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abstract
Aim - This study described cases of child abuse and neglect (CAN) that were reported 
to the multi-agency CAN team at the Emma Children’s Hospital in Amsterdam and the 
resulting interventions.

Methods - We carried out a retrospective review of all cases that were reported to the CAN 
team from 1 January 2010 to 31 December 2012.

Results - There were 27 prenatal cases, 92 referrals based on parental characteristics and 
523 children. Overall, 1.2% of the children visiting the emergency department of our 
hospital, attending the outpatients department or being admitted were reported to the 
team. More than half of the referrals (55.1%) were confirmed as CAN. The most common 
diagnoses were as follows: witnessing intimate partner violence, physical neglect and 
emotional abuse. If CAN was confirmed an intervention was offered in 98.3% of cases. If 
a CAN diagnosis was undetermined or rejected, the figures were still 83.5% and 64.2%, 
respectively. 

Conclusion - Our results showed that CAN affected more than one in every 100 children 
visiting our hospital and the expertise of our hospital-based CAN Team led to an 
intervention in the majority of the reported cases. The broad scope of problems that were 
encountered underlined the importance of a multidisciplinary CAN team. 

Key words
Child abuse and neglect; Child sexual abuse; Emotional abuse; Hospital-based team, 
Intimate partner violence

Keynotes
• This study described cases of child abuse and neglect (CAN) that were reported to the 

multi-agency CAN team at an Amsterdam-based children’s hospital
• Over a three-year period, 1.2% of the children visiting or admitted to the hospital 

were referred to the team and CAN was confirmed in 55% of cases
• Interventions were offered in 98.3% of confirmed cases, 83.5% of undetermined 

cases and 64.2% of unconfirmed cases

abbreviations
CAN  Child abuse and neglect
ED  Emergency department
IPV  Intimate partner violence 
TASK   Transmuraal Academisch Samenwerkingsverband Kindermishandeling  
  (Multi-agency Academic Team for  CAN)
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introduction
Child abuse and neglect (CAN) is a major social and medical problem that affects many 
children worldwide.1-4 Since Kempe’s pioneering publication in 1971, it has been clear 
that hospitals can play an important role in the approach to CAN.5 Any hospital contact, 
outpatient visit or hospital admission, provides an opportunity for CAN victims to be 
recognized, but unfortunately, there is evidence that CAN is underdetected by hospital 
staff.6-10 Most studies on how hospital staff detect CAN have been carried out in emergency 
departments (ED) and little has been published on the different subtypes of maltreatment 
that are detected by hospital-based CAN teams.11-17 The reported suspicion rates in the 
ED studies varied between 1.3-2.6% 18-24, but Kempe reported a higher suspicion rate 
of 10-15% in injured children.25 The reported confirmation rate in ED studies has varied 
between 0.1-2.6% 20,26-28, depending on the child’s age and reason for attendance. To our 
knowledge, only one study, which described the work of a hospital-based, CAN team in 
Salzburg, reported a suspicion rate of 0.7% and confirmation rate of 0.4% for a clinical 
sample of pediatric inpatients and pediatric surgery departments.12 Hospital-based 
multidisciplinary and, or, multiagency CAN teams consisting of different experts have 
been created worldwide to strengthen decision-making in suspected CAN cases.11-15,29-31 
These have been shown to improve the detection of CAN in the ED16,32, to improve the 
follow up of recommendations for interventions 15, to improve diagnostics in suspected 
CAN and to prevent unnecessary child abuse reports and out-of-home placements.29 
In 2004, the Transmuraal Academisch Samenwerkingsverband Kindermishandeling 
(TASK) Amsterdam team, which translates as the multiagency academic team for CAN 
(TASK), was established at the Emma Children’s Hospital at the Academic Medical Center 
Amsterdam.30 The team was set up to improve the detection of potential CAN, to support 
decisions related to CAN, to provide education for the broader public within and outside 
the hospital and to perform research into evidence-based medicine regarding CAN. It 
brought together a broad range of experts from inside and outside the hospital (Table 1).

To understand the types of interventions described in this paper, it is important to have 
some basic knowledge of how child protection services in the Netherlands operate. 
The services are divided in two separate organizations: the child abuse counselling 
and reporting center Veilig Thuis, which translates as safe home, and the Raad voor de 
Kinderbescherming, which translates as the child abuse care and protection board and 
forms parts of the Ministry of Security and Justice. It is not mandatory to report a case to 
child protection services even if CAN is confirmed or future episodes of CAN are likely. If the 
parents cooperate, a voluntary referral to social services, monitored by the pediatrician, 
is possible33. Since 2013, healthcare workers have to consider CAN when confronted with 
worrisome parental behavior, such as victims of intimate partner violence (IPV), adults 
with substance abuse or adults with severe psychiatric illnesses.34,35 In all of these cases, 
it is mandatory to discuss the case anonymously with the child abuse counselling and 
reporting canter in order to seek advice. One of the tasks of a hospital-based CAN team is 
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to discuss whether a report to the canter is indicated, as this report will not be anonymous. 
If parents are unwilling to cooperate, or if there is severe CAN, a report is made to the 
canter, which can initiate voluntary support or report the case to the child abuse care and 
protection board and, or, the police for involuntary intervention. The board deals with 
treatment and safety and can appoint guardians or place children in foster care via civil 
law. The police in turn deal with investigations into potential perpetrators. A hospital will 
only directly report incidents to the police in very rare cases, as we do not want parents 
to be reluctant to seek medical care for their children, especially if there has been CAN.

In contrast to many other countries, pediatricians in the Netherlands are hardly ever 
involved in criminal proceedings.  It is mainly independent forensic physicians who appear 

Table 1. List of participating experts in TASK.

internal experts

Pediatrician(s)

Pediatric radiologist

Gynecologist

Pediatric surgeon

Emergency room physician

Child psychologist

Nurses from all pediatric wards and EDa

Social workers from all pediatric wards and maternity ward

External experts

Coordinator of the trauma center for children and youth of the academic psychiatric  hospital

Head of the department of family psychiatry of the academic psychiatric hospital

‘Confidential doctor’ from the CACRC ( in Dutch AMK)b specialized in child abuse and neglect 

Team leader of the crisis team from the CCPB (in Dutch Raad voor de Kinderbescherming)c

on request

Legal expert from the AMCd

Expert in medical ethics

a ED = emergency department, 
b CACRC = Child Abuse Counselling and Reporting Center, in Dutch: Advies en Meldpunt    
 Kindermishandeling, AMK), since 2016 called ‘Velig Thuis’, safe home
c CCPB = Child Care and Protection Board, in Dutch: Raad voor de Kinderbescherming,
d AMC = Academic Medical Center
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in court to provide expert testimony and forensic and medical reporting for courts. The 
Ministry of Health, Welfare and Sport made hospital-based CAN teams mandatory. 
Although the composition of a CAN team can differ, the presence of least a pediatrician 
and physician from the child abuse counselling and reporting canter is mandatory. In our 
hospital, every case of suspected CAN, and potential future CAN cases related to the 
offspring of pregnant women, has to be reported to the CAN team.

The aim of this study was to describe the forms of CAN that were reported to TASK and 
the interventions that were implemented based on the advice of TASK in the period 1 
January 2010 to 31 December 2012. In the Netherlands, national screening and reporting 
guidelines have been implemented.36 If the types of CAN detected in the hospital and the 
types of supportive interventions offered are known, targeted programs to improve the 
detection of CAN by hospital staff can be initiated. This, in turn, could improve the process 
of helping families in which CAN occurs or is suspected or could occur in the future.  

methods
Study design
We performed a retrospective review of all cases under the age of 18 years with suspected 
CAN that were reported to the TASK team at the Emma Children’s Hospital, part of the 
Amsterdam Medical Center, between 1 January 2010 and 31 December 2012. The study 
took place six years after the TASK team had been established in the hospital, and staff 
was well aware of its role.

The AMC is the second largest teaching hospital in the Netherlands. It provides both 
secondary- level care to the regional population and academic specialized medical 
services for a wide area. The hospital is situated in an area that is predominantly inhabited 
by immigrants and people from a lower socio-economic background. According to the 
hospital protocol, all suspected cases of CAN should be reported to the team via an 
intranet-based reporting system. Cases can be reported based on pediatric (0-18 years 
old) or parental characteristics. The latter is based on a new policy in Amsterdam, in 
which all parents who visit the ED due to domestic violence, substance abuse or a suicide 
attempt are asked whether they have children under their care. If this is the case, these 
children are evaluated at our pediatric outpatient department, where they are screened 
for CAN.33,37 Prenatal cases where parental issues could have an adverse effect on the child 
have to be reported as well. All reported cases are anonymously discussed in TASK’s bi-
weekly meetings. Only the head of the TASK (AHT) and the coordinators (TS-H and TV-
B) have access to the personal data. The final diagnosis is based on the consensus of all 
TASK members. Any case reported to TASK remains on our agenda until adequate care 
for the patient and family is arranged. A case is only closed when the diagnosis, safety 
planning, coordination and treatment have been satisfactorily organized according to 
TASK’s multidisciplinary team assessment.
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Definition types of CAN
A number of definitions are used to diagnose CAN. 
Physical abuse is the intentional use of physical force against a child that results in, or has a 
high likelihood of resulting in, harm for the child’s health, survival, development or dignity.38

Physical neglect is when the parent or caregiver does not provide the child with basic 
necessities such as adequate food, clothing and shelter, the lack of which has caused or 
could cause serious injury or illness. The failure or refusal to provide these necessities 
endangers the child’s physical health, well-being, psychological growth and development. 
Physical neglect also includes child abandonment, inadequate supervision, rejection of a 
child leading to expulsion from the home and failure to adequately provide for the child’s 
safety and physical and emotional needs.

Sexual abuse involves forcing or enticing a child or young person to take part in sexual 
activities, including commercial sex work and exploitation, whether or not the child 
is aware of what is happening. The activities may involve physical contact, including 
penetrative acts such as rape or oral sex or nonpenetrative acts. They may include 
noncontact activities such as involving children in looking at, or in the production of, 
sexual online images, watching sexual activities, or encouraging children to behave in 
sexually inappropriate ways.

Concerns about prenatal abuse can arise because of poor parenting capacities, substance 
abuse, prior custody measures in the family, psychiatric disorders, intellectual disabilities, 
medication abuse, physical abuse of the mother during pregnancy and, or, persistent 
unwanted pregnancies.

Exposure to emotional abuse is considered when acts of omission or commission inflict 
harm on the child’s well-being, which may then be manifested as emotional distress 
or maladaptive behavior in the child.39 It encompasses both the cognitive and affective 
components of maltreatment and includes verbal maltreatment.40

Pediatric condition falsification is when the caregiver fabricates illness in a child41 and 
witnessing intimate partner violence covers when a child witnesses a violent event 
between caregivers.

Data sources
The data were collected by trained medical students (DA and IAVB), assisted by a 
pediatrician (AHT) and residents (TS-H and TV-B). The diagnosis and type of CAN was 
based on the conclusions of TASK. We used information provided in the original digital 
report, combined with notes taken during the TASK meetings and information in the 
medical files. The data were not verified with external data sources.
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Variables
We collected data on the type of CAN reported, the age and gender of the reported 
children, whether CAN was confirmed or not, the type of CAN confirmed, the reporting 
department, the type of interventions that were initiated by hospital employees prior 
to discussing the case during the TASK meeting and the type of interventions that were 
initiated after discussing the case with TASK. We registered the intervention that had 
been initiated at the time when the case was closed. In cases of physical abuse, we also 
collected data on the presence of fractures, intracranial trauma or abdominal trauma. In 
cases of sexual abuse, we noted whether this was an acute presentation - defined as a 
sexual contact within the 72 hours prior to presentation - and whether a police report was 
made. In cases of prenatal abuse, we noted the parental risk factors, which were defined 
as concerns about parenting capacities, substance abuse, prior custody measures in the 
family, psychiatric disorders, intellectual disabilities, medication abuse and persistent 
unwanted pregnancies.

A case could be classified using more than one form of CAN. Supportive interventions 
were classified according to severity, based on the opinion of TASK, and only the most 
profound type of intervention was recorded.

Statistical methods
Data were analyzed using IBM SPSS Statistics 22 for Windows (IBM, New York, USA), 
using descriptive statistics. In the case of a non-Gaussian distribution we used medians 
and interquartile ranges. For the reports based on parental characteristics and unborn 
children, we did not have information on the age, sex and number of other children in 
the family. Retrospective patient record studies are subject to a waiver from the Internal 
Review Board at our institution and permission was not requested.

Results
During the study period, 642 cases of suspected CAN were reported to TASK and the 
characteristics of the cases are presented in Table 2. Of these, 523 cases were based on 
the children themselves, 92 cases (14.3%) were based on parental ED presentations and 27 
cases (4.2%) were prenatal referrals. The prenatal referrals included 10 children who were 
born during the study period, which meant that we had sex and age data for 533 children 
(46% boys).

The age of the 533 children was no normally distributed and skewed towards older children, 
with a median age of five years and interquartile range (IQR) of two to 11 years. In more 
than half (n=354, 55.1%) of the 642 cases, CAN was confirmed by the TASK assessment; 
in approximately a quarter (n=173, 26.9%) the CAN diagnosis was rejected; and in 17.9% 
(n=115), it was undetermined. With an average of 14,964 unique child hospital visits per 
year, the 533 children reported, including the 10 prenatal cases represented 1.2% of all 
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Table 2. Characteristics and type of interventions of the cases of (suspected) CAN reported to TASK in 2010-2012

variable type of child abuse and neglect case is reported for
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type of can 
reported*

n (%) 642* 210 
(32.7)

165 
(25.7)

133 
(20.7)

27
(4.2)

153 
(23.8)

13
(2.0)

131 
(20.9)

Age (years)^^ Median
(IQRb)

5 (2-11)I 5 
(1-11)II

5 
(2-10)III

5 
(3-8)

- 10 
(2-14)IV

8 
(3.5-9)

6 
(2-10)V

gender (male, 
only children)^^ 

n (%) 246 (46.2)I 108 
(51.4)

96 
(58.2)

25 
(18.8)

5
(18.5)VI

66 
(43.1)

6
(46.2)

48 
(35.8) 

Child abuse and neglect confirmed

Yes n (%) 354 (55.1) 97 
(46.2)

96 
(58.1)

62 
(46.9)

25 
(92,6)

105 
(69.6)

9
(69.2)

104 
(79.4)

No n (%) 173 (26.9) 76 
(36.2)

41 
(24.8)

37 
(28.0)

2
(7.4)

21 
(13.9)

1
(7.7)

7
(5.3)

Unclear n (%) 115 (17.9) 37 
(17.6)

28 
(17.0)

33 
(25.0)

- 25 
(16.6)

3
(23.1)

20 
(15.3)

Hospital deparment reporting

EDc n (%) 348 (54.2) 129 
(61.4)

89 
(53.9)

37 
(27.8)

2
(7.4)

79 
(51.6)

4
(30.8)

71 
(52.9)

OPDd n (%) 229 (35.7) 58 
(27.6)

54 
(32.7)

92 
(69.2)

19 
(70.4)

59 
(38.6)

4
(30.8)

55 
(41.0)

Ward n (%) 64 (10.1) 23 
(11.0)

22 
(13.3)

4
(3.0)

6
(22.2)

15
(9.8)

5
(38.5)

7
(5.2)

Missing n (%) 1 (0.0) - - - - - - 1 (0.7)

Type of CAN confirmed*$

Physical abuse n (%) 79 (12.3) 78 
(37.1)

16
(9.7)

14 
(10.5)

- 16 
(10.5)

- 12
(9.0)

Physical neglect n (%) 102 (15.9) 30 
(14.3)

95 
(57.5)

18 
(13.5)

1
(3.7)

31 
(20.3)

1
(7.7)

11
(8.2)

Sexual abuse n (%) 44 (6.8) 18 
(18.5)

10
(6.0)

43 
(32.3)

- 2
(1.3)

- 3
(2.2)

Prenatal abuse n (%) 25 (3.9) - 1
(0.6)

- 24 
(88.9)

1
(0.7)

- 3
(2.2)

Emotional abuse n (%) 101 (15.7) 29 
(13.8)

28 
(17.0)

13
(9.8)

- 93 
(60.8)

- 16 
(11.9)

Pediatric condition 
falsification

n (%) 9 (1.4) - 1
(0.6)

1
(0.8)

- - 9
(69.2)

-

Witnessing IPV n (%) 106 (16.5) 17
(8.1)

6
(3.6)

6
(4.5)

3
(11.1)

24 
(15.7)

- 104 
(77.6)
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Table 2. Characteristics and type of interventions of the cases of (suspected) CAN reported to TASK in 2010-2012

variable type of child abuse and neglect case is reported for
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Types of interventions - before  TASK#

No intervention n (%) 167 (26.0) 33 
(15.7)

33 
(20.0)

50 
(37.6)

6
(22.2)

31 
(20.3)

2
(15.4)

35 
(26.1)

Voluntary

Inform GPe n (%) 130 (20.2) 47 
(22.4)

38 
(23.0)

22 
(16.5)

- 28 
(18.3)

4
(30.8)

21 
(15.7)

Advice from 
CACRCf

n (%) 23 (3.6) 13
(6.2)

4
(2.4)

6
(4.5)

1
(3.7)

13
(8.5)

- 1
(0.7)

Inform guardian n (%) 13 (2.0) 2
(1.0)

5
(3.0)

5
(3.8)

- 4
(2.6)

- -

Referral to 
psychosocial care

n (%) 39 (6.1) 8
(3.8)

10
(6.1)

7
(5.3)

4
(14.8)

8
(5.2)

1
(7.7)

11
(8.2)

Report to CACRCf n (%) 65 (10.1) 16
(7.6)

13
(7.9)

11
(8.3)

9
(33.3)

23 
(15.0)

- 13
(9.7)

Admission hospital n (%) 101 (15.7) 54 
(25.7)

39 
(23.6)

5
(3.8)

5
(18.5)

22 
(14.4)

3
(23.1)

7
(5.2)

Placed outside 
home, voluntarily

n (%) 48 (7.5) 22 
(10.5)

10
(6.1)

10
(7.5)

- 10
(6.5)

1
(7.7)

26 
(19.4)

Other n (%) 33 (5.1) 5
(2.4)

6
(3.6)

8
(6.0)

- 10
(6.5)

1 
(7.7)

16  
(11.9)

Involuntary

Protective 
measure by 
CACPBg

n (%) 9 (1.4) 3
(1.4)

2 
(1.2)

- 2
(7.4)

2
(1.3)

1
(7.7)

-

Report to police n (%) 13 (2.0) 7
(3.3)

5
(3.0)

9
(6.8)

- 1
(0.7)

- 3
(2.3)
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* 642 reports:  523 child reports, 92 parent reports, 27 prenatal reports (100)
^^ Only for patients < 18 years old
a IPV = intimate partner violence
b IQR = inter-quartile range
c ED = emergency department
d OPD = outpatient department
e GP = general practitioner
f CACRC = Child Abuse Counselling and Reporting Center (in Dutch: Advies- en Meldpunt   
 Kindermishandeling (AMK), since 2015 called ‘Veilig Thuis’)
g CACPB = Child Abuse Care and Protection Board (in Dutch: Raad voor de Kinderbescherming)
I  based on 533 cases, because data were not known for parental reports and 17 unborn children
II based on 208 cases, because data were not known for parental reports 
III based on 160 cases, because data were not known for parental reports and 17 unborn children
IV based on 131 cases, because data were not known for parental reports and 17 unborn children
V based on 106 cases, because data were not known for parental reports and 17 unborn children
VI 1 missing
# Only the most severe measure was counted in this analysis. In reality multiple measures were  
 administered to the same individual.
* Because more forms of CAN were possible per case, the total of the subgroups adds up to more than  
 100%. 75.2% was reported with suspicion of 1 type, 19.6% 2 types, 4.0% 3 types, 0.3% 4 types and  
 0.3% 5 types of CAN.
$ Number (percentage of reports)

Table 2. Characteristics and type of interventions of the cases of (suspected) CAN reported to TASK in 2010-2012

variable type of child abuse and neglect case is reported for
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Types of interventions - after TASK#

No intervention n (%) 89 (13.9) 28 
(13.3)

15
(9.1)

28 
(21.1)

2
(7.4)

10 
(6.5)

1
(7.7)

8
(6.0)

Voluntary

Inform GPe n (%) 25 (3.9) 9
(4.3)

11
(6.7)

2
(1.5)

- 2
(1.3)

- 4
(3.0)

Inform caretakers 
including  guardian

n (%) 63 (9.8) 14
(6.7)

20 
(12.1)

15 
(11.3)

1
(3.7)

19 
(12.4)

1
(7.7)

20 
(14.9)

Support from GPe n (%) 34 (5.3) 6
(2.9)

11
(6.7)

8
(6.0)

- 13
(8.5)

- 5 
(3.7)

Referral to 
psychosocial care

n (%) 164 (25.5) 47 
(22.4)

33 
(20.0)

34 
(25.6)

8
(29.6)

55 
(35.9)

1
(7.7)

45 
(33.6)

Report to CACRCf n (%) 46 (7.2) 15
(7.1)

11
(6.7)

8
(6.0)

2
(7.4)

5
(3.3)

2
(15.4)

19 
(14.2)

Involuntary

Protective 
measure by 
CACPBg

n (%) 32 (5.0) 12
(5.7)

14
(8.5)

8
(6.0)

5
(18.5)

12
(7.8)

2
(15.4)

6
(4.5)

Foster care by 
CACPBg

n (%) 43 (6.7) 21 
(10.0)

13
(7.9)

8
(6.0)

5
(18.5)

11
(7.2)

3
(23.1)

4
(3.0)

Intervention 
before TASK, 
Unchanged

n (%) 121 (18.8) 53 
(25.2)

28 
(17.0)

16 
(12.0)

4
(14.8)

23 
(15.0)

1
(7.7)

20 
(14.9)

Other 25 (3.9) 5
(2.4)

9
(5.5)

6
(4.5)

- 3
(2.0)

2
(15.4)

3
(2.2)
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unique children who visited the ED or outpatient department or were admitted. The rate 
of confirmed cases of CAN was 0.8% or one in 127 unique children attending the hospital. 
Diagnosis was confirmed in 44% of the 153 ER cases reported to TASK, which was 0.9% 
(n=153) of the 16,858 unique children who visited the ER during the three-year study period.

The types of CAN that were most commonly reported in the 642 cases were physical abuse 
(n=210, 32.7%), physical neglect (n=165, 25.7%) and emotional abuse (n=153, 23.8%). 
When we analyzed the 523 child reports, ignoring the parental and prenatal reports, the 
types of CAN most commonly reported to TASK were physical abuse (n=206, 39.3%), 
physical neglect (n=159, 30.4%) and sexual abuse (n=131, 25.0%).

The number of confirmed cases of CAN is shown in Figure 1. In 354 confirmed cases of CAN, 
witnessing IPV was the most common type of CAN (n=106, 31.2%), followed by physical 
neglect (n=102, 30.0%) and emotional abuse (n= 101, 29.7%). The most frequent cases, with 
more than one type of confirmed CAN, were cases with physical neglect and emotional 
abuse (n=31, 8.8% of all confirmed cases) and physical abuse and physical neglect (n=30, 
8.5%). Almost all of the 27 suspicions of prenatal abuse (n=25, 92.6%) and the majority of 
the cases of witnessing IPV (n=106, 79.4%) were substantiated. Two-thirds of the cases of 
suspected physical neglect (n=102, 61.8%), emotional abuse (n=101, 66.0%) and pediatric 
condition falsification (n=9, 69.2%) were substantiated. The 210 suspicions of physical abuse 
were confirmed in only 78 patients (37.1%); rejected on a relatively frequent basis (n=94, 
44.8 %,) and the final diagnosis remained undetermined in 38 (17.9%) of the 210 cases. The 
undetermined cases could be subdivided into a number of different categories: the suspicion 
was not substantiated or rejected, the child was actively withdrawn from care by one or both 
of the parents and could not be traced, the child was transferred into the care of another 
healthcare agency and no feedback was provided or insufficient information was gathered 
at the time of report and the child could not be traced.

In all 210 suspected cases of physical abuse the suspicion was based on the presence of 
at least one fracture in 41 (19.5%) of the cases. In 15 (36.5%) of these children CAN was 
substantiated and in 21 (51.2%) it was rejected. We found that 14 of the 44 (31.8%) children 
of less than 12 months of age that were referred with a suspicion of physical abuse had at 
least one fracture. CAN was substantiated in 10 (71.4%) of them and rejected in three 
(21.4%) of them. Of the 133 cases of suspected sexual abuse, which accounted for 20.7% 
of the total cases, the last sexual contact had been within 72 hours before presentation to 
the hospital in six cases (4.5%). In 12 (9%) of all sexual abuse cases, including two acute 
cases, a police report was made before the case was closed by TASK.

A number of parental risk factors were documented in the 27 prenatal abuse cases, and in 
some cases, there was more than one risk factor. These were as follows: concerns about 
parenting capacities (n=17, 63.0%), substance abuse (n=14, 60.9%), previously being in 
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Figure 1. Number of confirmed cases of child abuse and neglect (CAN). As cases could be reported for and 
diagnosed with more than one type of CAN, the total number adds up to more than 100%.

* Intimate partner violence
# In 1 case the hospital department reporting  is missing

Witnessing IPV*
N=105 (31.7%)

Pediatric Condition 
Falsification
N=9 (2.6%)

yes no

unclear

Emotional abuse
N=101 (29.7%)

Prenatal abuse
N=25 (7.4%)

Sexual abuse
N=44 (12.9%)

Physical neglect
N=102 (30.0%)

Physical abuse
N=79 (23.2%)

N=354 (55.1%)

ED
N=348 (54.2%)

N=115 (17.9%)

OPD
N=229 (35.7%)

N=642#

CAN confirmed?

N=173 (26.9%)

Ward
N=64 (10.1%)
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custody (n= 10, 37.0%), psychiatric disorders (n=7, 25.9%), intellectual disability (n=5, 
18.5%), medication abuse (n= 4, 14.8%), and persistent unwanted pregnancies (n= 2, 7.4%).

Table 2 summarizes the characteristics of the cases that were reported and the interventions 
initiated before and after consulting TASK. TASK’s involvement led to new interventions in 
81.2% of cases. If CAN was confirmed an intervention was offered in 98.3% of cases, and if the 
diagnosis was undetermined, an intervention was offered in 83.5% of cases. Even if the diagnosis 
of CAN was rejected, voluntary supportive interventions were offered in 64.2% of cases.

Of all the 642 cases reported to TASK, regardless of whether CAN was confirmed or not, 
419 (65.3%) resulted in voluntary supportive interventions and 22 (3.4%) cases resulted in 
an involuntary supportive intervention. In 167 (26.0%) cases, no intervention was initiated 
before the case was discussed by TASK. Table 3 shows how the initiated interventions 
changed after the cases were discussed by TASK. The number of cases in which no 
intervention was initiated decreased from 167 to 89 (26.0% to 13.9%). Table 4 shows a 
summary of the interventions in confirmed cases. The highest number of involuntary out-
of-home placements and guardian appointments that were ordered was five of 27 cases 
(18.5%) in the prenatal referrals.

Table 3. Changes in applied interventions after discussion by TASK

Intervention change after discussion by TASK N (percentage) of patients (all cases)

No change 121/642 (18.8%)

A more severe voluntary intervention* 244/642 (38.0%)

New or more severe involuntary measure# 75/642 (11.7%)

* e.g. referral to social services, report to CACRC, instead of informing the GP or other caretakers only
# e.g. the child was placed in foster care after admission to the hospital

Table 4. Summary of interventions in confirmed cases

Intervention Number (percentage) of patients (confirmed cases)

Voluntary intervention before the TASK meeting 203/354 (57.3%)

New voluntary intervention after discussion by TASK 145/354 (40.9%)

A Child Abuse Counselling and Reporting Centre report 90/ 354 (25.4%)

Involuntary out of home placement 42/ 354 (11.9%)

Guardian appointed 38/354 (10.8%)

171129_Proefschrift A.H. Teeuw_binnenwerk.indd   117 30-11-2017   19:26:16



118

Chapter 5

Discussion
During the study period, 1.2% of all unique child visitors to the Amsterdam Medical Center 
and 2.1% of children visiting the Center’s ED were reported to TASK for suspected CAN 
and it was confirmed in 0.8% of all visitors and 0.9% visiting the ED. As these numbers 
included ED and outpatient department attendances and inpatients, comparisons with 
studies that only included ED attendances or inpatients or studies focusing on trauma 
patients were difficult. Both the suspicion and confirmation rates were comparable to the 
1.3-2.6% suspicion rates18-21,23,42 and 0.1-2.6% confirmation rates26-28,43 found in previous ED 
studies. Our rates were higher than the study by Thun-Hohenstein in Salzburg, who found 
a suspicion rate of 0.7% and a confirmation rate of 0.4%, but only included inpatients in 
pediatrics and pediatric surgery.12

Types of reported suspicions
The most common type of reported suspicion of CAN was physical abuse followed by 
physical neglect and emotional abuse. When we only analyzed the reports based on 
referred children, the most common types of reported suspicions were physical abuse, 
physical neglect and sexual abuse. In other studies describing the results of hospital-
based CAN teams in Austria, Switzerland and Japan, physical abuse and sexual abuse were 
the most common types reported, followed by either neglect or emotional abuse.11,14,29 
In a study from New Haven, Connecticut, USA, describing only nonsexual abuse cases, 
physical abuse and physical neglect were the most commonly reported cases.13

It is likely that we followed a different policy to most hospital-based teams because of our parent 
reports, which are not mentioned in other studies11-14 and explained our high rate of reported 
suspicions for witnessing IPV (21%). When only reports based on children were analyzed this 
percentage was still 16%. Our policy also explains the amount of prenatal abuse reported.

Types of confirmed cases
Witnessing IPV, physical neglect and emotional abuse were the most common types of 
confirmed CAN cases diagnosed by TASK. Thomas et al. mentioned witnessing IPV in only 
2% of the cases in their study.13 Sexual abuse, followed by physical abuse, was the most 
common type of confirmed CAN cases described by Jud et al.14 Our results indicate that 
all types of CAN were found and all three types of reports, based on children, parents and 
prenatal reports, were valuable. Multidisciplinary CAN teams should have experience with, 
and knowledge of, all types of CAN, including the appropriate diagnostic interventions for 
the child and family.

Our confirmation rate of 55.1% for all cases was lower than the confirmation rates in 
studies from Austria (61%), Switzerland (73%) and Japan, where they ranged from 52% 
for sexual abuse to 78% for emotional abuse.11,12,14 Our confirmation rate was highest for 
prenatal abuse (92.6%) followed by witnessing IPV (79.4%), emotional abuse (69.6%) and 
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pediatric condition falsification (69.2%). The lowest confirmation rates were for sexual 
abuse (47.0%) and physical abuse (46.2%). The number of rejected cases (26.9%) was in 
line with some other studies.12,15 However, we did expect a higher rejection rate as TASK 
encourages hospital staff to report every suspected case, even those with a low risk of 
confirmation. In keeping with literature, it was likely that the TASK experts were more 
able to distinguish accidental injury from CAN.29 The children in the rejected sexual abuse 
cases tended to be younger (median age 4.0 years) than confirmed cases (median age 7.5 
years) and either had a genital infection or parents who were involved in a custody dispute.

Undetermined cases
Our percentage of undetermined cases (17.9%) was lower than studies in Austria (22%) 
and Switzerland (32%)12,14, and was comparable to an American study.44 This could be 
because of the different medical experts that were involved, the active participation of 
the national reporting canter and protection board and the fact that TASK followed up 
all cases. To lower the percentage of undetermined cases, more effort could be put into 
following up children up who were referred to another healthcare agency.

Interventions
Although CAN was confirmed in 55.1% of the cases, a reporting canter report was only filed 
in 25.4% of the confirmed cases. In 11.9% of the confirmed cases an involuntary out-of-
home placement was ordered and in 10.8% a guardian was appointed. Placement in out-
of-home care indicates serious childhood adversity and is associated with multiple adverse 
outcomes, especially when children experience instability in out-of-home foster care.45,46 
This low percentage of out-of-home placements could be perceived as a good result of 
the initiated interventions. In 2% of the confirmed cases where there was no intervention, 
this was due to the family withdrawing the child from our care and the absence of contact 
details. Even if the diagnosis of CAN was rejected, a voluntary supportive intervention was 
offered in 64.2% of cases. No children in this category had a guardian appointed for them 
or were placed in out-of-home care. The main reason why the majority of these children 
received care was that their health problem often had a social component or origin, even 
though the final diagnosis did not meet the criteria for CAN.

Strengths and limitations 
We performed the study six years after the introduction of TASK, when it was well known 
throughout the hospital. The intranet-based reporting system made it easy for hospital 
staff to report a case to TASK from every computer in the Amsterdam Medical Center.
As in all CAN literature, a limitation of our study was that there were probably cases that 
were not reported to TASK, despite suspicions of CAN. Another cause for underreporting 
may be that cases involving parental presentation to the ED were counted as single cases, 
and it seems reasonable to assume that, on average, more than one child was under the 
care of this parent. Finally, there was no external validation of our conclusions. 
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conclusion
Our results show that CAN was a significant health problem in our hospital and that 
hospital staff reported all different types of CAN. The most common cases involved 
witnessing IPV, physical neglect and emotional abuse. Our study also showed that parent 
and prenatal reports had a high substantiation rate and our policy to encourage staff to 
report cases on parental characteristics alone is worthwhile. TASK was able to initiate 
voluntary support for the majority of children, even in cases where the diagnosis of CAN 
was rejected or undetermined.

In practice, the interdisciplinary composition of our hospital-based CAN team, which 
combined expertise from professionals within and outside the hospital, was essential in 
addressing the needs of children and families where CAN was suspected or diagnosed.
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