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ABSTRACT
Background: High levels of maltreatment are found in children who are 
identified because their parents visit the emergency department due 
to partner violence, substance abuse or suicide attempt. However, it is 
unknown if these children experience psychosocial problems. 
Objective: This study aims to assess their levels of posttraumatic stress, 
anxiety, depression, behavioral problems and health-related quality of life. 
Methods: A cross-sectional study was conducted in six hospitals. All 
consecutive families of which a parent visited the emergency department 
due to partner violence, substance abuse or suicide attempt between 1-7-2012 
and 1-3-2014 with children 1.5-17 years were approached for participation. 
Parents and children >7 years filled out questionnaires measuring 
posttraumatic stress (CRIES-13), anxiety, depression (RCADS), behavioral 
problems (CBCL) and health-related quality of life (PedsQL). Scores of 
participants were compared to results in community samples (CRIES-13, 
RCADS, PedsQL, CBCL) and to a normed cutoff score (CRIES-13).
Results: Of 195 eligible families, 89 (46%) participated in the study. 
Participating children did not score different from community children. 
Thirty-five percent of the participating children scored above the cutoff 
score on the CRIES-13, indicating posttraumatic stress disorder, but this 
difference was not statistically significant from community children.
Conclusions: We found no differences in psychosocial problems between 
children whose parents visited the emergency department due to partner 
violence, substance abuse or suicide attempt and children from community 
samples. Because 35% of the children scored in the range of posttraumatic 
stress disorder, we advise health care providers to pay attention to 
posttraumatic stress symptoms. 
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INTRODUCTION
To improve in-hospital identification of, and early intervention in, child 
maltreatment, a new policy based on the ‘Hague protocol’ 1 was developed 
and implemented in hospitals in Amsterdam, The Netherlands in 2010. 
This policy states that all adults visiting the emergency department due to 
three important risk factors for child maltreatment, i.e. intimate partner 
violence, substance abuse or a suicide attempt, should be asked whether 
they have any children in their care 2. If so, the family is invited at the 
outpatient pediatric department for an examination of any medical, social 
or psychological problems. Subsequently, referrals to various supportive 
services are made, whenever judged appropriate. Children are reported to 
the Child Abuse Counseling and Reporting Centre (Dutch abbreviation: 
AMK) if parents refuse to cooperate and accept services, or if the situation 
is considered as unsafe. See Appendix 1 for more information on the Hague 
protocol and Amsterdam policy.

Earlier evaluation of these policies showed high numbers (79%-91%) of child 
maltreatment in the identified families 1 2, of which the most common type 
was being a witness of intimate partner violence. However, it is unclear 
if, and to what extent, these children experience psychosocial problems. 
Previous studies have shown that children who witness intimate partner 
violence are at increased risk for adverse mental, social and medical health 
outcomes, including internalizing and externalizing behavior problems 
and trauma symptoms 3 4 5 6. Parental substance abuse also is a risk factor for 
child maltreatment and children’s short and long-term adverse outcomes, 
including anxiety, depression and substance abuse or dependence 7 8 9 
10 11 12. Psychiatric problems of parents, such as maternal depression, are 
strongly related to child maltreatment and negatively influence children’s 
development 13 12 14. However, these studies included participants who 
were already under treatment, or community samples. These samples may 
exhibit their own characteristics regarding the amount and duration of 
parental problems and the presence of other stress factors, such as poverty 
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or parental health problems 15. As far as we know, we included the first 
sample of children identified because their parents visited the emergency 
department due to intimate partner violence, substance abuse or a 
suicide attempt. Knowing more about their level and type of psychosocial 
problems can help us decide if all these children should be examined, and 
if the outpatient pediatric department is an appropriate setting, or if other 
settings (e.g. a child psychiatrist or specialized maltreatment center) are 
more suitable.

In this study, we aim to identify the levels of the following psychosocial 
problems in children identified because their parents visited the emergency 
department due to intimate partner violence, substance abuse or a suicide 
attempt:
Posttraumatic stress levels, including the rates of probable posttraumatic 
stress disorder (PTSD)
Anxiety and depression symptoms
Internalizing and externalizing behavioral problems
Impaired health-related quality of life

METHODS
Study design and setting
This study is part of a cohort study that evaluates a new hospital policy 
to identify child maltreatment based on a parental visit to the emergency 
department. The current study is a cross-sectional analysis of participants 
included between July 2012 and February 2014 in all 6 hospitals in Amsterdam, 
the Netherlands. 

Participants
All consecutive families of which a parent visited the emergency department 
due to intimate partner violence, substance abuse or a suicide attempt with a 
child between 1.5 and 17 years were eligible for study participation. A parent 
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was defined as a person who takes care of the child and lives (at least part-
time) in the same household. One child -the oldest under 18- participated per 
family. Only in exceptional circumstances (e.g. oldest child living abroad) 
did another child participate. According to the questionnaires we used, the 
minimum age of the child to participate was 1.5 years. If the oldest child 
was eight years or older, both parents and children reported, otherwise, 
only parents reported. If parents spoke insufficient Dutch to understand the 
questionnaires, children under eight years were excluded, children of eight 
years or older were included if they spoke Dutch themselves. 

Procedure
Eligible families were identified by emergency department staff, who then 
passed on information to the outpatient pediatric department to schedule 
an examination as soon as possible. (In practice, because of various reasons 
both due to hospitals (e.g. lack of space, personnel) and families (e.g. 
cancellations, not responding to letters or phone calls) it could take many 
weeks before the examination took place). At the end of the examination, 
the health care provider (e.g. pediatrician, child psychologist) explained the 
purpose of the study and asked the family to meet with the researcher. If 
the family agreed, the researcher further explained the study, handed out 
written information and asked for verbal informed consent. If families 
were not examined at the outpatient pediatric department, hospital staff 
would try to ask the family over the telephone to participate in the study. 
The following sociodemographic characteristics were available to the 
researcher of all families, including non-participating families (provided 
by staff of the emergency department or pediatric department): sex, 
date of birth, ethnicity 16, living arrangements of the family, number of 
children under 18 in the family, the reason for the emergency department 
visit and prior involvement of support services. The participating families 
themselves provided the following additional information, using a general 
questionnaire filled out by parents: highest finished educational level of 
biological parents, employment status of biological parents, gross annual 
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household income, medical history and current use of medication of 
participating children.

The study was presented to the Medical Ethics Committee of the Academic 
Medical Center, and subsequently to the boards of all other hospitals, who 
decided that the Medical Research Involving Human Subjects Act did not 
apply and that the study could be conducted. 

Measures
CRIES-13
Children’s levels of posttraumatic stress were measured using the Dutch 
version of the Children’s Revised Impact of Event Scale (CRIES-13) in children 
8-17 years 17 18. The CRIES-13 is a self-report questionnaire, developed to screen 
children at risk of PTSD after a traumatic event. Children were asked to rate 
the items in relation to the worst event they had ever experienced. The total 
score (range: 0 – 65) indicates the severity of posttraumatic stress levels, with 
a score of 30 or higher to indicate probable PTSD 19 20. In various samples, 
including in a clinically referred Dutch sample, reliability and validity of 
the CRIES-13 were found to be satisfying 18 19 20 21 22 23. Scores of participants 
were compared to a community sample of Dutch school children 23.

RCADS
Children’s levels of anxiety and depression were measured using the 
Dutch versions of the Revised Child Anxiety and Depression Scale (RCADS 
and RCADS-Parent Version, RCADS-P) in children 8-17 years 24 25 26. These 
assess children’s symptoms corresponding to specific DSM-IV anxiety 
disorders and depression 26. Six sub-scales, a total anxiety score and a total 
internalizing score are derived. Previous studies showed that the reliability 
and validity of the RCADS and RCADS-P are good 26 27 28 29. Scores were 
compared to a Dutch community sample. Because the reference scores are 
only available for 5 subscales, reported total reference scores were adjusted 
for the number of items completed 30. 
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CBCL and YSR
Children’s internalizing and externalizing behavioral problems were 
measured using the Dutch parent report version of the Child Behavior 
Checklist 1.5-5 years (CBCL 1.5-5), and 6-18 years (CBCL) and the Dutch 
child report version of the Youth Self-Report (YSR) in children 11-17 years 
31 32. These questionnaires assess a wide range of children’s emotional and 
behavioral problems, aimed to identify children at high risk of a psychiatric 
disorder 33. Total scores are derived for internalizing, externalizing and 
total behavior problems 34. Current and earlier versions are used extensively 
in many countries, including The Netherlands, and show high levels 
of reliability and validity 35 36 37 38. Results of the CBCL and the YSR of the 
children in our sample were compared to Dutch community samples 35. 
Because Dutch normative data of the CBCL 1.5-5 have not been published 
separately, we compared our results to a pooled community sample from 24 
countries, including The Netherlands 39. 

PedsQL
Health-related quality of life was measured using the Dutch child report 
versions of the generic Pediatric Quality of Life Inventory 4.0 (PedsQL), for 
children aged 8-12 years and 13-17 years respectively 40 41. These questionnaires 
are developed to measure health-related quality of life in both healthy and 
ill children. Four sub-scales, a psychosocial health summary score and a 
total score are derived 40 41. Previous studies of the PedsQL have shown that 
the reliability and validity are good 40 41 42. We compared results to a Dutch 
community sample 41. 

Statistical Analysis
IBM SPSS Statistics version 21 was used for statistical analyses. Baseline 
variables were compared between participants and non-participants, 
using Mann-Whitney U tests (continuous variables) and Chi-squared 
exact tests (binary and categorical variables). Raw scores were used on the 
questionnaires and missing values were handled according to published 
guidelines for each questionnaire 43 44 35 45. Standardized mean differences 
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(differences in mean scores divided by the pooled standard deviation, SMD) 
for continuous variables and differences between proportions for binary 
variables with confidence intervals were calculated between the study 
population and the reference population. SMD up to 0.2, 0.2 to 0.8 and >0.8 
were considered small, medium and large respectively 46. 

RESULTS
Characteristics of families are presented in Table 1. Of 195 eligible families, 
122 (63%) were examined at the outpatient pediatric department and 89 
(46%) participated in the study, of which 73 completed all appropriate 
questionnaires. Participants were significantly more often from single 
parent households (53% versus 35%). The inclusion flowchart is presented 
in Figure 1. The majority of the families who were not examined at the 
outpatient pediatric department could not be approached to participate, 
because they were not in contact with hospital staff (for various reasons, 
e.g. referred to other services without consultation, no telephone numbers 
available). Eighty-two percent of the parents (159/195) identified at the 
emergency department were female, and 51% (99/195) were treated for 
intimate partner violence. The median (range) number of days between 
the emergency department treatment and study participation (filling out 
questionnaires) was 35 (5-179) days.

Results of the questionnaires are presented in Table 2 (sum scores) and in 
Appendix 2 (all scores including subscales). 

CRIES-13
Thirty-five percent of the participants (19/55) scored at or above the cutoff 
score, indicating probable PTSD, compared to 27% in the reference sample 
(126/473) (mean difference 8%; 95% CI -4% – 22%). 
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Participants
n=89

Non-participants
n=106 p-value

Children
Median age in years (range) 9 (1-17) 9 (1-17) 0.4
Boys n (%) 47 (53) 56 (56) 0.66
Ethnicitya n (%) 0.47

Dutch 24 (28) 25 (37)
Western immigrant 6 (7) 5 (7)
Non-western immigrant 57 (66) 38 (56)

Median number of children < 18 years 
in family (range) 2 (1-4) 2 (1-4) 0.75
Living arrangements n (%) <0.01

Single parent household 47 (53) 37 (35)
Two-parent household 39 (44) 52 (49)
Other 3 (3) 17 (16)

Medical history n (%)
None 70 (81)
Chronic disease 12 (14)
Acute serious disease 3 (4)
Disablement 1 (1)

Current use of medication (yes) n (%) 14 (16)

(Prior) involvement of personal 
mental or social health care for 
childab

  (yes) n (%) 28 (33) 16 (30) 0.85

(Prior) involvement of educational 
support or involvement of child 
protection with childa

  (yes) n (%) 40 (47) 37 (51) 0.75

Parents
Median age of parent presenting at 
the emergency department in years 
(range) 35 (20-51) 36 (19-59) 0.97
Sex of parent presenting at the 
emergency department (male) n (%) 14 (16) 22 (21) 0.46
Ethnicity of parent presenting at the 
emergency departmenta n (%) 0.77

Dutch 31 (36) 26 (37)
Western immigrant 7 (8) 8 (11)
Non-western immigrant 48 (56) 36 (51)

Table 1: Characteristics of participating and non-participating families.
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Reason for emergency department 
presentation n (%) 0.42

Intimate partner violence 47 (53) 52 (49)
Suicide attempt 23 (26) 36 (34)
Substance abuse 19 (21) 18 (17)

Highest finished educational level 
biological mother n (%)

No education or primary school 13 (15)
Secondary school 26 (30)
Secondary vocational school 33 (38)
Higher vocational education or 
university 14 (16)

Highest finished educational level 
biological father n (%)

No education or primary school 7 (10)
Secondary school 18 (25)
Secondary vocational school 32 (45)
Higher vocational education or 
university 14 (20)

Employment status of biological 
mother n (%)

Paid employment 40 (47)
No employment 45 (53)

Employment status of biological 
father n (%)

Paid employment 51 (67)
No employment 25 (33)

Gross household income yearly n (%)
< €25,000 57 (67)
€25,000 – €35,000 12 (14)
> €35,000 16 (19)

(Prior) involvement of personal 
mental or social health care for 
parentab 

  (yes) n (%) 58 (67) 44 (69) >0.99

Table 1: Characteristics of participating and non-participating families (continued).

a As reported by health care professionals from the outpatient pediatric department, information 
might not always be correct 
b Family-based health care such as educational support or involvement of Child Protective Services 
is not included
Percentages given are of available data. Due to missing data, not all numbers given add up to the 
total number of participants.
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a E.g.: Indicating to be willing to participate but unreachable due to changed telephone num-
bers or moved away
b Not excluded because children spoke Dutch

Figure 1: Flowchart of study participants.
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RCADS
There were no statistically significant differences in scores of participants 
on the RCADS child version compared to the reference sample, except for 
the subscale Generalized Anxiety Disorder, in which participants scored 
lower, indicating less anxiety (SMD -0.4; 95% CI -0.7 – -0.1). Results of the 
RCADS parent version did not differ from results of the reference sample. 

CBCL 1.5–5, CBCL and YSR
There were no differences between scores of participants and the reference 
samples. 

PedsQL
Scores of participants were somewhat lower (indicating less health-related 
quality of life) than scores of the reference sample on all subscales. However, 
differences were not statistically significant. 

DISCUSSION
To our knowledge, this is the first study of self and parent-reported 
psychosocial problems in a sample of children identified because one of their 
parents visited the emergency department due to intimate partner violence, 
substance abuse or a suicide attempt. We found no statistically significant 
differences in levels of posttraumatic stress, anxiety and depression, 
behavioral problems and health-related quality of life between these children 
and community reference samples. A recent study of Child Abuse Counseling 
and Reporting Centre records of the Hague protocol (in which children 
were identified in the same manner as in our study) found low numbers 
of children needing support as well 47. However, compared to previous 
studies, in which high levels of maltreatment and psychosocial impairment 
were found in children whose parents had similar problems 1 2 4 3 14 48 49, our 
findings are unexpected. We think several explanations are possible. First, 
there could be a difference in ascertainment from previous studies. In our 
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a 23; b PTSD = posttraumatic stress disorder (score ≥30); c SMD = Standardized Mean Difference ; d 
Participants versus the reference sample; e CI = Confidence Interval; f MD = Mean difference between 
proportions; g 30; h 26 boys, 27 girls; i 819 boys, 929 girls; j 21 boys, 25 girls; k 118 boys, 143 girls; l No SD’s 
available of Dutch reference scores; m Reference scores are adjusted for the number of items completed; n 
39; o 35; p 41

Table 2: Psychosocial symptoms (posttraumatic stress levels – CRIES-13; anxiety and 
depression – RCADS; behavioral problems – CBCL, YSR; and health-related quality of 
life – PedsQL) of participants versus reference samples.

Participants
Reference 

sample

mean SD median (range) mean SD SMDcd (95% CIe)
CRIES-13 n=55 n=473a

Total 22.5 14.1 21 (0-55) 22 13.6 0 (-0.2 – 0.3)
n % n % MDdf in % (95% CIe)

Probable PTSDb 19 35 126 27 8 (-4 – 22)
 mean SD median (range) mean SD SMDcd (95% CIe)
RCADS
Child report n=53h n=1748gi

Total anxietylm 21.5 14.4 18 (0-74) 21.2
Total 
internalizinglm 26.4 17.5 23 (0-84) 26.9
Parent report n=46j n=261gk

Total anxietylm 13.8 12.8 11 (1-69) 15.5
Total 
internalizinglm 17.1 16.2 14 (1-83) 19.3
CBCL
Parent report 
1.5-5 years n=26 n=19,850n

Internalizing 7.1 5.4 6 (0-23) 9.6 6.7 -0.4 (-0.8 – 0)
Externalizing 13.2 6.8 13 (1-29) 12 7.3 0.2 (-0.2 – 0.6)
Total 32.5 16.3 31 (3-70) 33.3 19 0 (-0.4 – 0.3)
Parent report 
6-18 years n=50 n=1710o

Internalizing 8.4 9.6 6 (0-50) 6.6 5.6 0.3 (0 – 0.6)
Externalizing 6.9 7.3 5 (0-31) 6.4 5.9 0.1 (-0.2 – 0.4)
Total 26.9 26.4 20 (0-135) 24.0 16.6 0.2 (-0.1 – 0.5)
Child report n=32 n=810o 

Internalizing 12.3 9 12 (1-37) 10 6.6 0.3 (0 – 0.7)
Externalizing 8.8 7.2 6 (0-26) 9.1 6.2 -0.1 (-0.4 – 0.3)
Total 36.5 22.3 35 (5-88) 34.5 17.6 0.1 (-0.2 – 0.5)
PedsQL 
8-12 years n=33 n=192p

Psychosocial 
health 77.8 15.1 78 (32-100) 80.8 10.3 -0.3 (-0.6 – 0.1)
Total 79.6 14.3 82 (38-100) 82.3 8.8 -0.3 (-0.7 – 0.1)
13-18 years n=22 n=148 p

Psychosocial 
health 77.7 13.2 82 (50-100) 81.2 10.2 -0.3 (-0.8 – 0.1)
Total 80.6 12.8 86 (53-100) 83.1 9 -0.3 (-0.7 – 0.2)

158

CHILD MALTREATMENT,  PARENTS &  THE EMERGENCY DEPARTMENT



heterogeneous sample, it is unclear if all children were actually ever exposed 
to the problems of their parents. If not, levels of psychosocial complaints 
may be lower. Second, the parental visit to the emergency department 
might not always represent a serious underlying problem, but could be due 
to a one-time only event, with limited influence on children. Recent studies 
showed that children whose mothers reported intimate partner violence at 
one time point had less behavioral and emotional difficulties than children 
whose mothers reported ongoing violence 5 50. Third, there could be a non-
response bias on several levels. To start, eligible parents could have been 
missed at the emergency department. We don’t know if this happened in 
our sample, but in an analysis of the Hague protocol, eight out of 120 cases 
(7%) were missed, for various reasons 51. Furthermore, of all eligible families, 
8% refused to be examined at the outpatient pediatric department, and 
another 17% was examined but refused study participation. Because reports 
in literature have been mixed, it is difficult to draw conclusions about the 
influence of refusal of treatment 52 53 54 or study participation 55 56 57 on our 
results. Known baseline characteristics between our participants and non-
participants were similar, except for an overrepresentation of single parent 
households. We do not think this explains our results, because single parents 
are at increased risk for child maltreatment, and this overrepresentation 
would thus increase the prevalence of psychosocial problems, instead of 
decrease them 58. Of course, selection bias due to unmeasured factors is still 
not excluded. Furthermore, in addition to the families refusing treatment 
or study participation, 22% of all eligible families were not invited to the 
outpatient pediatric department in the first place. In these cases, hospital 
staff decided that it was unnecessary to invite families, because there were 
already services involved, problems were deemed too minor, or the hospital 
could not manage the workload. Only six of these families participated, 
which potentially affected our results as well. Overall, our response rate 
was 39-52% for child reports and 36-52% for parent reports. This rate is low 
compared to some studies of children in treatment programs 59, general 
school samples 58 or children in Child Protective Services 5, but it is similar or 
high compared to other studies in schools 60, Child Protection Teams 55 57 and 
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primary or emergency care settings 61 62 63. Fourth, it is possible that a social 
desirability bias exists, although it was clearly explained to participants 
that the results of the questionnaires were handled anonymously and would 
have no personal consequences. Finally, although currently we did not find 
increased problems, a longitudinal follow-up could evaluate if children 
may develop more symptoms in the future. For example, a recent study 
showed that posttraumatic stress symptoms in girls were more influenced 
by negative experiences longer ago, than those occurring in the last year 60. 
Due to the small sample size, our results lack precision. However, small 
effect sizes were found in all comparisons with reference children, making 
it unlikely that a larger sample would change our conclusions. Although 
the lack of differences in psychosocial problems between participants 
and reference children might be due to a type II error, we think that this is 
unlikely given the consistency on all different scales. 

PTSD
We found that 35% of the children scored in the range of PTSD, a higher 
proportion than the 27% in the Dutch reference sample 23. In comparison, 
in a Dutch sample of clinically referred children exposed to traumatic 
events scored 53% in the PTSD range 20, and in a recent meta-analysis using 
structured clinical interviews (the reference standard for diagnosing PTSD), 
25% of children exposed to interpersonal trauma developed PTSD 64. Although 
the difference with the reference sample is not statistically significant, it 
remains worrisome that over a third of the children in our study experience 
these symptoms and require an extensive diagnostic evaluation for PTSD 
and possibly treatment. To definitively determine the prevalence of PTSD, 
clinical interviews should be used. Since effective treatment is available 65, 
we advise health care providers to pay extra attention to posttraumatic stress 
symptoms when treating children identified because their parents visited 
the emergency department due to intimate partner violence, substance 
abuse or a suicide attempt, and keep a low threshold to refer for extensive 
diagnostic evaluation and treatment.
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Clinical impact
Both in this study and in an evaluation of the Hague protocol 47, despite 
methodological limitations that might underestimate some of the 
symptoms, children identified because their parents visited the emergency 
department due to serious social problems seem fairly resilient to their 
parents’ problems in the short term and do not experience more psychosocial 
symptoms than community children. Since the majority of these children 
are not in current need of specialized treatment, these findings support 
that it may not be necessary to evaluate all children at a specialized child 
maltreatment center at this point. A pediatric examination could serve as 
an appropriate alternative under two conditions: 1) clinicians should pay 
attention to children’s posttraumatic stress symptoms and 2) clinicians 
should provide services for parents when necessary, in order to prevent 
continuation of the problems and adverse effects on their children in the 
longer term. 

CONCLUSION
In conclusion, although we expect that selection bias may have caused 
some underestimation of problems, children identified because their 
parents visited the emergency department due to intimate partner violence, 
substance abuse or a suicide attempt, despite having a high chance of being 
maltreated, do not experience more psychosocial problems compared to 
community children. Since 35% of the children score in the PTSD range, 
attention should be paid to the presence of posttraumatic stress symptoms, 
with a low threshold to refer for further diagnostic evaluation for PTSD. 
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APPENDIX 1
Hague protocol and Amsterdam policy.
To improve in-hospital identification of, and early intervention in, 
child maltreatment, a new policy based called the ‘Hague protocol’ 1 was 
developed and implemented in hospitals in The Hague, The Netherlands in 
2007. This policy states that all adults visiting the emergency department 
due to three important risk factors for child maltreatment, i.e. intimate 
partner violence, substance abuse or a suicide attempt, should be asked 
whether they have any children in their care. If so, all children are reported 
to the Child Abuse Counseling and Reporting Centre (Dutch abbreviation: 
AMK). An evaluation study to assess if the Hague protocol could identify 
child maltreatment showed that, of all children, the AMK confirmed child 
maltreatment in 91% 1. Following the Hague protocol, an adapted version of 
this policy was implemented in Amsterdam hospitals, The Netherlands, in 
2010 2. In the Amsterdam policy, children are identified in the same manner as 
in the Hague protocol, but instead of being referred to the AMK, all children 
are invited to visit the outpatient pediatric department for an examination. 
This examination consists of a (usually single) visit with a pediatrician, 
a child psychologist, a specialized nurse or a social worker (sometimes 
combined). During the visit, any social, medical or psychological problems 
are evaluated. Furthermore, a complete physical examination is performed 
for all children, to identify any signs of physical abuse or neglect. Parents 
receive counseling on the consequences of their behavior for their children. 
Referrals to various social and mental (youth) care organizations are made, 
whenever judged appropriate. If parents refuse to visit the outpatient 
pediatric department, or the situation is deemed very serious, or parents do 
not cooperate with a referral to voluntary support when this is considered 
necessary, children are reported to the AMK. 

There were several reasons for adapting the Hague protocol before 
implementing it in Amsterdam hospitals, most importantly the emphasis 
on arranging voluntary support instead of an AMK report. However, the 
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Amsterdam policy has not been evaluated prospectively and there may be 
disadvantages in comparison with the Hague protocol as well. 
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APPENDIX 2
Results of questionnaires of participants compared to reference samples.

Participants
n=55

Reference 
samplea

n=473

CRIES-13 mean SD
median 
(range) mean SD SMDcd (95% CIe)

Scale
Avoidance 8.9 5.6 9 (0-20) 7.7 5.7 0.2 (-0.1 – 0.5)
Intrusion 5.9 5.1 4 (0-20) 7.6 5.4 -0.3 (-0.6 – 0)
Arousal 7.5 6.6 6 (0-21) 6.7 5.7 0.1 (-0.1 – 0.4)

Total 22.5 14.1 21 (0-55) 22 13.6 0 (-0.2 – 0.3)

n % n % MDdf in % (95% CIe)
Probable 
PTSDb 19 35 126 27 8 (-4 – 22)

a  23

b PTSD = posttraumatic stress disorder (score ≥30)
c SMD = Standardized Mean Difference 
d Participants versus the reference sample 
e CI = Confidence Interval
f MD = Mean difference between proportions

Levels of posttraumatic stress symptoms.
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Participants
Reference 

sample

mean SD
median 
(range) mean SD SMDfg (95% CIh)

RCADS child report n=53d n=1748ae

Scale
Separation Anxiety
Disorder 2.5 3.3 1 (0-16) 2.7 2.7 -0.1 (-0.4 – 0.2)
Social Phobia 7.2 4.4 8 (0-22) 6 4.4 0.3 (0 – 0.6)
Generalized Anxiety
Disorder 3.6 3.3 3 (0-12) 4.8 3.2 -0.4 (-0.7 – -0.1)
Panic Disorder 4.1 3.5 3 (0-16) 4.3 3.9 -0.1 (-0.3 – 0.2)
Obsessive Compulsive
Disorderb 4 3.1 4 (0-14)
Major Depressive
  Disorder 4.9 3.8 4 (0-19) 5.7 3.8 -0.2 (-0.5 – 0.1)

Total anxiety scorec 21.5 14.4 18 (0-74) 21.2
Total internalizing 
scorec 26.4 17.5 23 (0-84) 26.9

RCADS parent report n=46i n=261j a

Scale
Separation Anxiety
Disorder 2.1 2.7 1 (0-14) 2.1 2.1 0 (-0.3 – 0.3)
Social Phobia 5.3 4 4 (0-17) 6 4.5 -0.2 (-0.5 – 0.2)
Generalized Anxiety
Disorder 3.4 3 2 (0-12) 3.1 2.2 0.1 (-0.2 – 0.4)
Panic Disorder 2 3 1 (0-18) 1.8 2.2 0.1 (-0.2 – 0.4) 
Obsessive Compulsive
Disorderb

1.2
1.8 1 (0-9)

Major Depressive
Disorder 3.7 4.2 3 (0-17) 3.8 3.3 0 (-0.3 – 0.3)

Total anxiety scorec 13.8 12.8 11 (1-69) 15.5
Total internalizing 
scorec 17.1 16.2 14 (1-83) 19.3

a 30

b No Dutch reference data available
c Reference scores are adjusted for the number of items completed
d 26 boys, 27 girls
e 819 boys, 929 girls
f SMD = Standardized Mean Difference
g Participants versus the reference sample
h CI = Confidence Interval
i 21 boys, 25 girls
j 118 boys, 143 girls

Levels of anxiety and depression.
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Participants
Reference 

sample

mean SD
median 
(range) mean SD SMDcd (95% CIe)

CBCL 1.5-5 n=26 n=19,850a

Scale
Internalizing 
behavior problems 7.1 5.4 6 (0-23) 9.6 6.7 -0.4 (-0.8 – 0)
Externalizing 
behavior problems 13.2 6.8 13 (1-29) 12 7.3 0.2 (-0.2 – 0.6)

Total behavior 
problems 32.5 16.3 31 (3-70) 33.3 19 0 (-0.4 – 0.3)

CBCL 6-18 n=50 n=1710b

Scale
Internalizing 
behavior problems 8.4 9.6 6 (0-50) 6.6 5.6 0.3 (0 – 0.6)
Externalizing 
behavior problems 6.9 7.3 5 (0-31) 6.4 5.9 0.1 (-0.2 – 0.4)

Total behavior 
problems 26.9 26.4 20 (0-135) 24.0 16.6 0.2 (-0.1 – 0.5)

YSR n=32f n=810b

Scale
Internalizing 
behavior problems 12.3 9 12 (1-37) 10 6.6 0.3 (0 – 0.7)
Externalizing 
behavior problems 8.8 7.2 6 (0-26) 9.1 6.2 -0.1 (-0.4 – 0.3)

Total behavior 
problems 36.5 22.3 35 (5-88) 34.5 17.6 0.1 (-0.2 – 0.5)

a 39 
b 35 
c Participants versus the reference sample
d SMD = Standardized Mean Difference
e CI = Confidence Interval

Levels of behavioral problems.
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Participants (children) Reference sample

mean SD
median 
(range) mean SD SMDbc (95% CId)

PedsQL 8-12 n=33 n=192a

Scale
Physical 
functioning 82.9 15.1 88 (41-100) 85.3 8.9 -0.2 (-0.6 – 0.1)
Emotional 
functioning 72.7 20.6 75 (25-100) 76.9 13.8 -0.3 (-0.7 – 0.1)
Social 
functioning 82.7 18.5 90 (20-100) 86.5 12.2 -0.3 (-0.7 – 0.1)
School 
functioning 78 15.4 80 (40-100) 78.9 11.9 -0.1 (-0.4 – 0.3)

Psychosocial 
health
  summary score 77.8 15.1 78 (32-100) 80.8 10.3 -0.3 (-0.6 – 0.1)
Total score 79.6 14.3 82 (38-100) 82.3 8.8 -0.3 (-0.7 – 0.1)
PedsQL 13-18 n=22 n=148a

Scale
Physical 
functioning 86 14.5 91 (50-100) 86.8 9.2 -0.1 (-0.5 – 0.4)
Emotional 
functioning 73.6 21.7 80 (25-100) 77.5 15 -0.2 (-0.7 – 0.2)
Social 
functioning 89.3 13.7 95 (60-100) 90.1 11.4 -0.1 (-0.5 – 0.4)
School 
functioning 70.2 17.1 73 (35-100) 76 12.7 -0.4 (-0.9 – 0)

Psychosocial 
health
  summary score 77.7 13.2 82 (50-100) 81.2 10.2 -0.3 (-0.8 – 0.1)
Total score 80.6 12.8 86 (53-100) 83.1 9 -0.3 (-0.7 – 0.2)
a 41

b SMD = standardized mean difference 
c Participants versus the reference sample
d CI = Confidence Interval

Levels of health-related quality of life.
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