
Determinants of quality of life in children with psychiatric disorders

Dennis Bastiaansen1, Hans M. Koot1,2 & Robert F. Ferdinand1
1Department of Child and Adolescent Psychiatry, Erasmus MC-Sophia, Rotterdam, The Netherlands
(E-mail: d.bastiaansen@erasmusmc.nl); 2Department of Developmental Psychology, Vrije Universiteit
Amsterdam, Amsterdam, The Netherlands

Accepted in revised form 15 December 2004

Abstract

Objective: To assess factors that, in addition to childhood psychopathology, are associated with Quality of
Life (QoL) in children with psychiatric problems. Methods: In a referred sample of 252 8 to 18-year-olds,
information concerning QoL, psychopathology and a broad range of child, parent, and family/ social
network factors was obtained from children, parents, teachers and clinicians. Results: Poor child, parent,
and clinician reported QoL was associated with child psychopathology, but given the presence of psy-
chopathology, also with child factors, such as low self-esteem, and poor social skills, and family/social
network factors, such as poor family functioning, and poor social support. In multiple linear regression
analyses the importance of parent factors, such as parenting stress, was almost negligible. Conclusion: To
increase QoL of children with psychiatric problems, treatment of symptoms is important, but outcome
might improve if treatment is also focussed on other factors that may affect QoL. Results are discussed in
relation to current treatment programs.
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Introduction

Several studies have shown that Quality of Life
(QoL) is poor in children with psychiatric disorders
[1, 2]. It has been reported that QoL in children
with psychiatric disorders is not only considerably
poorer than that of children from the general
population, but also comparable to or even poorer
than that of physically ill children [1–3], indicating
that there is an association between poor QoL and
child psychopathology. These findings underscore
the need for QoL assessment in children with
psychiatric disorders. Since recent studies have
shown that psychopathology is persistent from
childhood into adulthood [4, 5], it is desirable to
reveal factors that, besides child psychopathology,
are associated with QoL in children with psychi-
atric disorders. These factors could then, along
with psychiatric symptoms, be chosen as a focus of
treatment. Improving possible mediating factors,

such as family circumstances or the social skills of
the child might provide important opportunities to
improve QoL. To our knowledge, studies that
examined factors that may explain differences in
QoL, over and above psychopathology, in children
with psychiatric disorders, are not available.

The aim of the present study was to assess which
factors, besides child psychopathology, are asso-
ciated with QoL in children with psychiatric
problems. To identify these factors, the Bronfen-
brenner model was employed [6]. According to this
model, factors influencing a child’s development
may be ordered from more proximal to more dis-
tal, i.e. at the child level, parent level, and family/
social network level. Proximal factors are
hypothesized to be more influential than distal
ones, and distal factors are assumed to exert their
influence mainly through more proximal ones. In
this study, factors possibly influencing a child’s
QoL were ordered similarly. Associations between
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QoL and child, parent, and family/social network
factors were assessed over and above the associa-
tion between QoL and child psychopathology.

At the child level, the present study assessed the
association between QoL and presence of a
chronic physical disease and low self-esteem, over
and above the association between QoL and psy-
chopathology, because both of these factors have
previously been associated with QoL. Several
studies among children reported an association
between poor QoL and presence of a chronic
physical disease [7] and studies among adults with
psychiatric disorders showed an association
between poor QoL and low self-esteem [8]. How-
ever, until now, no study has examined the associ-
ation between QoL and these factors in children
with psychiatric problems. Further, this study
examined whether other child factors – intelligence,
and poor social skills – were correlated with QoL,
because previous studies found an association be-
tween these factors and level of psychopathology [9,
10]. It is likely that these factors also affect QoL,
although this has not been studied previously.

At the parent level of the Bronfenbrenner
model, the present study assessed the association
between QoL and psychopathology in mothers,
mothers’ mental health service use, and parenting
stress. Although their association with child QoL
has not yet been addressed, several studies found
an association between these factors and level of
psychopathology in children [11, 12]. It could be
possible that these factors also affect QoL.

At the family/social network level, associations
between QoL and family composition, family
socio-economic status (SES), social contacts of the
family, and perceived social support were assessed,
because previous studies found an association
between QoL and these factors. Family composi-
tion was associated with poor QoL in adults with
psychiatric disorders [13]. SES has been found to
affect QoL in children with asthma [14]. Studies in
children with chronic physical disorders reported a
positive association between QoL and social
functioning of the family [15]. Perceived social
support was correlated with better QoL in adult
psychiatric patients and in children with chronic
physical disorders [13, 16]. Further, at the family/
social network level, the association between QoL
and family functioning and stressful life events was
studied. Previous studies reported a correlation

between these factors and level of psychopathol-
ogy [17, 18]. However, the relation between QoL
and these factors is still unknown.

In summary, besides the assessment of the
association between child psychopathology and
QoL, factors possibly associated with QoL were
assessed at three levels: child, parent, and family/
social network level. To our knowledge, studies
that examined the relation between such factors
and QoL in children with psychiatric problems,
and that determined the importance of factors
from each level, compared to factors from other
levels, are not yet available. Since this is the first
study that examined this relation, the goal was not
to construct an elaborated theoretical framework
of factors associated with QoL, but to perform
explorative analyses. To assess the independent
contribution of factors associated with QoL, i.e.
over and above the influence of psychopathology,
measures of child psychopathology were included
in the analyses before other factors were entered.
We hypothesized that child psychopathology
would be strongly associated with poor QoL and
that QoL would be poorer in children with male
gender and older age. At the child level, QoL was
expected to be poorer in children with chronic
physical disease, low self-esteem, lower intelli-
gence, and poor social skills. Further, at the parent
level, we expected QoL to be compromised by
parental psychopathology, parental mental health
service use, and high levels of parenting stress.
Finally, at the family/social network level, QoL
was expected to be negatively influenced by single
parent family, low family SES, poor social con-
tacts of the family, poor social support, poor
family functioning and stressful life events.

Methods

Procedure and participants

The target sample of this study consisted of con-
secutive referrals of children and adolescents aged
8–18 years who had been referred to two outpa-
tient child psychiatric clinics in the Netherlands.
The present sample was part of a larger study,
which was described elsewhere [3]. During their
first visit to the clinic, children and their parents
were informed on the QoL study by a clinician and
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their participation was asked. Written informed
consent was obtained from both children and
parents. Children and parents filled in question-
naires concerning QoL, psychopathology and a
broad range of child, parent, and family/social
network factors. The child’s clinician provided
information on functional impairment of the child.
After consent of parents and children, teachers
filled in questionnaires regarding psychopathology
and the child’s social skills. The study was con-
ducted after approval by the university hospital
medical ethical committee.

Of the 364 children and their parents who were
asked to participate, 252 (69.2%) agreed to par-
ticipate, 91 (25.0%) refused, and 21 (5.8%) were
excluded because of language problems or because
they could not be reached, leaving a final response
of 73.5%. The mean age of the total sample of 145
boys (57.5%) and 107 girls (42.5%) was 12.2 years
(SD ¼ 2.8; range 8.0–18.2 years); 34.9% of the
children came from families with low SES (deter-
mined through parental occupational level [19])
and 65.1% from middle-high SES families. Based
on the main clinical diagnosis, that was obtained
with the DSM-IV Checklist Interview in a stan-
dardized way [20], each of the children was
assigned to one of six diagnostic groups: (1)
Attention Deficit and Disruptive Behavior Disor-
ders (n ¼ 79, 31.4%), (2) Anxiety Disorders
(n ¼ 50, 19.9%), (3) Mood Disorders (n ¼ 23,
9.1%), (4) Pervasive Developmental Disorders
(n ¼ 19, 7.5%), (5) Other Disorders (n ¼ 20,
7.9%; including Somatoform Disorder and
Enuresis/Encopresis), and (6) Referred – No
Diagnosis (n ¼ 61, 24.2%). Children from each of
these six categories were included in all analyses.
The validity of the DSM-IV Checklist Interview,
as applied in this study, was supported by
Bastiaansen et al. [2].

Completed questionnaires of both child and
parent were available in 240 cases (95.2%), of the
child only in 3 cases (1.2%) and of the parent only
in 9 cases (3.6%). Ninety percent of the ques-
tionnaires were obtained from mothers, and 10%
from fathers. Information concerning parental
psychopathology and parenting stress was only
obtained from mothers and not from fathers.
Information from clinicians was available for all
252 children and teacher information for 199 out
of the 252 children (79.0%).

Instruments

QoL measures
Pediatric Quality of Life InventoryTM Version 4.0
(PedsQL).To measure the child’s QoL the 23-item
PedsQL [21] was used, which has a child self-report
and a parallel parent proxy-report format. Versions
for ages 8–12 and 13–18 years were used. The
instructions ask the respondent to indicate how
much of a problem an item has been for the child
during the past month. By formulating the
instruction in this way, the informant is not asked
to rate the presence of a certain behavior, but if
present, its impact on the child’s everyday func-
tioning. The items are scored on a 5-point Likert
scale (0, 25, 50, 75, 100). Scores may range from
0–100, from ‘almost always a problem’ to ‘never a
problem’; higher scores indicating better QoL.
Four subscales and a Total Score can be computed,
covering the following dimensions of QoL: (1)
physical functioning (8 items; e.g. ‘hard to do
sports’ or ‘having hurts’); (2) emotional functioning
(5 items; e.g. problems with ‘feeling angry’ or
‘trouble sleeping’); (3) social functioning (5 items;
e.g. ‘trouble getting along with peers’ or ‘being
teased’); and (4) school functioning (5 items; e.g.
‘trouble keeping up with schoolwork’ or ‘missing
school’). In the present study we only used the Total
Score, computed as the sum of the 23 items divided
by the number of items answered. Good reliability
and validity were reported for the American [21]
and Dutch version [3] of the PedsQL.

Child and Adolescent Functional Assessment Scale
(CAFAS).The CAFAS [22] is a rating scale to be
completed by the child’s clinician and designed to
measure functional impairment across multiple
domains of functioning in children and adoles-
cents. In this study, it was used as an instrument to
measure QoL from the perspective of the clinician.
Impairment is operationalized as the degree to
which the child’s problems interfere with his or her
functioning in various life roles. The child’s func-
tioning is rated on eight domains: (1) role perfor-
mance – school/work (e.g. ‘school grades are
below average’ or ‘frequent absences from
school’); (2) role performance – home (e.g. ‘comply
with rules’); (3) role performance – community
(e.g. ‘delinquent behavior’); (4) behavior towards
others (e.g. ‘difficulties in interactions with
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friends’); (5) moods/emotions (e.g. ‘fears’ or ‘sad’);
(6) self-harmful behavior (e.g. ‘harming self’); (7)
substance use (e.g. ‘usage of alcohol or drugs’);
and (8) thinking (e.g. ‘thought distortions’). Each
domain contains numerous behavioral descrip-
tions that are divided in four categories. Impair-
ment scores are as follows: 30 – severe; 20 –
moderate; 10 – mild; or 0 – minimal or no
impairment. For each domain, the category is
rated that describes the child’s most severe level of
dysfunctioning during the past 3 months. Clini-
cians were blind to all information obtained in this
study except the data of the Child Behavior
Checklist (CBCL [23]) and Teacher’s Report Form
(TRF [24]).

The Total Child Score is computed as the sum of
the scores on the eight domains. Scores were
recoded so that higher scores indicated better
functioning (range 0–240). Good reliability and
validity of the CAFAS have been reported [25]. To
enhance reliability in our study, raters were trained
in scoring the CAFAS three times during the
course of the data collection. Training sessions
included instructions on how to score the CAFAS
and the scoring of vignettes that were provided by
Hodges in the CAFAS manual [22]. Each vignette
contained a description of the family constellation
and a detailed report of the child’s behavior.
Crohnbach’s alpha for the Total Child Score
was 0.67.

Psychopathology measures
The Child Behavior Checklist/4–18 (CBCL [23])
and Teacher’s Report Form (TRF [24]) were used
as standardized parent and teacher reports of child
psychopathology over the preceding 6 and 2
months, respectively. The child’s behavior is rated
on a 3-point scale (0 ¼ not true, 1 ¼ somewhat
true, 2 ¼ very true or often true); both question-
naires contain 120 problem items. In this study,
the Total Problem Score was used; higher scores
indicate a higher level of psychopathology. Over
the years, studies have shown good reliability and
discriminative validity of the Dutch CBCL and
TRF [26, 27].

Child factors
Intelligence. The Wechsler Intelligence Scale for
Children – Revised (WISC-R [28]) was used to
measure the intelligence of the child. In 13.9% of

the children this was not possible, because their IQ
was too low to be measured (n=12) or because
their age was above the age range (>16 years) for
which WISC-R norms are available (n ¼ 23). Self-
report questionnaires were not obtained from the
low IQ children of the first group (n=12).

Chronic physical disease. The Questionnaire for
Identifying Children with Chronic Conditions
(QuICCC [29]) was used to assess the presence of a
chronic physical disease. The QuICCC consists of
39 items and each item consists of three sequences.
The first part of each question sequence asks about
one or more specific consequences of having a
chronic health condition; the second level asks
whether the consequence is the result of a medical,
behavioral, or other health condition; and the final
part assesses the duration of the condition (which
has to be at least one year). To meet the definition
of a chronic disease, a child must qualify in each
component of at least one question sequence.
Good reliability and validity of the QuICCC have
been demonstrated [29].

Self-esteem. Children completed the Global Self-
Worth Scale of either the Self-Perception Profile
for Children (SPPC; ages 8–12 [30]) or the Self-
Perception Profile for Adolescents (SPPA; ages
13–18 [31]), consisting of six or five 4-point items,
respectively. High scores indicate high self-esteem.
Harter [30, 31] reported good reliability and
validity of the Global Self-Worth Scale of the
SPPC and SPPA. The Dutch translation of the
SPPC was also found to be reliable and internally
valid [32]. In our sample, Crohnbach’s alphas were
0.74 (SPPC) and 0.82 (SPPA).

Social skills. Parents and teachers rated children’s
social skills on separate versions of the Social
Skills Rating System (SSRS; [33] for children aged
6–12 or 13–18 years). Parent forms contain 38 and
40 items for ages 6–12 and 13–18 years, respec-
tively; teacher forms contain 30 items for both age
groups. In this study, the Total Score was used;
higher scores indicate better social skills. Good
reliability and validity of the SSRS were reported
[33]. In this sample, Crohnbach’s alphas were 0.91
(ages 6–12) and 0.89 (ages 13–18) for the parent
version and 0.93 (ages 6–12) and 0.90 (ages 13–18)
for the teacher version.
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Parent factors
Psychopathology mother. Mothers were asked to
complete the Young Adult Self-Report (YASR
[34]) to assess psychopathology of the mother. The
YASR has the same format as the CBCL and
concerns the past 6 months. In order to limit the
amount of time needed to fill in the questionnaire,
we only used those 29 of the 110 problem items,
which discriminated best between referred and
non-referred subjects [35]. A Total Problem Score
was computed by summing the scores on the 29
items, with higher scores indicating higher levels of
psychopathology. The Dutch translation of the
YASR was found to be a reliable and valid
instrument [36]. In this sample Crohnbach’s alpha
was 0.92.

Psychiatric treatment mother. Maternal mental
health use was assessed with a questionnaire on
mental health use. Current and past mental health
service use, both in an outpatient clinic as in a day-
and-night treatment clinic, were assessed.

Parenting stress mother. Mothers completed the
Nijmegen Parenting Stress Index (NPSI [37]),
which is a modified Dutch version of Abidin’s
Parenting Stress Index [38], measuring the level of
perceived parenting stress originating from several
child and parent characteristics within the care-
giving context. A short form was used, including
25 items derived from scales measuring the per-
ceived child and parent characteristics [39]. A
Total Problem Score was computed by summing
the scores on the 25 items, with higher scores
indicating higher parenting stress (alpha ¼ 0.95 in
this sample).

Family/social network factors
Family composition and family SES were as-
sessed with a questionnaire on family composi-
tion, parental education and occupational level.
To classify the parental occupational level, the
classification system of the Dutch Bureau of
Statistics [19] was used, which distinguishes 10
levels, ranging from 0 to 9, with ‘0’ corresponding
with unemployment and ‘9’ with academic occu-
pations. These levels can be recoded into three
categories: low, middle, and high SES. Low SES
is corresponding with levels 0–3, middle SES with
4–5, and high SES with 6–9. In the current study,

the family was assigned to one of two categories
based on the highest occupational level in the
family (father or mother): low SES or middle-
high SES.

Family functioning. The child’s clinician rated the
two scales of the CAFAS [22] indicating whether
the caregiver meets the child’s material needs and
social support. The CAFAS caregiver scales are
designed to assess functional impairment in the
family. The Total Caregiver Score is computed as
the sum of the scores on the two scales. Scores
were recoded (ranges 0–60) so that higher scores
indicate better caregiver functioning. Hodges and
Wong [25] provided evidence for the reliability and
validity of the CAFAS.

Parents filled in the General Functioning Sub-
scale of the McMaster Family Assessment Device
(FAD [40]). This scale measures the overall health/
pathology of the family; items were scored in such
a way that higher scores indicate better family
functioning. Byles et al. [40] reported good reli-
ability and validity of the General Functioning
Subscale. In the present study Crohnbach’s alpha
was 0.87.

Social contacts family. Parents filled in the Health
Insurance Experiment Social Support Question-
naire [41], concerning social contacts and social
resources of the family. An Overall Social Con-
tacts Index was computed by summing the nine
items. Higher scores indicated more social contacts
(alpha ¼ 0.73 in this sample).

Social support.Children completed either the Social
Support Scale forChildren (SSSC; ages 8–12 [42]) or
the Social Support Scale for Adolescents (SSSA;
ages 13–18 [43]). These two measures assess child-
perceived support from significant others. Three of
the four scales of the SSSC/SSSA were used, mea-
suring social support from family members, friends,
and classmates. Each subscale consists of six items.
Higher scores indicate greater perceived support.
We used Harter’s 4-point item format for the class-
mates’ scale; the family members and friends scales
were slightly changed into a 2-point format. Harter
[42, 43] reportedgoodreliability andvalidityof these
three subscales of the SSSC andSSSA.Crohnbach’s
alphas of subscale scores in the present study were
0.80 and 0.79 for family members, 0.76 and 0.82 for
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friends, and 0.71 and 0.68 for classmates, for SSSC
and SSSA, respectively.

Life events. Parents completed a 12-item short
form of the Life Events Questionnaire [18], which
is a yes-or-no format self-report questionnaire
assessing potentially stressful life events such as
parental divorce, death of a family member, or
long-term hospitalization in the past 2 years. The
item scores are summed into a Total Life Events
score; higher scores indicate more life events.

Statistical analyses

Of all variables and QoL measures, means (or
proportions), standard deviations and ranges
were computed. Subsequently, simple linear
regression analyses were performed between a
psychopathology measure, or a child, parent, or
family/social network factor as independent var-
iable and a QoL outcome measure as a dependent
variable. Finally, multiple linear regression anal-
yses were conducted between the psychopathol-
ogy measures and all child, parent, and family/
social network factors as independent variables
and each of the three QoL outcome measures as
dependent variable. A forward stepwise method
with variables entered in four subsequent blocks
was used. Measures of child psychopathology
(CBCL and TRF) and the variables, sex and age,
were entered in the first block as control vari-
ables. The other predictors then were added in
subsequent blocks to see if they incremented the
prediction of QoL. According to the Bronfen-
brenner model, child factors were entered in the
second block (intelligence, presence of a chronic
physical disease, self-esteem, and social skills),
parent factors in the third block (psychopathol-
ogy mother, maternal mental health service use,
and parenting stress), and family/social network
factors in the fourth block (family composition,
SES, family functioning, social contacts of the
family, perceived social support, and stressful life
events). In each of the four blocks, interaction
terms between sex or age and the other predictors
were added. At each step in the regressions, the
increment in variance accounted for by the set of
variables added at that step was tested for sig-
nificance. The presence of multicollinearity was
detected by means of variance inflation factors

(VIF). A maximum VIF value in excess of 10 was
taken as an indicator for the presence of
multicollinearity [44].

Results

Descriptive analyses

Descriptive information of the variables and out-
come measures is presented in Table 1. Variables
are presented in groups: biographical status, psy-
chopathology measures, child, parent, and family/
social network factors. The present sample seems
to be representative of the Dutch population, since
the distribution of sex, SES, and family composi-
tion is comparable to the distribution of these
variables in previous Dutch general population
studies [45, 46].

Simple linear regression analyses

Table 2 shows the results of the simple linear
regression analyses. Both significant and non sig-
nificant betas are presented; betas that were sig-
nificant at p < 0.05 are marked. Child
psychopathology was correlated with the QoL
measures of all three raters. Self-esteem was the
only child factor that was significantly associated
with all three QoL ratings. Parent report on social
skills was significantly associated with both parent
and clinician’s report on QoL. Surprisingly, intel-
ligence had no significant association with any of
the QoL measures.

Regarding parent factors, parenting stress and
psychopathology of the mother were associated
with a poor QoL in both parent and clinician QoL
report. Remarkably, no parent factors were sig-
nificantly associated with child report on QoL.

Finally, no family/social network factors were
significantly associated with all three QoL mea-
sures, but several factors were associated with two
QoL ratings. Family functioning (parent and cli-
nician report) and social support from family
members were associated with a better QoL, in
both parent and clinician’s QoL judgement. Social
support from classmates and stressful life events
were associated with child and parent report on
QoL.
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Multiple linear regression analyses

Table 3 shows the results of the multiple linear
regression analyses. Betas are standardized betas
for the full model, i.e. the value of the beta when all
predictors were included; both significant and non-
significant betas are presented and betas that were
significant at p < 0.05 are marked. All three
regression models were significant at p < 0.001
and no indications were found for the presence of
multicollinearity since no VIF factor exceeded the
value of 10.

Child psychopathology was associated with the
QoL measures of all three raters. The interaction
between sex and child psychopathology was cor-
related with child and parent QoL report and
showed that the decrease in QoL with an increas-
ing level of psychopathology (parent reported) was
larger for girls than for boys. The interaction

between age and child psychopathology demon-
strated that a decrease in QoL with an increasing
level of psychopathology was larger for older
children than for younger children.

Over and above the association between child
psychopathology and QoL, several child factors
independently contributed to the variance in the
regression model. Parent report on social skills was
significantly associated with clinician and parent
report on QoL. In contrast to the simple analyses,
self-esteem was only associated with child report
on QoL. The significant interactions between sex
or age and chronic physical disease and child QoL
report showed that boys with a physical disease
experienced a lower QoL than girls with a physical
disease and that younger children with a physical
disease had a lower QoL than older children.

The interaction between sex and parenting stress
of the mother was the only parent factor that made

Table 1. Means (proportions), standard deviations, and ranges of predictor variables and QoL measures

Instrument Mean/proportion SD Range

Biographical status

Sexa 57.5%

Agea 38.5%

Psychopathology measures

Child psychopathology (parent report) CBCL 63.8 28.5 7–142

Child psychopathology (teacher report) TRF 50.9 28.1 3–147

Child factors

Intelligence WISC–R 96.5 16.0 48–141

Chronic physical disease QuICCC 8.8%

Self-esteem SPPC/SPPA 3.1 0.7 1.2–4.0

Social skills (parent report) SSRS 42.9 11.9 10–73

Social skills (teacher report) SSRS 31.2 9.3 7–57

Parent factors

Psychopathology mother YASR 10.1 8.6 0–48

Psychiatric treatment mother 35.0%

Parenting stress mother NPSI 81.3 28.5 26–139

Family/social network factors

Single parent family 28.2%

SES* 65.1%

Family functioning (clinician report) CAFAS 52.5 9.1 0–60

Family functioning (parent report) FAD 3.1 0.5 1.5–4.0

Social contacts family HIESSQ 3.0 0.7 0.7–5.0

Social support – family SSSC/SSSA 0.7 0.2 0–1

Social support – friends SSSC/SSSA 0.8 0.2 0–1

Social support – classmates SSSC/SSSA 3.2 0.6 1–4

Stressful life events LEQ 1.5 1.3 0–6

QoL measures

PedsQL – child report PedsQL 73.3 12.7 35.9–100

PedsQL – parent report PedsQL 67.6 14.0 27.2–97.8

CAFAS total child score CAFAS 197.1 28.3 80–240

a Dichotomized variables: sex (girl (0) vs. boy (1)), age (8–12 (0) vs. 13–18 (1) years) and SES (low (0) vs. middle–high (1)).
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a significant improvement to the models. Of all
family/ social network factors, social support from
classmates, stressful life events and family func-
tioning were significantly associated with the QoL
measures. The significant interactions learned that
the effect on QoL of stressful life events and social
support was larger for boys than for girls.

Discussion

The present study assessed factors possibly asso-
ciated with poor QoL, over and above the asso-
ciation between QoL and child psychopathology,
in children with psychiatric problems. These fac-
tors were studied according to the levels of the
Bronfenbrenner model. In this model, the first
level concerns child characteristics, the second

level parent characteristics, and the third level
family/social network characteristics. It is impor-
tant to reveal these factors, because improvement
of QoL should be a major aim of child psychiatric
treatment [47]. Most treatment programs pre-
dominantly focus on psychiatric symptoms, but
thus far it is not known which factors, besides
psychopathology, influence QoL in children with
psychiatric problems. If QoL would be correlated
with other factors, besides psychopathology, it
might be the case that treatment programs should
not only focus on psychiatric symptom reduction,
but also on factors enhancing QoL. If a child’s
psychiatric symptoms would be targeted, while
other factors related to QoL would be neglected,
this might result in a poor treatment outcome.

As expected, the present study showed a strong
association between child psychopathology and

Table 2. Simple linear regression analyses of factors associated with QoL

Variables Instrument QoL measures

PedsQL total

score – child report

PedsQL total

score – parent report

CAFAS

total child score

Biographical status

Sexa 0.15b 0.09 0.05

Agea 0.09 0.07 )0.16b

Psychopathology measures

Child psychopathology (parent report) CBCL )0.22b )0.61b )0.43b

Child psychopathology (teacher report) TRF )0.09 )0.15b )0.28b

Child factors

Intelligence WISC-R 0.06 0.05 0.08

Chronic physical disease QuICCC )0.16b )0.10 )0.02
Self-esteem SPPC/ SPPA 0.39b 0.19b 0.18b

Social skills (parent report) SSRS 0.11 0.44b 0.37b

Social skills (teacher report) SSRS 0.05 0.07 0.18b

Parent factors

Psychopathology mother YASR )0.04 )0.29b )0.29b

Psychiatric treatment mother )0.10 )0.19b )0.01
Parenting stress mother NPSI )0.12 )0.44b )0.42b

Family/social network factors

Single parent family 0.10 )0.05 )0.10
SESa 0.09 0.11 0.17b

Family functioning (clinician report) CAFAS 0.07 0.25b 0.45b

Family functioning (parent report) FAD 0.10 0.28b 0.28b

Social contacts family HIESSQ 0.03 0.07 0.07

Social support – family SSSC/ SSSA 0.01 0.18b 0.23b

Social support – friends SSSC/ SSSA 0.05 )0.04 )0.04
Social support – classmates SSSC/ SSSA 0.37b 0.22b 0.09

Stressful life events LEQ )0.17b )0.24b )0.09

Note: Betas are standardized betas; both significant and non-significant betas are presented.
a Dichotomized variables: sex (girl (0) vs. boy (1)), age (8–12 (0) vs. 13–18 (1) years) and SES (low (0) vs. middle-high (1)).
b Significant at p < 0.05.

1606



Table 3. Multiple linear regression analyses of factors associated with QoL

Variables QoL measures

PedsQL total score –

Child report

PedsQL total score –

Parent report

CAFAS

total child score

Block 1 (psychopathology measures)

R2 0.10 0.43 0.22

Child psychopathology (parent report) )0.44a )0.81a 0.03

Child psychopathology (teacher report) 0.07 0.01 )0.14a

Sexb · child psychopathology (parent report)c 0.40a 0.37a –

Ageb · child psychopathology (parent report)d – – )0.21a

Block 2 (child factors)

R2 change 0.13 0.02 0.04

Intelligence 0.04 )0.01 )0.10
Chronic physical disease 0.01 0.01 0.03

Self-esteem 0.24a 0.02 0.03

Social skills (parent report) )0.06 0.17a )0.03
Social skills (teacher report) )0.03 )0.03 0.04

Sexb · social skills (parent report)e – – 0.17a

Sexb · chronic physical diseasef )0.44a – –

Ageb · chronic physical diseaseg 0.21a – –

Block 3 (parent factors)

R2 change – – 0.03

Psychopathology mother 0.15 0.02 0.10

Psychiatric treatment mother )0.10 )0.03 )0.01
Parenting stress mother 0.08 )0.01 )0.01
Sexb · parenting stress motherh – – )0.16a

Block 4 (family/social network factors)

R2 change 0.06 0.02 0.08

Single parent family 0.12 )0.01 )0.03
SES )0.02 )0.03 0.01

Family functioning (clinician report) )0.05 0.02 0.31a

Family functioning (parent report) 0.03 0.02 )0.03
Social contacts family 0.01 )0.06 )0.03
Social support – family )0.13 0.01 0.06

Social support – friends 0.02 )0.02 )0.06
Social support – classmates 0.07 0.07 0.04

Stressful life events )0.16a 0.05 0.08

Sexb · stressful life eventsi – )0.14a –

Sexb · social support – classmatesj 0.36a – –

Cumulative R2 0.29k 0.47l 0.37m

Note. Betas are standardized betas for the full model; both significant and non-significant betas are presented.
a Significant at p < 0.05
b Dichotomized variables: sex (girl (0) vs. boy (1)) and age (8–12 (0) vs. 13–18 (1) years).
c The decrease in QoL with an increase of psychopathology was larger for girls than for boys.
d The decrease in QoL with an increase of psychopathology was larger for older children than for younger children.
e The increase in QoL with an increase of social skills was larger for boys than for girls.
f Boys with a physical disease had a lower QoL than girls with a physical disease.
g Younger children with a physical disease had a lower QoL than older children.
h The decrease in QoL with an increase of parenting stress was larger for girls than for boys.
i The decrease in QoL with an increase of stressful life events was larger for boys than for girls.
j The increase in QoL with an increase of social support was larger for boys than for girls.
k F(7, 157) = 9.2, p < 0.001.
l F(4, 160) = 35.7, p < 0.001.
mF(5, 158) = 18.5, p < 0.001.
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QoL ratings of children, parents and clinicians. In
other words, psychiatric symptoms need to be
addressed to improve QoL. In accordance with
our hypotheses, several child and family/social
network factors were, over and above psychopa-
thology, also associated with QoL. However, of all
factors that were studied, the influence of parent
factors on QoL was almost negligible. Generally,
associations were found across the three QoL
raters (children, parents, and clinicians), which
underscores the validity of the findings, especially
because clinicians were blind to almost all infor-
mation obtained in this study.

Sex and age effects

Sex and age were associated with QoL in inter-
action with other predictors. The interaction
between sex and child psychopathology indicated
that the impact of psychopathology on QoL was
larger for girls than for boys. A possible expla-
nation might be that boys exhibit significantly
more externalizing behavior problems than girls
(e.g. [48]). Children with externalizing behavior
problems may not experience their symptoms as
problematic, which may explain our findings.
Our hypothesis regarding the association between
age, psychopathology and QoL, was confirmed.
When QoL was reported by the clinician, the
impact of psychopathology on QoL indeed
increased with increasing age. This may be
explained by the fact that older children may be
more aware of their problems than younger
children, because they are more likely to realize
that they are different from their peers. This
might influence their report of QoL. The associ-
ation of older age and lower QoL may also be
explained by the chronicity of the child’s psy-
chiatric disorder and not solely by the mature
cognitive development of older children. How-
ever, since the chronicity of the child psychiatric
disorder was not measured in the present study,
this hypothesis could not further be tested.
Despite, it should be noted that most of the
children who were included in the present study,
were visiting mental health care for the first time.

Interactions between sex and child, parent, and
family/social network factors learned that the
effect on QoL of prediction factors that were
studied was larger for boys than for girls.

Child characteristics

As expected, poor QoL was not only associated
with the child’s psychopathology, but also with
low self-esteem, chronic physical disease and poor
social skills. Low self-esteem also co-occurred with
poor QoL in studies with adults [8] and presence of
a chronic physical disease has been associated with
poor QoL in children [49]. Intelligence was not
correlated with poor QoL. So, beyond the relation
between low intelligence and higher levels of psy-
chopathology [9], level of intelligence does not
seem to affect QoL directly.

Parent characteristics

Except the association between the interaction of
sex and parenting stress and clinician’s QoL re-
port, parent characteristics were only associated
with QoL in simple regression analyses. Parent
factors were added in the analyses because of their
known relation with children’s psychopathology.
Both mothers’ psychopathology and parenting
stress were correlated with poor QoL. In other
words, children with poor QoL had mothers with
higher levels of psychopathology and/or mothers
who experienced more parenting stress.

Family/social network characteristics

In contrast to previous studies [14] and to what
was expected, only a small association between
clinician reported QoL and SES was found and
only in the simple regression analysis, indicating
that QoL was higher in middle-high SES levels.
This is remarkable, since low SES has been men-
tioned as a risk factor for psychopathology in
children [50]. Apparently, SES does not affect QoL
beyond its effect on psychopathology.

Poor QoL further co-occurred, as expected,
with poor social support and, besides this also
with poor family functioning and stressful life
events. The significant association between QoL
and stressful life showed that children with poor
QoL were likely to have experienced more
stressful life events. Apparently, stressful life
events not only influence a child’s QoL through
their known association with child psychopa-
thology [18], but also influence QoL more
directly.
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Despite the previously reported relation between
family composition and poor QoL in adults with
psychiatric disorders [13], poor QoL was not cor-
related with family composition, which was oper-
ationalized as living in a one-parent family.

Clinical implications

When factors from all levels of our model were
entered in one analysis, factors from the child level
and the family/social network level explained most
additional variance, over and above the variance of
child psychopathology, and factors from the parent
level explained hardly any additional variance. In
other words, statistically, child and family/social
network factors seem more important than parent
factors. These results may lead to two conclusions.

First, it may be concluded that to improve
children’s QoL, child and family/social network
factors should, besides child psychopathology, be
an important additional focus of treatment pro-
grams, especially on enhancing self-esteem and
social skills, and on improving family functioning
and strengthening social support. Additionally, co-
morbid chronic physical diseases should be treated
adequately and stressful life events should be pre-
vented. Finally, our results showed that to focus
treatment on parent factors as such seems less
important.

The co-occurrence of poor QoL with low self-
esteem or poor social skills may be relevant for
clinical practice, because clinicians may be in a
position to also address these factors, besides the
child’s psychopathology. In essence, it might be
important to focus treatment programs on self-
esteem and social skills, too. Some treatment
programs for anxiety disorders already contain
social skills training (e.g. [51, 52]) or aim at
enhancing self-esteem specifically (e.g. [53]), while
others do not (e.g. [54, 55]). Our findings do not
guarantee that treatment modules aimed at the
improvement of social skills or self-esteem will
result in better treatment outcome for all patients,
since the present study is not a treatment outcome
study. However, they suggest that treatment
including such targets may add to treatment only
targeting psychiatric symptoms.

Findings regarding family functioning indicated
that children with a poor QoL were more likely to
live in families with poor family functioning; i.e. in

families with poor problem solving, ambiguous or
masked communication between family members,
difficulties to reveal each other’s feelings and dif-
ficulties to support each other. This may implicate
that, to improve children’s QoL, it might be
important to focus treatment on improving these
aspects of family functioning.

The relation between poor QoL and poor social
support may implicate that children with a poor
social network experience a worse QoL. It can be
hypothesized that treatment that focuses on social
support might help to improve treatment outcome.
Some treatment programs already teach children
skills for improvement of social support (e.g. [53,
56]), but in the future it seems worthwhile to study
if addition of therapy modules aimed at improving
the capacity of the child to enhance social support,
will improve the child’s QoL.

A second conclusion from the findings of this
study, concerns the analyses with parent factors
only, in which associations were found between
QoL and parent factors. These associations
became non-significant in the multiple regression
analyses. Apparently, parent-related factors do
not account for differences in QoL, once func-
tioning of the family as a whole is accounted for.
These parent factors might be associated with
child or family/social network factors and be
related to QoL through their association with child
or family/social network factors. Otherwise parent
factors would have been independent predictors of
QoL in the multiple regression analyses.

Informant issues

In the present study, data on the child’s QoL and
the different child, parent, and family/social net-
work characteristics were derived from four dif-
ferent types of informants: children themselves,
parents, teachers, and clinicians. In the previous
section, we generalized our findings and did not
focus on differences and similarities between
informants in variables associated with QoL.
Several associations were found across QoL raters,
which enhances the generalization of findings. The
association between QoL and child psychopa-
thology was found for all raters. Overall, factors
that were related to QoL ratings of parents and
clinicians showed high resemblance. On the other
hand, factors associated with QoL ratings of
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children differed from those associated with QoL
ratings of parents and clinicians. Factors related to
the QoL judgement of parents and clinicians
seemed to concern observable factors, like social
skills of the child. Factors correlated with the
child’s QoL judgement seemed to represent the
inner world of the child, like self-esteem and
experienced social support.

In parent report on QoL, most variance in QoL
was explained by child psychopathology and the
other predictors added little variance to the model.
In child and clinician QoL report, the other factors
added more variance to the models.

Our findings emphasize the importance of the
use of multiple informants in QoL measurement,
as is suggested by others [57]. From the results of
the present study, it may be hypothesized that
parents and clinicians might be better informants
regarding factors concerning observable charac-
teristics of the child and parents, while children
might be better informants on factors representing
the child’s inner world. It should be noted, how-
ever, that the information on the different factors
was not obtained from all informants. Children,
for instance did not fill in questionnaires con-
cerning family functioning or social skills.

Limitations

A first possible limitation of the present study is
the lack of child self-report regarding psychopa-
thology and social skills. Poor QoL co-occurred
with teacher and parent reports on the child’s
psychopathology and poor social skills. The
absence of child self-report on psychopathology
and social skills may have influenced the results,
because, for instance, children themselves often
disagree with parents and teachers with respect to
the presence of psychopathology (e.g. [58]). Based
on child information, different associations
between QoL and psychopathology might have
been found, because it may be possible that chil-
dren with internalizing problems, for instance,
suffer more from their problems than parents and
teachers may expect. In these children, QoL might
be associated more with self-reported symptoms,
than with symptoms reported by parents or
teachers. In the present study, psychopathology
and social skills were not assessed via self-reports,
because the majority of the participants were too

young to fill in questionnaires regarding psycho-
pathology and social skills.

The cross-sectional design of this study is a
second limitation. This may limit conclusions
regarding the direction of relations between QoL
and each of the variables, because it is difficult to
determine if QoL is influenced by a variable or vice
versa. However, several factors tended to coincide
with poor QoL, and therefore it can be hypothe-
sized that treatment that focuses on these factors
might help to improve treatment outcome. Lon-
gitudinal studies are needed to decide more pre-
cisely which factors are related to QoL and should
be a focus of treatment programs.

A third limitation may be the present sample
being a clinic sample. This is on one hand very
strong, because it indicates that the findings of this
study are representative and useful for clinical
practice, but it cannot be assumed that the findings
of the present study reflect the situation in the
general population.

Conclusion

Clinicians probably aim to improve a child’s QoL
by treating psychiatric symptoms. In this study,
indeed, poor QoL was associated with psychiatric
symptoms, so, to increase a child’s QoL treating
these symptoms is important. Besides, poor QoL
was associated with low self-esteem, poor social
skills, chronic physical disease, parenting stress,
poor family functioning, poor social support, and
stressful life events. In multiple linear regression
analyses, parent factors added little variance to the
models. From this it may be concluded that to
improve a child’s QoL, treatment programs should
at least focus on diminishing the child’s psychiatric
symptoms, enhancing self-esteem and social skills,
and on improving family functioning and
strengthen social support. Aiming treatment at
these factors may especially be important, because
treatment programs aimed at symptoms are not
always successful. In this way, treatment outcome
might be improved.

Acknowledgements

We gratefully acknowledge the kind co-operation
of all children, parents, teachers, and clinicians,

1610



who participated in this study. Also, we acknowl-
edge Rhodee van Herk for her help during data
collection. This study was financially supported by
the Dutch Organization for Scientific Research
(NWO), Grant No. 940-37-016 and the Sophia
Foundation for Scientific Research (SSWO),
Grant No. 277.

References

1. Sawyer MG, Whaites L, Rey JM, Hazell PL, Graetz BW,

Baghurst P. Health-related quality of life of children and

adolescents with mental disorders. J Am Acad Child Ado-

lesc Psychiatry 2002; 41: 530–537.

2. Bastiaansen D, Koot HM, Ferdinand RF, Verhulst FC.

Quality of life in children with psychiatric disorders: Self-,

parent, and clinician report. J Am Acad Child Adolesc

Psychiatry 2004; 43: 221–230.

3. Bastiaansen D, Koot HM, Bongers IL, Varni JW, Verhulst

FC. Measuring quality of life in children referred for psy-

chiatric problems: Psychometric properties of the

PedsQLTM 4.0 generic core scales. Qual Life Res 2004; 13:

489–495.

4. Hofstra MB, Van der Ende J, Verhulst FC. Continuity and

change of psychopathology from childhood into adulthood:

A 14-year follow-up study. J Am Acad Child Adolesc

Psychiatry 2000; 39: 850–858.

5. Heijmens Visser J, Van Der Ende J, Koot HM, Verhulst

FC. Predicting change in psychopathology in youth

referred to mental health services in childhood or adoles-

cence. J Child Psychol Psychiatry 2003; 44: 509–519.

6. Bronfenbrenner K. The Ecology of Human Development.

Cambridge, MA: Harvard University Press, 1979.

7. Koot HM. The study of Quality of life: Concepts and

methods. In: Koot HM, Wallander JL (eds), Quality of Life

in Child and Adolescent Illness: Concepts, Methods and

Findings. London: Harwood Academic Publishers, 2001:

3–20.

8. Ritsner M, Modai I, Endicott J, et al. Differences in quality

of life domains and psychopathologic and psychosocial

factors in psychiatric patients. J Clin Psychiatry 2000; 61:

880–889.

9. Einfeld SL, Tonge J. Population prevalence of psychopa-

thology in children and adolescents with intellectual dis-

ability: II. Epidemiological findings. J Intellect Disabil Res

1996; 40: 99–109.

10. Spence SH. Social skills training with children and young

people: Theory, evidence and practice. Child Adolesc Ment

Health 2003; 8: 84–96.

11. Mesman J, Koot HM. Common and specific correlates of

preadolescent internalizing and externalizing psychopa-

thology. J Abnorm Psychol 2000; 109: 428–437.

12. Downey G, Coyne JC. Children of depressed parents: An

integrative review. Psychol Bull 1990; 108: 50–76.

13. Koivumaa Honkanen HT, Viinamaeki H, Honkanen R,

et al. Correlates of life satisfaction among psychiatric pa-

tients. Acta Psychiatr Scand 1996; 94: 372–378.

14. Halfon N, Newacheck PW. Childhood asthma and poverty:

Differential impacts and utilization of health services.

Pediatrics 1993; 91: 56–61.

15. Andelman F. Analysis of quality of life among adolescents

with epilepsy. Int J Adolesc Med Health 2000; 12: S17–

S24.

16. Varni JW, Katz ER, Colegrove R, Dolgin M. Perceived

social support and adjustment of children with newly

diagnosed cancer. J Dev Behav Pediatr 1994; 15: 20–26.

17. Mathijssen JJJP, Koot HM, Verhulst FC, De Bruyn EEJ,

Oud JHL. The relationship between mutual family relations

and child psychopathology. J Child Psychol Psychiatry

1998; 39: 477–487.

18. Berden GF, Althaus M, Verhulst FC. Major life events and

changes in the behavioural functioning of children. J Child

Psychol Psychiatry 1990; 31: 949–959.

19. Dutch Central Bureau of Statistics. Standaard Beroepen-

classificatie 1992 [Standardized Classification of Occupa-

tions 1992]. Voorburg/Heerlen: Netherlands Central

Bureau of Statistics, 1993.

20. Hudziak JJ, Helzer JE, Wetzel MW, et al. The use of the

DSM-III–R Checklist for initial diagnostic assessments.

Compr Psychiatry 1993; 34: 375–383.

21. Varni JW, Seid M, Kurtin PS. PedsQL 4.0TM: Reliability

and validity of the Pediatric Quality of Life InventoryTM

version 4.0 Generic Core Scales in healthy and patient

populations. Med Care 2001; 39: 800–812.

22. Hodges K. CAFAS Manual for Training Coordinators,

Clinical Administrators, and Data Managers. Ann Arbor:

MI: Author, 1997.

23. Achenbach TM. Manual for the Child Behavior Checklist/

4–18 and 1991 Profiles. Burlington, VT: University of

Vermont, Department of Psychiatry, 1991.

24. Achenbach TM. Manual for the Teacher’s Report Form

and 1991 Profiles. Burlington, VT: University of Vermont,

Department of Psychiatry, 1991.

25. Hodges K, Wong MM. Psychometric characteristics of a

multidimensional measure to assess impairment: The Child

and Adolescent Functional Assessment Scale. J Child Fam

Stud 1996; 5: 445–467.

26. Verhulst FC, Van der Ende J, Koot HM. Manual for the

CBCL/4–18. Rotterdam: Department of Child and Ado-

lescent Psychiatry, Sophia Children’s Hospital/Erasmus

University, 1996.

27. Verhulst FC, Van der Ende J, Koot HM. Manual for the

Teacher’s Report Form (TRF). Rotterdam, The Nether-

lands: Department of Child and Adolescent Psychiatry,

Sophia Children’s Hospital/Erasmus University, 1997.

28. Wechsler D. Manual for the Wechsler Intelligence Scale for

Children-Revised. New York: Psychological Corporation,

1974.

29. Stein RE, Westbrook LE, Bauman LJ. The questionnaire

for identifying children with chronic conditions: A measure

based on a noncategorical approach. Pediatrics 1997; 99:

513–521.

30. Harter S. Manual for the Self-Perception Profile for Chil-

dren. Denver, CO: University of Denver, 1985.

31. Harter S. Manual for the Self-Perception Profile for Ado-

lescents. Denver, CO: University of Denver, 1988.

1611



32. Van Dongen Melman JE, Koot HM, Verhulst FC. Cross-

cultural validation of Harter’s Self-Perception Profile for

Children in a Dutch sample. Educ Psychol Meas 1993; 53:

739–753.

33. Gresham F, Elliot S. Social Skills Rating System Manual.

Minnesota, MN: American Guidance Service, Circle Press,

1990.

34. Achenbach TM. Manual for the Young Adult Self-Report

and Young Adult Behavior Checklist. Burlington, VT:

University of Vermont, Department of Psychiatry, 1997.

35. Wiznitzer M. The Young Adult Self-Report Project [Doc-

toral]. Groningen, The Netherlands: University of

Groningen, 1993.

36. Wiznitzer M, Verhulst FC, van den Brink W, et al.

Detecting psychopathology in young adults: The Young

Adult Self Report, the General Health Questionnaire and

the Symptom Checklist as screening instruments. Acta

Psychiatr Scand 1992; 86: 32–37.

37. De Brock AJJL, Vermulst AA, Gerris JRM. Nijmeegse

Ouderlijke Stress Index: Inhoud en achtergrond. [Nijmegen

Parenting Stress Index: Contents and background.]

Nijmegen, The Netherlands: Catholic University Nijmegen,

1990.

38. Abidin RR. Parenting Stress Index: Manual. Charlottes-

ville: Pediatric Psychology Press, 1983.

39. De Brock AJJL, Vermulst AA, Leenders FAM.

Huwelijkskwaliteit, ouderlijk opvoedkundig handelen en

(dys)functioneren van het kind. [Marital quality, parental

raising practices, and child (dys)functioning.] Tijdsch

Orthopedago 1990; 29: 373–392.

40. Byles J, Byrne C, Boyle MH, Offord DR. Ontario Child

Health Study: Reliability and validity of the general func-

tioning subscale of the McMaster Family Assessment

Device. Fam Process 1988; 27: 97–104.

41. Donald CA, Ware JE. The measurement of social support.

Res Commun Ment Health 1984; 4: 325–370.

42. Harter S. Manual for the Social Support Scale For Chil-

dren. Denver, CO: University of Denver, 1985.

43. Harter S. Manual for the Social Support Scale for Chil-

dren and Adolescents. Denver, CO: University of Denver,

1989.

44. Neter J. Building the regression model II: Diagnostics. In:

Neter J, Kutner M, Nachtsheim C, Wasserman W (eds),

Applied Linear Statistical Models. Chicago, IL: IRWIN,

1996: 385–388.

45. van Lier PAC. Preventing Disruptive Behavior in Early

Elementary Schoolchildren. Rotterdam, The Netherlands

Erasmus Medical Center – Sophia Children’s Hospital

Rotterdam, The Netherlands 2002.

46. Mesman J. Preadolescent Internalizing and Externalizing

Psychopathology. Rotterdam, The Netherlands Erasmus

Medical Center - Sophia Children’s Hospital Rotterdam,

2000.

47. Schmeck K, Poustka F. Quality of life and child psychiatric

disorders. In: Katschnig H, Freeman H, Sartorius N (eds),

Quality of Life in Mental Disorders. Chichester: Wiley,

1997: 179–191.

48. Keenan K, Shaw D. Developmental and social influences

on young girls’ early problem behavior. Psychol Bull 1997;

121: 95–113.

49. Juniper EF, Guyatt GH, Feeny DH, Ferrie PJ, Griffith LE,

Townsend M. Measuring quality of life in children with

asthma. Qual Life Res 1996; 5: 35–46.

50. Verhulst FC, Koot HM. Child psychiatric epidemiology:

Concepts, Methods and Findings. Newbury Park, CA:

Sage, 1992.

51. Albano AM, Marten PA, Holt CS, Heimberg RG, Barlow

DH. Cognitive-behavioral group treatment for social pho-

bia in adolescents: A preliminary study. J Nerv Ment Dis

1995; 183: 649–656.

52. Spence SH, Donovan C, Brechman Toussaint M. The

treatment of childhood social phobia: The effectiveness of a

social skills training-based, cognitive-behavioural interven-

tion, with and without parental involvement. J Child Psy-

chol Psychiatry 2000; 41: 713–726.

53. Silverman WK, Kurtines WM, Ginsburg GS, Weems CF,

Lumpkin PW, Carmichael DH. Treating anxiety disorders

in children with group cognitive-behavioral therapy: A

randomized clinical trial. J Consult Clin Psychol 1999; 67:

995–1003.

54. Kendall PC, Flannery Schroeder E, Panichelli Mindel SM,

Southam Gerow M, Henin A, Warman M. Therapy for

youths with anxiety disorders: A second randomized clini-

cal trial. J Consult Clin Psychol 1997; 65: 366–380.

55. Last CG, Hansen C, Franco N. Cognitive-behavioral

treatment of school phobia. J Am Acad Child Adolesc

Psychiatry 1998; 37: 404–411.

56. Shortt AL, Barrett PM, Fox TL. Evaluating the FRIENDS

Program: A cognitive-behavioral group treatment for anx-

ious children and their parents. J Clin Child Adolesc Psy-

chol 2001; 30: 525–535.

57. Sainfort F, Becker M, Diamond R. Judgments of quality of

life of individuals with severe mental disorders: Patient self-

report versus provider perspectives. Am J Psychiatry 1996;

153: 497–502.

58. Achenbach TM, McConaughy SH, Howell CT. Child/

adolescent behavioral and emotional problems: Implica-

tions of cross-informant correlations for situational speci-

ficity. Psychol Bull 1987; 101: 213–232.

Address for correspondence: Dennis Bastiaansen, Erasmus-MC

– University Medical Center Rotterdam, Sophia Children’s

Hospital, Department of Child and Adolescent Psychiatry.

P.O. Box 2060, 3000 CB Rotterdam, The Netherlands

Phone: +31-10-463-6671; Fax: +31-10-463-7006

E-mail: d.bastiaansen@erasmusmc.nl

1612


