 

• “When a child misbehaves, what feels respectful and effective to you?” 

• “What would support look like that doesn’t put your family at risk or shame?” 

• “Who, in your community or faith, would you trust to help with this plan?” 

• “Has anything about your migration or past experiences with authorities made it 

hard to ask for help?” 

When faith or tradition is invoked to justify harm: 

• “I hear how important your tradition is. We want to support that. And we can’t 

allow practices that injure or terrorize children. Let’s find a way that honors your 

values and keeps your child safe.” 

Bias guardrails for teams: 

• Use structured decision guides and second-reader reviews at 

referral/assessment points. 

• Track internal data on referrals and outcomes by neighborhood/language to spot 

patterns. 



• Build a bench of cultural brokers—parent leaders, elders, faith partners—who 

can coach alternatives without softening the safety line (AMA Journal of Ethics, 

2023). 

Documentation tips 

• Record language used and interpreter ID/gender; note any cultural brokers 

involved. 

• Describe behaviors and impacts, not “culture” as a cause: “Child left to cook 

unsupervised; oil splatter burns,” not “cultural norm of early responsibility.” 

• Quote family meanings respectfully in quotation marks; align your plan to those 

meanings while stating the legal line (Levine & Campbell, 2022). 

Special contexts 

• Immigrant and refugee families. Avoid asking about immigration status; 

connect to immigration-competent legal services if fear of deportation shapes 

safety choices. Clarify confidentiality limits and that reporting focuses on child 

safety (Fontes, 2022). 

• Indigenous families. Ask early and respectfully about tribal affiliation; when 

applicable, coordinate with tribal child welfare and honor placement 

preferences and active efforts obligations consistent with federal and state law 

(Levine & Campbell, 2022). 

• Institutional faith settings. When harm occurs in a ministry/school context, 

follow dual-reporting and licensing pathways; collaborate with faith leaders who 

prioritize safety while avoiding internal-only handling (NCA, 2024). 

 

What changes outcomes 

• Early, respectful clarity about safety lines. 

• Language access and privacy that let the real story surface. 



• Alternatives that preserve dignity (non-physical discipline, supervision plans, 

faith-consistent ritual repair). 

• Bias-aware processes that rely on patterns and impairment, not impressions. 

• Concrete supports (transportation, food, child care, legal aid) that make safer 

choices possible (USDHHS, 2024; Shonkoff, 2024). 

 

 

5.2 Child Abuse in Institutional or Faith-Based Settings 

Institutions—schools, teams, youth clubs, 

camps, choirs, faith communities—are built on 

trust. They give children mentors, belonging, 

and purpose. That same trust can be 

borrowed by offenders to gain access, test 

boundaries, and hide in plain sight. In these 

settings, abuse is less a single moment and 

more a pattern of small permissions: a 

special ride home “just this once,” late-night 

texts “because you’re my favorite,” a practice 

door that closes. Our work is to see the 
pattern early, respond without panic, and 

build organizations where safety is practiced, 

not just promised (NCA, 2024; Levine & 

Campbell, 2022). 

Why institutional settings carry unique risks 

• Power + prestige. Coaches, clergy, directors, and houseparents hold status that 

can silence doubts and deter complaints (NCA, 2024). 



• Access + isolation. Travel, overnights, changing areas, one-on-one lessons, 

counseling rooms—many legitimate reasons to be alone with a child (Levine & 

Campbell, 2022). 

• Gatekeeping opportunity. Offenders may control coveted roles—starter 

positions, solos, scholarships—creating leverage (“this stays between us”) 

(Alaggia et al., 2019). 

• Reputation protection. Communities fear scandal; families fear losing 

scholarships or spiritual homes; leadership may default to internal handling 

(USDHHS, 2024). 

Early indicators to notice (and document) 

• Boundary testing: private gifts, secret nicknames, excessive praise tied to 

secrecy; frequent one-on-one time outside program norms. 

• Communication drift: late-night DMs/texts, disappearing messages, use of 

personal accounts, “delete after reading.” 

• Rule bending: offering rides alone, closed-door lessons, private hotel room 

“check-ins,” “stretching” the two-adult rule. 

• Favoritism and isolation: special privileges, separating a youth from peers, 

discouraging parent presence. 

• Retaliation or chill: subtle consequences for youth who decline “special” 

attention or who raise concerns (NCA, 2024; AAP, 2018). 

Reporting in institutions: two tracks at once 

1. Legal report: Make the mandated report to child protection (and law 

enforcement when required). Do not substitute internal inquiry for a legal report 

(Levine & Campbell, 2022; USDHHS, 2024). 

2. Internal safety actions: Notify designated leaders after or in parallel with the 

hotline call. Immediately limit the adult’s access to youth pending investigation; 

protect against retaliation; preserve evidence (sign-in sheets, travel rosters, 

Test Question
33. Which built-in risk is common in institutions?�Answer:  Access + isolation (e.g., travel, overnights, one-on-one lessons)



CCTV logs, messages). Request CAC coordination to avoid multiple child 

interviews (NCA, 2024). 

Documentation that “travels” in organizations 

• Objective description of the boundary crossing or disclosure; date/time/place; 

who was present; your confidentiality script; the youth’s words verbatim. 

• Program context: what the policy requires vs. what occurred (e.g., “two-adult rule 

breached”). 

• Preservation steps: copies/screenshots of communications, rosters, room-

assignment lists, photo of posted policies, names of staff notified. 

• Reports made: hotline, law enforcement if applicable, licensing/oversight body; 

reference numbers (Levine & Campbell, 2022; NCA, 2024). 

Prevention: from paper policy to lived practice 

• Two-adult / open-door standard in all youth interactions; no closed-door private 

meetings or lessons without visibility. 

• Safe communication policy: approved platforms only; parents copied; no direct 

messaging with minors after set hours. 

• Touch and supervision rules: clear, taught, and enforced; locker 

room/bathroom protocols; transport rules (no one-child/one-adult rides). 

• Travel safeguards: rooming lists, hallway monitors, curfew checks, documented 

ratios. 

• Annual training for staff/volunteers/youth on grooming dynamics, boundaries, 

and how to report. 

• Independent reporting pathways: posted hotlines; QR codes; anonymous 

option for community members; anti-retaliation statement. 

• Regular audits: spot checks for doors, ratios, communication logs; after-action 

reviews when near-misses occur (NCA, 2024; Levine & Campbell, 2022). 

Test Question
34. What are the two reporting/action tracks in institutions?�Answer:  Legal report + internal safety actions



 

Vignette — “The Choir Room Door” (faith-based youth program) 

Leila is thirteen and sings second soprano in a thriving church choir. The music minister, 

Mr. Hart, is beloved. He tells stories about finding his calling at Leila’s age. When she 

nails a difficult harmony, he squeezes her shoulder and says, “You have something 

rare.” 

It starts small. He offers extra coaching before Sunday services when “the building is 

quiet.” He texts late: “Proud of you—don’t tell anyone I’m giving you the solo; I want it to 

be a surprise.” After rehearsal he asks Leila’s mom if he can drop her home “to talk 

through breath support.” Her mom is flattered; she has three younger kids and the free 

ride helps. 

On a rainy Thursday, a volunteer named Mrs. Ruiz returns a music stand to the choir 

room and sees Mr. Hart and Leila alone. The door is mostly shut. Leila is pressed 

against the piano edge, eyes down. Mr. Hart steps back quickly and laughs, “We were 

just going over phrasing.” Mrs. Ruiz smiles and props the door wide. “I’ll sit in while I tidy 

the hymnals.” Mr. Hart’s face tightens. 

That night, Leila messages the youth group leader: “Can I talk to you alone?” In a small 

room with a glass window, Leila stumbles through the story. The touching that started as 

posture correction; the “jokes” about her body; the ride where he put his hand on her 

thigh; the necklace “for good luck” tucked in his desk. “He says I’m special. I don’t want 

to ruin the choir,” she whispers. 

The youth leader thanks her for telling and repeats the limit she explained at intake: “If 

I’m worried about safety, I have to get help. I’ll stay with you.” She calls the child-
protection hotline immediately, then alerts the senior pastor and the board’s safe 
environment officer. They suspend Mr. Hart’s access to youth the same night 

pending investigation; the board’s letter to the congregation names safety as the 
priority and asks anyone with concerns to contact a published, independent number. 



At the Children’s Advocacy Center, Leila tells her story once to a forensic interviewer. 

The medical exam reassures her body is healthy; the advocate helps Mom with logistics 

and a therapy referral. The church turns outward: it cooperates with law enforcement, 

preserves sign-in sheets, pulls camera footage, collects rosters, and hands over Mr. 

Hart’s communications. They review policies and see the gaps—private lessons allowed 

after hours; no rule about texting minors; the “two-adult” policy written but rarely 

practiced. 

In the months that follow, the church changes its culture of doors. Practice times move 

to hours when other adults are present. Glass panes are installed in counseling rooms. 

All youth communications are routed through a church platform that copies parents. 

Travel rules require two unrelated adults with any group; rides are logged; no adult 

drives a single child. Volunteers learn the language of grooming and how to interrupt 

with kindness: “Let’s pull another adult in,” “Let’s keep the door open.” Leila keeps 

singing. She chooses her own solo—one that starts soft, then opens into a note that fills 

the nave. 

Practice takeaways 

• Don’t wait for certainty—reasonable suspicion triggers the legal report; internal 
actions follow to protect other youth (Levine & Campbell, 2022; USDHHS, 

2024). 

• Use CACs to avoid serial interviews; pair safety steps with clear, non-retaliatory 
communication to the community (NCA, 2024). 

• Prevention is behavior, not binders: two-adult visibility, safe communications, 
travel protocols, and trained volunteers are everyday safeguards that make 

grooming hard to hide (NCA, 2024). 

 

 

5.3 Children with Disabilities and Increased Risk 



Disability does not cause abuse—people do. Yet children with disabilities live at the 

crossroads of greater dependence, communication barriers, and systems that 
aren’t built around them, which together can raise risk across all forms of 
maltreatment (USDHHS, 2024; Levine & Campbell, 2022). Our task is to meet each 

child where they are—curious, capable in their own ways—and to build safety plans that 

respect both their dignity and their difference (Shonkoff, 2024; Zeanah & Humphreys, 

2024). 

Why risk is higher (and where it hides) 

• Hands-on care and power imbalances. Toileting, bathing, feeding, transfers, 

and medical procedures create routine situations where an adult controls access 

to comfort, mobility, and privacy—conditions offenders can exploit (AAP, 2018; 

NCA, 2024). 

• Communication gaps. Children who are nonspeaking or whose speech is hard 

to understand may not be believed, or they may lack accessible ways to 

disclose—especially if adults limit or remove AAC devices “to make things easier” 

(AAP, 2018). 

• Diagnostic overshadowing. Changes in behavior (agitation, withdrawal, 

“challenging behavior”) are too often attributed to the disability rather than 

investigated as possible trauma signals (Shonkoff, 2024). 

• Isolation and reliance on many caregivers. Transportation aides, 

paraprofessionals, personal-care attendants, home health workers, respite 

providers—more touchpoints can mean more opportunity without good two-adult 
and visibility practices (Levine & Campbell, 2022). 

• Institutional or segregated settings. Overnight trips, residential schools, 

clinics, and faith/club programs with one-on-one lessons increase access and 

potential secrecy if guardrails are weak (NCA, 2024). 

What to look for—through a “baseline-and-change” lens 

Focus on what’s different from this child’s usual rather than an abstract norm. 

Test Question
35. Does disability cause abuse?�Answer:  No—people do

Test Question
36. What factors can raise risk for children with disabilities?�Answer:  Greater dependence, communication barriers, and systems not built around them�



Across abuse types 

• New fear of a person, room, bus route, or setting; route avoidance (e.g., 

resisting transfers/wheelchair van). 

• Sudden changes in self-care: toileting accidents after dryness, refusing showers 

or help with dressing. 

• Sleep disruption, nightmares, panic at bedtime; increased self-injury or new 

rocking/hand-flapping patterns out of baseline. 

• Unexplained injuries (especially on torso, ears, neck), pressure injuries, 

frequent UTIs, STIs, or pregnancy. 

• Equipment neglect/misuse: broken straps, soiled or unchanged briefs, 

uncharged communication devices, missing hearing-aid batteries, wheelchairs ill-

fitted causing skin breakdown. 

• School signals: spikes in absences, sharp IEP regression without medical 

explanation, abrupt behavior plan changes that introduce seclusion or restraint 
(USDHHS, 2024; AAP, 2018). 

Don’t miss 

• A child who loses access to their AAC at key moments (bathroom, transport, 

therapy). Removing AAC is not a neutral choice; it can silence disclosure (AAP, 

2018). 

• Caregivers or staff who insist they must always speak “for” the child and resist 

private conversation. 

How to ask—accessible, patient, and precise 

• Presume competence. Offer multiple response modes: AAC, pictures, yes/no 

cards, typing, sign language, drawing, and time to process (AAP, 2018). 

• Keep AAC in play. Never remove devices or boards “for efficiency.” Ask, “What 

helps you tell me things?” 



• Use qualified interpreters. For Deaf children, schedule a certified ASL 
interpreter (not family). Match interpreter gender when that will help. 

• Short, concrete prompts. “Show me with your board where you felt worried.” 

Avoid leading questions. 

• Privacy with safety. Speak with the child alone when feasible; if you need a 

familiar support, seat them in view but outside line-of-sight contact and coach no 

prompting (NCA, 2024). 

• Document baseline. Record how the child usually communicates/behaves so 

others can recognize change. 

Adapting the exam and the interview 

• Refer to a Children’s Advocacy Center that has disability-informed interviewers 

and exam rooms. Modifications may include visual schedules, sensory 

accommodations, breaks, and caregiver coaching on support without 
answering for the child (NCA, 2024). 

• Medical teams should plan for positioning, spasticity, autonomic 
dysregulation, and sensory needs; use numbing agents, stepwise 

desensitization, and trauma-informed scripts (“You are the boss of breaks”) (AAP, 

2018). 

• Avoid chemical restraint except when medically essential; if used, document 

rationale and consent. 

Distinguishing abuse from disability-related presentations 

• Self-injury vs. inflicted injury: Look for patterned bruising, locations 

inconsistent with self-harm, and injuries of different ages. Protective equipment 

(helmets, arm guards) shouldn’t mask new patterns. 

• Sexualized behaviors: May reflect exposure to pornography, developmental 

curiosity, or trauma. Focus on persistence, explicitness, coercion, distress, 
and impairment (AAP, 2018). 



• Neglect vs. barriers: Poverty, supply shortages, or insurance gaps can interrupt 

care; offer concrete supports and reassess risk once barriers are addressed 

(Levine & Campbell, 2022). 

Working with schools and services 

• Embed safety goals in the IEP/504: two-adult/visibility rules for personal care; 

escorted transitions; written protocols for toileting, lifts, and hygiene; no 
seclusion and restraint only as legally permitted and last resort. 

• Ensure the child has access to comprehensive, developmentally appropriate 
sexuality education using accessible materials, including body autonomy, 

correct terms, consent, and help-seeking (AAP, 2018). 

• Coordinate with OT/PT/SLP teams; they often know the child’s true baseline 

best. 

Caregiver supports that change risk 

• Teach and model consent-based care: “I’m going to help with your pants now; 

you can say stop.” 

• Build respite and backup care into every plan; chronic exhaustion erodes safety. 

• Provide behavioral consultation that reduces crisis behavior without punitive 

strategies. 

• Offer transportation solutions so families aren’t choosing between 

appointments and income (Shonkoff, 2024). 

 

Vignette — “The Bus Route” (autism, limited speech, and an AAC-first disclosure) 

Mateo is ten, autistic, and uses a speech-generating device and picture symbols at 

school. For months he has bounded onto the yellow bus. Then, suddenly, he clings to 

the doorway and bites his sleeve. The driver reports that he screams near the second 

stop and crawls under the seat. At home he refuses baths and won’t change out of his 

long sleeves. The school nurse notices fingertip-shaped bruises high on his upper arms. 



His teacher records that he now turns off his device during arrival and covers it with 

his backpack. 

The team slows down. They start where Mateo can start: with his AAC. In a quiet 

room, the SLP and counselor lay out picture symbols—bus, home, school, aide names, 

“help,” “stop,” “hurt,” “show where.” The SLP models: “Tell me about bus.” Mateo taps 

bus → stop → help. He points to the picture of the bus aide, then to an icon of arm 

and hurt, then presses “don’t want” and curls into himself. The counselor quietly 

thanks him and says the limit: “Because I’m worried about your safety, I have to get 

help. I’ll stay with you.” 

The school calls the child-protection hotline the same morning and preserves bus 
seating charts, aide schedules, and camera footage. The CAC arranges a disability-

informed forensic interview with an interviewer trained to co-create visual supports 

and use Mateo’s device. Mateo shows with pictures and placement dolls how the aide 

“helps” by grabbing his arms hard and pushing him down when he stands to stim. The 

medical exam documents bruising consistent with strong gripping; no other injuries are 

found. The transportation contractor removes the aide from duty pending investigation, 

rewrites protocols to require two visible adults and no physical restraint except by 

trained staff in emergencies, and installs wider-angle cameras. 

At school, the team adds an IEP safety goal: arrivals with two staff in view, a bus 
social story, and noise-dampening headphones at the second stop. The family 

receives respite hours and OT coaching on calming transitions. Mateo’s mother, who 

had been told to “work on compliance,” learns new language: “Your body, your choice to 

say stop.” She cries and says, “No one told us that consent matters even when it’s 

care.” 

Three weeks later, Mateo steps onto the bus wearing a superhero cape for Courage 

Day. He taps his device: “Bus okay.” Then he adds a new word his SLP taught him: 

“Together.” 

Practice takeaways 

• Start with the child’s actual communication system; never remove AAC. 



• Document baselines and changes; preserve route logs, schedules, and any 

available video. 

• Use a disability-informed CAC interview and a medical exam with 

sensory/positioning accommodations. 

• Embed visibility safeguards (two adults, glass panels, camera angles) and 

consent-based care in IEP/transport protocols (NCA, 2024; AAP, 2018; Levine & 

Campbell, 2022). 

 

Practical tools you can use tomorrow 

Quick screen (disability-aware) 

• What’s this child’s baseline for communication, behavior, sleep, toileting? 

• What changed, when, and around whom or where? 

• Does the child have uninterrupted access to AAC during care, transport, and 

transitions? 

• Are safety practices visible (two adults, open doors, documented protocols)? 

• What concrete supports (respite, equipment, transportation) could lower risk? 

Documentation tips 

• Record mode of communication (device/board/sign), interpreter identity, and 

any visual supports used. 

• Quote the child via their mode: “Child selected icons ‘bus → stop → help → arm 

→ hurt.’” 

• Note baselines from OT/PT/SLP and caregivers; chart objective changes and 

actions taken (report #s, CAC referral). 

Reporting and services 



• Report on reasonable suspicion; request CAC with disability-trained staff; ask 

for victim advocacy that understands benefits, guardianship, and transportation 

barriers (Levine & Campbell, 2022; NCA, 2024). 

• Coordinate with schools to adjust IEP/504 for safety and access; ensure 

sexuality education is provided in accessible formats (AAP, 2018). 

 

 

 

5.4 Complex Trauma and Cumulative Maltreatment 

Complex trauma refers to exposure 

to multiple, chronic, and 

developmentally adverse events—

often beginning early in life, occurring 

within caregiving relationships, and 

spanning different types of 

maltreatment (physical, sexual, 

emotional abuse, neglect, exposure 

to domestic violence) (Cook et al., 

2017; USDHHS, 2024). The harm is 

not just additive; experiences interact 

to shape brain development, stress 

physiology, beliefs about self/others, 

and the capacity to regulate emotions 

and behavior (Shonkoff, 2024; 

Zeanah & Humphreys, 2024). 

Children with complex trauma often 

present with mixed pictures—panic 

and numbness, clinginess and 



aggression, perfectionism and shutdown—because these are adaptations that once 

kept them safe. 

What it looks like across domains 

• Self-regulation: rapid mood shifts, big reactions to small triggers, dissociation, 

self-harm, suicidality in adolescents (Cook et al., 2017; NCTSN, 2024). 

• Attention/learning: hypervigilance, executive-function difficulties, absences; 

work quality that swings with safety at home (Mennen & Trickett, 2021). 

• Relationships/attachment: mistrust, testing, people-pleasing, parentification; 

difficulty accepting care or limits (Zeanah & Humphreys, 2024). 

• Body and health: headaches, abdominal pain, sleep disruption; somatic 

symptoms without clear medical cause (Shonkoff, 2024). 

• Meaning-making/identity: shame, “I am bad,” hopelessness; identity struggles 

heightened in adolescents (Cook et al., 2017). 

• Risk behavior: substance use, running away, risky sex, online exploitation 

vulnerability (USDHHS, 2024). 

Assessment lenses (how to really see it) 

• Map the timeline. Build a simple chronology of moves, losses, separations, CPS 

involvement, hospitalizations, and school changes; look for stacking (Cook et 

al., 2017). 

• Measure multiple domains. Screen PTSD, depression/anxiety, dissociation, 

suicidality, and functioning (school, sleep, peers). 

• Ask about safety now. Who lives in the home? Any current violence, stalking, or 

threats? Access to weapons? Immediate stabilization comes first (Levine & 

Campbell, 2022). 

• Document strengths. Faith, hobbies, mentors, cultural anchors—these are 

treatment ingredients, not footnotes (Fontes, 2022). 



Treatment: phased and integrative (not one-size-fits-all) 

Think in three phases, moving flexibly: 

1. Safety & stabilization. Immediate danger plans; caregiver coaching; sleep and 

routines; grounding and breathing; crisis lines; school supports (quiet space, 

predictable check-ins) (NCTSN, 2024). 

2. Trauma processing. Evidence-based therapies matched to age and 

presentation—TF-CBT, Child–Parent Psychotherapy, ARC (Attachment, 
Regulation, Competency), EMDR (child-adapted); DBT-informed skills for 

self-harm/impulsivity (Cohen et al., 2017; NCTSN, 2024). 

3. Integration & growth. Strengthening identity, relationships, mastery (sports, 

arts, work), relapse-prevention plans, youth leadership opportunities (Cook et al., 

2017). 

Caregiver treatment is part of child treatment. Address caregiver depression, 

trauma, substance use, and practical barriers (housing, food, transport). Safety that 

ignores survival won’t hold (Shonkoff, 2024). 

Systems moves that matter 

• One child, one plan. Align school, medical, mental health, and CPS around a 

single, jargon-free safety and care plan. 

• Short-interval follow-up. Weekly check-ins early; shared metrics (sleep hours, 

attendance, crisis calls). 

• Warm handoffs. Don’t just refer—introduce, schedule, and confirm. 

Common pitfalls 

• Treating each incident in isolation instead of the pattern. 

• Over-pathologizing protective adaptations (e.g., “defiance” that is actually 

hypervigilance). 

• Rushing to exposure work before safety and skills are in place. 



• Forgetting the nonoffending caregiver is the main medicine. 

 

Vignette — “The Red Backpack” (short) 

Aaliyah, 12, keeps a red backpack packed at all times. She’s changed schools three 

times, has two CPS investigations on record, and sleeps lightly because “you have to 

listen.” In class she’s either dazzling or shut down. After a cafeteria fight, the counselor 

asks, “What helps when your body gets loud?” Aaliyah shrugs. “Running.” The 

counselor doesn’t dig for details that day. She sets up two daily check-ins, a quiet 

corner pass, and a safety plan with Aaliyah and her aunt: who to call, where to go, what 

words to use if nights get scary. Over weeks, the team layers TF-CBT skills (belly 

breathing, thought–feeling–action mapping) and later begins a trauma narrative tied to 

moves and losses. Auntie starts caregiver sessions to replace shouting with coached 

scripts and to get help for her own nightmares. By spring, the red backpack is still 

there—but now it holds homework, a sketchbook, and a card with five names under the 

heading People Who Show Up (Cohen et al., 2017; NCTSN, 2024). 

 

Pocket checklist 

• Do we have a timeline of adversities and moves? 

• Are safety/stabilization supports active (sleep, food, routines, crisis plan)? 

• Which evidence-based therapy fits now, and are caregiver sessions 

scheduled? 

• What concrete supports (transport, benefits, DV advocacy) reduce load today? 

• Are we tracking simple metrics weekly (sleep, attendance, self-harm urges, 

panic events)? 

 

 



Chapter 6: Treatment Issues in Child Abuse Cases 

6.1 Working with Neglectful and Abusive Parents 

When we invite parents into 

treatment after abuse or 

neglect, we’re asking them to do 

something profoundly brave: 

look straight at what hurt 
their child and then learn to 
love differently. Some arrive 

frightened and ashamed; some 

arrive angry; some insist 

nothing is wrong. Nearly all are 

carrying their own histories of trauma, depression, poverty stress, substance use, 

intimate partner violence, or isolation. Our task is to hold two rails at once—

accountability and compassion—and to translate change into daily routines a child 

can actually feel (Levine & Campbell, 2022; Shonkoff, 2024; Zeanah & Humphreys, 

2024). 

Guiding principles (the two rails) 

1. Safety first, dignity always. Safety planning, no-contact conditions, supervised 

visitation, and court orders are not “anti-therapy”; they are the structure that lets 

therapy do its work. We state boundaries clearly and without contempt (Levine 

& Campbell, 2022). 

2. Engagement is treatment. How we enter the room—curious, firm, non-

shaming—often determines whether parents stay long enough to change. Use 

motivational interviewing to surface values (“What kind of parent do you want 

your child to remember?”), ambivalence, and small next steps (Miller & Rollnick, 

2013). 

Test Question
37.  What dual stance should guide work with these parents?�Answer:  Accountability and compassion



3. Treat the drivers, not just the incident. Address caregiver depression, PTSD, 

substance use, IPV, housing/food insecurity, and disability access—because 

safety that ignores survival doesn’t hold (Shonkoff, 2024). 

4. Skill over will. Many neglect patterns change when we coach specific, 
observable skills (routines, supervision plans, medical adherence) and provide 

concrete supports (transportation, child care, reminders) (USDHHS, 2024). 

5. Measure change where the child lives. Track sleep, school attendance, 

medical adherence, observed caregiver responses, and injury-free intervals—not 

just insight or apologies (Zeanah & Humphreys, 2024). 



Engagement and assessment (how we start) 

• Open with respect and 
limits: “I can see you care about 

your child. We are also going to 

be honest about what must 

change to keep them safe.” 

• Map the ecosystem: who 

lives in the home, routines, 

supervision points (bath, kitchen, 

transport), substance use/mental 

health, IPV, financial/legal 

stressors, and social supports. 

• Stage of change: 
precontemplation → 

maintenance; match 

interventions to readiness (Miller 

& Rollnick, 2013). 

• Document baselines: 
meals, hygiene, sleep, school, 

health appointments; note 

barriers (work shifts, transportation). 

• Team up: coordinate early with CPS, the child’s therapist, primary care, school, 

and—when appropriate—domestic-violence advocates and probation. 

Evidence-based and promising approaches (parent-facing) 

• Parent–Child Interaction Therapy (PCIT): live coaching to increase positive 

attention, consistent limits, and de-escalation; strong evidence for reducing harsh 

parenting and child behavior problems (AAP, 2018). 



• Alternatives for Families–CBT (AF-CBT): for families with coercion/physical 
aggression; builds emotion regulation, cognitive coping, and nonviolent 

discipline (Kolko & Swenson, 2013). 

• Trauma-Focused CBT (conjoint elements): when child trauma symptoms are 

present, include caregiver sessions that transform guilt/defensiveness into 

protection and attuned responses (Cohen, Mannarino, & Deblinger, 2017). 

• SafeCare / home visiting models: teach concrete routines (health, safety, 

parent–child interaction) with in-home practice and checklists—effective in many 

neglect cases (Chaffin et al., 2012). 

• Attachment & Biobehavioral Catch-up (ABC) and Child–Parent 
Psychotherapy (CPP): build sensitive responding and repair after early 

adversity—especially powerful for infants and toddlers (Zeanah & Humphreys, 

2024). 

• Caring Dads / father-focused programs: for fathers who have used aggression 

or coercive control in the family; emphasize accountability and child-centered 

change (Scott & Lishak, 2012). 

• Substance use treatment integrated with parenting supports (e.g., family 

drug treatment courts, recovery coaches) when addiction is a driver 

(SAMHSA/HHS, 2024). 

Working differentially: neglect vs. abusive harm 

Neglectful caregiving 

• Focus on routines (morning/evening), supervision maps, medical adherence, 

and home safety checklists; pair with concrete supports (reminders, rides, 

formula/diaper access, utility support). 

• Screen/treat caregiver depression and learning needs; model “notice–name–
respond” to child cues; praise small, observable wins (USDHHS, 2024; 

Shonkoff, 2024). 



Physically abusive/coercive caregiving 

• Start with violence-specific plans: no weapons, no corporal punishment, de-

escalation scripts, time-outs for adults, CPS/law enforcement coordination, and 

supervised contact as ordered. 

• Use AF-CBT/PCIT to replace coercion with calm structure; build anger arousal 
awareness and repair steps after conflict (Kolko & Swenson, 2013). 

Sexual abuse by a caregiver 

• Prioritize child safety and law enforcement; offending caregivers require 

specialized treatment and judicial oversight. Family therapy focuses on the 

nonoffending caregiver’s protective response, not reconciliation with the 

offender (NCA, 2024). 

When intimate partner violence is present 

• Partner with a DV advocate; avoid conjoint sessions that risk retaliation; coach 

protective parenting and safe, non-contact boundaries with the person using 

violence (Levine & Campbell, 2022). 

Measuring progress (so children can feel it) 

• Daily routines: % of mornings/nights completed as planned; school on-time 

arrivals. 

• Health adherence: appointment kept rate; medication refills on time; A1c/asthma 

control where relevant. 

• Interactions: observed instances of labeled praise, reflective listening, calm limit 

setting; zero use of corporal punishment. 

• Safety events: injury-free days; absence of police calls; compliance with no-

contact/supervision orders. 

• Child outcomes: sleep hours, somatic complaints, behavior incidents, trauma 

symptoms trending down (Zeanah & Humphreys, 2024; USDHHS, 2024). 



Scripts you can use tomorrow 

• Opening a hard conversation: “You’ve been carrying a lot, and some things 

have hurt your child. We’re going to name those things and practice different 

ways so your child can feel safe again.” 

• Naming non-negotiables without shame: “No hitting, no threats. If you feel 

yourself boiling, the plan is: step away, text me ‘RED,’ and use the cooling routine 

we practiced.” 

• Transforming minimization: “It makes sense to want this to be small. Let’s look 

at what your child’s body and behavior are telling us and decide what needs to 

change.” 

• Praising protective moves: “You locked up the meds and asked your sister to 

help with bedtime. That is protection. Kids feel that.” 

 

Vignette 1 — “Boiling Point” (physical abuse, accountability + skills) 

Darren is thirty-two, a forklift operator who grew up with “whoopings” and prides himself 

on order. After his seven-year-old, Jace, knocked over cereal for the second morning in 

a row, Darren grabbed him hard and left purple fingerprints on Jace’s upper arm. The 

school reported; there is now a no-corporal-punishment order and supervised 
contact. In our first session, Darren sits on the edge of the chair, fists opening and 

closing. “I’m not a monster,” he says. “But he doesn’t listen.” 

We start with values. Darren wants Jace to be “strong and respectful.” We name the 

paradox: fear can make kids quiet, but it doesn’t make them strong. We draw the 

coercion cycle (escalation → strike → brief compliance → shame → distance) and the 

calm structure cycle we’ll practice instead. Darren agrees to try even if he’s skeptical. 

Week two, we practice PCIT-style skills in clinic: ten minutes of special play (no 

commands, reflect feelings, labeled praise), then a two-step routine with a timer for 

breakfast. Darren learns to notice the first flicker of heat in his chest. When the flicker 



hits, he uses the RED routine we rehearsed: “Red means I step back, cold water on 

hands, count 20, re-enter.” He texts me “RED” the first time it works at home. 

By week six, we add AF-CBT elements: trigger mapping (“spilled milk means I hear my 

father”), cognitive coping (“spilled milk = mess, not disrespect”), and a repair script: “I 
yelled earlier. I’m sorry. You didn’t deserve that. Let’s try again.” We also shape 

mornings: clothes prepped at night, cereal in a covered container, a silly “spoon song” to 

mark the transition from play to table. 

At the next court review, the supervisor notes zero corporal punishment, fewer yelling 

incidents, and a teacher report of Jace raising his hand more. Darren says, “I thought 

calm meant weak. Turns out it’s harder—and better.” Jace tells me, “Dad still gets spicy, 

but now he goes to the sink.” 

What moved the dial 

• Linking values to skills (strength = calm structure). 

• Live coaching and text-supported coping during real moments. 

• A repair script that restores dignity without erasing accountability (Kolko & 

Swenson, 2013; AAP, 2018). 

 

6.2 Treatment Issues for Children 

Children don’t heal in straight lines. They heal in circles—safety, practice, a hard day, 

repair, then another lap with a little more ease. In treatment we aim for felt safety, 

skills that work in real life, and relationships that can hold big feelings without 
breaking. The two most common clusters that show up in practice are interpersonal 
(trust, attachment, social skills) and behavioral (aggression, withdrawal, self-harm). 

They’re often braided together, so we treat them in tandem: co-regulation first, then 

skills, then meaning-making—always at a pace the child and caregiver can tolerate 

(Cohen, Mannarino, & Deblinger, 2017; NCTSN, 2024; Zeanah & Humphreys, 2024). 

 

Test Question
38. In treating intertwined interpersonal and behavioral issues, what comes first?�a) Co-regulation



6.2.1 Interpersonal Issues (trust, attachment, social skills) 

When a child has been hurt by the very people meant to protect them, closeness can 

feel like a trap. You’ll see it in a dozen little ways: the child who watches your hands 

more than your eyes, the teen who clings so tightly they cannot try, the “class clown” 

who keeps everyone laughing so no one gets near. None of this is badness. It’s 

adaptation—clever strategies that once kept a small person safe in a confusing world 

(Zeanah & Humphreys, 2024; Shonkoff, 2024). 

A gentle way to frame the work is safety → relationship → practice. First we help 

bodies calm enough to notice kindness. Then we let trust grow through predictable, 

responsive moments. Only then do we ask children to try new social moves—small, 

coached steps in real life (Cohen, Mannarino, & Deblinger, 2017; NCTSN, 2024). 

Begin by mapping how connection happens now. What does bedtime look like? 

Who comforts whom after a hard day? Where do delight moments show up—five 

seconds of pure glow when the caregiver sees the child? Are there repairs after conflict, 

or do people just separate and hope the feelings evaporate? Ask with humility and 

curiosity; respect language, rituals, and culture while holding a firm safety line (Fontes, 

2022; Levine & Campbell, 2022). 

Caregiver–child therapies help trust grow on purpose. 

• Child–Parent Psychotherapy and Attachment & Biobehavioral Catch-up 

coach caregivers to notice cues, name feelings, and respond quickly—especially 

for babies and toddlers whose nervous systems learn safety through faces, tone, 

and predictable touch (Zeanah & Humphreys, 2024). 

• PCIT brings an earpiece and a coach into playtime so caregivers can practice 

labeled praise, reflective statements, and calm limits in the moment; it’s both skill 

and bonding medicine (AAP, 2018). 

• TF-CBT (conjoint work) and ARC teach caregivers to validate trauma 

reminders, co-regulate big emotions, and scaffold daily routines before any deep 

storytelling begins (Cohen et al., 2017; NCTSN, 2024). 

Test Question
39. In the sequence for healing, what comes first?�Answer: Safety 



Make trust tangible. Create a short arrival ritual (“I’m glad you’re here. Same chair, 

same water bottle, same start.”). Offer voice and choice (“Do we start with drawing or 

breathing?”). Keep promises small and sacred—if you say you’ll call Tuesday, call 

Tuesday. Children learn to trust rhythms more than speeches (Zeanah & Humphreys, 

2024). 

Social skills grow best in gentle, coached reps. Instead of a lecture on friendship, 

script one line the child can try today: “Can I join for two turns on defense?” Practice it, 

then arrange a low-stakes chance to use it. Afterward, celebrate the effort (“You walked 

over and asked—that was brave”) and repair quickly if it goes sideways (“I got too loud; 

want to restart?”). In school, a predictable check-in adult, a lunch group, and a recess 

plan prevent sink-or-swim moments (Mennen & Trickett, 2021). 

Co-regulation is the bridge. Borrowed calm becomes learned calm. Try a simple 

routine at transitions—30–3–30: thirty seconds of genuine delight, three specific praises 

(“You stayed with it,” “You asked for help,” “You breathed”), and thirty seconds of quiet 

parallel play before shifting tasks. When tempers flare, model name–normalize–next: 
“Your body got fast. That happens after scary stuff. Let’s press feet to floor together, 

then try again” (NCTSN, 2024). 

Honor difference. Some children are neurodivergent; eye contact may be 

uncomfortable, group noise overwhelming. Build social goals that fit their brain and 

communication style (sign, AAC, scripts, visual supports). Safety and belonging are the 

targets; the path is individualized (NCTSN, 2024). 

How you’ll know it’s working: fewer test-the-relationship storms, faster repairs, more 

shared jokes, and small, successful social bids. Caregivers report more moments of “I 

enjoyed my child today,” and children tell you—often without words—“I can breathe 

here” (Zeanah & Humphreys, 2024). 

6.2.1 Interpersonal Issues (trust, attachment, social skills) 

When a child has been hurt by the very people meant to protect them, closeness can 

feel like a trap. You’ll see it in a dozen little ways: the child who watches your hands 

more than your eyes, the teen who clings so tightly they cannot try, the “class clown” 



who keeps everyone laughing so no one gets near. None of this is badness. It’s 

adaptation—clever strategies that once kept a small person safe in a confusing world 

(Zeanah & Humphreys, 2024; Shonkoff, 2024). 

A gentle way to frame the work is safety → relationship → practice. First we help 

bodies calm enough to notice kindness. Then we let trust grow through predictable, 

responsive moments. Only then do we ask children to try new social moves—small, 

coached steps in real life (Cohen, Mannarino, & Deblinger, 2017; NCTSN, 2024). 

Begin by mapping how connection happens now. What does bedtime look like? 

Who comforts whom after a hard day? Where do delight moments show up—five 

seconds of pure glow when the caregiver sees the child? Are there repairs after conflict, 

or do people just separate and hope the feelings evaporate? Ask with humility and 

curiosity; respect language, rituals, and culture while holding a firm safety line (Fontes, 

2022; Levine & Campbell, 2022). 

 



Caregiver–child therapies help trust grow on purpose. 

• Child–Parent Psychotherapy and Attachment & Biobehavioral Catch-up 

coach caregivers to notice cues, name feelings, and respond quickly—especially 

for babies and toddlers whose nervous systems learn safety through faces, tone, 

and predictable touch (Zeanah & Humphreys, 2024). 

• PCIT brings an earpiece and a coach into playtime so caregivers can practice 

labeled praise, reflective statements, and calm limits in the moment; it’s both skill 

and bonding medicine (AAP, 2018). 

• TF-CBT (conjoint work) and ARC teach caregivers to validate trauma 

reminders, co-regulate big emotions, and scaffold daily routines before any deep 

storytelling begins (Cohen et al., 2017; NCTSN, 2024). 

Make trust tangible. Create a short arrival ritual (“I’m glad you’re here. Same chair, 

same water bottle, same start.”). Offer voice and choice (“Do we start with drawing or 

breathing?”). Keep promises small and sacred—if you say you’ll call Tuesday, call 

Tuesday. Children learn to trust rhythms more than speeches (Zeanah & Humphreys, 

2024). 

Social skills grow best in gentle, coached reps. Instead of a lecture on friendship, 

script one line the child can try today: “Can I join for two turns on defense?” Practice it, 

then arrange a low-stakes chance to use it. Afterward, celebrate the effort (“You walked 

over and asked—that was brave”) and repair quickly if it goes sideways (“I got too loud; 

want to restart?”). In school, a predictable check-in adult, a lunch group, and a recess 

plan prevent sink-or-swim moments (Mennen & Trickett, 2021). 

Co-regulation is the bridge. Borrowed calm becomes learned calm. Try a simple 

routine at transitions—30–3–30: thirty seconds of genuine delight, three specific praises 

(“You stayed with it,” “You asked for help,” “You breathed”), and thirty seconds of quiet 

parallel play before shifting tasks. When tempers flare, model name–normalize–next: 
“Your body got fast. That happens after scary stuff. Let’s press feet to floor together, 

then try again” (NCTSN, 2024). 



Honor difference. Some children are neurodivergent; eye contact may be 

uncomfortable, group noise overwhelming. Build social goals that fit their brain and 

communication style (sign, AAC, scripts, visual supports). Safety and belonging are the 

targets; the path is individualized (NCTSN, 2024). 

How you’ll know it’s working: fewer test-the-relationship storms, faster repairs, more 

shared jokes, and small, successful social bids. Caregivers report more moments of “I 

enjoyed my child today,” and children tell you—often without words—“I can breathe 

here” (Zeanah & Humphreys, 2024). 

 

 

6.2.2 Behavioral Issues (aggression, withdrawal, self-harm) 

Behaviors are honest letters from the nervous system. Aggression often says, “I don’t 

feel safe and I’ll make it safe by pushing you away.” Withdrawal says, “If I go quiet and 

small, maybe nothing bad will happen.” Self-harm whispers, “This feeling is too big—I 

need something that works right now.” Our job is to read the letter, reduce danger, and 

teach safer skills that actually work (Cook et al., 2017; NCTSN, 2024). 

Start with safety, not speeches. Build a simple safety plan for home and school: who 

to call, where to go, what to do. Close the cabinet on means—lock meds and sharps, 

secure ligatures, supervise high-risk times like late evenings. Practice two or three 

body-first skills (paced breathing, cool water on wrists, grounding with five-things-you-

see) until they’re muscle memory (Cohen et al., 2017). 

When the problem is aggression 

Get curious about the function. Is the child escaping a demand, seeking attention, 

reacting to a trauma reminder, or protecting a sensitive body from overload? Keep a 

short ABC log (Antecedent–Behavior–Consequence) for a week to spot patterns. 

• Caregiver/teacher moves: 

o Pre-correct with clear, brief expectations and two choices. 



o Praise “almost skills” (the tiny pause before the throw). 

o Use boring, consistent limits instead of lectures; adult calm first, 

consequence second. 

o Practice adult exit ramps—if your voice climbs, step out, breathe, return 

neutral (PCIT/PMT principles) (AAP, 2018). 

• Child skills: 

o DBT-informed tools like STOP (Stop, Take a step back, Observe, 

Proceed mindfully) and TIP (temperature change, intense exercise, paced 

breathing). 

o Anger mapping (“Where do you feel it first?”) and safe outlets (wall push-

ups, isometric holds, ripping paper into a bin). 

o If intimidation lives in the family story, AF-CBT replaces coercion with 

problem-solving and repair scripts (Kolko & Swenson, 2013). 

When the problem is withdrawal 

Withdrawal keeps kids safe and stuck. Lower the demands and raise connection. 

• Behavioral activation: schedule a tiny pleasant and a tiny mastery activity 

daily (water the plant; finish one math problem). 

• Graded exposure for school return: hallway → homeroom → half day, each 

paired with a trusted adult and a simple success metric. 

• Use warm “foot-in-the-door” prompts: “Sit with us for two minutes; you can leave 

after the timer.” Often they stay (NCTSN, 2024). 

When the problem is self-harm 

Distinguish urges from intent; complete a developmentally attuned suicide risk 

assessment at baseline and any time the story shifts. 



• Plan for the wave, not the ideal day. Stock a distress-tolerance kit (ice, 

rubber bands, lotion with a strong scent, grounding cards), and rehearse a four-
step script: Notice → Name → Skill → Tell someone. 

• Family response matters. Coach caregivers to say, “Thank you for telling me. 

You don’t have to carry this alone. Let’s use the plan.” Panic or punishment 

drives secrecy; calm connection keeps kids alive (Cohen et al., 2017). 

• If trauma memories drive the urges, stabilize first; then layer TF-CBT carefully so 

exposure happens inside a nest of skills and support (Cohen et al., 2017; 

NCTSN, 2024). 

School is a treatment room, too 

Create a brief behavior support plan with 3–5 concrete strategies, one clear data point 

(e.g., aggression incidents per week), and a calm space pass that can be used without 

drama. Align with SEL lessons, and coordinate with the nurse or counselor for short 

regulation breaks. Share only what’s necessary to preserve the child’s privacy and 

dignity (Levine & Campbell, 2022). 

How you’ll know it’s working 

Sleep stretches longer. Meltdowns shrink in length and intensity. School arrivals get 

steadier. Self-harm urges still come, but the child uses skills first and tells an adult 

sooner. Caregivers can list three things they praised today. And most telling—the child 

begins to believe that big feelings can land in a safe relationship and no one breaks 

(Zeanah & Humphreys, 2024; NCTSN, 2024). 

Common detours and better roads 

• Jumping to trauma exposure before stabilization → Stabilize first; process 
later. 

• Labeling defiance rather than function → Treat the function; teach a 
replacement. 



• Ignoring caregiver distress → Treat caregiver depression/anxiety; children’s 
safety grows inside adult recovery (Shonkoff, 2024). 

A closing image. Think of these behaviors as storm systems. We can’t yell the weather 

into sunshine. We can batten down the hatches (safety), read the clouds (function), and 

teach the household how to ride it out together—until, slowly, the seasons change 

(Cook et al., 2017; NCTSN, 2024). 

 

Vignette 

“The Blue Hoodie” (interpersonal + behavioral healing in tandem) 

On the first day I meet Evan, age ten, he keeps his blue hoodie up even though the 

clinic is warm. He sits sidewise on the couch, one sneaker heel pressing into the 

cushion like a brake. His aunt—his new caregiver—perches at the edge of her chair, 

hands folded tight. School has called three times this month: shoving on the playground, 

throwing a pencil box, then scratching the inside of his forearm with an eraser until the 



skin turned raw. At home, he won’t come to the table. When his aunt tries to hug him, he 

turns his shoulder so the touch lands on fabric, not skin. 

I start the way I always do—with voice, choice, and limits. “I’m glad you’re both here. I 

keep things private, and if I’m worried about safety, I have to get help. Today, do you 

want to start with drawing or the squishy ball?” Evan shrugs toward the ball. We toss it 

across the room—easy lobs that don’t ask for eye contact. When he misses, he winces, 

then watches my hands, not my face. Trust is watching for danger; I don’t take it 

personally (Zeanah & Humphreys, 2024). 

We map what happens most days. Mornings are loud. Evan hides in his hoodie, refuses 

breakfast, then bolts at the first hallway bump. Recess is a minefield; he wants to play 

goalie but can’t say it cleanly, so he shoves first and apologizes never. After school, 

he burrows under his bed with a tablet, then erases at his forearm when the house goes 

quiet. The erasing isn’t a suicide plan; it’s a way to make a too-big feeling small and 

local. We set a safety plan anyway: Notice–Name–Skill–Tell Aunt Kim. We lock up 

razors and sharps, stock a distress kit (ice cubes, a rubber ball, peppermint lotion), 

and practice paced breathing until he can do it with his eyes closed (Cohen, 

Mannarino, & Deblinger, 2017; NCTSN, 2024). 

Because behavior is a letter from the nervous system, we read it out loud. Aggression 

is Evan’s “back off” stamp; withdrawal is his “don’t see me” signature. Both make 

sense. We don’t argue with the letter—we add a postscript: safer skills that work faster 

than shoving or scraping (Cook et al., 2017). 

With Aunt Kim, we build a 30–3–30 ritual at transition points—thirty seconds of genuine 

delight (“You’re here”), three labeled praises (“You zipped your hoodie and came out,” 

“You looked at me once,” “You put your backpack on the hook”), and thirty seconds of 

quiet parallel play before any request. She practices a repair script for when her own 

voice climbs: “I got loud. You didn’t deserve that. I’m here. Let’s reset.” Borrowed calm is 

learned calm (NCTSN, 2024). 

At school, the counselor, Ms. Patel, becomes Evan’s predictable adult. They meet for 

a two-minute pre-recess check-in. We script exactly one social line Evan can try: “Can I 



play goalie for two turns, then I’ll switch?” We rehearse it with a mini goal taped to my 

wall. After each attempt, Ms. Patel praises effort, not outcome: “You walked up and 

used your line. Brave.” If it goes sideways, she models repair: “I got too loud—want to 

restart?” (Mennen & Trickett, 2021). 

Evan and I draw a body map. “Where does mad start?” I ask. He taps his jaw. “Where 

does scared start?” He points to stomach. We build a STOP skill card (Stop, Take a 

step back, Observe, Proceed mindfully) and a TIP list (cool water on wrists, wall push-

ups, paced breathing) he can carry in his hoodie pocket. We practice wall push-ups 

until he grins at the burn in his triceps; that sensation becomes his new “small and 
local” (DBT-informed) (NCTSN, 2024). 

In conjoint work, I coach Aunt Kim to name–normalize–next: “Your body got fast. 

Bodies do that after scary stuff. Let’s press our feet to the floor together and try again.” 

She learns to follow his lead for ten minutes of play, narrating feelings and effort: “You 

kept trying even when it was tricky.” These are PCIT-style moves tailored to his age—

live coaching of praise, reflection, and calm limits that turn connection into a daily 

practice (AAP, 2018). 

Only when Evan can find the brakes do we touch the old stories. In TF-CBT, we build 

coping first—sleep routine, breathing, safe adults to tell—then start a trauma narrative 

at his pace, using comics and short captions. He draws a panel titled “The Door,” where 

voices were loud and he hid behind coats. Another called “The Bus,” where a bigger kid 

sat too close and he froze. With each page he reads aloud to Aunt Kim, she practices 

the only three responses she needs: believe, thank, protect—“I believe you. Thank 

you for telling me. I’m here and we’ll keep you safe.” Evan watches her face every time; 

steadiness is the medicine (Cohen, Mannarino, & Deblinger, 2017). 

We also treat the environment. Ms. Patel creates a behavior support plan with one 

data point (aggression incidents per week) and three strategies: pre-correction (“What’s 

your goalie line?”), a calm corner pass he can use without spectacle, and micro-
participation steps if he starts to shut down (hallway → sideline → one drill). The nurse 

tracks sleep and stomachaches; Aunt Kim texts “RED” when her own stress is 



peaking so she can step away before she escalates. We are teaching the whole system 

to exhale (Levine & Campbell, 2022; NCTSN, 2024). 

Change is slow, then suddenly visible. In week five, Evan almost shoves a classmate 

who cuts in line. His jaw tightens—then he plants both feet, presses his palms to the 

wall, counts ten, and uses his line: “Two turns then switch?” The paraeducator catches 

the almost and praises it: “You stopped your body. That’s strength.” At home, Aunt Kim 

tries to hug him at bedtime. He flinches, then says, “Hood down. Side hug.” It’s a 

boundary and an invitation. She honors both. 

There are slips. A rainy Tuesday brings a hallway bump, a red face, a thrown pencil box. 

We repair without drama, update the ABC log, and find the new trigger (noise + wet 

clothes). Ms. Patel adds dry socks to her drawer; Aunt Kim moves the shoe rack to the 

heater. Small, concrete moves beat big speeches (Shonkoff, 2024). 

By spring, the numbers shift. Aggression incidents drop from five a week to one brief 

flare. Self-harm urges still spike on Sunday nights, but Evan uses ice and breathing 

first and tells someone within ten minutes. He makes a friend on the playground who 

likes defense, too. In session twelve, he pulls off the blue hoodie without prompting and 

leaves it on the chair. “Forgot,” he says, surprised at himself. When I ask what’s 

different, he shrugs the good kind of shrug: “I know what to do now. And Aunt Kim 

keeps.” 

What moved the dial wasn’t a single insight; it was felt safety, reliable adults, tiny 
social wins, and skills that worked in the wild—braided together until his nervous 

system trusted the world enough to try again (Cohen, Mannarino, & Deblinger, 2017; 

NCTSN, 2024; Zeanah & Humphreys, 2024). 

 

6.3 Trauma-Informed Care Approaches — Brief Narrative 

Trauma-informed care begins before the first question. It’s in the way the front desk 

greets a family, the chairs that don’t scrape, the clear sign that says what will happen 

today. We assume hard things may have happened, so we arrange every step to lower 



alarm and raise choice: “Here’s what we’ll do, here are your options, and you can pause 

anytime.” The stance is simple and steady—safety, trust, choice, collaboration, 
empowerment—practiced with cultural humility so families feel seen rather than sized 

up (SAMHSA, 2014; Fontes, 2022). 

In the room, we go body before biography. Breath work, grounding, and predictable 

routines come first so the nervous system can settle; only then do we touch the story, 

and only at a pace the child and caregiver can tolerate (Cohen, Mannarino, & Deblinger, 

2017; NCTSN, 2024). We keep limits transparent—what’s private, what must be shared 

for safety—and we honor voice with small but real choices: where to sit, which skill to 

try, whether to draw or speak. For little ones and stressed families, the caregiver is the 

main medicine, so we coach co-regulation, warm praise, and calm limits that a child can 

actually feel between sessions (Zeanah & Humphreys, 2024; AAP, 2018). 

Methods are matched, not mixed at random. TF-CBT or EMDR (child-adapted) for 

trauma memories; ARC to scaffold regulation and caregiving; DBT-informed tools when 

self-harm or big anger dominates; school supports for graded return and peer practice 

(Cohen et al., 2017; NCTSN, 2024). Access is clinical: we provide interpreters, keep 

AAC in play, adjust lights/sound for sensory needs, and help with transportation or food 

because survival problems are treatment problems (Shonkoff, 2024; Fontes, 2022). 

Finally, the system around the child moves as one: a brief, plain-English plan shared by 

clinic, school, and CPS; minimal retelling; CAC referrals when investigations are 

needed; and a few metrics everyone can see—sleep hours, attendance, crisis calls—

reviewed together (NCA, 2024; USDHHS, 2024; Levine & Campbell, 2022). The 

promise of trauma-informed care is modest and powerful: go slow to go fast. When 

safety is predictable and respect is real, skills stick—and children begin to risk hope. 

 

 

Chapter 7: Intervention and Healing 

7.1 Individual and Family Therapy Approaches  



On the first day of treatment, before a single worksheet or skill is introduced, the room 

itself gives the first intervention: the chairs are where they were promised to be, the 

lights are soft, the plan for the hour is spoken aloud, and a young person hears a 

sentence that sets the tone—You don’t have to do this alone. From that beginning, 

healing moves in phases that overlap like tides: first we steady daily life so bodies can 

calm; next we touch the hard stories with skills on board; finally we help the child and 

family grow a sturdier story about who 

they are and where they’re headed 

(Cohen, Mannarino, & Deblinger, 2017; 

NCTSN, 2024). 

Good therapy with abused or neglected 
children is less about clever 
techniques and more about keeping a 
set of gentle promises. Safety comes 

first, and dignity is never optional. We 

name boundaries clearly—no-contact 

when it’s needed, suicide-risk plans when 

urges rise, predictable routines so 

mornings and bedtimes stop being cliff 

edges. We make the caregiver a partner, 

not a visitor, because a protective, 

emotionally available adult is the main 

medicine; the therapist’s hour matters, but 

the countless micro-moments at home and school are where the brain rewires (Zeanah 

& Humphreys, 2024; Levine & Campbell, 2022). We go “body before biography,” 

teaching breath, grounding, and sleep routines so the nervous system can tolerate the 

memories when we get to them (Cohen et al., 2017). And we practice cultural humility 

like a muscle—honoring language and ritual, keeping AAC devices in play for 

nonspeaking communicators, adapting lights and sound for sensory needs, and solving 

for transportation or childcare because access barriers are clinical problems, not side 

notes (Fontes, 2022; Shonkoff, 2024). 

Test Question
40. What is good therapy mostly about?�Answer:  Keeping gentle promises



Assessment, in this posture, is collaborative rather than extractive. Together we map the 

pattern around the child: Who shows up when things get scary? What does a hard 

morning look like from wake-up to homeroom? Where are the strengths—grandmothers 

who sing, a coach who believes, a comic-book obsession that quiets the mind? We set 

phased goals in plain language: sleep through the night three times a week; two safe 

social bids at recess; fewer meltdowns and quicker returns to calm; a caregiver who can 

name a feeling and praise an effort every day. We choose two or three metrics the child 

can feel—not just symptom scores but lived changes: fewer stomachaches, more on-

time arrivals, more evenings that end without shouting (NCTSN, 2024). 

When it is time to choose an approach, we match the method to the moment. Trauma-
Focused Cognitive Behavioral Therapy is the workhorse for many children: it braids 

coping skills, gradual exposure through a trauma narrative, and conjoint caregiver 

sessions so the adult learns to validate, coach, and protect while the child regains voice 

(Cohen et al., 2017). For some, EMDR—adapted for children and set inside a stabilized 

routine—helps reprocess stuck memories while keeping one foot firmly in the present 

(NCTSN, 2024). Children with complex trauma often benefit from ARC (Attachment, 
Regulation, Competency), which slows everything down: regulate first, repair 

caregiving ruptures, practice daily competencies, and only then, carefully, touch the 

story (NCTSN, 2024). When distress spills into self-harm or explosive anger, DBT-
informed skills give families a shared language for crisis moments—temperature 

change, paced breathing, “STOP” when the body is already running (NCTSN, 2024). 

Play, art, and story tools are not decorations; they are developmentally right vehicles for 

meaning, especially when woven into evidence-based frameworks. 

Family work happens alongside, not after. With infants and toddlers, Child–Parent 
Psychotherapy and Attachment & Biobehavioral Catch-up help caregivers notice 

cues, answer quickly, and reintroduce delight where fear has camped too long (Zeanah 

& Humphreys, 2024). With preschoolers and school-age children, Parent–Child 
Interaction Therapy brings an earpiece and real-time coaching into the playroom so 

labeled praise, reflective listening, and calm limits become muscle memory, not theory 

(AAP, 2018). In families where coercion and physical force have taken root, 



Alternatives for Families–CBT replaces intimidation with problem-solving, teaches 

adults to track anger arousal before it spikes, and builds repair routines that restore 

dignity without minimizing harm (Kolko & Swenson, 2013). When neglect is the primary 

pattern, SafeCare-style home visiting translates love into daily behaviors: working 

morning and evening checklists, medical adherence you can measure, supervision 

plans you can see, all scaffolded with the concrete supports that make success 

possible—rides, reminders, respite (Chaffin et al., 2012; USDHHS, 2024). If substance 

use or intimate partner violence sits at the center of the storm, treatment is integrated: 

SUD care paired with parenting supports; safety planning with DV advocates; no 

conjoint sessions that risk retaliation; and a wide lens that treats survival needs as part 

of the clinical plan (SAMHSA/HHS, 2024; Levine & Campbell, 2022). 

Medication, when used, is introduced soberly and specifically—for co-occurring 

depression, significant anxiety, or ADHD that continues to impair functioning despite 

psychotherapy—and always alongside caregiver coaching and close safety monitoring. 

Pills do not build trust; they sometimes lower the volume so the work can proceed 

(AACAP, 2023). 

In session, the sound of good treatment is plain and kind. To the child: “Your heart is fast 

because it learned to protect you. Let’s help it find the brakes.” To the caregiver: “Catch 

the almost—‘you clenched and paused’—and praise it. That’s how the pause wires in.” 

To both: “If urges get big, we use the plan—notice, name, skill, tell. No one carries it 

alone.” And when the story begins to surface, we keep the triangle steady: the child 

speaks in small, tolerable bites; the caregiver answers with the three essentials—I 

believe you. Thank you for telling me. I’m here and we’ll keep you safe.—and the 

therapist holds the pace, neither rushing nor hovering (Cohen et al., 2017). 

There are familiar ways to get lost and equally familiar ways to find the path again. 

Starting exposure too early predictably backfires; when arousal spikes and sleep 

shatters, we return to stabilization—breathing, routines, predictability—and try again 

later. Treating the child without the caregiver leaves medicine on the table; we invite the 

adult in and coach the moments that matter most at home. Ignoring survival needs 

sabotages insight; we solve the bus pass, the pantry, and the childcare slot so 



attendance is possible and evenings can be calmer. Fragmented systems make 

children retell painful stories; we convene short huddles and share a one-page plan so 

school, clinic, and CPS row in the same direction (NCTSN, 2024; USDHHS, 2024). 

Progress, when it comes, shows up first in the ordinary: more nights of sleep, fewer 

explosions and quicker repairs, two successful social bids at recess, a caregiver who 

can list three specific praises from today. The child’s body believes before their words 

do; you can see it in shoulders that drop and eyes that risk contact for a heartbeat 

longer. Over time, the narrative itself tilts—from what happened to me toward what I can 

do now and who we are becoming. That is the quiet goal of this chapter of work: safety 

you can feel, skills you can use in the wild, and a family story strong enough to carry the 

next hard day (Cohen et al., 2017; NCTSN, 2024; Zeanah & Humphreys, 2024). 

 

 

7.2 Group Interventions for Survivors  

A good trauma group feels like walking into a room where the air is set to “you’re not the 

only one.” Chairs in a circle, a predictable opening ritual—name, feeling word, one 

strength—and ground rules that are both kind and firm: one voice at a time, share at 

your own pace, support over advice, and a reminder about confidentiality and its legal 

limits (Levine & Campbell, 2022). From there, the work is simple on purpose: teach a 
skill, practice it, notice what changed, and close with grounding so no one leaves 

revved up. 

Who sits in the circle matters. We screen first for safety and readiness, matching by 

age/development, and consider identity needs (e.g., boys’ groups, LGBTQ+-affirming 

groups, language access with professional interpreters, AAC welcome) so participation 

itself is regulating (Fontes, 2022; NCTSN, 2024). Some youth start in caregiver-only 

sessions until home is steady; then they join peers. Siblings may meet together briefly, 

then split—loyalty conflicts ease when each has a space of their own (Zeanah & 

Humphreys, 2024). 



What groups actually do. Most survivor groups braid three threads: 

1. Psychoeducation: “Your body’s alarm got loud to keep you safe; that’s not your 

fault.” 

2. Skills: breathing, grounding, emotion naming, safe boundaries, and help-

seeking—often drawing from TF-CBT or DBT skills in kid-friendly form (Cohen, 

Mannarino, & Deblinger, 2017; NCTSN, 2024). 

3. Connection practice: tiny social reps—giving/receiving support, saying “pass,” 

repairing after a misstep. 

Facilitators keep disclosure titratable—no graphic details, no pressure to tell a full 

story—so the group remains a skills-and-connection space, not an exposure session 

(Cohen et al., 2017). Each meeting ends with a closing ritual (box breathing, feet-to-

floor, one thing you’ll try this week) so children return to class or home settled. 

Caregiver circles run in parallel: how to respond to trauma reminders, practice the 

“believe–thank–protect” script, nonviolent discipline, and routines that make safety felt 

(Zeanah & Humphreys, 2024). Many programs pair youth and caregiver groups, then 

bring them together for a brief coached activity at the end—skills “cross the hallway” 

that way (NCTSN, 2024). 

Schools and communities use short-cycle groups—6–10 weeks in lunch bunches or 

after school—tracking simple metrics: attendance, crisis calls, nurse visits, skill use in 

class. Online or hybrid groups expand access; the same rules apply, with extra attention 

to private spaces, camera choices, and chat norms (NCTSN, 2024). 

Safety and care for the helpers sit underneath everything: clear reporting protocols if 

someone discloses danger, a plan for acute distress in-session, and brief facilitator 

debriefs to reduce secondary traumatic stress (Miller & Stinchcomb, 2024). 

Bottom line: In a well-run group, the medicine is shared—skills that work, peers who 

nod instead of flinching, and adults who keep the rhythm steady week after week. 

Children leave with something they can feel: “I can calm my body, ask for help, and try 

again—together” (Cohen et al., 2017; NCTSN, 2024; USDHHS, 2024). 



Vignette: “Tuesdays in Room 204” 

Every Tuesday at 3:30, the second-floor counseling room at Mapleview Community 

School did a small magic trick: traffic noise softened, chairs pulled into a circle, and the 

clock took a gentler breath. A little sign taped to the door read, You are welcome here. 

You can pass anytime. Ms. Ellis, the school social worker, turned the lamp on (not the 

buzzing fluorescents) and laid a basket in the middle of the circle—stress balls, smooth 

stones, peppermint lotion, a few blank notecards. 

The group had six middle-schoolers. Jaden, who loved soccer and had a hair-trigger 

fuse. Maya, a quiet singer who tucked her braids into a hoodie when the hallways were 

loud. Rosa, who rolled a lavender rubber band up and down her wrist and texted her 

grandma goodnight at the exact same time every evening. Amir, who stuttered when he 

was nervous and carried a tiny notebook with LEGO drawings. Lily, who preferred the 

corner chair until she didn’t. And Gio, who arrived late the first two weeks, hovered near 

the door, then sat when Ms. Ellis promised she’d keep his seat empty until he got there. 

They started every session the same way: names, a feeling word, and one strength—

something small but true from the last week. Ms. Ellis went first to make the path. “I’m 

Ellis, I’m… steady-ish today, and my strength is I took a real lunch break.” The kids 

smiled at that. “I’m Jaden, I’m amped, and I did not get thrown out of PE.” “I’m Maya, I’m 

floaty, and I wrote a verse.” “I’m Rosa, I’m nervous, and I asked my teacher for help.” 

“Pass,” Lily whispered, eyes on her sleeves. “You can pass,” Ms. Ellis nodded. “We’ll 

come back if you want.” 

Then came the circle’s ground rules, spoken every time, not because the kids forgot 

but because repetition made safety feel real: one voice at a time, we don’t pressure 

anyone to tell details, we support rather than give advice, and Ms. Ellis would keep 

things private except if she worried someone wasn’t safe—then she would get more 

help. The words were the same each week. Predictability was part of the medicine. 

The first month was skills-forward. No one was asked to tell their story. Instead, Ms. 

Ellis taught box breathing with a neon index card—inhale 4, hold 4, exhale 4, hold 4—

and they traced it with their fingers on the card’s edges. They practiced grounding by 



naming five things they could see in the room, three things they could feel (chair, shoes, 

cool stone), and one thing they could smell (peppermint, always a hit). They tried the 

“helping words” that might come in handy: No thanks, Please move, I need space, I 

need the nurse, I need an adult, pass. Ms. Ellis let the kids test-drive phrases in low-

stakes practice, like actors who were also authors. 

On the third Tuesday, a fire drill blared during the last ten minutes of school. The group 

had ended, kids scattered, and Ms. Ellis watched through the window as lines formed in 

the hallway. She saw Maya’s shoulders rise like drawn-string blinds and her feet stick. 

For a heartbeat Ms. Ellis wanted to run to her, but Maya reached into her pocket, pulled 

out the neon card, and pressed it flat against the cinderblock wall. Inhale 4. Hold 4. 
Exhale 4. Hold 4. Ms. Ellis could see her lips counting. Jaden, two spots back, noticed, 

too. He glanced at Maya, then, without fanfare, started breathing in the same rhythm. 

Their teacher, who had sat in on the first session to understand the routine, matched 

them quietly. The line moved. Maya moved with it. 

The group got braver in tiny increments. The second month they added “healthy 
boundaries”—how to say no to friends without losing them, how to set limits online, 

what to do when a text felt icky. Rosa suggested a script she’d practiced in the mirror: “I 

like you, but that question is not for me.” The others laughed, then practiced it with 

exaggerated politeness, because humor is its own kind of armor. Amir used his 

notebook to draw traffic lights for conversations: Green (safe), Yellow (check in), Red 

(get an adult). He kept the pages open during the role-plays; it helped when his words 

snagged. Lily watched quietly, rolling a worry stone between her fingers. She still 

preferred the corner chair. No one made that wrong. 

One Tuesday, Gio came in on time and sat without hovering. He raised his hand—

unnecessary in group, but endearing—and asked, “Can we do the pebble thing again?” 

The pebble thing was a closing ritual Ms. Ellis had borrowed from a mentor: each 

person chose a smooth stone, named one skill they’d carry into the week, and placed 

the stone back in the basket while their feet pressed to the floor. “Pebbles don’t fix 

everything,” Ms. Ellis would say. “They just remind us we’re practicing.” That day, Gio 

pressed the pebble hard. “I’m taking ‘Please move’ because the bus is crowded,” he 



said, cheeks pink. No one teased. “I’m taking ‘I need space,’” Lily whispered from the 

corner, “and I want to try it once before next week.” Ms. Ellis didn’t cheer; she nodded 

like a simple fact had been spoken. “We’ll make a plan,” she said. 

Some nights there were near-disclosures—the kind that hover at the edge of a child’s 

teeth. The group had a way for that. If someone started to tumble into details that would 

be better held one-on-one, Ms. Ellis would gently raise her palm, the agreed-upon sign 

for pause, and say, “I hear this is important. Let’s keep our group as a skills-and-

connection space so no one gets overwhelmed. If you want, we can step aside for a 

minute now or stay after.” The kids didn’t seem to resent the cue; secretly, it made them 

feel protected. No one had to hold anyone else’s story alone. 

Meanwhile, across the hall, there was a caregiver circle during the same hour—a 

place to practice responses that didn’t make pain bigger. The group learned the three-

line backbone that would carry them through disclosures and bad days—believe, 
thank, protect: “I believe you. Thank you for telling me. I’m here and we’ll keep you 

safe.” They worked on nonviolent discipline scripts and how to praise the “almost skill”—

the pause before a shout, the step back before a shove. At the end of a handful of 

sessions, kids and caregivers met together for five minutes in a “cross-the-hall skill 
share.” One Tuesday Rosa showed her grandma how to do box breathing; her 

grandma pretended to be a terrible student and they both laughed until they cried. 

By the third month, the metrics no one bragged about but everyone felt started to 

shift. Nurse visits for stomachaches were down. Teachers reported two fewer hallway 

scuffles and more on-time returns from the calm corner. Ms. Ellis watched the data, but 

her favorite measures were smaller: the way Maya’s hoodie stayed down in the first five 

minutes, the way Jaden started catching himself before his words got sharp, Lily’s hand 

inching the chair a little closer to the circle each week. Amir began offering one 

sentence per meeting without rehearsing it under his breath first. Gio stopped hovering 

near the door. 

There were hard days, too. A substitute teacher yelled at the class, and Jaden stormed 

in the following Tuesday prickly as a hedgehog. “This stuff doesn’t work,” he said, arms 

crossed. Ms. Ellis didn’t debate. “We can make space for mad,” she said. The group 



practiced “name–normalize–next” with him: “Your body got loud. That happens after 

scary stuff. Want to stomp ten times together before we talk?” They stomped, a little 

ridiculous, and Jaden cracked a smile despite himself. No one demanded a moral. The 

skill was the point. 

On the first rainy day of spring, the power flickered, and group met on video from the 

kids’ homes. Ms. Ellis started with a privacy check—“Are you in a spot where you can’t 

be overheard? Camera on or off is okay; chat is okay if voice is hard today”—and the 

circle turned into boxes. “I’m Maya,” a voice said in the dark, “I’m tired, and my strength 

is I wrote a melody.” Roses on a table. A cat tail. Gio in a kitchen. Lily’s ceiling fan 

spinning quietly. They did grounding by sight—find three blue things in your space—and 

everyone held up something, even Lily, who turned her camera on for the first time to 

show a blue notebook. It felt like a small parade. 

In late May, the group made a tiny zine together: Things We Can Do When Our Bodies 

Get Loud. Each kid contributed one page. Maya’s was a musical staff with a breathing 

count tucked into the bars. Jaden drew his own hands pressing a wall: “Push the wall, 

not a person.” Rosa wrote, “Say ‘pass’ is also brave.” Amir’s traffic lights popped in 

marker. Gio contributed a bus aisle with speech bubbles that read, “Please move,” and 

“Thanks.” Lily’s page had a drawing of two chairs—one a little closer to the other than 

before—and the caption, “You can move your chair when you are ready.” Ms. Ellis 

photocopied the zine and gave everyone two copies: one to keep, one to give to a 

younger student who might need it someday. 

On the last Tuesday, they kept the ritual. Names. Feeling word. One strength. Ms. Ellis 

passed the basket of pebbles around the circle. “I’m taking ‘feet on the floor’ for 

graduation practice,” Maya said, grinning shyly. “I’m taking the wall push-ups for soccer 

tryouts,” Jaden added. Rosa chose “I can ask for help,” Amir chose “draw it first,” Gio 

kept “Please move,” and Lily—who had moved her chair almost all the way into the 

circle—picked up a small, flat stone, thumb rubbing its center. “I’m taking ‘pass’ and ‘try 

again,’” she said. “I’m keeping both.” 

They pressed their feet to the floor together, a little choir of sneakers, boots, and 

sandals. The rain outside had eased to a hush. The magic of Room 204, it turned out, 



wasn’t really magic at all. It was a handful of steady ingredients repeated every week: 

predictable openings, skills that work in the wild, permission to go slow, a place 
to pass without punishment, and peers who nodded instead of flinched. The kids 

learned to breathe, to set boundaries, to ask, to “pass,” to try again. And when they left 

the room—back into buses, hallways, kitchens, and fire drills—they carried something 

that didn’t fit into the basket: the felt sense that they were not alone, and that their 

bodies had more than one way to be safe (Cohen, Mannarino, & Deblinger, 2017; 

NCTSN, 2024; Miller & Stinchcomb, 2024). 

 

Conclusion-- From Concern to Courageous Care 

If there is a single thread running through this course, it is this: children heal when 
adults move with clarity, steadiness, and warmth. You have traveled from the 

language of injuries and disclosures to the laws that ask you to act, from cultural nuance 

to institutional risk, from the rawness of complex trauma to the ordinary rituals that knit 

safety back together. The tools are practical; the stance is humane. And the promise is 

modest but powerful: when we see clearly and show up predictably, children do not 

have to carry what happened to them alone (USDHHS, 2024; NCTSN, 2024). 

Seeing clearly. You learned to distinguish difference from danger; to recognize patterns 

in bruises, words, and behaviors; to name grooming before it hardens into abuse; to 

notice when disability-related needs are being used as cover for harm; and to read the 

“letters” of aggression, withdrawal, and self-harm as messages from a nervous system 

doing its best to survive (AAP, 2018; Levine & Campbell, 2022; Shonkoff, 2024). You 

practiced language that keeps dignity intact—objective descriptions, the child’s words in 

quotes, and short scripts that make hard conversations bearable. Good notes are quiet 

advocacy: they reduce re-telling, speed safety, and protect the child’s story from 

distortion (NCA, 2024). 

Acting lawfully and ethically. You anchored to the low legal threshold of reasonable 
suspicion and the high ethical bar of beneficence, fidelity, and justice. You learned 

that privacy laws (HIPAA/FERPA/42 CFR Part 2) permit mandated reports, and that 



ethical practice is how we meet the law—minimal necessary disclosures, calm 

explanations, and documentation that travels (APA, 2017; U.S. Department of 

Education, 2023; SAMHSA/HHS, 2024). You also updated your clock: some timelines 

are tightening, including Texas’s 24-hour reporting requirement for professionals 

(Texas Family Code, 2025; BHEC, 2025). When in doubt, you choose the shortest 

plausible time frame and let the multidisciplinary team do the investigating (Levine & 

Campbell, 2022). 

Holding equity and culture with both hands. You met families in their languages and 

meanings, used interpreters instead of children, and kept AAC devices in play. You 

noticed where bias can creep in—over-surveillance of some families, under-scrutiny of 

others—and used structured tools and second readers to keep decisions anchored in 

pattern and impact, not impression (Fontes, 2022; AMA Journal of Ethics, 2023). You 

learned to honor faith and tradition and set non-negotiable safety lines. 

Building organizations that practice safety, not just promise it. You moved beyond 

binders to daily safeguards: two-adult visibility, open doors, safe communication rules, 

travel protocols, and posted reporting pathways. When concerns arose in schools, 

teams, camps, and faith communities, you ran two tracks at once—the legal report 

and internal steps that protect other children—while partnering with Children’s Advocacy 

Centers so kids tell their story once to a trained interviewer (NCA, 2024). 

Treating what drives the danger. You learned that caregiver change is part of child 

treatment: treating depression, substance use, and intimate partner violence; converting 

love into routines you can measure; replacing coercion with calm structure; and praising 

“almost skills” so the pause wires in (Kolko & Swenson, 2013; Chaffin et al., 2012; 

Zeanah & Humphreys, 2024). With children, you led with stabilization—sleep, breath, 

grounding—then matched methods to need: TF-CBT or EMDR for trauma memories, 

ARC for complex trauma, DBT-informed skills for self-harm or explosive anger, 

CPP/ABC/PCIT for attachment repair and co-regulation (Cohen, Mannarino, & 

Deblinger, 2017; NCTSN, 2024). Group work turned isolation into “you’re not the only 

one,” and schools became treatment rooms too—brief plans, clear strategies, calm 

spaces, and metrics everyone can see (USDHHS, 2024). 



Caring for the helpers. You named moral distress and secondary trauma as 

predictable occupational exposures and built habits of supervision, peer debriefs, and 

sustainable workloads—because steady adults are the vehicle of every intervention 

described here (Miller & Stinchcomb, 2024). 

As you step from training into practice, consider carrying forward these five durable 
commitments: 

1. Say the limit early, and keep your word. “I keep things private. If I’m worried 

about safety, I have to get help.” The sentence preserves dignity and speeds 

protection (APA, 2017). 

2. Report on reasonable suspicion, document with compassion. Objective 

facts, verbatim words, what you disclosed and why; request CAC coordination 

(Levine & Campbell, 2022; NCA, 2024). 

3. Reduce re-telling. Your careful notes and warm handoffs are bridges, not 

burdens (NCA, 2024). 

4. Treat survival needs as clinical needs. Transportation, food, language access, 

sensory accommodations—these make treatment possible and safer (Shonkoff, 

2024; Fontes, 2022). 

5. Measure what children can feel. More sleep, fewer explosions and faster 

repairs, safer social bids, steadier school days; celebrate small wins and make 

them routine (Zeanah & Humphreys, 2024; NCTSN, 2024). 

The work ahead is demanding and deeply hopeful. Children do not need perfect 

systems to heal; they need adults who are predictable, kind, and brave—adults who 

call when unsure, write notes that travel, invite caregivers to practice love differently, 

and believe that every small ritual of safety is part of the medicine. If you remember 

nothing else, remember this: you are allowed to act before you are certain, to speak 

clearly without shaming, to protect without spectacle, and to keep showing up when 

the path loops back on itself. That is how concern becomes courageous care—and how 



children find room, at last, to grow (Cohen et al., 2017; Levine & Campbell, 2022; 

USDHHS, 2024; NCTSN, 2024). 

 

 

You have reached the end of the course! 

 

 

 

 

 

 

 

 

 

 


