Portland State University

PDXScholar

Dissertations and Theses Dissertations and Theses
2002

Identifying and Building on Strengths of Children
With Serious Emotional Disturbances

Michael Orval Taylor
Portland State University

Follow this and additional works at: https://pdxscholar.library.pdx.edu/open_access_etds

6‘ Part of the Child Psychology Commons, Developmental Psychology Commons, and the Social Work
Commons

Let us know how access to this document benefits you.

Recommended Citation

Taylor, Michael Orval, "ldentifying and Building on Strengths of Children With Serious Emotional
Disturbances" (2002). Dissertations and Theses. Paper 2873.
https://doi.org/10.15760/etd.2867

This Dissertation is brought to you for free and open access. It has been accepted for inclusion in Dissertations
and Theses by an authorized administrator of PDXScholar. Please contact us if we can make this document more
accessible: pdxscholar@pdx.edu.


https://pdxscholar.library.pdx.edu/
https://pdxscholar.library.pdx.edu/open_access_etds
https://pdxscholar.library.pdx.edu/etds
https://pdxscholar.library.pdx.edu/open_access_etds?utm_source=pdxscholar.library.pdx.edu%2Fopen_access_etds%2F2873&utm_medium=PDF&utm_campaign=PDFCoverPages
https://network.bepress.com/hgg/discipline/1023?utm_source=pdxscholar.library.pdx.edu%2Fopen_access_etds%2F2873&utm_medium=PDF&utm_campaign=PDFCoverPages
https://network.bepress.com/hgg/discipline/410?utm_source=pdxscholar.library.pdx.edu%2Fopen_access_etds%2F2873&utm_medium=PDF&utm_campaign=PDFCoverPages
https://network.bepress.com/hgg/discipline/713?utm_source=pdxscholar.library.pdx.edu%2Fopen_access_etds%2F2873&utm_medium=PDF&utm_campaign=PDFCoverPages
https://network.bepress.com/hgg/discipline/713?utm_source=pdxscholar.library.pdx.edu%2Fopen_access_etds%2F2873&utm_medium=PDF&utm_campaign=PDFCoverPages
http://library.pdx.edu/services/pdxscholar-services/pdxscholar-feedback/?ref=https://pdxscholar.library.pdx.edu/open_access_etds/2873
https://doi.org/10.15760/etd.2867
mailto:pdxscholar@pdx.edu

IDENTIFYING AND BUILDING ON STRENGTHS OF CHILDREN

WITH SERIOUS EMOTIONAL DISTURBANCES

by

MICHAEL ORVAL TAYLOR

A dissertation submitted in partial fulfillment of the
requirements for the degree of

DOCTOR OF PHILOSOPHY
in
SOCIAL WORK AND SOCIAL RESEARCH

Portland State University
2002



DISSERTATION APPROVAL

The abstract and dissertation of Michael Orval Taylor for the Doctor of Philosophy
in Social Work and Social Research were presented November 7, 2002, and

accepted by the dissertation committee and the doctoral program.

COMMITTEE APPROVALS:

Sandra C. Anderson, Chair
Eileen M. Bre!an!
ancy M. Korql

Matthew J. Modrcin

Elizabeth Wosley-George J (/] N
Representative of the Office of
Graduate Studies

Barbara J. Friesen
Graduate School of Social Work



ABSTRACT

An abstract of the dissertation of Michael Orval Taylor for the Doctor of

Philosophy in Social Work and Social Research presented November 7, 2002.

Title: Identifying and Building on Strengths of Children with Serious Emotional

Disturbances

The aim of this study is to explore strengths assessments and the
participation of parents in assessment of strengths and functioning of their children
challenged by serious emotional disorders. The children in this study have a high
level of exposure to mental illness, domestic violence and substance abuse in their
biological families. These children are living with family members or foster
families in the community, with the majority at continuing risk of placement
outside of their homes and communities due to serious emotional and behavioral
problems.

The research questions investigated are the concordance of families and
professionals in assessment of strengths, differences in assessment of strengths,
problems in specific domains of functioning, and relationships of characteristics of

the child with recognition of strengths by the parent and professional.



This study uses data collected from families of children with serious
emotional disorders receiving services through community-based wraparound
services supported by the mental health services program for children #5 HSS
SM52297 funded by the Center for Mental Health Services, Substance Abuse and
Mental Health Administration. The dissertation research presents a secondary
analysis of a portion of the evaluation data collected for that demonstration.

Eighty-five children were assessed by the parent and professional using the
Behavioral and Emotional Rating Scale (BERS), the Achenbach Child Behavior
Checklist (CBCL), and the Child and Adolescent Functioning Scale (CAFAS). It
was found that families provided significant and unique information regarding their
children. A repeated measures analysis of the strengths scores revealed significant
differences in the assessment of strengths by the parent and professional raters in
domains of intrapersonal strengths, affective strengths a}ld family involvement.
The findings support the use of the strengths measure by multiple informants to

provide unique information regarding the child’s strengths and functioning.
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CHAPTER I

SYSTEMIC AND INDIVIDUAL INTERVENTIONS FOR CHILDREN
WITH EMOTIONAL AND BEHAVIORAL DISORDERS

Introduction

Mental and emotional disorders in children and adolescents touch at least
one in ten children - and just one in five of those children receives treatment, as
documented in the recent report on Mental Health by the United States Surgeon
General (U.S. Department of Health and Human Services, 1999). Mental health
care available to families challenged with children suffering from serious emotional
disturbances has been historically fragmented, restrictive, and categorical. Many
families lack access to the right level of treatment for their children in the
community. This lack of sufficient services can exacerbate the development of
more severe disorders. Mental health treatment and services provided to these
children and their families must be better coordinated and integrated with other
elements of the health care, education, and social service system.

Social workers and other helping professionals have relied too long on a
deficit-based approach in practice emphasizing pathology over strengths. This

approach serves to stigmatize families and their children. This study explores



practice methods that instill hope for these children and families through
involvement of families and professionals in assessing strengths of the child.

Jane Knitzer’s (1982) groundbreaking work, Unclaimed Children, gave heed
to the harm done to children and families poorly served due to service
disorganization. Knitzer's study highlighted a systemically ineffectual delivery of
services that contributed to isolation, harbored unmet needs, and favored
institutional care. Her work asserted that mental health treatment services did not
minimize or eliminate existing problems, but exacerbated them. Her published
investigation became a rallying point for reform efforts.

This need for increased collaboration at the systems level has been well
established, supported by Knitzer’'s (1982) work and others advocating for systems
reforms (Stroul & Friedman, 1986). To address this need, federal funding has
supported initiatives to develop and enhance child centered, family-focused systems
of care in local communities. According to Stroul and Friedman (1986), a system
of care is based on multi-agency collaboration that is responsive to the individual
child and the unique cultural needs of the family. Essential elements of a system
of care include: strength-based service planning; coordinated agency efforts; and
family voice, access, and ownership streams. These features serve to build
systems that are responsible and accountable to children and families challenged by
complex and enduring social, behavioral and emotional problems. Under this
collaborative system of care, Knitzer’s "unclaimed children” are embraced as the

entire community’s children.



While current research provides support for the successful implementation
of systems changes and practice improvements (Friedman & Burns, 1996;
Rosenblatt, 1998; Whitbeck, Kimball, Olsen, Lonner, & McKenna, 1993), the
relationship between systems level changes and practice methods for children and
families remains unclear. Additional research is needed to refine the interventions
and assess fidelity of practice to selected values and principles (Epstein, 1999b;
Lourie, Stroul, & Friedman, 1998).

This study identifies some key practice constructs of the system of care
philosophy and explores these through the use of standardized instruments. In the
study, the Behavioral and Emotional Rating Scale (BERS; Epstein & Sharma,
1998) is used to identify strengths and to explore agreement between professionals
and family members on assessment of strengths. Traditional child assessment
instruments appraising behavior problems and functional deficits are also utilized to
explore the extent of agreement and differences regarding both strengths and
functioning of the child. Practice constructs being explored are the identification
of strengths and participation of family members in assessing the child’s strengths
and needs. These constructs are posited as key practice elements associated with
improved services for children with serious emotional disorders (Cowger, 1994;
McCammon, Spencer, & Friesen, 2001).

Social work researchers have raised practice challenges inherent in
implementing a strengths perspective and increasing collaboration between families

and professionals to increase productive partnerships and mutuality (Collins &



Collins, 1990; Saleeby, 1996; Weick, Rapp, Sullivan, & Kisthardt, 1989). The
process of assessing strengths including the perspectives of both the family and
professional are investigated through this study. Saleeby (1996) provides a context
for the importance of focusing on strengths:

The impetus for the evolution of a more strengths-based view of

social work practice comes from the awareness that U.S. culture and

helping professions are saturated with psychosocial approaches based

on individual, family and community pathology, deficits, problems,

abnormality, victimization and disorder. (p. 226)

A strengths perspective challenges the dominant deficit-oriented approach to
assessment, evidences a belief in the dignity, worth, and capabilities of the
individual, and challenges the reliance of professional authority as the dominant
voice in assessment and diagnosis (Weick, Rapp, Sullivan, & Kisthardt, 1989).

The following review of literature and research addresses the prevalence of
mental health disorders in children and practice improvements in systems of care;
including strengths-based assessment and family participation in assessment and
care planning. The aim of this study is to explore recognition of strengths by
families and professionals and explore participation of families with practitioners
regarding those strengths. The assessment of strengths and functioning from the
perspectives of both the family and professional are examined to determine
relationships can be predicted between a child’s behavior problems, functional
level, age and gender and the recognition of strengths. The purpose of this study

is to increase our understanding of methods to assess and build upon strengths of

children living with behavioral and emotional challenges.



Mental Disorders in Children

Mental disorders appear in families of all social classes and backgrounds,
although children with physical problems, family history of mental and addictive
disorders, poverty and caregiver neglect are at higher risk. The manifestation of
mental disorders in children derives from a complex mix of individual development
and constitutional factors. This complexity requires clinicians and researchers to
attend to multi-determinant etiology encompassing biological, social, and
psychological factors in assessment and treatment planning.

The 1999 U.S. Department of Health and Human Services report of the
Surgeon General on children and mental health, citing resuits of the MECA Study
(Methodology for Epidemiology of Mental Disorders in Children and Adolescents),
reports a prevalence estimate of 21% of U.S. children ages 9-17 with a
diagnosable mental or emotional disorder. These findings reveal a serious statistic:
one in five children and adolescents experience symptoms of a mental or emotional
disorder, with 5% suffering from an extreme functional impairment. The
incidence of specific disorders, by diagnostic categories resulting in at least a mild
level of impairment includes anxiety disorders (13%); mood disorders (6.2%),
disruptive disorders (10.3%). and substance abuse disorders (2%) (Shaffer et al.,
1996; U.S. Department of Health and Human Services, 1999).

A range of treatments exists for many mental disorders in children and

emerging research explores effectiveness of these treatments. Though traditional



practice models have relied on the etiology of these disorders being negative
environmental influences, there is an increasing consensus that constitutional
factors have pronounced influences on many disorders. Disorders such as autism,
childhood schizophrenia, attention-deficit disorders, and mood disorders have only
recently been accepted as predominantly biologic in origin (Jensen, 1999; U.S.
Department of Health and Human Services, 1999; Weissman, Warner,
Wickramaratne, Moreau, & Olfson, 1997). Research on neurobiology challenges a
provincial overemphasis on family dynamics as the source of serious emotional
disorders. However, these traditional models of practice based on pathology and
blaming the family are rooted deeply in our professional cultures and practices

(Ryan, 1976, Saleeby, 1996).

Clinical Practice Research

Research verifies the importance of a multi-determinant model in
assessment and treatment that includes biologic (genetic and environmental), social
(familial and societal), and psychological (developmental and interpersonal)
influences. Controlled studies of treatment interventions, primarily limited to
outpatient treatments in research settings, demonstrate that improvements in
functioning are consistently greater in groups receiving treatment and that multi-
modal treatment leads to better outcomes (U.S. Department of Health and Human
Services, 1999). Research on children’s mental disorders and treatment are

summarized in the Surgeon General’s report which emphasizes the need for more
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extensive study of optimal treatment practices, especially for children with the most
severe disorders.

Current research does not adequately address a range of interventions for
the most seriously disordered children. Clinical practices studied in much of the
current research is most often designed around a particular service modality,
outpatient therapy, and are usually tested in controlled research settings
(Rosenblatt, 1998). Rosenblatt suggested that the study of interventions focus at
the services level, examining specifics of therapist or caseworker interactions with
children, their families, and community support systems. As multi-level services
include a number of interventions across community and clinic settings, this
requires a capacity to describe and measure the interventions beyond those
conducted via clinical trials research in outpatient settings. This inquiry requires
methods relevant to emerging practices, methods derived from the experience of
program evaluation and formative research methods (Patton, 1994; Tyson, 1992).
Studies on outcomes of intensive community-based treatments, though limited in
number, have supported positive benefits of these comprehensive interventions
(Heflinger, Northrup, Sonnichsen, & Brannan, 1998; Kutash & Rivera, 1996;
Rosenblatt, 1998).

Research focusing on benefits of residential treatment for children and
adolescents has been sparse, though these settings account for up to one-half of the
dollars spent on treatment for children (Burns, 1991). Burns and others (Weller,

Cook, Hendren, & Woolston, 1995) have expressed concern regarding the lack of



data on outcomes for hospital and residential treatment settings, as these are the
most expensive and intrusive treatment options for children. Rising admissions to
inpatient psychiatric settings during the 1980s and 1990s were not supported by
evidence of increased clinical need or social benefit. Concerns have been raised
about this lack of data for residential and hospital treatments including admission
criteria; cost-benefit ratio; risks inherent in removal from the home and
community; difficulty of reintegration into the family; and potential for
victimization by residential treatment center staff (Friedman & Street, 1985;
Greenbaum et al., 1998). Knitzer (1982) initially raised these concerns in the early
1980s, focusing on the excessive and inappropriate use of psychiatric hospitals and
reliance on residential treatment for children and adolescents. These concerns
support the need for investigation of emerging practices in community-based
systems of care for children as alternatives to institutional treatment.

The need for more empirical data regarding community-based treatment
supports this investigation of key practice constructs of these evolving systems of
care. This study focuses on two practice constructs: using a strengths-based
assessment and exploring family participation in assessment of both strengths and
functioning of their child. Strengths identification and participation of families in
assessment are posited as essential components of community-based treatment for
children and adolescents living in their own families and communities. These

constructs are components of a practice model described as wraparound services
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provided to children with serious emotional disorders through coordinated systems

of care.

Systems of Care for Children with Serious Emotional Disorders

Evaluations of services provided to targeted children with severe mental/
emotional disorders have produced a body of research on implementation of
systems of care endeavoring to link outcomes with practice improvements. These
studies have documented changes in service delivery as well as improved child
outcomes in functioning and behavior (Center for Mental Health Services, 1999).
This literature has increased understanding of some key elements of community-
based and integrated services for children, implementing the principles first
articulated in Child and Adolescent Services Systems Principles (CASSP) and later
referred to as systems of care (Stroul & Friedman, 1986). Much of this literature
has focused on implementation and measurement of systems-level and practice
changes (Center for Mental Health Services, 1997, 1999). Research provides
evidence of successful implementation of the system of care approach through
practice improvements including: (a) increased access, voice, and ownership by
families and consumers (Whitbeck et al., 1993); (b) involvement of key individuals
in developing community wraparound plans (VanDenBerg, 1990); and (c)
engagement of the family as a collaborator in the use of a strengths-based approach

(Malysiak, 1998).
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Findings of positive outcomes for children served by systems of care comes
from a number of sources related to these efforts and has been increasing (Center
for Mental Health Services, 1999; Stroul, 1993). Functional improvements for
children in family life, school success, and reduction of juvenile arrests has been
reported in several studies. Data from California’s experience in pioneering
system reform efforts identified a specific target population and a mission to keep
children "in school, at home and out of trouble"” (Rosenblatt, 1993, p. 275).
Interagency coordination and collaboration along with requirements that services be
community based and culturally competent are key elements in this system. In
assessing the system’s success in achieving its goals, Rosenblatt and his colleagues
found a reduction in out-of-home placement, cost savings through placement
avoidance, improved school performance, increased school attendance, and a
reduction in juvenile justice recidivism (Jordan & Hernandez, 1990; Rosenblatt,
1993). The cost containment data for California is compelling and has been
substantiated by data from Vermont (Bruns, Burchard, & Yoe, 1995) as well as
Wisconsin and Hawaii (Foster, Kelsch, Kamradt, Sosna, & Young, 2001).

Data from the SAMHSA Child Mental Health Initiative programs have been
positive, especially regarding the impact on quality of life for families. Significant
improvements in child and family functioning have Geen associated with practice
changes and systems’ interventions (Farmer 1996). The Milwaukee "25 Kids
Project” focuses on a group of children who have experienced multiple challenges

in their lives, including residential treatment, and whose care has been particularly
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costly. As a result of the Milwaukee project, the majority of these adolescents
have returned to their communities, many to live with their families. Many
returned to school and have avoided contact with the juvenile justice system
(Center for Mental Health Services, 1999; Kamradt, 1996).

Systems of care initiatives have not received universally positive
evaluations. Research conducted on the Fort Bragg demonstration project and in
Stark County, Ohio found no differences in children’s outcomes for those enrolled
in systems of care versus those receiving usual services (Bickman, 1996b;
Bickman, Summerfelt, Firth, & Douglas, 1997). These findings have been
challenged on the basis that the Fort Bragg project did not establish fidelity to the
theory and practices of systems of care (Friedman & Burns, 1996). The Bickman
studies underscore the need for increased empirical evidence about both the
practices that constitute system of care interventions and the connection between

practice changes and child and family outcomes.

Supporting and Sustaining Systems of Care

Intensive services for children with serious emotional disturbances remains
primarily managed and funded by the public sector, which has been dependent on
the identification of a categorical need under educational or mental health criteria
and funding. The continued prevalence of categorical services is rooted in the
financing mechanisms codified in special education law and Medicaid regulations.

These categorical restrictions can limit access to flexible funding needed to support
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community-based practices. Barriers to flexible funding and individualized service
delivery continue to impede the full implementation of system of care values
(Malekoff, 2000). Expenditures for residential and hospital care still exceed those
for community and family-based treatments. There is a lack of evidence of
effectiveness of these more restrictive traditional interventions (Burns, Hoagwood,
& Maultsby, 1998).

Implementation of mental health managed care in the public sector provides
new opportunities to focus on improved access, practice innovations, and flexible
services. The success of mental health managed care for children is closely related
to the level of community and family involvement in implementation, quality
assurance and public oversight of contract performance (Pires, Stroul, &
Armstrong, 2000).

The impact of managed care initiatives differs greatly by state and
community, most often related to the parameters of the managed care contracts.
Managed care entities are widely varied in their goals depending on whether they
are profit or service driven. The managed care business model can result in either
an emphasis on limiting care to increase profit or improving flexibility to achieve
positive outcomes. Incentives often do not align at the systems and services levels,
resulting in categorical services such as residential care receiving higher levels of
reimbursement than intensive community-based care (Foster et al., 2001).

Creating service delivery systems capable of meeting the needs of these

children and families requires a sustainable infrastructure to deliver and support
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these services (Stroul & Friedman, 1996). This drives the call for systematic
research addressing demonstrations of services integration in mental health,
education, and human services that goes beyond descriptions of systems reforms to
evaluation of practice changes raised repeatedly in the literature on developing
systems of care. Research on practice changes resulting from expanded and
alternative structure of service delivery technologies at the systems, program, and
services level is needed to link essential practice elements to long-term successes
for these children and their families (Friedman, 1997; Knapp, 1995; Rosenblatt,
1998).

The focus of this dissertation research is to study some key practice
constructs of a practice model advocated in the literature on system of care:
identification of strengths and exploring participation of families in assessment.
The implementation of these practice constructs are posited to optimize the match
between the needs of the child and family and services through identification of
strengths of the child and involvement of the family in conducting the assessment

and implementing a plan of care.

Wraparound Practice Model

Wraparound is a collaborative practice model, derived from ecological
systems theory, which defines a process of implementing individualized,
comprehensive services for youth with complicated serious emotional disturbances.

The wraparound approach emphasizes meeting the individualized needs of the child
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in the least restrictive setting (Malysiak, 1997). Wraparound practices were
advanced by John VanDenBerg (1990), initially through the Alaska Youth
Initiative, and by other innovators in North Carolina, Florida, Illinois, and
Vermont (Behar, 1985; Burchard & Clarke, 1990; Dennis, 1992; VanDenBerg &
Grealish, 1996). Wraparound practice principles are being actively adopted across
the country as a model for meeting the needs of children requiring an array of
community services and natural supports to achieve positive outcomes. To
increase healthy functioning, the natural ecology of the child including the family,
community, and service systems, is engaged to support the strengths and
individualized needs of the child and family. Principles of wraparound practice
include voice and choice for the child and family, compassion, and flexibility
(Franz, 2000). The wraparound process focuses on engaging families and
community supports in a process of developing an individualized plan based on
individual and family strengths and needs in multiple life domains (McGinty,
McCammon, & Koeppen, 2001).

Essential practice elements of wraparound include: (a) individualized
services, (b) strengths-based perspective and use of natural supports, (C)
development of a support team for the child and family, (d) services that are
community-based, (e) a collaborative stance between families and professionals, (f)
flexible funding and services, (g) outcome-based services, and (h) family voice and
choice of services (Burchard, 1998). Wraparound emphasizes a collaborative

approach between service providers and families that provides families with
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supports and services in the community to maintain their children at home and in
school. The wraparound practice model is designed to support families in
providing care and treatment at home in lieu of institutional treatment (Burns,
Hoagwood, & Maultsby; 1998). VanDenBerg and Grealish (1996) emphasized
wraparound must include collaborative child and family teams that create and
implement individualized support and plans of care and availability of sufficient
funding to meet the needs identified in the plan of care. This approach relies upon
the child and family as members of a team coming together to listen and to agree
on a plan of action. Successful implementation of wraparound requires a funding
infrastructure that includes shared and flexible funding and services necessary to
support this practice. Malysiak (1998) reported that a key to positive outcomes is
the active engagement of the family as collaborators in the process and the use of a
strength-based ecologically oriented approach. Traditional methods of providing
services have been described as fragmented, costly, overly restrictive and often
disruptive in requiring placement that is outside the child’s home and community
(Hernandez & Hodges, 1996; Sosna, 1999).

This dissertation research explores key constructs of the wraparound
practice model - the recognition of strengths and involvement of the family in

assessment of the child’s strengths and needs.
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Identifying Strengths

The process of mental health assessment, with its embedded bias toward
illness and dysfunction and pressure to collect data on pathology, can have a
profound negative effect on the client (Graybeal, 2001). Key to a change in
perspective is engaging clients and families in a way that builds on their strengths,
recognizing that the most challenged children and stressed families have
competencies, strengths, and resources (Epstein, 1999b). Saleeby (1996)
articulated how an emphasis on pathology has permeated our field of practice and
may be antithetical to social work values; reliance on categorical funding and
service delivery "silos” perpetuate this deficit-oriented service delivery system.

Embracing a strengths-based perspective has been posited to: (a) lead to
more positive engagement of children and families; (b) identify for the child,
family, and professionals what is going well in the child’s life; (c) remind
professionals of the competencies that can become the basis for future growth; and,
(d) establish positive expectations for the child (Epstein, 1999b). Strengths-based
intervention and case management approaches have been evaluated as useful for
adults with serious mental disorders (Modrcin, 1988) and have been postulated as
an essential component in promoting positive outcomes for children (Epstein &
Sharma, 1998).

Traditional practice approaches have emphasized problem-focused care
planning that is driven by services reimbursement, emphasis on medical diagnosis,

and professional and facility licensing. Unlike a deficit approach, with well-
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entrenched assumptions about human functioning, a strengths-based approach to
service provision for high-needs children and adolescents has gained recognition
and support (Brun & Rapp, 2001; Graybeal, 2001). A focus on assessment of
strengths has commanded increasing attention in the literature on education (Nelson
& Pearson, 1991), mental health (Stroul & Friedman, 1996), child welfare
(Saleeby, 1992), and family services (Dunst, Trivette, & Deal, 1994).

Fostering strengths in children with serious emotional disturbances builds
upon research identifying critical factors present in resilient children. These
factors are caring relationships, consistent expectations from a caring adult with
capacity to build on strengths, and opportunities for child and family participation
(Benard, 1996). Important sources of strength are cultural and personal stories,
narratives and lore (Saleeby, 1996), as well as the "survivor's pride” of surviving
abuse and trauma (Wolin & Wolin, 1993). These strengths are often evident in
youth and their families who are coping with and surviving mental illness.
Resiliency research challenges traditional concepts about child development;
positing that childhood trauma most inevitably leads to adult psychopathology
(Bernard, 1993; Garmezy, 1994) and that social conditions viewed as toxic usually
lead to problems in everyday functioning of children, families, and communities
(Rutter, 1979; Rutter & Sandberg, 1992).

Strengths-based assessment can facilitate the engagement of the family in
services, particularly when a child has a history of unsuccessful placements or

services (Courneyer & Johnson, 1991). Strengths-based assessment from multiple
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perspectives supports discourse regarding strengths of the child and is theorized in
this study to promote family-professional collaboration in recognizing and building
upon strengths.

A primary aim of this study is exploring use of a strengths assessment.
Adoption of a strengths perspective is examined through use of the Behavioral and

Emotional Rating Scale (BERS) completed by the family and professional.

Family Participation

In comparison with families of children with physical disabilities and
developmental disorders, families of children with serious emotional disabilities
(SED) have reported a higher level of personal and family stress (Friesen, 1989).
Stigma and blame continue to center on families of these children, based on
theoretical approaches dominated by pathology and attribution of problems to
individual deficits or family dysfunction (DeChillo, Koren, & Mezera, 1996). The
complexity and intensity of challenges facing children with SED and their families
have become increasingly well documented. These include a fragmented service
delivery system, inadequate insurance coverage for home and community-based
care, and difficulty with access to flexible and individualized services. The lag
between the recognition of this need and the provision of a systemic response to
that need has had a negative impact on these children and their families, resulting
in greater stress for and isolation of the family and negative outcomes for the child

(Stroul, 1996).
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Family involvement is an increasingly recognized value, and family
members have assumed administrative and advocacy positions within government
and treatment agencies (Koroloff, Friesen, Reilly, & Rinkin, 1996). Family-
centered service delivery is accepted as a value, but has not been fully realized or
adequately measured at the services level. Changed attitudes toward families and
clinical practices that are inclusive of family voice require professionals to hear
and heed family input (Allen & Petr, 1995; Tannen, 1991). Involvement of
families as full partners in creating a plan for their children is critical to success of
that plan. A partnership between parents and professionals is one in which both
parties join to determine and meet information and service needs (Heflinger &
Bickman, 1996). Essential components of this partnership are: (a) shared power
and decision-making, (b) open communication regarding the child’s needs in
conjunction with shared information about the services systems’ strengths and
limitations, (c) practical assistance and improved access to services, and (d)
readiness of the provider or system to alter services based on feedback from
families (Simpson, Koroloff, Friesen, & Gac, 1999). Factors supporting increased
involvement of families in assessment and care planning include growth of
consumer awareness, research evidence discrediting family dynamics as the
primary etiology of mental illness in children, and evidence that social support and
family empowerment can lead to improved outcomes (DeChillo, Koren, & Mezera,

1996; Koroloff, Friesen, Reilly, & Rinkin, 1996).
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Increased family support has been associated with a higher level of initiation
of mental health services (Elliott, Koroloff, Koren, & Friesen, 1998), membership
and involvement in parent support groups (Singh, Curtis, Wechsler, Ellis, &
Cohen, 1997), participation in systems reform efforts (Koroloff, Friesen, Reilly, &
Rinkin, 1996), and increased satisfaction and empowerment (Singh, Wechsler, &
Curtis, 2000).

Participation in assessment and care planning endorses families of children
with serious emotional disorders as experts regarding their children. Family
participation also supports a principle of democratic participation and exercise of
client and family rights (Heflinger & Bickman, 1996). Social work has codified
self-determination in its practice values. Nevertheless, mental health professionals
from social work and other disciplines have contradicted these values in striving
for professional role identity, increased reimbursement, and personal status. These
factors serve to distance professional helpers from families of children with serious
emotional disorders (Johnson, Cournoyer, & Fisher, 1994). Examples of exclusion
of families are still evident in practice: requiring families to stay in the waiting
room while their children receive treatment; isolation of children receiving
residential treatment from their families; and pejorative use of diagnostic labels for
parents.

Increasing family participation requires rapport between families and
professionals in planning, providing, and delivering services and demands changing

the balance of power and control between professionals and families (Collins &
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Collins, 1990). Implicit in increasing participation is the expectation that no one
person is the expert with the answers to all the issues or problems being presented.
Relationships between mental health professionals and families should include
conveying a caring and non-blaming attitude, sharing of information, recognizing
the family as a key resource, and acknowledging limits to professional authority

through sharing responsibility and power (Franz, 1999).

Significance of the Study

Essential to evaluating family participation is the collection and analysis of
data indicating the degree to which key participants were adequately involved in
the process and agreed upon an assessment and care plan. Previous studies have
raised questions regarding whether or not families were truly engaged as
collaborators in the assessment and service planning and as contributors to the
wraparound process itself (Friedman & Burns, 1996). The youth served by this
project have many challenges based on their individual histories and biologic
vulnerability. This study adds to the body of research through analysis of
assessments of strengths by families and service providers, and by exploring
agreement and difference between families and professionals on standardized
measures.

It is a significant finding that families do endorse higher ratings of strengths
of their children, given the context of their own challenges. The findings support

the use of diverse perceptions of strengths and functioning, proposed in the
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conceptual model, to enhance communication and engagement. Shared assessment
provides significant information and the findings indicate that families possess
unique information about their children not otherwise available to the therapist.

The data provided through use of strengths assessment makes a unique contribution

to the assessment.

Aims of the Study

The first aim is to evaluate the adoption of a strengths perspective through
use of strengths-based assessment by the family and professional. Exploring the
involvement of the family in assessment of the strengths of their child during the
initiation of services is a practice construct under investigation.

The second aim is to explore participation of the family in assessments of
the child’s strength and needs. Areas of concordance and difference between
families and professionals will be explored through analysis of scores on
instruments assessing both strengths and needs of the child from the family and
professional perspectives.

The final aim is to study the recognition of strengths by both family and
provider in rela: . nship to characteristics of the child including behavior problems,
functional level, age, and gender. This aim explores the associations of strengths-
based assessment with a child’s characteristics to determine the effect of these

characteristics on perceptions of strengths.
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These research aims focus on the recognition of strengths across muitiple
domains and extent of agreement between family members and helping
professionals extending previous research studying the implementation of
wraparound services (Clark, Lee, Prange, & McDonald, 1996; Sosna, 1999,
VanDenBerg, 1992). Prior studies provide support for increased access, voice,
and ownership by families as associated with improved outcomes. Whitbeck
verified the importance of families having the right to inclusion in decision-making
processes, children and families feeling heard and listened to at all points in the
process, and child and family having input to agree to any plan involving them
(Whitbeck, Kimball, Olson, Lonner, & McKenna, 1993).

The focus of this investigation is exploring components of a conceptual
model through the use of valid and reliable assessments of strengths and needs by
both the family and professional. The data analyzed in this study have been
obtained from consenting family members and professionals at the time of
enrollment in intensive community-based services. The data used in this study
include: (a) the child and family history collected by the care coordinator by
interview via the Description Information Questionnaire (DIQ), (b) behavior and
functional problems as assessed by the care coordinator through the Child and
Adolescent Functional Assessment Scale (CAFAS; Hodges & Wong, 1996), (c) the
parent’s view of behavior problems as reported on the Child Behavior Checklist
(CBCL; Achenbach, 1991); and the assessment of strengths through the Behavioral
and Emotional Rating Scale (BERS; Epstein & Sharma, 1998). The methods of

data collection and instruments used are fully described in Chapter III.
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This exploration of these practice constructs investigates the values and
principles of system of care reforms in practice. This study focuses on the use of
a strengths-based assessment and the involvement of the family in that assessment:
Strengths Assessment

® Family and professional both identify strengths,

s Recognition of a child’s strengths,

® Formal assessment of strengths by family and professional.

Family involvement in assessment of both strengths and functioning is being
explored to study the level of agreement and difference between assessments and
providers by parents and professionals. While this study does not directly measure
the quantity or quality of family participation, the aim of the research is to explore
the family’s participation in assessment through completing assessments of
strengths and behavior problems.

Family Participation in Assessment

® Family and professionals assess strengths and functioning during

initiation of services,

® Concordance between family and provider on assessment of strengths,

® Agreement between family and professional on severity of problems and

functional challenges of the child.

Child characteristics, including age, gender, behavior problems and
functioning will be explored to determine if these characteristics might predict a

higher or lower strengths score by the family or professional.



CHAPTER II

CONCEPTUAL FRAMEWORK AND RESEARCH QUESTIONS

Conceptual Framework

The research aims and conceptual practice model under investigation
evolved from review of research on systems of care and the wraparound practice
model. The questions are investigated in the context of a community-based
demonstration project for high-needs children and their families. This project
embraces a strengths perspective and supports family participation through a
wraparound process. This research can lead to more advanced study investigating
if the system of care philosophy is associated with improved clinical practices and
ultimately to better outcomes for children and families.

Practice constructs described in this chapter reflect some key elements of
the wraparound practice model, principally strengths assessment and family
participation. These practice constructs are explored to investigate application of
strengths assessment from the perspectives of the professional and family. This
dissertation provides empirical analysis of assessment data as a method of
investigating a strengths perspective for children with serious emotional and
behavioral disorders and examining the participation of the family in the

assessment process.
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This study of the recognition of strengths by the family and professional
extends the work of Friedman, Friedman, and Leone who compared strengths
assessments from the perspectives of parents and teachers and investigated
differences in strengths ratings based on grade level (Friedman, Friedman, &
Leone, 2002; Friedman, Leone, & Friedman, 1999). The relationship of gender,
age, behavior problems, history, and functional level to the identification of
strengths are also explored. The conceptual model being investigated also extends
previous research on systems of care values and wraparound practice principles.
Practice constructs under investigation in this study extend previous research
supporting family inclusion in assessment and identification of strengths by both
the family and professional, with the goal of increasing conversation about
strengths to decrease a sole focus on problems and deficits (Cowger, 1994; Rapp &
Wintersteen, 1989; Saleeby, 1992).

From this systemic view, an important principle is that a strengths
perspective is included in the assessment, not which participant brings the
information. Parent-professional partnership is complex and multidimensional and
includes the parent perspective, professional perspective, the parent-professional
interaction, and the systemic/societal context. Components of these
multidimensional transactions are being explored in this dissertation through
exploration of assessment data from both parent and professional.

As illustrated in the conceptual practice model in Figure 1, optimal long-

term outcomes for these children include: (a) improved clinical status; (b)
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functional improvements; (c) increased life satisfaction, safety and welfare of the
child; and (d) attachment to a caring adult (Bickman, 1987; Friedman & Burns,
1996; Rosenblatt, 1998; Whitbeck et al., 1993). Practice changes posited as linked
with these outcomes are being explored through measurement of strengths-
identification and participation of both family members and professionals in the
assessment. This dissertation explores the practice constructs of this conceptual
model that have been associated with positive long-term outcomes in longitudinal

studies (Center for Mental Health Services, 1999).

Practice Constructs

The aim of this study is to explore practice constructs through an analysis
of measurements of functioning, behavior, and strengths of the child from two
perspectives. The study explores the identification of strengths by the parent and
professional, and family participation in assessment. Concordance between family
and professional assessments and relationships between recognition of strengths and
behavioral and functional problems from the perspective of the parent and the
professional are analyzed to investigate the constructs. The associations between
strengths identification, functional and behavioral assessments of the child by
families and professionals, and child characteristics will be studied to determine the
effects of these factors on perceptions of strengths.

This study follows others (Burchard & Clarke, 1990; Courneyer & Johnson,

1991; Foster et al., 2001) evaluating the impact of systemic changes in the
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interaction between parents and professionals on the manner in which individual
children and families are served. This study uses valid and reliable measurements
of strengths, problems, and functional level based on scores provided by parents
and professionals on standardized instruments. Data collected may be useful to
refine the conceptual practice model through precise measurement of the practice
constructs as recommended by Patton (1997). Uiilizing the BERS instrument to
independently measure assessments by the family and professional extends previous
research that compared strengths scores from parents and teachers (Friedman,
Leone, & Friedman, 1999) and builds on studies comparing BERS scores with
established measures of behavioral and functional problems (Nordness & Epstein,
2000). It is proposed that using the BERS instrument with the focus on strengths
will support family participation in assessment through the data collection process
and sharing this data with the family.

The instruments used in this study are briefly introduced below and
referenced in Figure 1. The instruments and their administration are fully
described in Chapter II1.

The Descriptive Information Questionnaire (DIQ) is a 37-item inventory
that gathers child and family demographic information, risk factors, family
composition, referral source, and previous service history. Responses collected
with the DIQ are used to provide descriptive data and evaluate predictor variables.
The DIQ has no subscales or scoring conventions (Center for Mental Health

Services, 1998b).
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The Behavioral and Emotional Rating Scale (BERS) completed by the

parent or legal guardian provides strengths assessment from the family and is used
to examine both the level of strengths identification and agreement with
professionals’ assessment. The BERS is an empirically derived scale assessed to
be valid and reliable to report strengths across the domains of Interpersonal
Strength (IS), Family Involvement (FI), Intrapersonal Strength (IaS), School
Functioning (SF) and Affective Strength (AS) (Epstein & Sharma, 1998). The
BERS strengths assessment is also completed by the therapist during the assessment
period allowing a study of differences in strengths identification from the
perspectives of the therapist and the family (Epstein & Sharma, 1998).

The Achenbach (1991) Child Behavior Checklist (CBCL) is an extensively
used parent completed assessment of behavioral and emotional problems used in
this study to explore parents’ identification of behavioral problems and to study the
parents’ assessment of both strengths and behavioral problems.

The Child and Adolescent Functional Assessment Scale (CAFAS) completed
by the therapist/care coordinator is a widely used instrument to assess functional
problems on eight scales assessing: role performance at school, home and
community; interpersonal behavior, mood and emotions; thinking problems; and
substance abuse issues (Hodges & Wong, 1996). A therapist or care coordinator
familiar with the functioning of the child completes this assessment or responses to
items may be collected from the parent in a structured interview. In this study, the

therapists’ assessment of functional level of child is the score used to explore



31

agreement between families and professionals in identification of functional

problems and needs of the child.

Research Questions

This dissertation explores two practice constructs of the wraparound
practice model being implemented in an intensive community services
demonstration for children with serious emotional disturbances (SED) in Clackamas
County, Oregon. The research questions explore constructs of this practice model:
(a) identifying strengths and (b) involvement of both families and professionals in
assessments of strengths and functioning of the child. The following questions
explore the relationships of these practice constructs through an analysis of
empirical data gathered with norm-referenced instruments from professionals’ and
caregivers’ assessments.

The first aim of this dissertation is to measure the adoption of a strengths
perspective by a professional working with the child and the family. Professionals
have been increasingly exposed to training on adopting a strengths perspective.
Previous research suggests that families may more readily identify strengths of
their child than professionals (Collins & Collins, 1990). Outcomes expected for
participants in this sample are that both parents and professionals will identify
strengths, but in different domains, based on previous research by Friedman,
Leone, and Friedman (1999). An a priori prediction is that therapists may identify

more strengths in specific domains emphasized in professional training, such as the
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affective domains. It is predicted that professionals may notice and report
strengths in these domains at a higher level than parents, predicated on results of a
study in which teachers reported higher levels of strengths in school functioning
and interpersonal strengths compared to parents (Friedman, Leone, & Friedman,

1999).

Research Question |

Are there differences between families’ and professionals’ assessment of
strengths and the national norms for children with serious emotional disturbances?

This question compares the mean BERS scores in each domain to the
normative data published by Epstein and Sharma (1998). It was anticipated that
the sample of children with SED in this study would score at or below the national
means for a clinical population of children with emotional and behavioral
disturbances.

The second aim for this research is to explore family participation through
the analysis of assessment data provided by parents and professionals at the
initiation of wraparound services. The ratings on the domains of strengths

measured by BERS subscales are addressed by the following two questions.

Research Question 2

Is there agreement in BERS subscale ratings by families and professionals

regarding strengths of the child across multiple domains?
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This question examines concordance between ratings on the five subscales
of the BERS measuring strengths in behavioral and affective domains. The
relationships compare the Parent rating in each domain (subscale) and the Therapist
rating on each subscale. Exploration of this question addresses both aims of this
dissertation - the adoption of a strengths perspective and exploring family
participation in assessment. Therapist ratings may be a product of communication
between families and professionals during the assessment period, as the
therapist/care coordinator gains information from listening to the parent during this
assessment period, as well as from direct interaction with the child. Areas of
lower correlation or substantial differences on subscale scores may represent areas
in which one rater may have different information based on more extended
observation or rater bias. In a previous study teachers had higher strengths scores
than parents in school functioning and interpersonal domains perhaps due to more
extensive exposure or more informed observations (Friedman, Leone, & Friedman,
1999). Family-professional transactions, represented by concordance or
differences in the strengths domains scores, is investigated through this analysis as
a foundation for increasing family participation through discussion of assessment
data. This study of aggregated data as well as review of individual scores in
interaction between families and professionals present opportunities for increasing
family participation through comparing ratings.

Strengths assessment scores may be used to assess changes in the individual

child’s functioning, and provide opportunities for discourse between the family and
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professional on agreement or difference on observed strengths. A periodic review
of strengths scores can also be used to increase participation of youth by reviewing
with them the strengths scores from individuals who have observed their progress.
A youth self-report scale is under development that may provide opportunities for
comparisons between the youth’s self perception and those of adult caretakers and

professionals (Epstein, 2002).

Research Question 3

What are the differences between families’ and professionals’ ratings of
strengths across the domains measured by the BERS?

This question examines differences in mean standard strength scores
reported by the family and professional in the five separate domains. The
Behavioral and Emotional Rating Scale is a strengths-based instrument that
provides an opportunity to obtain information from multiple sources, particularly
adults closest to the child. In the case of children with SED, identifying and
discussing strengths is a component of the wraparound model and including data
representing diverse perceptions, especially that of the family, increases family
participation in assessment of strengths. Professionals or parents may see
competencies in areas not recognized by the other and exploring the consistencies
and differences in the BERS scores provides more data for discussion on the
individual level. Analysis of aggregated scores, the focus of this study, provides

the opportunity for patterns of difference to emerge from the data.



The following two questions further explore the first aim, adoption of a
strengths perspective, through exploration of the relationship of identification of
strengths and assessments of behavioral problems and functional impairments by

parents and professionals.

Research Question 4

What is the relationship between behavioral and emotional strengths and
functional impairments as reported by the therapist?

A negative correlation between the BERS and CAFAS scores might be
expected as a higher CAFAS score represents more severe functional problems.
Conversely, therapists may show systematic bias toward lower functioning youth
and observe and report a higher level of strengths reflecting the youth’s ability to

cope with behavioral and emotional challenges.

Research Question 5

What is the relationship between behavioral and emotional strengths and
behavior problems as reported by the parent?

An inverse relationship is expected in the parents scores on the BERS and
CBCL given the construction of the scales, the BERS assessing strengths and the
CBCL behavioral problems. However, the effect of the child dealing with a

serious disability may support a systematic bias in which parents perceive higher
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strengths in their children who are suffering from more serious emotional disorders

as reported by Wolin and Wolin (1993) in their studies of resilience.
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The following question continues the investigation of the second aim of this
dissertation - exploring the participation of the family in assessment of both

strengths and needs of the child.

Research Question 6

What is the relationship between behavioral problems as reported by the
parent and the functional problems as reported by the therapist?

This question builds on the use of two raters and two scales to support
multiaxial assessment utilizing two measurements of functional problems as
recommended by Achenbach (1993). Through examination of the level of
functioning assessed by the therapist on the CAFAS and behavior problems as
assessed by the parents on the CBCL a more complete picture of areas of
agreement on the needs of the child can be determined. This extends previous
research by Phillips (1999) in which he used these two instruments to explore
differences and concordance of assessments between foster parents and
caseworkers.

The analysis of the areas of agreement and of lack of concordance offer the
opportunity for increased discourse and participation by the family in determining
areas for focus of care. Analysis of correlation across this sample provides data to
explore patterns of perceptions from parents and professionals. The use of this
data in this manner is proposed in the conceptual model to be associated with

improved outcomes through increased participation of the family in assessment.
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Gathering and reporting these scores can be used to evaluate implementation of the
model. Repeated measures of these assessments on an individual basis would
provide ongoing opportunity for dialogue between families’ and professionals’
regarding progress of individual children through examination of changes in
functional deficit and behavior problem scores but is beyond the scope of this
study.

The third aim is to examine the recognition of strengths in relationship to

other characteristics of the child.

Research Question 7

What are the relationships between recognition of strengths and child
characteristics from the perspective of the family and professional?

Parents of SED children stressed by their behavioral problems may identify
strengths in different domains than professionals or may identify fewer strengths
related to their level of stress in managing the child’s behavior problems.
Conversely, though the severity of the child’s behavior is associated with higher
stress, other variables in the family environment may moderate the impact and may
in fact contribute to enrichment of the parenting experience (Yatchmenoff et al.,
1998). The effect of independent characteristics of the child such as age, gender,
behavior problems and functioning is explored through this analysis, understanding
that parent characteristics described in previous research may moderate the parent’s

perception of strengths of their child.
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Exploration of the recognition of strengths by professionals and families in
relationship to gender, age or functional level will probe for any systematic bias in
identifying strengths based on group membership. This extends research that
explored the differences between counselors and teachers when using the BERS at
different grade levels (Friedman, Friedman, & Leone, 2002), with an expectation
that families or professionals may have patterns of strengths identification predicted
by age, gender or functional impairment. Exploration of the relationships of
subscale scores on these instruments explores predictive values in support of the
research aim of understanding the differences of perceptions of strengths and

problems from the perspectives of family members and professionals.



CHAPTER 111

METHODS

This dissertation uses data collected from families of children with serious
emotional disorders (SED) receiving services through the Clackamas Partnership
located in Clackamas County, Oregon, supported by the mental health services
program for children #5 HS5 SM52297 funded by the Center for Mental Health
Services, Substance Abuse and Mental Health Administration. This dissertation
research presents a secondary analysis of a portion of the evaluation data collected
for that demonstration.

The primary goals for Center for Mental Health Services (CMHS) funded
Comprehensive Mental Health Services Programs consist of: (a) integrated
funding streams; (b) a unified governance structure; (c) family partnerships in all
aspects of the system and in care of their children; (d) a single, financially
sustainable system; (e) interagency involvement; (f) a state/local relationship,
outcome based evaluation; and (g) the creation of a genuine managed care model

(Center for Mental Health Services, 1998¢).



Context of the Study

The Clackamas Partnership, a collaborative entity of families, child welfare,
education, health, mental health, juvenile justice, and private providers, provides
community-based care for children and their families who are faced with complex
and enduring mental health challenges. Based on the values and principles initially
articulated by the Child and Adolescent Service System Program (CASSP) and in
response to the Guidance for Applicants (GFA) for the Child Mental Health
Initiative, the Clackamas Partnership and Clackamas County Mental Health Center
implemented the following programs and services:

e Integrated services around the strengths and needs of families through the
creation of Child and Family Teams. Care coordinators authorize and
provide flexible services to identified children and their families through an
enhanced service array of community-based mental health and non-mental
health services to a clearly defined target population - those most at risk for
out-of-home placement.

* Improved access to intensive services through outreach, opening a number
of pathways to services, and empowering local families to recruit other
families into services.

e Blended funds across agencies to provide the necessary resources for

community-based services. Contributing to this effort are private and
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public intensive service providers and schools who have redirected

resources from intensive and residential services to community services.

e  Coordination with the Oregon Health Plan, the state-managed care plan, to
provide community services for the children and families who need the
most intensive services.

e  Providing training and technical assistance and on-going supervision for
care coordinators and staff of partner agencies to increase skills in
collaboration and clinically appropriate, family-centered services.

e  Staffing an evaluation team in collaboration with Portland State University’s
Regional Research Institute and Research and Training Center to implement
national and local evaluation, to ensure that data are used to inform all
decision-making processes concerning children and families, interventions,
and governance (McCormack & Taylor, 1998).

The Clackamas Partnership has built upon efforts in mental health, child
welfare, juvenile justice, and special education to provide a model to bring together
uncoordinated efforts at the level of system, program and practice and to move
those efforts to a sustainable level. Clackamas Partnership combined elements of
the current reforms in mental health, child welfare, and juvenile justice and
education, offering a demonstration for state and local agencies of the compatibility
and portability of these efforts.

Key to the sustainability of these changes has been the development of a

collaborative governance structure supported by leadership theory and research and
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ongoing local consuitation and training. Children’s mental health research has
stressed the importance of local governance for achieving change that is owned by
a community and is implemented in a democratic fashion (Hodges, Nesman, &
Hernandez, 1999). Within the leadership literature, collaborative governance is
tied to emerging ideas about authority, such as creativity, systems thinking, risk,
and vision (Senge, 1994). The principles of collaborative leadership have been
endorsed by a local Partnership Council of agencies and community members.

Family involvement is one of the central tenets of the system of care and
has been a focus of the Partnership. Systems of care have moved from family-
focused to family-centered entities in response to advocacy from parents. Through
measuring the significance of family access, voice, and ownership, researchers
have discovered family involvement yields positive functional outcomes for
children and increases in satisfaction and empowerment in families (Whitbeck et
al., 1993). The Partnership contracted with the Oregon Family Support Network
to lead these efforts.

The Clackamas Partnership is supported by a foundation of shared decision-
making and collaboration among the key child-serving agencies in the county. The
Partnership has matured through the introduction of blended funding and
collaborative services. Clackamas County Mental Health Center (CCMHC),
through its Mental Health Organization (MHO), brought new and flexible
resources from the Oregon Health Plan to the county for eligible residents along

with managed care business practices, including shared responsibility and risk.
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Without interagency collaboration, it is impossible to have a system of care. In the
case of children with serious emotional disturbances and their families, the "silo”
approach to funding and organizing children’s mental health services is a disaster
because children have multiple needs and challenges and if they are treated in a
compartmentalized way that negates their complexity (Franz & Miles, 1994).

The Clackamas Partnership has established Interagency Treatment Planning
for high needs families that supports the family as central in the process of
planning for their child. The interagency case review structure focuses on children
and adolescents for whom regular agency-based services are not sufficient to
support their placement at home and for whom there is often a need for residential
or hospital treatment. The interagency case review team includes discussion of
intensified local efforts in lieu of residential placement.

Clackamas County, the State Department of Human Services (DHS) and
Local Collaborating Agencies through the Partnership Council endorsed core values
in building a collaborative approach to mental health services for children and
families. The first is that a system of care must be child and family centered with
the individual needs of the child and family dictating the provision of services.
Second, the service delivery system and infrastructure must be community-based
and culturally competent, and the delivery of services, along with management and
decision-making authority, must rest at the local level.

The creation of a responsive managed care model for children with SED

has been a priority for the State of Oregon. Historically, the steep rise in the costs



of health care and the increased utilization of inpatient treatment for children,
particularly adolescents, created the context for the introduction of managed
behavioral health care in the 1980s. The introduction of managed mental healith
care in the private sector has led to even greater reliance on the public safety net
for children, adolescents, and adults with sericus emotional disturbances
(Mechanic, 1993). The implementation of managed care contracting for Medicaid-
funded programs has raised concerns regarding the effects on systems of care for
children who have been served by a continuum of outpatient and intensive services
primarily funded and delivered in the public sector (Pires, Stroul, & Armstrong,
2000). Clackamas County is a local Mental Health Organization for mental health
services under the Oregon Health Plan. As a locally operated and state-contracted
entity, Clackamas County is integrating systems of care values within the context
of managed care. The infrastructure of public mental health services available to
children and families in the target community has benefitted from the risk-based,
capitated funding methodology of the Oregon Health plan. Clackamas County
Mental Health and the Partnership have integrated efficiency in delivery of core
"medically necessary” services and supported "reinvestment” of savings from acute
hospital care into more flexible intervention efforts with children and families.
These reinvested resources have allowed the Partnership to develop creative
community-based alternatives to hospitalization and to expand crisis intervention

services (Taylor, 2002).
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The goal is for the Clackamas Partnership to sustain a "system of care,"
with a fully developed infrastructure, and a matching service delivery model.
Since this system is built on the existing Oregon Health Plan demonstration,
Clackamas County Mental Health and the Partnership are uniquely situated to serve
as a model for managed care entities providing services to children with serious

emotional disturbances, and their families.
Implementation of a Wraparound Approach

In order to create an integrated service system with individualized service
planning at its core, the Clackamas Partnership embraced a wraparound approach.
Essential to this approach is recognition of family access, voice, and ownership as
keys to making the system thrive and produce positive outcomes. Drawing on
recent wraparound training methods, direct services staff of the Partnership
engaged in an intensive process of learning with families how best to create a plan.
The training stressed the imperative of strength-based, culturally-competent
approaches to all facets of care. Each child and family were asked to form, and
were aided in the process of creating, a team. This team provided the family and
child with the kinds of supports and services necessary to help them meet their
needs. The wraparound plan is documented in the child’s record, matched to

strengths, and enacted.



46

Participants and Procedures

This dissertation utilizes secondary data from the evaluation of the
Clackamas County Partnership entitled "An evaluation of the Clackamas County
Partnership’s System of Care" approved by the Human Subjects Committee of
Portland State University (see Appendix A). Michael Taylor, the investigator for
this dissertation study, served as Project Director for the Partnership Project from
its inception in September 1998 through June 2002. This study examines baseline
data of children and families referred for Partnership intensive care coordination
services from mental health, child welfare, juvenile justice, and education.

The data were collected as part of a national and local evaluation study for
the demonstration site. The Regional Research Institute at Portland State
University was retained through a contract with Clackamas County to conduct an
evaluation of the Clackamas Partnership. MACRO International, a consulting
company located in Atlanta, Georgia, holds the federal contract for implementation
of the national evaluator of all 63 communities funded by CMHS (see Appendix
A). These data were aggregated and client confidentiality was protected. Families
were asked to participate in the local and national evaluation study through a
signed consent approved by the Portland State University Human Subjects
Committee, and in no case were children denied services if the parent did not

consent to participate in the evaluation.
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This secondary analysis integrates a descriptive study of the population,
including empirical measures of strengths and problems, with an exploratory design
investigating the practice constructs. This study was developed to describe
relationships between variables measured at baseline and designed to integrate with
the continuing local evaluation of this demonstration.

Cross-sectional data were collected at the time of enrollment and were used
to examine the defined practice constructs and their relationships to assess
characteristics of the practice model under investigation. With complex multi-
modal interventions, competing explanations cannot be accounted for and it was
not possible to establish causality. An analysis of the logic underlying this practice
model requires that constructs are specified, measured, and validated. This
research is intended to inform the development of intensive community-based
programs through exploring two of the program’s practice constructs.

The data for this study were collected from responses by care coordinators
and families on instruments that measure: (a) referral patterns and demographics,
the Descriptive Information Questionnaire (DIQ); (b) perception of strengths, the
Behavioral and Emotional Rating Scale (BERS); (c) functional status, the Child and
Adolescent Function Assessment Scale (CAFAS); and (d) symptoms and problems,

the Child Behavior Checklist (CBCL).
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National Evaluation

The Clackamas Partnership participates in the national evaluation required
by the Center for Mental Health Service. MACRO International conducts the
national evaluation. Local participation includes: staffing the evaluation team;
training data collectors, including consent processes; data collection; data cleaning;
data storage; data transmission; local data analysis; and data reports. Data analysis
and management is contracted with the Regional Research Institute at Portland

State University, Portland, Oregon (see Appendix A).

Local Evaluation

The local evaluation plan for the Clackamas Partnership was derived from
questions posed by families and collaborating agencies. Data for the National and
Local evaluation provided the source of data for secondary analysis for this
dissertation. Local evaluation questions were brought forward throughout the
conceptualization of the project. This study of implementation of strengths
assessment and wraparound practice constructs will be made available to the
evaluation team to further refine the implementation of the project goals and refine

the local evaluation.

Target Population/Sample for the Study
Consisting of the children and families with the most complex and enduring
needs, the target population represents the most severely needy 5% of the 8,000

children in Clackamas County with emotional disorders who may require mental
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health treatment and special education services. Based on national studies of the
incidence of serious disorders, the annual target population for intensive services
provided by the Partnership is estimated to be 400 children per year (U.S.
Department of Health and Human Services, 1999). The children in the sample
represents about one-quarter of the population estimated in need of this level of
care. Children and families seeking assistance from Clackamas County public
agencies, through the Interagency Service Planning Committee, are the targeted
population for this initiative. This target population includes children and
adolescents with serious mental health concerns who need intensive treatment
services and are at risk of residential or hospital treatment, or who are returning to
the community from residential or hospital care. When a child is in substitute
care, every effort is made to include the biological parents in the service plan

(McCormack & Taylor, 1998).

Recruitment and Selection

Priority for inclusion in the program focused on the children with the most
serious mental health challenges and requiring intensive treatment services based
on criteria developed by the Partnership. Children with serious mental and
emotional disorders constitute a vulnerable population protected through integration
of clinical supervision throughout the service system, full inclusion of families, and
careful evaluation of outcomes. Children and families are referred from various

community agencies including Services to Children and Families (SCF), Juvenile
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Department, Oregon Youth Authority (OYA), schools, residential treatment
centers, hospitals and other community partners. The Interagency Treatment
Planning Commiittee (ITPC) serves as the initial access point for services. Child
and family teams are created and entry into the Partnership is initiated through the
ITPC meetings. Participation in the program is voluntary and only through the
consent of the parent or legal guardian. Recruitment occurs through program
announcements sent to all child serving agencies, school districts, and support and

advocacy groups, such as the Oregon Family Support Network.

Data Collection Procedures

The data were gathered via standardized interview protocols. Training was
provided for purposes of standardization, the local site evaluator and contracted
evaluation consultants from Portland State University assured consistency of data
collection methods through supervision of staff and evaluation associates, family
members hired to interview families. Training included explanations of
standardized instruments and their consistent use to collect data in an interview
format. For instance, the Behavioral and Emotional Rating Scale (BERS) was
discussed to describe its characteristics, why it was used, and how it would be
helpful in the provision of services. With this knowledge, data collectors could, in
turn, discuss pertinent issues with families and include families in the evaluation.

Families often feel no connection to data collection and are often not given a clear



51

sense of why they are providing information. This data collection method was
designed to reduce the problems related by families participating in the evaluation.
In the case of the Child and Adolescent Functional Assessment Scale
(CAFAS), care coordinators were trained and certified to test for their reliability as
raters by the federal evaluation contractor, MACRO International. In addition to
specific training on the instruments and procedures for completing them, data
collectors were also trained to establish a safe and comfortable setting for
collecting information. Children and families were assured of confidentiality, and
were also assured that they could stop participating in the evaluation at any time

and continue to receive services (see Appendix A).

Instrumentation

Instruments used for the Local and National evaluation were prescribed by
MACRO and approved by the federal Center for Mental Health Services for all
sites funded in the 1997 and 1998 grant cycles. MACRO is the federal contractor
for the national evaluation and the instruments used to collect standardized
information across all participating sites have been approved by the federal Office
of Management and Budget and IRB approval of the Center for Mental Health
Services. The instruments used in this study were selected for secondary analysis
to address the aims of this dissertation focusing on the assessment of strengths.

For the purpose of exploring strengths assessment from the perspective of

both the family and care coordinator, a dual administration of the BERS instrument
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was included in the local evaluation protocol. The BERS is completed by the
primary care coordinator within the first 30 days of enrollment in the program.
The family ratings were collected independently by the evaluation associate, also in
the first 30 days of enrollment. The raw data entry and scoring of the BERS was
completed by the evaluation team and the dual raters did not have access or

knowledge of the scores at the time of completing their rating.

Descriptive Information Questionnaire (DIQ)

The DIQ contains 37 items that describe the child and family and includes
demographic information, risk factors, family composition, physical custody of the
child, referral source, child’s mental health service use history, and child’s
presenting problem. Data collected with the DIQ were utilized to provide
descriptive data and predictor variables. The DIQ contains no subscales, and no
tabulation or scoring conventions apply to the DIQ (Center for Mental Health
Services, 1999).

The DIQ data provides comparison data for children and families being
served in the project site with other projects funded by the Center for Mental
Health Services. MACRO has reported baseline DIQ data on 5,262 children

(Center for Mental Health Services, 2002).

Child Behavior Checklist (CBCL)
The CBCL is collected by the family evaluation associate within the first 30

days of enrollment through an interview process. The CBCL gathers information
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from the parent or caregiver about the child’s symptoms and problems and the
interviewer is trained to collect all data in a supportive manner, as families can be
stressed with the volume of data requested. For this reason the evaluation data
were collected at a place and time most convenient to the family member, at their
home or at the Partnership office.

The CBCL was designed to provide a standardized measure of behavior
problems of children ages 4 through 18. The CBCL has been widely used in
mental health services research, as well as for clinical purposes. The checklist is a
caregiver report of social competence and behavior and emotional problems. It
consists of 17 social competence items and 113 behavior problem items. The
social competence section collects information related to involvement in
organizations, sports, peer relations, and school performance. The behavior
problem section documents the presence of symptoms. The CBCL provides scale
scores on a number of empirically derived factors (Achenbach, 1991). The CBCL
assesses children’s symptoms on a continuum and provides two broad band (i.e.,
internalizing and externalizing) syndrome scores and 12 narrow band syndrome
scores (e.g., attention problems, depressive mood, conduct problems). A Total
Problem score is also generated.

Reliability and validity. Achenbach (1991) has reported information
regarding internal consistency, test-retest reliability, construct validity, and
criterion-related validity. Good internal consistency was found for the

Internalizing, Externalizing, and Total Problems scales (alpha > .82). The CBCL
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demonstrated good test-retest reliability after seven days (Pearson  at or above .87
for all scales). The instrument has been normed on a proportionally representative
sample of children across income and racial/ethnic groups. Racial/ethnic
differences in total and subscale scores of the CBCL disappeared when controlling
for socioeconomic status (SES), suggesting a lack of instrument bias related to

racial/ethnic differences.

Child and Adolescent Functional Assessment Scale (CAFAS)

The approved evaluation protocol for this project specified the CAFAS was
to be completed by the primary therapist/care coordinator within the first 30 days
of enrollment based on the data provided by referral sources and the care
coordinators enrollment interview with the child and family. The CAFAS is a
functional assessment tool anchored by behavioral descriptions completed by a
trained rater. The CAFAS is a required assessment tool for all children served in
intensive programs in the State of Oregon, including residential and day treatment
settings. For this reason and to provide multiple perspectives of individual needs
assessment for this study, the CAFAS was completed by the therapist/care
coordinator, though an interview protocol exists to gather and rate this data from a
parent interview.

The CAFAS is a widely used instrument that assesses the degree to which a
child’s emotional, behavioral, or substance abuse disorder is disruptive to his or

her functioning in each of several psychosocial domains. The CAFAS can be
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completed by a clinician who is working with the child or by a lay interviewer,
who uses information obtained through a structured interview.

Reliability and validity. Good inter-rater reliability has been found among a
variety of raters including mental health intake workers, providers, lay raters, and
graduate students. In a recent study, Hodges and Wong (1996) reported that the
most behaviorally oriented scales had the highest reliability, with correlations for
the total CAFAS score ranging from .92 to .96 across four different samples.
Intra-class correlations for total scores ranged from .84 to .89. Adequate test-
retest reliability has also been reported (Cross & McDonald, 1995).

A variety of studies (e.g., Hodges, Lambert, & Summerfelt, 1994)
demonstrated the construct, concurrent and discriminant validity of the CAFAS
when used with child clinical samples. Correlations between the CAFAS and other
measures of emotional and behavioral problems (e.g., Child Assessment Schedule,
the Child Behavior Checklist) were significant and suggest good construct validity.
Analyses conducted on data from the evaluation of CMHS-funded demonstration
projects found expected relationships between the CAFAS Total Score and the
number and type of services used, amount of services used, and cost of services
within a system of care (Hodges, Doucette, & Liao, 1999). An earlier study found
the CAFAS to be a better predictor of service use (e.g., restrictiveness of
placement setting, residential versus nonresidential placements, types and costs of
services received over time) than other psychological measures (Summerfelt,

1994). In addition, the CAFAS differentiated between clinical and non-clinical
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groups as effectively as the Global Level of Functioning and Global Assessment of
Functioning Scale, but did not require a clinician to administer. Logistic
regression analyses revealed that youth with higher CAFAS scores were more
likely to have difficulties in school, problems with the law, and poor social

relationships (Hodges & Wong, 1996).

Behavioral and Emotional Rating Scale (BERS)

A primary aim of this study is to assess the adoption of a strengths
perspective by the family and primary therapist/care coordinator and to explore the
concordance of these ratings of strengths in five domains. As recommended by
researchers interested in assessing child behaviors and strengths, multiple
perspectives is important to obtain a broader sampling of children’s behaviors and
strengths across settings (Achenbach, 1993; Epstein, 1999b).

The BERS identifies the emotional and behavioral strengths of children
through 52 items (Epstein & Sharma, 1998). Epstein and Sharma described
strengths-based assessment as measurement of those emotional and behavioral
skills, competencies, and characteristics that create a sense of personal
accomplishment; contribute to satisfying relationships with family members, peers,
and adults; enhance one’s ability to deal with adversity and stress; and promote
one’s personal, social, and academic development. The BERS is designed to be
completed by caregivers or professionals (i.e., teachers or therapists) to rate the

behaviors of children ages S to 18.
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Reliability and validity. The BERS has demonstrated test-retest reliability,

inter-rater reliability, and internal consistency (Epstein, Harniss, Pearson, &
Ryser, in press). Test-retest reliability coefficients for the BERS subscales ranged
from .85 to .99 with a 10-day interval between the two ratings. Inter-rater
reliability was tested using a sample of 96 students with emotional and behavioral
disorders who were rated by their special education teachers. Cronbach’s alpha
coefficients for the scales were .83 or above.

To establish content validity, Epstein and Sharma (1998) conducted an
extensive literature search, and asked key professionals in the field to submit,
categorize, and rank order items based on their relevance to child strengths. Item
discrimination and factor analysis were then used to validate the measure and
eliminate superfluous items. Five key factors emerged forming the subscales. The
BERS was then normed on two national samples: children who did not have
emotional and behavioral disorders (n = 2,176) and children with such disorders
(n = 861).

Subscales. The BERS contains the following five empirically-derived
subscales: (a) Interpersonal Strength refers to a child’s ability to control his/her
emotions or behaviors in social situations, (b) Family Involvement assesses a
child’s participation in and relationship with his/her family, (c) Intrapersonal
Strength examines a child’s view of his/her competence and accomplishments, (d)
School Functioning assesses a child’s competence in school and classroom tasks,

and (e) Affective Strength captures a child’s ability to accept affection from others
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and express feelings toward others. A total strengths score can also be calculated
and compared to national samples for both a normal population, as well as children
with serious emotional disturbances.

As the BERS is a recently released instrument, there is a limited body of
research in its use in outcome evaluation. Some studies have used the BERS to
evaluate and predict specific disorders in children (Ogilvie, 2000); evaluate
consistency of reporting of strengths by teachers and parents (Friedman, Leone, &
Friedman, 1999) and describe functional improvements (Center for Mental Heaith
Services, 1999). The BERS is standardized, norm-referenced from a strengths-
based scale that may be used to develop treatment plans, educational plans, or to
assess treatment outcomes. The BERS was used in this study to evaluate the
assessment of strengths by both the professional and the family, and to determine
the extent of agreement on the child’s strengths as measured by BERS across the

domains noted above.



CHAPTER IV

RESULTS

For the standardized measures used in this study, scores were computed
according to the testing manuals and cleaned, entered, and checked for accuracy in
the local and national evaluation database by the evaluation staff of the Partnership
project. The evaluation staff at Portland State University exported the data from
the MACRO data table to an SPSS (1996) program file and developed syntax to
score the BERS total score and subscale scores. The scored values for the
Descriptive Information Questionnaire (DIQ), BERS, and CAFAS were also
exported to an SPSS file for this study.

To conduct the secondary analysis of the baseline data, the ratings on the
Behavioral and Emotional Rating Scale (BERS), Child Behavior Checklist (CBCL)
and Child and Adolescent Functional Assessment Scale (CAFAS) were examined
for completeness. Cases with incomplete data in the BERS, CAFAS, or CBCL
scales were not included in the sample for this analysis. There were initially 116
cases with baseline data available for analysis. Missing data were problematic for
the BERS scales as the planned analysis required data from each of the five
subscales. For subscales missing one or two items, the mean score for that

subscale was substituted as described in the BERS manual (Epstein & Sharma,
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1998). For subscales with more than two missing items, the subscale score was
deemed invalid and that case was eliminated from the analysis. The cases
eliminated through this process resuited in a final study sample of N = 85 children
for whom all baseline data were complete and who were enrolled in services from
January 1999 through February 2002. There were 19 cases excluded from the
final sample because of missing data in the BERS subscales, with 17 of those
eliminated because of missing data in the School Functioning subscale of the
BERS.

The sample for the secondary analysis was limited to those cases with
baseline data with complete descriptive data and standard scores, total scores, and
subscale scores for the BERS completed within the baseline assessment period by
two raters, a parent and a professional assigned as a care coordinator. The 85
cases with complete baseline data from two raters on four instruments comprised
73% of the initial sample of children and families for whom baseline data were
collected. These data were imported as variables into the Statistical Package for
Social Science (SPSS, 1996) specific to this study in a combined data file
containing the scores for the CAFAS, CBCL, and DIQ and the file containing the
BERS scores from the parent and cax.'e coordiniator. The mean scores on the CBCL
and CAFAS for all cases with baseline data (N = 116) were compared with the
study sample to determine that the study sample was comparable to the total served
at baseline. The CBCL total problem score for baseline group was (M = 73.61,

SD = 7.96) compared to the final study sample (M = 74.17, SD = 7.59). The



61
CAFAS score was 96.67 (SD = 44.49) for the total baseline sample and 95.13 (SD

= 46.00) for the study sample. An analysis of these scaled scores and review of
descriptive data determined the study sample was representative of the group of

children and families served by the Partnership, and was not statistically different
from the initial study sample, #(82) = .668, p = .51, based on CBCL total score,

and #(76) = -.292, p = .771, based on CAFAS score.

Child and Family Characteristics

The descriptive data and baseline scores were also compared with the
national evaluation data for the purpose of comparing the Clackamas sample to the
larger sample of children and families served across service sites funded by the
Center for Mental Health Services. Descriptive statistics were used to characterize
the population being served, compare them with a national sample, and to describe
antecedent variables. Child characteristics at baseline included age, gender, family
history, severity of problems, referral source, and functional level.

Descriptive characteristics of the children and their families are reported in
Table 1 and compared to the National sample data provided by MACRO (Center
for Mental Health Services, 2002). The Clackamas baseline data (N = 85) was
compared to the baseline data from a national sample of youth served through
projects funded by the Center for Mental Health Services (N = 5,262). All
projects provided community-based services to a comparable target population -

children with serious emotional and behavioral disorders in need of intensive
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services beyond usual and customary outpatient treatment. Eligibility for services
was limited to children assessed as having a serious emotional disorder and in need
of services from two or more mental health, educational or social services
organizations to meet multiple needs. Due to diversity of local projects and goals,
there was variability among the target populations being served in relationship to
income, ethnicity, and personal and family history, though children and families in
the Clackamas sample had much in common with youth and families being served
in other communities. These descriptive statistics compare the Clackamas sample
to aggegrated data from 63 sites which included some projects focused on
communities with a high representation of children of color, including several
projects serving primarily Indian children. There is an appreciable difference in
racial and ethnic backgrounds, with the Clackamas sample comprising 90% of
Euro-American (reported as White) compared to 58 % of the national sample. The
difference derives primarily from the underrepresentation of African-American
(reported as Black) in the Clackamas sample reported as 1.2%, compared to 22%
of the national sample. Native Americans comprised 3.6% of the Clackamas
sample compared to 12.4% of the national sample. The Clackamas sample does
reflect the racial and ethnic composition of the target community and the program
was serving children of color and families in poverty at a higher rate than their

occurrence in the general population of Clackamas County.



Table 1

Child and Family Characteristics

National Sample %

Study Sample % CMHS Grant
Clackamas Partnership Communities
Child Characteristics (N = 85) (N = 5,262)
Male 71.8 68.0
Female 28.2 32.0
Age 12.9 12.3
Race
Native American or Alaskan 3.6 12.4
Asian 1.2 0.6
Black 1.2 22.0
Pacific Islander 0.0 0.6
White 90.4 58.1
Other 3.6 9.5
Of Hispanic Origin
Yes 7.1 11.3
Mexican 80.0 64.9
Puerto Rican 0.0 16.3
Cuban 0.0 2.5
Dominican 0.0 2.4
Central American 0.0 2.5
South American 200 1.8
Other Hispanic 0.0 9.6
No 92.9 88.7

Descriptive statistics regarding families in the study population generally
reflect the national sample in terms of their living environment, but differ in the
history of the biological family as shown in Table 2. The study sample has a
higher representation of single father families, adoptive parents and wards of the

state. The histories of the children in the Clackamas sample appreciably exceed



statistics reported in the national sample in the level of exposure to family
violence, mental illness, psychiatric hospitalization of a parent, law violations, and

substance abuse.

Table 2

Family Characteristics and Family Risk Factors

Study Sample % National Sample %

(N = 85) (N = 5,262)
Family Characteristics
Two biological Parents 20.2 25.7
Biological Mother only 35.7 45.0
Biological Father only 10.7 4.3
Adoptive Parents 8.2 34
Foster Parents/State Wardship 14.3 9.8
Siblings 0.0 04
Aunt and/or Uncle 24 2.0
Grandparents 6.0 5.6
Friend(s) 0.0 0.1
Other 2.4 3.6
Family Risk Factors
Family Violence 70.9 48.2
Mental Illness 77.2 49.8
Psychiatric Hospitalization 48.4 30.2
Convicted of Crime 58.7 46.1
Substance Abuse 81.0 66.0
Income below $15,000 43.0 49.0

As can be seen in Table 3, the service history of children included in the
study sample appreciably exceeds the national sample with regard to previous

services received, with higher rates of mental health services and higher levels of
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Child History and Health Status
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Study Sample %

National Sample %

Child History and Health Status Intake Referral Information

Corrections

Court

Schools

Mental Health

Physical Health

Child Welfare
Substance Abuse Clinic
Caregiver

Self

Other

Previous Services
Outpatient Services
School-based Services
Day Treatment
Residential Treatment
Alcohol/Drug Treatment

Child History
Previous Psych Hospitalization
Physically Abused
Sexually Abused
Runaway
Suicide Attempts
Substance Abuse
Sexually Abusive

Child Health Status
Medication for Physical Problems

11.8
3.5
15.3
40.0
0.0
15.3
0.0
1.2
0.0
12.9

85.7
83.3
26.5
44.0
15.5

51.2
51.3
40.5
53.0
24.4
22.6
16.7

36.5

Medication for Emotional/Behavioral 82.4

Eligible for Medicaid

40.5

[ I Y
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64.1
53.3
13.3
26.8
13.3

25.5
273
20.7
35.0
14.9
24.6

7.4

not reported
not reported
not reported




care, such as residential and day treatment services prior to referral to the
Partnership project. The personal history of children served at the study site has
approximately twice the incidence of psychiatric hospitalization, physical abuse and
sexual abuse compared with the national sample. Though not reported for the
national population, it should be noted that a majority of the Clackamas population
have received medication for emotional and behavioral problems.

The severity of behavioral and emotional disorders of the children served in
the Clackamas project is comparable to the national population based upon the
reported standardized scores of problems and functioning levels and equivalent
scores on the overall strength quotient, as seen in Table 4. The total BERS score
for this comparison is based on standardized scores for the normal population
(NEBD score), the norms used for the MACRO study reported in the national

sample scores below.

Table 4

Scores on Standardized Instruments at Admission

Study Sample National Sample
M SD M SD
CAFAS 95.13 46 106.4 NR
CBCL 74.17 7.6 70 NR
BERS (NEBD scoring)
Parent 84.35 12.4 85.9 NR
Therapist 78.82 12.6 NR NR

NR = not reported in MACRO 4/2002 Data
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Identification of Strengths

Research Question 1: Are there differences between families’ and

professionals’ assessments of strengths and national norms for children with serious
emotional disturbances?

Descriptive statistics of mean scores on the five subscales of the BERS were
analyzed: Family Involvement (FI), Interpersonal Strength (IS), Intrapersonal
Strength (IaS), School Functioning (SF) and Affective Strength (AS). Percentile
scores were determined for the means of each subscale by comparison to the norms
provided by Epstein and Sharma (1998) for children with emotional and behavioral
disorders. Alpha coefficients have been calculated and reported for the study
sample and these are comparable to alphas from the normative data from a national
sample reported by Epstein and Sharma (see Table 5).

When compared to the norms provided by Epstein and Sharma (1998) for
children with emotional and behavioral disorders, the parent ratings of children’s
strengths were generally above the 50" percentile, ranging from the 50" to 75"
percentile. Parent ratings were at the 75% percentile in the Affective Strength
(AS) subscale and above the 60" percentile in the subscales of Family Involvement
(FD), Intrapersonal Strength (IaS) and School Functioning (SF). The therapists’
ratings were consistently lower than the parents’ ratings across four of the five
subscales, based on percentile values for children with serious emotional disorders.

Internal consistency (Alpha) of the individual subscales was computed for parents
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and therapists in the sample and is consistent with the normative data, ranging
from .78 to .94 for both parents and therapists, indicating a high level of internal

consistency of the subscales.

Table §

Mean Scores of Parent and Therapist Standard BERS Subscale Scores

Study Sample National Sample
Percentile
Scores from
National
Subscale M $D Alpha Norms Alpha
Parent Respondent
Interpersonal Strength (IS) 10.31 3.12 .92 50 .92
Family Involvement (FI) 11.26 2.78 .82 63 .89
Intrapersonal Strength (1aS) 11.32 3.00 .84 63 .85
School Functioning (SF) 10.06 2.98 .85 50 .85
Affective Strength (AS) 11.72 3.11 .81 75 .84
Total BERS score 106.14 16.53
Therapist Respondent -
Interpersonal Strength (IS) 9.68 3.01 .94 50 .92
Family Involvement (FI) 10.67 2.94 .83 58 .89
Intrapersonal Strength (IaS) 9.93 2.96 .88 50 .85
School Functioning (SF) 9.84 2.81 .78 50 .85
Affective Strength (AS) 10.05 2.79 .84 50 .84
Total BERS Score 100.06 15.94

Note: Higher Scores represent higher ratings of strengths.
N = 85, Normative mean = 10; SD = 3.
Percentile compared to EBD Sample N = 861 as reported by Epstein and Sharma (1998).
Agreement on Ratings of Strengths
Research Question 2: [s there agreement in BERS subscale ratings by

parents and professionals regarding strengths of the child across multiple domains?
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Parents’ and therapists’ ratings of strengths across the domains as measured
by the BERS were analyzed for strength and direction of the concordance. This
analysis follows previous studies (Friedman, Leone, & Friedman, 1999; Harniss,
Epstein, Ryser, & Pearson, 1999) that suggested expanding the use of the BERS
with multiple informants. Strong relationships have been found in previous
research in some but not all the strengths domains. The analysis explores the
specific question of concordance between therapist and parent concerning the
child’s strengths. The ratings were obtained during the assessment and data
collection period within the first 30 days of enrollment.

Concordance was analyzed using Pearson’s product-moment correlation
coefficient as can be seen in Table 6. Cohen’s (1988) criteria designate
correlations above .5 as indicators of medium correlation. Lack of agreement in
rating across domains was expected between parents and therapists. Higher
concordance may be partially attributed to the therapists’ attention to the parents’
descriptions of the child’s strengths during the assessment period as therapist raters
had limited opportunities for direct observation of the child.

The coefficient values on the diagonal measure the relationships between the
parent and care coordinator on the same subscale of the BERS. Three of the five
subscales approach or exceed a correlation of .50 indicating above moderate
agreement between parents and service providers. A higher level of agreement

between parents and therapists was seen in the subscales of Family Involvement
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and School Functioning with a moderate level of correlation in the subscales for

Interpersonal Strength, Intrapersonal Strength, and Affective Strength.

Table 6

Concordance Among the Five BERS Subscales for Parent and Therapist

Parents
IS FI IaS SF AS
Therapists

IS .456** 377** 28 1** .305** .341**
Fl .392%* .562** .305** .278* .465%*
IaS 351*=* .400** .329%* .164 .251*
SF .287** 202 .026 .637** .105
AS .410%* 467** .329%* .245* .416**

FI = Family Involvement; IS = Interpersonal Strength; [aS = Intrapersonal
Strength; SF = School Functioning; AS = Affective Strength.
*» < .05 **p < .001.

The concordance between parents’ and therapists’ ratings on the same
subscale of the BERS, as seen in Table 6, do appear to be substantially greater
than for other combinations of subscales, supporting the validity of the subscales as
reported by Epstein and Sharma (1998). Concordance of the subscale scores on
ratings by parents and therapists on the same subscale are as follows:

Interpersonal Strength (IS) .456; Family Involvement (FI) .562; Intrapersonal
Strength (1aS) .329; School Functioning (SF) .637; and Affective Strength (AS)

.416. These scores are reported on the diagonal of Table 6.
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Additional correlations are also reported in Table 6; these measure the
relationships across respondents and subscales. The correlations for care
coordinator ratings on different subscales is reported below the diagonal and
correlations for parent ratings on the same subscales above the diagonal. The
values in the correlation matrix range from .026 to .637. Of the 25 correlations in
this matrix 18 were statistically significant at the p < .001 level. Correlations
between subscales for the same group of raters range from .105 to .465 with a
mean of .287 for the parents; and from .026 to .467 with a mean of .311 for the
therapists.

The lowest correlation between subscales for both therapists and parents
was the relationship between ratings on the School Functioning (SF) and
Intrapersonal Strength (IaS) subscales. The parents’ correlation between the SF
and IaS subscales was .164 and the therapists’ correlation between these subscales

was .026.

Differences on Strengths Ratings

Research Question 3: What are the differences between families’ and
professionals’ ratings of strengths across the domains measured by the BERS?

A repeated measures analysis of variance (ANOVA) was used to examine
differences in mean standard strength scores, primarily to examine rater by

subscale interactions. A repeated measures ANOVA was conducted using the
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BERS subscale scores to determine Rater, Scale, and Rater X Scale Interactions, as

shown in Table 7.

Table 7

Repeated Measures Analysis of Variance of BERS Subscale Scores

Source ar MS F P

Between Subjects
Rater (R) 1 171.67 12.36 .001

Error (R) 84 13.89

Within Subjects

Scale (S) 4 39.84 7.49 .000
Error (S) 336 5.31
RxS 4 15.54 6.93 .000
Error (R x S) 336 2.24

There was significant main effect due to Rater [F(1, 84) = 12.36, p =
.001] across all scales. Parent raters had significantly higher ratings of strengths
compared to therapists on all scales. Scale main effects were significant [F(4, 336)
= 7.49, p = .000] supporting the discriminant validity of the subscales. The

mean scores of Family Involvement (FI) and Affective Strengths (AS) generally
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were the highest of the overall combined ratings and the School Functioning

Subscale (SF) the lowest (see Figure 2).
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Figure 2. Scale main effects.

The Rater x Scale interaction effect was significant [F(4, 336) = 6.93,p =
.000] (see Figure 3). The difference between therapists and parents was greatest
on the Intrapersonal Strength (IaS) and Affective Strength (AS) subscales. The

smallest difference was on the School Functioning (SF) subscale.
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Figure 3. Rater by scale interaction effects.
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Post hoc pairwise comparisons were using the ¢ test for independent means.
Parents’ and therapists’ scores on the same subscales, when compared, indicated a
significant difference on the Intrapersonal Strength (I1aS) scores [Mean Difference
= 1.39, SD = 3.46, 1(84) = 3.70, p = .000]. There was also a significant
difference on the Affective Strength (AS) scores between parents’ and therapists’
scores [Mean Difference = 1.67, SD = 3.20, ¢(84) = 4.80, p = .000]. There
was also a difference on the Family Involvement (FI) scale approaching
significance [Mean Difference = .59, SD = 2.68), 1#(84) = 2.02, p =.046].
These significant findings of difference on subscales ratings support the value of
multiple raters in assessing strengths and the importance of examining the rater by

subscale differences (see Table 8).

Table 8

BERS Subscale Score Mean Difference Between Parent and Therapist Ratings

Mean
Source Difference SD t P
Interpersonal (IS) .62 3.20 1.79 .076
Family Involvement (FI) .59 2.68 2.025 .046
Intrapersonal Strength (IaS) 1.39 3.46 3.70 .000
School Functioning (SF) 22 2.47 .836 .406
Affective Strength (AS) 1.67 3.20 4.806 .000

NOTE: Mean difference compares mean scores on BERS Subscales from 85 pairs
at baseline data collection.



75

Comparing Strengths and Deficits Ratings

Research Question 4: What is the relationship between behavioral and
emotional strengths and functional impairment as reported by the therapist?

The correlation of scores between BERS and CAFAS (therapist ratings) was
studied to analyze the relationship between measurement of deficits and strengths
as reported by the therapist. The correlation between the total BERS and CAFAS
was Pearson’s r = -.609, p < .007. This significant correlation is in the expected
direction based on the inverse relationship of the BERS and CAFAS scales, with
higher BERS scores indicating more strengths and higher CAFAS scores indicating
more functional impairments. The relationship of strengths and deficit scores is
further explored in Question 7.

Research Question 5: What is the relationship between behavioral and
emotional strengths and behavior problems as reported by the parent?

The correlation between the BERS score from the parent and CBCL from
the parent is r = -.547, p < .048 reaching a statistically significant relationship.
This is in the expected direction since the BERS total score is higher béscd a
higher assessment of strengths, the inverse relative to the total behavior problem
score of the CBCL, also reported by the Parent. These relationships are further

explored in Question 7.
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Research Question 6: What is the relationship between behavioral problems

as reported by the parent and the functional problems as reported by the therapist?

The association between assessments of behavioral problems (as reported by
the family) and functional assessment (as reported by the therapist) was explored to
probe the relationship between deficit-based assessments. The internalizing and
externalizing subscales of the CBCL and the subscale scores of the CAFAS were
also correlated using Pearson’s r to determine the relationship between assessment
of behavioral problems and functional assessments from the perspectives of the
families and the professionals.

The correlation of the total scores of the CBCL and CAFAS (r = .204) was
not significant. Subscale score correlations on the CAFAS and CBCL are reported
in Table 9. The externalizing and internalizing scales of the CBCL were tested for
association with the total CAFAS and the subscales of the CAFAS. No significant
correlations were seen between CBCL Internalizing subscale and the subscales of
the CAFAS. Correlations between the CBCL Externalizing subscale and the
Home/Community (r = .323, p < .0l); Behavior Toward Others (r = .364, p <
.01) and the School/Work subscales of the CAFAS (r = .256, p < .05) were

significant.



Table 9

Correlations Between Child Behavioral Checklist (CBCL) Scores and Child and
Adolescent Functional Assessment Scale (CAFAS) Scores

77

CBCL Subscales

Internalizing Externalizing

CAFAS Scores

Total CAFAS Score .097 .249*
CAFAS Subscales

1. Mood/Emotions 216 .169
2. Self-Harm .048 -.007
3. Thinking .013 .084
4. Home Role .079 323**
5. Behavior 174 .364**
6. Substance Use .088 128
7. School/Work .090 .256**
8. Community Role -.161 -.061

NOTE: CBCL scores reported by the parent and CAFAS scores reported by

therapist at baseline. N = 73 pairs; * p < .05; ** p < .001

Relationship of Child Characteristics and Assessed Strengths

Research Question 7: What are the relationships between recognition of

strengths and child characteristics?

Multiple regression analysis, as seen in Table 10, was used to explore the

relationships between predictor variables (age, gender, and severity as measured by
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CBCL and CAFAS scores) and the dependent variable, assessed strengths (BERS).

The total numerical values (raw scores) of the BERS were used for this analysis, as
the standardized BERS scores are adjusted for gender differences. Prior to this
analysis, scatterplots were examined to determine if the relationship appeared linear
or curvilinear indicating a more complex interaction between assessment of
strengths and deficits. The scatterplot analysis revealed generally negative but
linear relationships between the strengths and deficit scores.

Severity of problems as reported by the parent and functioning as reported
by the therapist were used in the separate regression models analyzing the
relationships with assessed strengths by that group of raters. In the first regression
model, parent problem scores (CBCL externalizing score) were a significant
predictor of strengths scores (Coefficient Beta = -.62, p < .000). In the second
model therapist CAFAS scores were predictive of strengths scores (Coefficient
Beta = -.60, p < .000). Therapist strengths scores were predicted by gender
(Coefficient Beta = .18, p < .05) at a level approaching significance. Using the
regression procedure, neither gender nor age was predictive of higher strengths
scores by parents.

A third model analyzed CAFAS subscale scores. In this model the home
subscale of the CAFAS was predictive of therapist strengths score (Coefficient Beta
= -.47, p < .000) with no other CAFAS subscale or child’s characteristics being

significant predictors of the strengths score.
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Summary of Regression Analysis for Variables Predicting Strengths Scores
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Variable

R

Beta

Prediction of Parents’ BERS raw score from Child Characteristics and CBCL

Subscales:

Model 1
Externalizing CBCL
Internalizing CBCL
Child’s Gender
Child’s Age

A4r*

-.62%*

-4

-.11
.01

Prediction of Therapists’ BERS raw score from Child Characteristics and CAFAS

Total Score:

Model 2
CAFAS Total
Child’s Gender
Child’s Age

39

-.60**
18
13

Prediction of Therapists’ BERS raw score from Child Characteristics and CAFAS

Subscale Scores:

Model 3
Home
Community
Moods/Emotions
Substance Abuse
School/Work
Child’s Gender
Thinking Scale
Child’s Age
Self-Harm Behavior
Behavior

S5%*

-.47%*
.18
-.13

-.08
13
-.06

-.15
-.24

*p < 05; *p < .001



CHAPTER V
DISCUSSION

The findings support the primary aim of this study, to explore the
assessment of strengths by multiple raters. The results verify that family members
do identify and recognize strengths of their children at a higher level than
therapists using the same assessment instrument. The second aim, exploring
family involvement in assessment, is supported by findings of significant levels of
correlation between families and professionals on strengths subscales and on
specific subscales of instruments assessing behavior problems. Exploration of
areas of difference on assessments across specific subscales of strengths and
deficits measurements reveals statistically significant differences in patterns of
strengths between family members and professionals revealing an important
difference by rater in the assessment of children’s strengths in the intrapersonal and
affective domains.

Support for the conclusions is presented through a review of the research
aims and research questions. Limitations of the study affecting the conclusions are
discussed. Theoretical implications of the findings, suggestions for further

research, and implications for practice are presented.
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A conceptual model was proposed and two practice constructs were
investigated: assessments of strengths and participation of the family in
assessment. These practice constructs were defined, measured and descriptive and
inferential statistics were used to explore some of the constructs in the conceptual
practice model and refine its implementation. This study explores these practice
constructs through analysis of data collected at enrollment from both the parent and
professional. Investigation of a conceptual practice model, as recommended by
Hernandez and Hodges (2000), provides a basis for an ongoing analysis of the
logic of the proposed model of practice.

The analyses of measurements of strengths and problems from multiple
perspectives supports including parent voice in assessment of their children. Using
empirically tested instruments as a method for increasing participation of parents
during the assessment period was investigated. The results support that parents
bring unique information to the assessment process. These findings suggest the
utility of using the BERS instrument in combination with deficit-based measures to
provide the additional perspectives provided by multiple raters. The findings
support the utility of examining both concordance and difference in the analysis of
scores on the subscales of the BERS, CAFAS and CBCL. Gathering and reporting
subscale scores on these measures can enhance shared communication in
assessment and treatment planning and provide a richer source for discourse about
the needs of the child. Often measurements used in program evaluation are not

routinely integrated in the day to day work of the clinician nor shared with the
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family and child. Sharing assessment data in this manner can facilitate
communication about strengths, needs, and improvements and enhance participation
of both the youth and their family in recognizing strengths and progress. This
study provides a data revealing the relationship between supporting the utility of
comparing perspectives to increase family and youth participation in both

assessment and planning.

Identification of Strengths

Differences were seen between families and professionals in assessing
strengths both in comparison to the national norms and in relation to each other.
Parents consistently reported a higher level of strengths across all domains. The
application of this strengths perspective in children was supported by the use of the
strengths-assessment instrument, the Behavioral and Emotional Rating Scale
(BERS; Epstein & Sharma, 1998) employed in this study. According to Epstein
and Sharma, strengths-based assessment involves

the measurement of those emotional and behavioral skills,

competencies, and characteristics that: (a) create a sense of personal

accomplishment; (b) contribute to satisfying relationships with family

members, peers, and adults; (c) enhance the ability to deal with
adversity and stress; and (d) promote personal, social and academic

development. (p. 3)

The BERS was developed to measure the strengths that all children possess and

with the assumption that children can be motivated by the manner in which

significant adults respond to them. This study investigates the use of a strengths
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assessment involving both the family and professional using the BERS scale.
When adults emphasize strengths, this may lead to more active engagement in
appropriate activities and pro-social behaviors on the part of children or youth.
These results support the importance of the multiple perspectives in assessing these
strengths, as parent and professionals bring significantly different perspectives.

A strengths perspective shared by parents and professionals serves to instill
hope and create a context for the family and community to sustain that hope for
positive outcomes (Modrcin, 1999). Adoption of a strengths perspective studied
with adults can inform practice for children and families. A strengths perspective
was found to improve outcomes for adults with serious mental disorders. Services
focusing on strengths rather than pathology, use of flexible resources beyond
traditional mental health services and fostering a creative atmosphere between
clients and providers through training and supervision were associated with positive
outcomes (Modrcin, 1988). Identification of strengths and the full involvement of
the youth and their family in developing a plan of care are viewed as critical
variables to success of a wraparound plan for children and adolescents (Franz,
2000). The results of this study extend these observations and research findings.
Through the consistent use of the strengths measure, the opportunity for deeper
communication between families and professionals about observed strengths is
increased. Exploration of concordance and differences in assessments between
families and professionals supports open discourse and increases opportunities to

recognize and build on strengths of the child.
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Concordance of Family and Care Coordinator

Concordance of Strengths subscale scores was measured and explored by
analyzing parent and professional perspectives. The assessment of the care
coordinator during the assessment period was informed both by parent report and
interaction with the child during the first 30 days of engagement. The level of
concordance in these scores can be partially attributed to the care coordinators
attending to the parents during the assessment period as the care coordinators have
less exposure to the child and therefore fewer opportunities to observe behaviors
compared to the parents. A moderate correlation was found between families and
professionals on the same BERS subscales indicating a level of agreement on the
strengths and assets of the child.

Sharing assessment data enacts an approach recommended by family
researchers and advocates in which the family’s input is sought and valued at all
levels. This practice enacts a paradigm shift from the traditional view of the
mental health professional as the expert, with power differentially weighted to the
professional and often denied to the family (DeChillo, Koren & Mezera, 1996,
McCammon, Spencer, & Friesen,-2001). The level of concordance at baseline
supports the assertion that families and professionals are interdependent in
completing assessments and planning care on behalf of children with SED and
listening is critical to developing genuine mutuality; moving from a traditional
stance of power and authority to one of mutual agreement, rapport and

effectiveness (Collins & Collins, 1990; Heflinger & Bickman, 1996). This study
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gives credence to the influence of parent perspective in assessment of both
strengths and problems. Utilizing empirical measures and reporting these scores
individually to families and through program level research may be a method to
include parental perspectives and increase family voice in a systematic manner.
The use of valid and reliable scores from parents provides a tool for
assuring parent input in the assessment and provides a baseline measure for
measuring progress over time through repeated measures. The use of measures
does not replace the need for increasing parental participation through other
methods at the program and systems levels, but does provide a useful and
verifiable method for assuring parent participation in assessment through consistent

use of measures completed by parents and sharing the data reciprocally.

Differences in Assessment of Strengths

Examination of discrepancies in ratings between parents and care
coordinators revealed significant differences in subscales related to Intrapersonal
Strengths, Affective Strengths and Family Involvement. While the difference in
the Family Involvement score may be accounted for by more observation time by
the parents, the difference in assessment of Intrapersonal Strengths and Affective
Strengths are significant findings. The findings support the importance of
incorporating the family’s perspective during the assessment period and not relying
on the professional as the expert on the affective domains. This finding was

different from an a priori expectation that care coordinators might identify more
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strengths in areas emphasized in professional training, such as in the affective
domains represented by the Affective Strengths and Intrapersonal Strengths
subscales. The results support assertions by family members that their input
should be heard and heeded, and challenges assumptions that professionals have
unique insight in the affective domains. The data provide an opportunity for both
professionals and parents to explore differences in perceptions to increase the level
of discourse about areas of agreement and difference and thereby support increased
participation of the family. Completing and sharing assessment data consistently
through accessible, efficient, and relevant tools can support both the helping

process and the need to verify outcomes.

Relationships to Strengths and Deficits Scores

Negative correlations between the traditional deficit measures and the
Strengths scales supports the utility of the overall total strengths quotient score.
Both parents’ and therapists’ deficit scores correlate negatively with the BERS. In
the regression models, the externalizing CBCL subscale predicted strengths with
significance and the internalizing subscale was not predictive of higher strengths.
The internalizing subscales of the CAFAS also did not predict higher strengths
indicating the CBCL or CAFAS subscales reflecting internalizing behaviors may
measure domains of behavior independent of perceived strengths. The strong
relationships of the strengths scores and externalizing subscales of the CBCL and

CAFAS suggest that it may be more difficult for parents and professionals to
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identify strengths in youth with higher levels of assessed behavior problems, or
that these youth exhibit fewer strengths. These relationships of problem scores and
identification of strengths need more study to examine the relationships of

externalizing behaviors and strengths assessment.

Relationship of Scores of Problems and Strengths

In comparing parent and therapist scores on the CBCL and CAFAS, a high
degree of agreement was seen across the subscales of these instruments indicating
that the therapists were attending to the concerns of the parents at intake and had
similar assessments of the children independently. This analysis of CBCL and
CAFAS scores follows the study by Phillips (1999) which reported a high
correlation between the externalizing scale of the CBCL and the CAFAS
Home/Community subscales completed by foster parents and caseworkers and
support the utility of using the subscales of the CBCL and CAFAS to explore the
perspectives of two raters using these instruments, though more study is needed on
the relationship of the subscales of these instruments.

Higher deficit scores, notably the Externalizing subscale of the CBCL and
the Home Scale of the CAFAS, were predictive of lower Strengths scores. Neither
gender nor age predicted a higher Strengths score by families, indicating that
gender did not influence the assessment of strengths in a systematic manner for

parents.
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In the regression analysis, the externalizing subscale of the CBCL was most
predictive of parents’ strengths scores. For therapists, the CAFAS Home Role
subscale had the most predictive value indicating therapists of children acting out
in the home environment systematically rate their strengths lower. Female gender

was a predictor of a higher strengths rating by therapists.

Limitations of the Study

The sample from the Clackamas Partnership was compared to a national
study of CMHS-funded demonstration sites around the country providing intensive
care coordination to children with serious emotional disorders and high needs. The
findings showed the study sample, while comparable in age, gender and referral
sources had twice the rate of previous psychiatric hospitalization (51.2% to 25.5%
in the National sample) and much higher rates of history of abuse, runaways, and
suicide attempts. Ethnic and racial/minorities were underrepresented in Clackamas
compared to the national sample. The parents’ assessment of problems as
measured by the CBCL was higher than the national sample and the functional
impairment level as assessed by the therapists was lower than the national sample.
Though the samples were comparable on deficit and strengths scores, extension of
these results beyond the study sample are not statistically supported and the
findings should be interpreted as exploratory in nature.

Construct validation is useful in the interpretation of the findings, even

without a causal connection. The antecedents and processes associated with the
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constructs measured through this study were developed through definition of
constructs and the conceptual model. A description of the sample was conducted
to explore similarities in local and national samples. Caution is exercised in the
interpretation of these results beyond the population and treatment range actually
sampled, however, this analysis with its articulated and measurable constructs is
useful to establish a direction for future research and explores relationships among
practice constructs being studied (Cook, 1993). Further analysis of strengths and
deficit scores over time would increase our understanding of how perceptions of
strengths interact with the relationship of the rater with the child.

Limitations to generalizability of this study is the temporal dimension of
these baseline assessments conducted during the first two years of this project.
During this period, there was staff training and certification in the CAFAS
assessment initially, but rater drift may have occurred due to staff turnover. While
the data were generally provided in the first 30 days of engagement in services, the
amount and quality of staff contact with families and youth was not included in this
research. Variability of the quantity and quality of this participation may affect the
BERS scores provided by the care coordinators.

An independent measure of family participation was not included in this
study, though a survey of family empowerment and participation was collected for
the local evaluation of the project and could be considered for inclusion in future

research to assess the quality of participation by the family.



Suggestions for Future Research

This dissertation strives to provide empirical support for use of strengths-
based assessment provided by both families and professionals. Researchers have
acknowledged difficulty in establishing controlled experiments on wraparound
practice methods and have recommended testing of clearly conceptualized impact
studies with an articulated logic model and verifiable descriptions of the
interventions (Friedman, 1997; Knapp, 1995). Individualized, family-focused, and
strengths-based interventions have gained support as service components, but have
been insufficiently tested (Lourie, Stroul, & Friedman, 1998).

Future research could include use of these instruments to assess change over
time and further examination of the concordance on these measures to determine if
changes in agreement or differences in scores may reflect increased involvement of
the family in treatment. Direct measurement of family participation could be
introduced to the analysis to determine if a relationship with family report of
participation and concordance of the assessments might be found. Analysis of
other relationships, such as diagnostic categories, is beyond the scope of this study,
but would be useful to explore patterns of strengths recognition between families
and professionals related to diagnostic categories or other measures of functioning.

Future research could explore alternate hypotheses regarding the
perspectives of the family and professional assessments of strengths with some

attempt to control to determine if the BERS objectively measures change over time
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or may be a reflection of changed perceptions of the family or professional.
During the engagement process, each participant influences the perceptions of
others. These alternative hypotheses could consider if strengths scores are higher
from families because they know them better of if therapists score lower because
they are more objective.

Efforts to provide services for children with SED in their own communities,
instead of institutional care, requires continued research to determine whether
positive outcomes are associated with the proposed practice model. Because the
services being provided are comprehensive, individualized, flexible, and strengths-
based, they are inherently more difficult to describe and evaluate (Friedman,

1997).

Implications for Practice

Implications of this research for social work practitioners are the findings
that families have important and unique information on their children - especially
in regards to strengths. This is an important finding supporting when considered
in the context of the serious behavior problems of these children and the challenges
faced by these families. In spite of these problems, families identify strengths in
areas not perceived by professionals.

This study provides empirical support for the validity of family perspective
and suggests that collecting and sharing data regarding strengths may be a method

to enhance engagement between families and professionals.
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For social work administrators, the implications of identifying strengths
through an instrument that can be completed by families provides a powerful tool
that can be easily introduced and implemented in a variety of settings.

Social work’s imperative to influence and reform systems calls for social
work practitioners and administrators to lead the way in introducing tools and
processes that emphasize strengths over pathology, disease and dysfunction. Social
work has a responsibility to support consumer and family participation as a right,
not a privilege bestowed upon worthy families. The evidence provided in this
study indicates all families have a unique contribution to provide to the assessment
of their children.

Critical to the success of services to children and families with the highest
needs is the precision of fit between the needs and the intervention provided. It is
expected that better outcomes result from a careful matching of the child’s and
family’s strengths and needs with the level of services provided; this is a principle
of wraparound practice and of a genuine managed care practice model (Sabin,
1994). The most precise fit between needs and interventions should result in the
most efficient and effective care. Consequences of a mismatch between the
family’s needs and strengths and services provided can mean either over-serving or
under-serving the child, resulting in limited positive outcomes, unnecessary costs,
more restrictive placement than is optimal, and loss of confidence in the

effectiveness of future interventions (Sosna, 1999).
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Inclusion of families in assessment and treatment planning, focusing on
strengths and providing flexible and effective services and supports to children in
lieu of institutional care are critical principles to implement and sustain improved
practices in communities. These findings suggest the utility of including multi
informant measurement and communication about the findings into the day to day
practice of agencies and professionals providing services to children with the
highest needs.

Research reveals an essential point about implementing systems of care;
changes in the infrastructure of the system must be paralleled by changes in service
delivery practices. If change occurs in only one of these areas, the organization of
the system and its practices will not be integrated and instead, a new type of
fragmentation will occur between principles and actual practice. Bickman’s
(1996c¢) study of Stark County, Ohio points to a well-developed infrastructure, with
model interagency collaboration, that was apparently producing no positive clinical
outcomes. This lack of positive clinical outcomes seemed to be based on a service
delivery model that had not evolved along with the rest of the system—one that has
remained locked into a 50-minute outpatient therapy model. Verification of
implementation of desired practice constructs through empirical measurement is
introduced and supported by these results.

The wraparound approach is consistent with an ecological paradigm of
social work emphasizing the importance of material assistance, positive feedback,

emotional caring and social companionship as mediators or "buffers” to stress and
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potentiators of coping abilities (Tracy & Whittaker, 1987). In this paradigm the

child is predicted to function best when the service system coordinates most
efficiently with the family system (Burns, Schoenwald, et al., 2000). Malysiak
(1998) emphasized the family acting as a decision-making participant in this
process of ecological strengths enhancement. Key to inclusion of families as
essential partners are individualized, intensive, culturally contextualized, and
flexible mental health and social services based on the needs, desires, and strengths
of children and families. This more precise fit of services and supports contrasts
with the usual and customary approach of providing mental health and social
services for children with serious emotional disorders through existing service
options prescribed by funding streams and categorical eligibility. This study
verifies that family participation in assessment provides useful data about domains
of the child’s functioning and contributes to a strengths perspective.

The purpose of this study has been to advance research through the
articulation and measurement of key practice constructs of strengths identification
and family participation in assessment associated with positive outcomes but not
sufficiently tested. The importance of empirical validation of family participation
emphasized in recent literature on promising practices in children’s mental health
programs includes: (a) the need to define family-provider collaboration in
operational terms that can be empirically validated; (b) measurement of how
family-provider collaboration can impact proximal and distal outcomes for the

individual child as well as the system of care; and (c) assessment of the
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relationship of family-provider collaboration to satisfaction, empowerment, and
ability to advocate for the child (Simpson, Koroloff, Friesen, & Gac, 1999).
Shared assessment and identification of strengths are some components of this
collaborative practice model that have been explored in this study.

Adopting a strengths perspective in Social Work practice has gained
increased attention as a practice principle. The perspective a professional brings to
interaction with a client or family has a profound impact. As compared to medical
sciences, social work and mental health interventions are highly influenced by the
perspective of the professional, traditionally driven by an expectation to uncover
pathology (Graybeal, 2001). In the transaction between families and professionals
there is a simultaneous and inseparable operation of the person-environment system
directly impacting the child. This formulation requires active participation by
family members in treatment planning and decision-making (Heflinger & Bickman,
1996).

The findings fulfill a primary aim of this study - to explore strengths-based
assessment from multiple perspectives. Comparing concordance and differences in
perceptions of parents and professionals fulfill the aim of exploring the unique
contributions of families in the assessment process. Identification of strengths and
building on these strengths through participation of the family are principles that
can improve practice and support community and home-based care for children

with serious emotional disorders.
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PORTLAND STATE
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Memorandum

To: Chair, Human Subjects Research Review Committee, Portiand State University

ccC: Michael Taylor, Clackamas County Partnership, Nancy Koroloff, RRI

From: Barbara J. Friese!

Date: 11262001

Re: Continuation report tor research involving human subjects: Clackamas County Partnership

National Outcome Evaluation

Attached are 10 copies of the Continuation Report and accompanying consent forms for
the Clackamas County Partnership National Outcome Evaluation.

If you have any questions, or need more information, please contact me at 54166
(PSU). | am sabbatical leave this year. but the best place to leave a message is on
my PSU voice mail.

Thanks for your help.

RESEARCH AND TRAINING CENTER ON FAMILY SUPPORT AND CHILDREN'S MENTAL HEALTH
POST OFFICEBOX 751 ® PORTLAND. CREGON 97107 0751 ® (503) 7254040 @ FAX(S0V) 7154130 ®  hep faww rrc pebx edu
Regronal Researeh Insatute fer Human Servaces. Uraduate Schood of Soaai Week



Human Subjects Research Review Committee
Continuation Report for Research Involving Human Subjects
Portland State University

The Instnitutional Review Board (HSRRC) is required by Title 21, Code of Federal Regulations (Part
56.109) and Title 45, Code of Federal Regulations (Part 46.109) to conduct continuing review of ongoing
projects not less than once per year. Your assistance in meeting these federal requirements is
appreciated. Please complete ull required sections and submit required attuchments— thank you.

Principal Investigator Barbara Friesen, Ph.D. E-Mail _fricsenb@pdx.cdu
Co-Principal Investigator E-Mail
BethLangco clackamas.or.
Other (GA. Project M., etc.) Beth Langhorst E-Mail us
James Ward:
Department Social Work: RRI Dept. Head _Nancy Koroloff
Mailing Address _Portland State University/RRI Campus Ext. 5-1166

P.O. Box 751, Portland, OR 97207-0751 Home/Work # 503-625-0503

Project Title Clackamas County Partnership National Qutcome Evaluation

1 centify that this report is accurate and that the research activities invoiving human subjects
were conducted as stated in the approved protocol. I will abide by the Federal and University
policies related to research involving human subjects.

%] v
éﬂ«my;:j" Pt dsny 22, 2O/

SIGNATURE ‘OF PRINCIPAL INVESTIGATOR DATE
STEP 1:
Project Funded? Federal/Federal Pass-Through? Funding Agency Name:
Yes Yes Clackamas County Pastnership (contract with
No No PSU); grant funds from the Center for Mental

Health Services, Comprebensive Community
Mental Health Services for Children and their
Pending Familics Program, Substance Abuse and
Mental Health Services Administration

Y
[;L n?' 2: Are all activities involving human subjects, data collection and analysis complete?

D Yes  Data analysis was completed as of [Click to enter date} . Do not proceed to
Step 3. Submit only this page 1o the HSRRC.

@ No  Proceed to Step 3.
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STEP 3: In the space provided, please type a one-page summary of the project, or attach the
summary as a separate document. The summary should both describe the project as it was
originally conceived and provide a detailed account of its current status.

This study is an outcome evaluation of the Clackamas County Partnership project to create
comprchensive, fanuly driven, culturally competent community-based services for children with serious
emotional disturbances. Agencics included in the Clackamas Partnership, a CMHS grantee as of
Scptember 1998, are juvenile justice, child welfare, cducation, mental health, residential treatment
centers and private providers. Clackamas County Mental Health serves as the lead agency for the
tnitiative and has entered into a contract with the Regional Rescarch Institute to conduct an evaluation of
the Partnership. MACRO International, a consulting company located in Atlanta, Georgia, holds the
federal contract for implementation of the national cvaluation of all CMHS sites. This cvaluation
consists of instruments (sce attached list) that allow for the collection of standardized information across
all participating sites, as required by congressional mandate and is authorized via federal law, Section
565 of the Public Health Service Act. The design and instrumentation for MACRO's evaluation has
teccived federal Office of Management and Budget approval, CMHS IRB approval and MACRO IRB
approval. MACRO’s major responsibilitics include the coordination and oversight for the
implcmentation of the national evaluation.

Data are collected locally by clinical and evaluation staff hired by Clackamas County. Training and
oversight for data collection are the responsibility of the Partnership Evaluation Team, lead by Barbama
Friesen, Ph.D., Principal Investigator for the evaluation (PSU), Beth Langhorst, Ph.D., site-based
evaluator, and Michacl Taylor, M.S.W. Site Director (Clackamas Co. Mental Health). Data are
clectromically transmitted quarterly to MACRO for analysis. Results will subsequently be reposted back
to the Partnership and also will be aggregated with data from the other grants so that it can be reported to
the Centers for Mental Health Services and to Congress. Al data are housed at the project site.

Data elements for the local evaluation requise collection of information from partcipating agencics
Managed Information Systems (MIS) and the inclusion of an additional instrument—Family Participation
Survey—into the rotation of standardized instruments being used for the national evaluation. The
additional MIS data reflects data already collected by other agencics and will not alter familics’
cxperiences with these agencies. The Family Parsticipation Survey is collected from the cntire consenting
population, following the same periodicity schedule as the rest of the national cvaluation instrumentation.
Local analysis of the natioml evaluation data and data collected specifically for the local evaluation will
be analyzed by the principal investigator and other contracted support from PSU, as well as the site-based
evaluator. Results will be reported to all local stakcholders (policy-makers, staff, familics, and
community agencies).

All participating children and familics provide information at enrollment in program services. The first
cobort—those who enter the study between 10/1/99 and 9/30/00—will be re-interviewed at six month
intervals to 36 months. Those children and familics who comprise cobort two—entry into the study
between 10/1/00 and 9/30/01 will be re-interviewed at 6-month intervals and will be followed to 30
mooths. Those children and familics who comprise cobort 3—entry into services between 10/1/01 and
9/30/02—will be re-interviewed cvery 6 months and will be followed to 18 months. Follow-up data will
be collected regardless of the scrvice status of the child.

We currently have 120 children and youth enrolled in the study and have completed fifty-four 6-month,
twenty-six 12-month and cleven 18-month interviews. We will enroll new participants through
September of 2002. We have had ten families chose to stop participating in the study, primarily when
they moved or finished program services. None have withdrawn their consent for us to use the
information already collected. We have made one change in the consent process, scparating the
agreement for certain measures o be put in the child’s clinical record from the consent to be in the
outcome study.

Page 2
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STEP 4:

1. Please attach a copy of the current Consent Formv/Script/Letter to this report even if it is
identical to a previously submitted one or already on file with the HSRRC. Reports submitted
without this attachment will be considered incomplete and returned to the investigator.

W

Are you still using Consent Forms/Scripts/Letters with subjects?

Yes
No
3. Do you wish to submit any changes to the Consent FormvScript/Letter for approval during

this Continuing Review?

Y&§:  Please attach the new version to this report with changes highlighted in bold.
No

STEP 5: 1f more space is required for explanations, please attach a separate document.
1. Please check one:

Data collection will continue
Data collection is complete and the data is being analyzed
. OeY.  Please write in space provided below:

2. How many subjects were originally planned for inclusion in this study? 270
3. How many subjects have been enrolled so far? 120
4. How many subjects do you still plan to recruit? 100
5.

Have any subjects withdrawn from participating in the research project after giving informed
consent? (lf yes, indicate the number of subjects who have withdrawn and the reasons.)

E’ 10 | Kool Please write in space provided below:

None asked lo mthdrnw information already provided.

Moved to another area of the state or out of state (5)

Did not wish to continue with outcome study after finishing with program (4)
Never engaged in program services (1)

[ ] o

Page 3
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6. Have you withdrawn any subjects from the research project after they gave informed
consem? (If yes, indicate the number of subjects whom you have withdrawn and the reasons.)

()¥8 & BEER Puease it inspoce provud below:

B
7. Have there been any complaints about the research? (If yes, please explain.)

B cH

Please write in space provided below:

A few pamcnpants have complained about the length of the interview, but none
have refused to complete it. This is a national evaluation; we have little control
over the length of the interview, but have engaged in a number of accommoda-
tions, including splitting the interview into 2 sessions, to address participants’ (and
our) concerns about this issue

[[Jno

STEP6:

Questions A-D relate to minor changes to the application, E-K relate to major changes. If more
space is required for explanations, please attach a separate document.

A. Are there any changes in researcher/project director/advisor names, addresses, telephone
numbers, or ending date?

[El ) - Please write in space provided below:

Local site evaluator changed from Erin Mueller, Ph.D., to Beth Langhorst, Ph.D ,
(503) 722-6913.

O

B. Arc there any changes that leave the research population at the same or lower risk than risk(s)
already approved?

[ ]58 S Prease write in space provided below:

e —— == -
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C. Have additional subjects of the same type of population indicated in the original application
been recruited/added?

[x] 38

Please write in space provided below:

Only as pl:mned third cohort will continue to be recruited through Scptember
2002.

[ ]we

D. Are there any other minor changes you wish to include in this report?

Please write in space provided below:

E. Are there any changes that leave the research population at a higher risk than risk(s) already
approved?

i 7 Please write in space provided below:

F. Are you adding a subject population different from those already approved?
(]38 BEMR: Please write inspace provided below:

E’ No — .

G. Are you adding questions to a questionnaire or instrument? If yes, please attach a list of
added questions or highlight the additions on the instrument.

[] 50 BN Prease write in space provided below:

[EINO

Page 5
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H. Are you adding any clements that may breach the subjects’ confidentiality?
[ )¥8 G Please write in space provided below:

1. Are you adding any deceptive ¢lements to the research or changing the debriefing procedures
for previously approved deception?

[ | X8 S Please write i space provided below:

[x] No

J  Are you changing the way subjects are compensated for parsticipation in research (such as
increasing the amount, changing from a lottery to cash, etc.)?

D Y& &gl Please write in space provuled below:

[x] No

K. Are there any other major changes you wish to include in this report?

[l

Please write in space prowded below:

E No V V o ‘ o

Please return this Continuing Review Report and any attachments to:

Mailing Address: Delivery address:
HSRRC 111 Cramer Hall
Office of Research and Sponsored Projects (ORSP) 1721 SW Broadway
Portland State University Portland, OR 97201
PO Box 751 Campus Mail Code: ORSP
Portland, OR 97207-0751

For questions or concemns, call (503) 725-8182, or send e-mail to hsrre@lists. pdx.edu.

*** Did you remember to altack your consent form(s)? ***
Page 6
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CLACKAMAS COUNTY PARTNERSHIP
REGISTRATION AND DESCRIPTIVE INFORMATION
Informed Consent

Purpose

The Center for Mental Health Services in the United States Department of Health and Human Services is sponsoring a
national evaluation of programs that are funded to improve community-based services for children and families and a local
program evaluation to improve Clackamas County services to children and families. The national evaluation is authorized
by Section 565 of the Public Health Service Act. An agency may not conduct or sponsor, and a person is not required to
respond to a collection of information unless it displays a cumrently valid OMB controi number. (The OMB control number
for this project is 0930-0192 [exp. date 09/30/2001]). Any questions conceming this project can be answered by calling
Beth Langhorst at {(503) 722-6913 or Barbara Friesen at (503) 725-4166.

Description of Panticipation
As part of the evaluation, we would like your permission to use the registration and descriptive infonmation you've just
provided us as a part of the general evaluation. The outcome evaluation will be discussed with you at another time.

Confidentiality

Special precautions will be taken 1o protect your family and your child’s privacy. The information included in the national
evaluation will have no identifying information, including names and addresses.

By law we must report the physical or sexual abuse of any child or if the danger of imminent physical hamm is suspected.
In addition, statf may inform parents of guardians if their child is in serious physical danger.

Rights Regarding Decision to Participate

| understand that if | agree to participate, | have the nght to change my mind and request that evaluation records be
destroyed. 1 aiso understand that at any time during my participation in the project, # is my right to review the information
that | have provided. | understand that any choice to not participate in the evaluation will not affect the services my chid
and family receive or will receive in the fiture.

Voluntary Consent

By signing this consent form, | certify that | have read the preceding, or that & has been read to me, and that | understand
its content. My questions (if any) have been answered. A copy of this consent form will be given to me.

My signature befow means that | freely agree to pasticipate in the project.

Caregiver/Guardian (type or print name in full)

Signature of Caregiver/Guardian Date
Name of Child (type or print name in fulf)

Signature of Institutional Staff (if appropriate), Date
Print Name, Agency and Job Title

It you have concems or prodblems, please contact: The Human Subjects Research Review Committee

Office of Research and Sponsored Projects
111 Cramer Hall

Portiand State University

(503) 725-8182
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CLACKAMAS COUNTY PARTNERSHIP OUTCOME EVALUATION
informed Consent—Caregiver Version

Purpose

The Center for Mental Health Services in the United States Department of Health and Human
Services is sponsoring a national evaluation of programs that are funded to improve community-
based services for children and families and a local program evaluation to improve Clackamas
County services to children and families. You and your child are invited to participate in this
project because your child has received such services. In this project we are interested in
finding out about your child’s behavior and functioning, the kinds of services you and your child
have received, and how you feel about these services. The results of this project will be used to
help improve the quality of the services for children and families. The national evaluation is
authorized by Section 565 of the Public Health Service Act. Any questions conceming this
project can be answered by calling Beth Langhorst at (503) 722-6913 or Barbara Friesen at
(503) 725-4166.

Description of Participation

We will interview you and your child, if your child is 11 or older. These interviews will occur 4 to
7 times depending on when you enter the study. Participation includes an initial interview and
follow-up interviews every six months for the duration of the evaluation. We will ask you to
continue o participate in the evaluation even if you and your child are no longer receiving
services. The interviews will be conducted in your home or at a place that is convenient and
comfortable for you. Your interview should take approximately 2 hours to complete. Your
child’s interview will vary in duration depending on his/her age, but will probably last 1 hour.
You will be asked questions about your child’s behavior at home, in school and in the
community. We also will ask you questions about your family and your experiences with the
services your child has received, including mental health and substance use services. Your
child will be asked questions similar to the ones you are asked.

As part of the project, we would like your permission to make use of your child’s school records,
including attendance, disciplinary action, transfer records; juvenile court records; records from
the Department of Services to Children and Families; and mental health service records related
to your child’s care. We will obtain a separate release of information for each school or agency
that has provided education or services for your child.

Risks and Benefits
There will be no direct benefit to you or your child from this project. The risk may be the
discomfort some people feel when discussing personal matters.

Compensation

If you agree to participate in this project you will receive a $20 gift certificate to a local merchant
for each completed set of data in compensation for your time and any costs associated with
participating in the project. Your child will receive a $10 gift certificate each time s/he completes
a set of data.

Confidentiality

Special precautions will be taken to protect your family and your child's privacy. No agency that
you and your child are invoived with, including schools, will have access to the information you
provide about your perceptions and satisfaction with service. The CAFAS, which is compieted as
a part of the intensive services intake process, will be made available to the evaluation.
Evaluation instruments that contain clinical information which couild be heipful to your child's

(Caregiver’s initials)

Regional Research Institute for Human Services, Portland State University, 503-725-4166  Page 1 of 2
Clackamas Partnership, Clackamas County Mental Heaith, 503-655-8264
Updated 11/15/01



mental health treatment can be placed in the mental health record with your consent and the
assent of your youth. This information includes the folowing measures, CBCL, YSR, BERS
(completed by Care Coordinator), BERS (completed by caregiver). All forms stored as evaluation
information will be coded so that they cannot be associated with individual names. in reports,
the information that is collected will never mention individual names.

By law we must report the physical or sexual abuse of any child or if the danger of imminent
physical harm is suspected. In addition, staff may inform parents or guardians i their child is in
serious physical danger.

Rights Regarding Decision to Participate

| understand that if | agree to participate, | have the right to change my mind and stop
participating or withdraw from the project at any time. If | request it, records pertaining to my
child and family will be destroyed. | also understand that at any time during my participation in
the project, it is my right to review the measures that | have completed. 1 understand that any

choice to not participate in the evaluation will not affect the services my child and family receive
or will receive in the future.

Voluntary Consent
By signing this consent form, | certify that | have read the preceding, or that it has been read to
me, and that | understand its content. My questions (if any) have been answered. A copy of

this consent form will be given to me. My signature below means that | freely agree to
participate in the project.

Caregiver/Guardian (type or print name in full)

Signature of
Caregiver/Guardian Date

Name of Child (type or print name in full)

Signature of Institutional Staff (if appropriate)

Print Name, Agency and Job Title Date

Project Team’s Certification

I certify that | have explained to the above individual the nature of the project as well as the
potential benefits and risks associated with participating in the project | also have answered
any questions that have been raised and witnessed the above signature.

Signature of Witness Date

If you have concerns or problems, please contact:
The Human Subjects Research Review Committee
Office of Research and Sponsored Projects

111 Cramer Hall

Portland State University

(503) 725-8182

Regional Research institute for Human Services, Porttand State University, 503-7254168. Page 2 of 2
Clackamas Partnership, Clackamas County Mental Health, 503-655-8264
Updated 11/15/01
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CLACKAMAS COUNTY PARTNERSHIP
OUTCOME EVALUATION
Informed Assent/Consent—11-17 years old

We want to know what you think!
AND we’ll give you $10.00 for your thoughts!

What: You talk with us about what you think and do when you are at home, in
school, and in your ncighborhood. We would also like your permission to
look at your school records, juvenile court records, and records related to the
services you have or are currently receiving. We will get your specific
permission for each school or agency we ask for information.

Why: Because you have received or are currently receiving services we need your
help to evaluate how effective the Clackamas Partnership is. (Service: you
have an IEP, a counselor, a foster parent, probation officer, social worker, or
some such person who is working for an agency.) AND, we would like you
to help us even if you aren’t receiving services anymore.

Where: Where would you like it to be? (at home, at an office, at school?)

When: Every six months for about an hour cach time until September 2003 (It could
be 4-7 times depending on when you entered the study.)

Who sees The CAFAS, which is completed as part of the intensive services intake

this stuff? process, will be made available to the evaluation. Evaluation information

that could be helpful to your mental health treatment (Youth Self Report,
Child Behavior Checklist, Behavioral and Emotional Rating Scale) can
be placed in your mental bealth record if you and your caregiver consent.
All other information that you give us will be coded so no one will know your
name and it will be kept in a locked cabinet and a secure computer file. No
one will be able to find out who you arc. If we use any information in a
report, the report will not identify any individuals. Other than that, we don’t
tell ANYONE anything!!!! No one will know you did this (except you, your
participating family and us) unless YOU tell them. At any time during your
participation in the project you have the right to review the measures that you
have completed.

Some bad Some questions could be uncomfortable for you to answer. We will ask you

news: if you have had any contacts with the police, if yon use any drugs and/or
alcohol, whether you get into trouble in school, how well you get along
with family and friends, and what you think about any of the services
you have had.

Some good Participation is definitely up to you. If you don’t want to answer a question—
news: DON’'T! If you decide this is too much for you, you can stop at any
time. You can tell us that you don’t want to continue an individual
interview or with the whole study. You also can ask us to throw away
the information that we’ve gathered.
Initials

Regional Research Institute for Human Services, Portland State University, 503-725-4166. Page 1 of 2
Clackamas Partnership, Clackamas County Mental Health, 503-655-8264
Updated 11/15/01
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Some even When we’ve finished each completed set of data, we’ll give you a $10.00 gift
better news:  ccrtificate to a local merchant!

What’s the (Otherwise known as “the legal stuff”.) By law we must report any

catch? information that makes us think that someone might hurt you or has hurt you,
any information that makes us think that you might hurt someone, and any
information that makes us think you might hurt yourself.

Questions? Call Beth Langhorst (503-722-6913) or Barbara Friesen (503- 725-1166).
Either will be happy to talk to you.

Participant’s Consent
I have read this form or it has been read to me. | understand what it says. My questions have

been answered and | am not being forced to sign this form. A copy of this form will be given
to me.

Pleasc Print Full Name of
Participant

Signature of Participant

Date

I have read and understand the preceding information and agree to the participant’s interview.

Signature of Caregiver/Guardian

Date

Signature of Institutional Staff (if appropniate)

Date

Project Team’s Certification

1 certify that | have explained the nature and purpose of this project, as well as the potential
benefits and risks associated with participating in this project. I also have answered any
questions that have been raised. | have witnessed the above signatures.

Signature of Witness

Date

If you have concerns or problems, please contact:
The Human Subjects Research Review Committee
Office of Resecarch and Sponsored Projects

111 Cramer Hall

Portland State University

(503) 725-8182

Regional Research Institute for Humnan Services, Portland State University, 503-725-4168. Page 2 of 2
Clackamas Partnership, Clackamas County Mental Health, 503-655-8264
Updated 11/15/01
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CLACKAMAS COUNTY PARTNERSHIP
OUTCOME STUDY
informed Consent—Young Adult Version
{For youth 18 years or older who reach age 18 during follow-up data collection)

Purpose

The Center for Mental Health Services in the United States Department of Health and
Human Services is sponsoring a national evaluation of programs that are funded to improve
community-based services for children and families and a local program evaluation to
improve Clackamas County services to children and families. You were invited to
participate in this project because your have received such services. At that time your
family agreed to participate in the project. Now that you have tumed 18 and are a legal
adult, we need to ask you if you would like to continue to be in the project In this project
we are interested in finding out about how you feel; what you do at home, in school and in
the neighborhood; the kinds of services you have received, and how you feel about these
services. The resuits of this project will be used to help improve the quality of the services
for children and families. The national evaluation is authorized by Section 565 of the Public
Health Service Act. Any questions conceming this project can be answered by calling your
local site evaluator Beth Langhorst {503) 722-6913 or Barbara Friesen at (S03) 725-4166.

Description of Participation

We will interview you 4 to 7 times depending on when you enter the study. This study ends
in September 2003. Participation includes an initial interview and follow-up interviews every
six months for the duration of the evaluation. We will ask you to continue to participate in
the evaluation even if you are no longer receiving services. The interviews will be
conducted in your home or at a place that is convenient and comfortable for you. Your
interview should take approximately 1 hour to complete.

You will be asked questions about your behavior at home, in school and in the community.
We also will ask you questions about your family and your experiences with the services
you have received, including mental heaith and substance use services.

As part of the project, we would like your permission to make use of your school records,
including attendance, disciplinary action, transfer records; juvenile court records; records
from the Department of Services to Children and Families; and mental heaith service
records related to your chiki’s care. Your agreement to participate in this project and your
signature on this form provide your permission for the release of any of these records.

Risks and Benefits
There will be no direct benefit to you from this project. The risk may be the discomfort
some people feel when discussing personal matters.

Compensation

if you agree to participate in this project you will receive a $10 gift certificate to a local
merchant for each completed set of data in compensation for your time and any costs
associated with participating in the project.

(initials)

Regional Research Institute for Human Services, Portiand State University, 503-725-4168. Page 1 of 2
Clackamas Partnership, Clackamas County Mental Heatth, 503-655-8264
Updated 11/15/01
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Confidentiality

Special precautions will be taken to protect your privacy. Evaluation information that could
be useful to your treatment (Child Behavior Checklist, Youth Self Report, Behavioral and
Emotional Rating Scale [completed by caregiver]) can be placed in your mental healith record.
The CAFAS, which is completed as a part of the intensive services intake process, will be
made available to the evaluation. Aside from that, no agency that you are involved with,
including schools, will have access to the information you provide. All forms in the project
will be coded so that they cannot be associated with individual names. In reports, the
information that is collected will never mention individual names.

By law we are required to report the physical or sexual abuse of any child or if the danger of
imminent physical harm is suspected.

Rights Regarding Decision to Participate

1 understand that if | agree to participate, | have the right to change my mind and stop
participating at any time. If | request it, records pertaining to my family and myself will be
destroyed. At any time during my participation in the project | have the right to review
measures that | have completed. | also understand that any choice to not participate in the
evaluation will not effect the services | receive or will receive in the future.

Voluntary Consent

By signing this consent form, | certify that | have read the preceding, or that it has been
read to me, and that | understand its content. My questions (if any) have been answered.
A copy of this consent form will be given to me. My signature below means that | freely
agree to participate in the project.

Youth's Name (please type or print)

Youth'’s signature

Date

Project Team’s Certification

| certify that | have explained to the above individual the nature of the project as well as the
potential benefits and risks associated with participating in the project. 1 also have
answered any questions that have been raised and witnessed the above signature.

Signature of Witness, Date

If you have concems or problems, please contact:

The Human Subjects Research Review Commitiee
Office of Research and Sponsored Projects

111 Cramer Hall

Portland State University

(503) 725-8182

Regional Research Institute for Human Services, Portiand State University, 503-7254166. Page 2 of 2
Clackamas Partnership, Clackamas County Mental Health, 503-655-8264
Updated 7/6/01
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CLACKAMAS COUNTY PARTNERSHIP
OUTCOME EVALUATION
Informed Consent for Putting Measures in Clinical Record
To be attached to Informed Consent for National Outcome Evaluation

| consent to have the following measures | have completed as part of the Partnership
outcome study included in my child’s clinical record at Clackamas County Mental Health
Center.

Measure: Date Initials: Date:
Administered:

Achenbach Child Behavior Caregiver:

Checklist

Achenbach Youth Self Report Caregiver:

(with Youth consent/ assent) Youth:

Behavioral and Emotional Caregiver:

Rating Scale (BERS)

Voluntary Consent

By signing this consent form, | certify that | have read the preceding, or that it has been read
to me, and that | understand its content. My questions (if any) have been answered. A copy
of this consent form will be given to me. My signature below means that | freely agree to
have the clinical measures | have initialed above included as part of my child’s clinical record
at Clackamas County Mental Health Center.

Caregiver/Guardian (type or print name in full)

Signature of
Caregiver/Guardian Date

Name of Child (type or print name in full)

Signature of Child (if appropriate)

Signature of Institutional Staff (if appropriate)

Print Name, Agency and Job Title Date

Project Teamy’s Certification

| certify that | have explained to the above individual the nature of the project as well as the
potential benefits and risks associated with participating in the project. | also have answered
any questions that have been raised and witnessed the above signature.

Signature of Witness Date
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DATE: / / CARE COORDINATOR:
Month Day Year
Name: Age:
Date of Birth: Sex: School:
Name of Legal Guardian: Phone:
Address:
Street City State Zip Code
Nominating Source: Phoue:
Name Affiliation

Person administering the interview (DIQINT)

Name: Phone: 1 = Service Provider
2 = Data Collector
Agency:
Method of administering the interview (DIQMETH) Language of interview (DIQLANG)
I = In person 1 = English
2 = Telephone 2 = Spanish

3 = Other

1 am going to ask you some questions about (child's name)’s background and family and about services
which (child’s name) has received. Please answer these questions as best you can, and try to be as
complete as possible in your answers.

1. When is (child’s name)’s birth date? / /
Month Day Year
2. Is (child’s name) a boy or girl ? 1 =Boy
2 =Girl

3. Is (child’s name) of Hispanic or Latino cultural/ethnic background? 1 =No
2=Yes

3a. [IF YES] Which group best describes his/her Hispanic or Latino cultural/ethnic
backgronnd? Is he/she ......

1 = Mexican, Mexican-American, or Chicano 5 = Central American
2 = Puerto Rican 6 = South American
3 = Cuban 7 = Other Hispanic origin (Please specify):

4 = Dominican

Page 1



4.

6.

Which racial/ethnic group(s) best describes (child's name)? Is he/she ......
[NOTE TO INTERVIEWER: Circle all that apply.]

1 = American Indian or Alaska Native 4 = Native Hawaiian or Other Pacific Islander
2 = Asian 5 = White
3 = Black or African American 6 = Other (Please specify):

What is the zip code of the address where (child’s name) currently lives?

What agency referved (child’s name) to the Partnership?
[NOTE TO INTERVIEWER: To aid the respondent, you may prompt with site-specific agency
names for each type of agency. Use CARD 1. if necessary.]

1 = Corrections 6 = Child Welfare/Child protective services
2 = Court 7 = Substance abuse clinic/provider

3 = School 8 = Caregiver

4 = MH agency/Clinic/Provider 9 = Self (youth referred himself or herself)

5 = Physical health care agency/Clinic/Provider 10 = Other (Please specify):

What were the problems leading to (child's name) being referred for services?
[NOTE TO INTERVIEWER: Write down the problems exuctly as the respondent says them, then circle
the codes below which best describe the problems.]

1 = Eating disorders 12 = Theft 23 = Hyperactive-impulsive

2 = Sleep disorders 13 = Runaway 24 = Attention difficulties

3 = Somatic complaints 14 = Sexual assault 25 = Over-dependence on adults

4 =Sad 15 = Threat to life of others 26 = Bladder difficulties

5 = Anxious 16 = Extreme verbal abuse 27 = Alcohol/substance abuse

6 = Self-injury 7 = Fire setting 28 = Sexual acting out

7 = Suicide atterupt 18 = Cruelty to animals 29 = Truancy

8 = Suicide ideation 19 = Inappropriate bowel movements 30 = Police contact

9 = Social contact avoidance 20 = Non-compliance 31 = Academic problems

10 = Physical aggression 21 = Strange behavior 32 = Poor sclf-esteem

11 = Property damage 22 = Poor peer interaction 33 = Other problems (Please
specify):

133

Before today, bas (child s name) received any mental health 1 =No
services for the problems that led to the referral? 2=Yes

[NOTE TO INTERVIEWER: If necessary, clarify for the respondent that this can include any services

received for the problems, including services delivered through the Partnership OR services delivered in

other ways, such as through other agencies.]

8a. [IF YES] When did these services begin? / /
Month Day Year

Page 2



1 would like to ask you some questions about services related to (child s name)’s emotional and behavioral

problems that (child's name) may have received in_the past i 2 mounths.

Did (child’s name) receive..........

9. Outpatient services? These services often include evaluation or assessment, individual,
group, or family therapy; and/or case management. Case management is sometimes also called
service coordination or care coordination.

10. School-based services? These services often include educational assessment or testing; a self-
contained special education classroom; a resousce room; a one to one classroom aide; and/or
an Individualized Education Plan (IEP).

11. Day treatment? Day treatment is intensive, non-residential services which last for at least 5
hours a day. These services often include special education, vocational counseling, and/or
therapy. These services may be provided in a variety of seftings including schools, mental
health centers, hospitals or other community locations.

12. Residential treatment or inpatient psychiatric hospitalization services? Thesc services are
often provided in an inpatient hospital setting for observation and treatment or in other out-of-
home treatment facilities or centers. These places typically serve 10 or more children, have
24-hour staff supervision, and can ofTer a full array of treatment interventions.

13. Alcohol or Substance Abuse Therapy? These are outpatient anwor inpatient'residential
services specifically for the assessment and treatment of alcohol, drug, and other substance
abuse-related problems.

Now 1 would like to ask some questions about (child’s name}’s history.

14. Has (child s name) ever had a previous psychiatric hospitalization? 1 =No

9

15. Has (child’s name) ever been physically abused? 1 =No

[ )

16.  Has (child's name) ever been sexually abused? 1 =No

[ ]

17.  Has (child's name) ever run away without his/her caregiver knowing
where be/she was? [NOTE TO INTERVIEWER: This could be the 1 =No
current caregiver or a past caregiver.]

"~

18. Has (child s name) ever attempted suicide? ! = No 2

19. Does (child’s name) have a history of substance abuse including 1 =No 2
alcohol and drugs?

20. Has (child s name) ever been sexually abusive to others? I =No 2

]

1 =No
2=Yes

1 =No
2=Yes

H
-“Z

o —
U
3 =)

I
< Z

19 =—
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[
(1
< Z
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“
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Now I would like to ask some questions concerning (ckild's name)’s family history.

[NOTE TO INTERVIEWER: Biological family should be considered to include biological parents, biological
siblings, as well as other extended biological family members such as grandparents, uncles, or aunts “reluted
by blood” and not by marriage.]

21.  Is there a history of domestic violence/spousal abuse in (child s name)’s

biological family but (child s name) was not the direct target of the 1 =No 2 =Yes
violence?
22, Is there a history of mental illness in (child's name)’s biological family? 1 = No 2=Yes
22a. [IF YES] Has one of (child’s nume)’s biological parents ever had
a psychiatric hospitalization? 1 = No 2=Yes
23.  Has one of (child's name)’s biological parents ever been convicted of
a crime? 1 =No 2=Yes
24.  Isthere a history of substance abuse in (child s name)’s biological
family? 1 =No 2=Yes
24a. [IF YES] Has ome of (child s name)’s biological parents ever
received treatment for substance abuse? 1 =No 2=Yes

25. 666 [NOTE TO INTERVIEWER: Question #25 is skipped at buseline as it is not applicable. |

Now 1'd like to ask you a few general questions about (child s name)’s family.

26. What is your relationship to (child's name)?

135

1 = Biological parent 5 = Sibling (biological. step, etc.) 9 = Other family relative
2 = Adoptive/Stepparent 6 = Aunt or uncle 10 = Friend (adult friend)
3 = Foster parent 7 = Grandparent 11 = Other (Please specify):
4 ="Live-in” partner of parent 8 = Cousin
26a. What is your gender, male or female? 1 =Male 2 = Female
27.  Who has legal custody of (child's name)?
1 = Two biological parents OR S = Foster parent(s) 9 = Friend (adult friend)
1 biological and 1 stepparent 6 = Sibling(s) 10 = Ward of the State
2 = Biological mother only 7 = Aunt and/or uncle 11 = Other (Please specify):
3 = Biological father only 8 = Grandparent(s)

4 = Adoptive parent(s)

28.  Has (child’s name) lived in your household for the past 6 mouths, for the entire period?
1 =No 2=Yes [GO TO QUESTION #29]

28a. [IF NOJ For how many months in the past 6 months did (child’s nume) live with you?

28b. [IF ZERO MONTHS] For how many days in the past 6 months did you have daily
interaction with (child'’s name)?

Page 4



30.

3L

32.

33.

3s.

36.

What is the annual household income of (child’s name)’s family?

[NOTE TO INTERVIEWER: Prompt respondent to consider all sources of pre-tax (gross) income,
including wages, child support, alimony, and public assistance. The family household income should
include the pre-tax incomes of all individuals who live with the child and contribute financially to the
child’s care. The child’s family should be considered to be the fumily with whom the child has lived for
the majority of the past 6 months. For example, if the child has lived with a foster family for most of the
pust 6 months, we are interested in knowing the foster family ‘s income. Use CARD 2, if necessury]

1 = Less than $5,000 6 =$25,000 - $34,999
2 =155,000 - $9,999 7 = $35,000 - $49,999
3=5$10,000 - $14,999 8 =$50,000 - $74,999
4 =$15,000 - $19,999 9 =$75,000 - $99,999
5 =$§20,000 - $24,999 10 =$100,000 and over

What is the highest grade in school that you completed? [Circle appropriate category]
0-11 = Kindergarten - 11th grade 15 = Bachelor’s degree
12 = High school diploma or GED 16 = Master’s degree
13 = Associate degree 17 = Professional school degree
[4 = Some college. no degree 18 = Doctoral degree

30a. What is your age?
Is (child’s name) a Medicaid recipient? 1 =No 2=Yes

Do you or your family bave to pay for at least part of (child's name)’s
behavioral/emotional services? 1 =No 2=Yes

Including (child's name), what is the total number of people in the
household where (child s name) is currently living?

Inciuding (child’s name}, what is the total number of children in the
household where (child's name) is currently living?

What is the total number of adults (over 19 years old) in the houschold
where (child’s name) is curreatly living? Include (child's name) in this

total if (child’s name) is over 19.

Does (child's name) have recurring or chronic physical health problems such as allergies, asthma,
migraine headaches, etc.? 1=No [ GO TO QUESTION #37] 2=Yes

36a. Please describe the recurring heaith problems that he/she has.
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36b. Has (child’s name) taken medication related to his/her recurring physical health problems in
the last 6 months? 1 =No (GO TO QUESTION #37] 2=Yes
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36¢c. What are the names of the medications?

In addition to physical health problems, sometimes a doctor or psychiatrist prescribes medication for
children to help reduce their emotional or behavioral symptoms. For example, Ritalin is prescribed for
Attention Deficit Disorder.

37. Has (child's nume) taken any medication related to his/her emotional or behavioral symptoms in
the last 6 months? 1 = No [END OF QUESTIONNAIRE] 2=Yes

37a. What are the names of the medications?

Thank you for answering these questions! [END OF INTERVIEW]

PRELIMINARY DSM-IV DIAGNOSIS: Complete using historical information, if necessary.
Circle the primary diagnosis.

Axis [ A
B —_—————  — —_—
< _ .

Axis 11 A
B —_—— e —

Axis 11

Axis IV

Axis V CGAS/GAF=___ _ _

Page 6
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Name
ParenuGuardian
Schoal __ Grade

Behavioral and Emotional Rater’s Mame __ —————— e —— —
. Retationship to Child .
Ratlng Scale Examiner’s Name and Title _
A Strength-Based Approach to Assessment

BERS Strength Quotient !

Year Month
Date of Rating e S
SUMMARY/RESPONSE FORM Date of Birth o
Age —— -
Section Il Results of the BERS . Scetion Y. Profile of Standard Scores
Raw std. R T '
Score wile  Score l BERS Subscale Scores Other Test Scores 5
— t ' - ' ' i
i Interpersonal Strength (IS) — I N = = \ : : i A
D =) ; = ] ! o
1. Family Involvement (F1) . .t ! H ':-3 s 2 = ; - 2 ' : !
. — 3 lim & £ & S DT < ]
. Intrapersonal Strenqgth (1a$)  __ [ESUR S B v 3 2 3 | = .
—lla 3 2 2 2 =% ©& . '
IV. School Functioning (SF) o - — = 5 5 § &8 7 ] {
ey 2 £ 2 2 Bls 2 0 !
V. Affective Strength (AS) o : : e 3 > & 3 fig 9 '
b = ~ [=] ¥ n
o K] 3 = 2z =l n - 3 i
Sum of Standard Scores e = ZE 2 E 32 JNZT B e~ o~ ol
Quotient | | — - —— ~—— - ~— -— !{_B— ————— !
) ! & . N . . .

T Secton W G ervrareptomaton:

et o

Dateof Standard Equivalent '117 L ) F - T T T

Test Name Testing Score Quotient . . . N
1 [
2 oLl
3. 3 - - - .
4. e e e e e
S. e [ T

Who referred the child?

What was the reason for referral?

Parental permission obtained on

date

BERS results included in statfing/planning conference?

TOves OnNo -

Additionai copres 3t ths form (#8462) may be gurchased from
Crgynght 1998 by PRO-ED. tnc PRO-ED, 4700 <howt Creex Soulevard. Austin. TX 3757 6897
i 1 45 N2 01 0 98 98 S1U4ST 3246, Fas STU451.8532
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Directions: The 8ehavioral and Ematicnal Rating Scale (BERS) contains a series of statements that are used to rate a
child’'s behaviors and emotions in a positive way. Read each statement and arcle the number that corresponds to the
rating that best describes the child’s status over the past 3 months. if the statement is very much like the child, crcle the 3,
if the statement is iike the child, circle the 2; if the statement is not much like the child, arcle the 1;1f the statement s
not at all like the child, circle the 0. Rate each statement to the best of your knowledge of the child.

D
k3 D>
s &3
) o :
<
S &4
¥ I &F &
s & ¥ I
§F&s5 s
§ & & 5
S e s s
Statement S §F < IS ] 1as SF AS
1. Demonstrates 3 sense of belonging ta familyk. 3 2. N
2.~ Trusts a significant person with his or her life 3

3. Accepts a hug 3

4. Particpates in commumity activities

5. 18 selt-contident

11. Communicates with parents about behavior
at home 3 2 1 (4]

12. Expresses remorse for behavior that hurts
or upsets others 3 2 1 0

Discusses problems with others

24 Completes schoat tasks on time 3 2 1 Q0

Column subtotals [ : : il A

b4



Statement

N e e e

Identifies personal strengths

28. Au»pls respomnbnliw for ovin actions

30. Lose‘s 3 game gra:eiully

PR, A

31 Completes homework requl.)rly 3 2 1

32 Is popular with peers 3 2 1

33 L-stens to o(hevs.

344 Expresses affemon for o:hers

35, Admats mistakes

36. Partiaupates in family activities 3 2 1

43. Respects the nqhu of others

44. Shares with others

37 Studies for tests 3 2 1 o

48. Talks about the posmve aspects of life 3 2 1 [}

S1. Attends school regularty 3 2 1 0
2

52. Uses note-taking and listerung skiils in school 3
Column subtotals
Previous page column subtotais

Total Raw Score

an
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T

Section VI Key Questions™ © .. *7 <iv o

. What are the child’s favorite hobbies ar actraties? What does the child hike to do?

What is the chsld’s favorite sport(s)? _

In what school subjectts) dces the child do best?”

Who s this child’s best friendis)? _

Wha s this child’s favornite teacherts)?

‘What job(s) or responsibilities has this child held .0 the community or ia the home?

At 2 ime of need, to whom (e g., parent, teacher, friend, relative) would this chuld turn for support?

Describe the best things ubout ths child.
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CHILD BEHAVIOR CHECKLIST FOR AGES 4-18 P ahae

Please Print
CHILD'S FIRST MIDOLE LAST PARENTS' USUAL TYPE OF WORK, even if not working now. (Pleass
FULL D@ spec:hc—I0r evynLie, JLIC MECNANKC. NGH SCNOO! 18JCr@r NoMemaker.
e ‘apcrer. \athe creratcr, shoe saiesman, army sergeant )
SEX AGE | ETHINC
|GRCUP [P
= ] +OR RA{ i
— Boy L!Gm i CE D NPECKE MR o
TODAY'S DATE | CHILD'S BIRTHDATE
MCTHER
o _ Cate oo iwe o cae e TIPE CF NCRR e L o
' THIS FORM FILLED CUT BY
GRADE IN
SCHOOL I Please til out this form 1o reflect your view = rctner (n'““ )A . i
of the chuld's behavior even if ather people
mught nct agree Feel lree 1o pant agaitional | Famer (,,".-.‘,';—.) B e R
0T ATTENDING commants beside ¢ach item and in the : e
SCHOOL ] spaces provided cn page 2 l — Other—aame & relabcrshig e N L L. L

I.  Please list the sports your child most likes

Comparad to others of the same

Compared 1o others of the same

to take part in. For exampie: samming,
daseball, skating, skate boarding, Dike
naing. hshing, etc

D None

3

-]

o

age, about how much time does
he/she spend in each?

Less More
Don't Than Average Than
Kncw Average Average

a 0 G o]
a o o O
a a a a

age. how wetl does he/she do each
one?

Dont :-m. sverage A00%
Xnow verage Average
= G a [}
O O 0 ]
=t a a a

Please list your child’s lavorite hobbies,
activities. and games. other than sports.
Faor example: stamps, Joils, bocks, ptano,
crafts, cars, singing, etc. Do not mciude

Compased to others of the same
age, about how much time does
he/she spend in each?

Compared to others of the same
age, how well does heishe do each
one?

PAGE *

Less More
fistening to radio or TV) 2“" Than Average Than Don't Selow Aver. Adbove
D Mone now Average Average Xnow Average el Average
a o O 0 a =] ) d O
» a O ] O a a 0 a
< O a a a O a O a
. Please list any organizations, clubs. Compared to others of the same
teams, of groups your child belongs to. age. how active is he/she in each?
O wNone
Dont Less A More
Know  Active  AO9% Lcune
a O a a a
5 a a a a
c. a a O (]
IV. Please list any jobs or chores your child Compared to others of the same
has. For ple: paper route, ysiting, age, how weil does he/she carry
making bed. working in store, etc. (inciude them out?
doth pard ana unpad and chores. )
P2 1003 ¢ Dont Below a Above
O wNone Know  Average AU 4 ierage
a a a a a
b a ] d a
c 0O a a a
Copynighnt 1991 TM Achenbach. U of Vermant,
1 S. Prospect St. Burtington, VT 05401  UNAUTMORIZED REPRODUCTION FORBIDDEN BY LAW 495 Edition



Please Print

V. 1. About how many close friends does your child have?
{Do notinciude brothers & sisters)

 MNone Lot

20r3 " dormore

2. About how many times a week does your child do things with any friends ouuldto'nqurlg school hours?

1Do notinclude brothers & sisters) T3 Lessthan — tor2 . 3armare
Vi Compared to others of his/her age. how weil does your child:
Worss About Average Better
a Get along with his.her braothers & sisters”? D D D D Has na prothers <or sisters
5 Get along amth other kids”? 0 a ]
<. Behave wmith misher parents? a D a
1. Play and work alone? 0 ] a
VIl 1. For ages 6 and clder—pert n f " Does not attend I b - e
Check a dox for each subject that chiid takes Failing Below 5 A 9 Above .
a. Reading, English, aor Language Arts D D D D
8. History or Social Studies 0 a 0O a
£ Anthmetic of Math D D D D
3. Scrence 0 ] a a
Other academic
subjects —for ex. 4. ] 0 a &
amgle: computer
sourses, feregn 1 D D D D
language, bus-
nets. Do not in- 3 O ] [m] a
ctude gym, shcp,
anvers ed., ett.
2. Does your chiid receive special remedial services = No 2 Yas-—kind of services, class. or school:

or attend a l class or k 4

3. Mas your child repeated any grades?

Z Ne T Yes-—grades and reasons:

4. Mas your child had any demic or other p in school? C No = Yes—please describe:
When did these problems stan?
Have these problems ended? (O No I Yes—when?
Ooes your child have any iliness or disability (either physical or mental)? _ No 22 Yes—please describe:

What concemns you mast about your child?

Please describe the dest things about your child:

racs
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Below 1s a list of items that describe cruldren and youth. For each tem that descnbes your child now or within the past 6 months. please circle
the 21l the item s very true or offen true of your child. Circle the 7 f the tem s somewhat or sometimes true of your child. if the tem is not
true of your chikd, circle the 0. Please answer all items as well as you can, 2ven 1t some do nat seem to apply to your child.

2
t 2
1 2
1 2
T 2
1 2
1 2
1 2
T 2
12
12
1 2
v 2
1 2
t 2
1 2
1 2
2
1 2
t 2
1 2
1 2
t 2
12
1 2
1 2
1 2
T 2
12
T2

0 = Not True (as far as you know)

1

-

15
16

17

1.

19.

~

<U.

21

23.

23

25.
26.

27

28.

29

3o.

Please Print
1 = Somewhat or Sometimes True

Acts tco young tor his/her age
Allergy (descrnibel:

Argues a tot
Asthma

Behaves like opposite sex
Bowel movements autside tcilet

Bragging, boasting
Can’t concentrate, can't pay attentian for tong

Can't get his.her mind ot certain thoughts,;
absessions desaribey

Can't sit still, restiess, or hyperachive

Clings to adults ar too dependent
Complains of loneliness

Contused or seems to be in 4 fog
Cnes a lot

Cruel to animais
Cruelty, bullying, or meanness o others

Day-dreams or gets lost in his/her thoughts
Oeliberately harms seif or attempls suiCide

Oemands a lot of attention
Destrovs his/her own things

Destroys things betonging to ftus.her family
or others
Disobedient at home

Disobedient at school
Doesn't eat well

Doesn't get along with other kids
Doesn't seem 1o feel guiity after misbehaving

Eastly jealous
Eats or drinks things that are not tood —
don't include sweets (describe):

Fears certain antmais, situations, or places,
other than school (describe):

Fears gomng to school

[-¥-) -] (- -1

oo

[~ -] (- -]

- -2 -]

(- -- -}

- ot b o

- o b o

2

NN NN

NN

NN ~

NN NN

NN NN

SN NN

.

10

41

42.
43

14
45,

16.

47

48.
49.

51.

2 = Very True or Often True

Fears he/she might think or do something
bad

Feels he/she has to be pertect
Feels or complains that no one loves himvher

Feels others are out to get him/her
Feels worthless or infenor

Gets hurt a lot, accident.pione
Gets in many tights

Gets teased a lot
Hangs around wmith athers wha getn trouble

Hears sounds or voices that aren't there

(gescribe):

Impuisive or acts without thinking

Nould rather be alone than with others
Lying or cheating

Bites fingernails
Nervous, highstrung, or tense

Nervous movements of twitching (descnbey:

Nightmares

Not liked by other fds
Constipated. doesn’'t move bowels

Teo tearful or anxious
Feels dizzy

Feels too guiity
Overeating

Overtired
Overweight

[

hysical problems without known medical

cause:

Aches or pains (not stomach or heacaches)

. Headaches

Nausea, feels sick

. Problems with eves (notif corrected Dy glasses)

rJescnbe):
HRashes or other skin prodiems
Stomachaches or cramps

. Vomiting, throwing up

. Cther (descnbe).

(2T

Please see other side
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Please Print
0 = Not True (as far as you ki y t = hat or Sometimes True 2 = Very True or Often True
o 1 2 §7. Physically attacks people o 1 2 B4. Strange behavior (descrnbe):
0 t 2 58. Picks nose, skin, or other parts of body
(describe):
o v 2 85. Strange i1deas (describe)
0o 1 2 59 Ptays with own sex parts in public
0 v 2 60. Plays with own sex parts too much 0o 1 2 86. Stubborn, sullen, or irntable
o 1 2 61. Poor school work o 1t 2 87. Sudden changes in mcod or feelings
o t 2 62. Poorly coordinated or clumsy o t 2 88. Sulks a lot
o 1 2 63. Prefers being wsth older kids 0o 1 2 89.  Suspicious
¢ 1 2 64. Preters being with younger kids o 1 2 90. Sweanng or abscene language
o 1 2 65. Retuses to tatk 0 1 2 91 Talks about killing selt
0 t 2 66. Repeats certain acts over and over. O t 2 92 Talks ar walks in sieep (describey
compuisions (descrnbey:
0 1 2 93. Talks toc much
o 1 2 67. Runs away trom home 0o 1 2 94 Teases a lot
o 1 2 68. Screams a lct
o 1 2 95 Temger tantryms or hot temper
o 1 2 69 Secretive, keeps things to seil o 1 2 96. Thinks about sex t0o much
¢ 1 2 70  Sees things that aren't there (describe).
o 1 2 97. Threatens people
— - |0 v 2 98. Thumb-sucking
e 1 2 99. Too concerned with neatness or cleanliness
0 t 2 100. Trouble sleeping (describe): I,
o 1 2 71, Selt-conscious or easily embdarrassed
o 1 2 72.  Sets tires —_
o 1 2 73. Sexual problems (descnbey ________ | 0 1 2 101 Truancy, skips school
0 2 102, Undceractive, slow moving, or facks energy
] 0 1 2 103 Unhappy. sad, or depressed
0 1 2 104 Unusually loud
e v 2 74. Showing off or clowning
6 1 2 105 Uses alcohol or drugs for nonmedical
o 1 2 75.  Shy or timid purposes (describe): -
o 1 2 76. Sleeps less than most kids 0 1 2 106 Vangalism
Sle th
o 1 2 77 eps more than most kids dunng day 0 1 2 107 Wets sei dunng the day
and/or night idescnbe): 0 1 2 108 Wets the bed
- 0 1 2 109 Whining
o t 2 78. Smears or piays with bowe! movements 0 1 2 110, Wishes to be of opposite sex
0o 12 79.  Speech probiem (descnbet: 0 t 2 11 Mithdeawn, doesn’t get invalved sith others
0 1t 2 112 ‘Norries
0o 1 2 8o Stares blankly 113. Please wnte in any problems your chid has
th ] t fisted above:
o 1 2 81 Steals at home at were not listed
o0 1 2 82. Steals outside the home ot 2
o 1 2 83 Stores up things heishe avesn’t need 0 1 2
idescrnibe).
o 1 2

PLEASE BE SURE YOU HAVE ANSWERED ALL ITEMS.

eane o

UNDERLINE ANY YOU ARE CONCERNED ABOUT.



CHILD AND ADOLESCENT FUNCTIONAL ASSESSMENT SCALE

YOUTIH'S CAREGIVERIS) ICHECK ALL THAT APPLYS

NAME f-KJ
ASSESSMENT TiE PEMOD RATED
CINTARE /  J SCREEMNG O LAST MONTH
Q 3 mo G 19 M0 O LAST 3 MONTHS

Q & mo 0D 10 MO Q OTHER

0 9 mo O 21 ™0

712 MO Q 24 »O

O EXIT FROM SCRAVWCES aQ B0,

o aneRr QB0 FATHER

Q ADOPTIVE QTR
T SRANDPARENT

SOURCES OF INFORMATION:
®  INPERSON CONTACT WITH: L]
T PARENT

Q SOCIAL WELFARE 1SERVICES)
T MENTAL MEALTH WORKEIR

O AUBLIC HEALTH WORKER

O oneEn

YOUTI'S LIVING ARRANGEMENT iCHECR anl THAT apwLY!
G FAMILY +OME
O LIVING WITH OTHERS IN A PRIVATE MOME
O LIVING WITH NON-CUSTODIAL PARENT
T LIVING WITH RELATIVES
Q OUT OF MHOME

TOUTH'S LOCATIQMS) DURING RATING PERICD
O LIVING WITIIN COMMUNTY
O UVING QUTSIOE COMMUNITY
7 UNKNOWN

INSTRUCTIONS: REFER TO TE TRAINING MANUAL. BOE SURE TO RATE THE YOUTH'S MOST

O STEPFATHER
O ADOFTIVE FATWCR
O oTeeR

TELEPHONE CONTACT WiTh
Q PARENT
G rourk
O SCHOOL PERSONNLL
Q FOSTER (0N SuMROGATE! PARENT
O RIVENILE JUSTICE, POLICE
O SOCIAL WELFARE (SERVICES)

AGE SEX O BOvY Gk
RATER:
wAMC
1 CASE MAMNAGER 1O TRAM LEAOEN!
N TREATING THERAPIST
T INTARE WORRER
2 NOCNTREATING CLINICIAN
3 LAY INTERVIEWCR/RESEARCHER
Y OTHER

®  ACVIEN OF DOCUMENTS
Q sCHooL
O ANVENLE JUSTICE, POLICE
1 SOCIAL WELFARE (SERVICES!
) MENTAL WEALTH
Q3 PUBLUC HEALTH
Qomer

O MENTAL NEALTH WORKER
Q FUBLIC HEALTH WORKER
o aneR

SCRVICES RECEIVED (CHECR ALt THAT aPmLT)
C OUTPATIENT
C EVALUANON, ASSESSMENT DIAGNOTIS
T INDIVIOUAL THERAPY
T MEDICATION MONITORING
O GROUP THERAPY
Q FAMILY/PARENTAL/MARITAL THERAPY
O ALCOMOL/DRIO THERAPY
C INTENSIVE COMMUNITY -BASTD SERVICES
O DAY TREATMENT/PANTIAL MOSPITALIZANON
QO #OME-SASED SERVCES
O WRAPAROUND SERMICES

O RESIOENTIAL TREATMENT CENTER
O DRUG ANCYOR ALCOMOL PROGRAM
© OTHMER RCSIDENTIAL

G NONE

O UsmNOwWN

LEVEL OF QvSFUNCTION FOR THE NTME PLRIOO

SPECINICD ABOVE £ 0 . THE LAST MONTH). THE CAFAS 1S OESIGNED AS A MEASURE OF FUNCTIONAL STATUS AND SMOULD NOT BE USED AS
THE SOLE CRITERIA FOR DETERMINING ANY CLINMCAL DECISION. INCLUDING NEED OR LLIGIBILATY FOR SERVICES. iNTENSITY OF SCRWVICES. OR
DANGEROUS!

NESS TO SELF/OTHERS
SAFAS SCORING SUMMARY

YOUTH'S FUNCTIONING

RAOLL PERFOAMANC £
1HOHEST OF IBECALL 3CCRES)

BEMAVIOR TOWARD OTHERS

MOQDSISELF NARM

1FOGHER OF WIECALE WCOWES)
MOODS/EMOTIONS
SELFHARMNA. BEMAVIOR

SUBSTANCE USL

THINRING

TOTAL FOR YOUTM
1ADO Teg MIVE SCALE ICORES)

LEVELS OF OVERALL OYSFUNCTION BASED ON THE YOUTH'S TOTAL SCORE

Q oo YOUTH EXMIBITS MO QR MINIMAL (MPAIRMENT

C o230 YOUTH URELY CAN BE TREATED ON AN QUTPATIENT BASIS.
PROWVIOED THAT RISK BEMAVIORS ARE NOT PRESENT

J ac-"Q TOUTH MAT NEED CARE MACH IS MORE INTENSIVE THAN

OUTPATIENT ANCYCR WHaCH iNCLUDES MULTIPLE SOQURCES
OF SUPFORNIVE CARE

YOUTH LIRELY NEEDS INTEMSIVE TREATMENT TME FORM OF
WIICH WCULD BE SMAPED B THE PRESENCE OF MSR
FACTORS AND THE RESOURCES AvAILABLE WITHIN THE
FAMILY ANO THE COMMUNTY

1 60 & MIGHER

RISK DEMAVIORS ITEMS ENOORSED WHICH SUGGEST RISK TO TOUTM OF OTHERS
O SELFHARM: MOOODS, 1+ 19 SELFHARM 1421 40
G AGGRESSION: SCHOOL. I3 & 4. MOME. 43; CTMMUNITY. 68, BEMAVIOR AQ
T SOIUVAL BEMAVIOR: COMMUNETY 60 & 7 BCHMAVOR. 9O
C FIRESETTING  COMMUNTY =t & 7@

PRIMARY CAREGIVER RESAQURCES ___MATERIAL NEXDS

FAMILT/SCCIAL SUPPORT

@ CopyTight 1990 1954 1995 by Say Weages. s D

12040 Ol Leshart Mead. Ana Arsot. Maehigan 69109,
Mo port af thie vert By Do copiod. distributed. et cOPriated without the szitten pefmiseien of the suthar
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YOUTH'S NAME 1D#
Severe mpament Moderate mpairmnent Mild impaisment Minimal os No impasment
Severe asrupton Mafor or persistent Significant probiems No asrupton of
or mcapacHaton asruption or asiress funcooning
30 {29) (10) (U]
lou Out of job or school due oet Non- beh. 012 Non- P beh. 022 Reasonably comfortabie 0128
PERFORMANCE | 1o behavior (@ g . askea to leave winch resulls In persistent resulls in teacher o and compatent n relevant
or refuses fo attend) or repesied dsruption of snmadisle supervisor roles
scHoow group functioning or bnnging attention to
Expelied of equivalent 002 nown to Y P of Manor prodlems 2
WORR from school figures other than ciassioom youth's activities 50 &3 lo salisfactonly resolved
SUBSCALE leacher (¢.g., principal) avord predictable dWficuities
Judged to be & threat to 003 | because of severty andior more than other youth Functions satisfactorly 030
others of aggr Y. even with distractions
polential (i @ . resulting Irom inappropnele behavior 023
youll's actions of } iInapprops 013 | results in tescher or School grades are 031
MONDING Of SUDeTVILION which results in p i average of above
needed of repested disruption of brnging atention (o
Qroup functionng or problems or structunng Schoolwork 18 932
Harmed or made senous 004 | becomes hnown to suthonty youllvs activities 30 as to commensurasie wilh
Uweat 1o hurt & tescher/peer/ figures other than ciassroom avord predictable difficulties, abity and youth 18 Mentally
CO-WOrET/SUpeTviSor leacher (0.3.. prmcipal) more than other youth retarded.
because of severty and/or
Unabile to meet mumum 008 | chromcty Occasonally discbeys 028 | Schoolwork s 933
requEements for benavios n school rues, with no harm comenansurate with
CIRSEI0OM (ther i reguiar Frequently truant oM 0 others of 10 property. by and youth s lesrning
of specaiized classroom n (1 @ appromwnatety once more than other youth asabled
publc school of equnalent) every two weeks or for
without special saveral consecutive days) Problems »n school, 028 | Schootwork s 034
acconmmodations reiated to poor attention or commensutste wih
Frequent sbsences flom 015 | hgh activity level. e present abiisty and youth s a siow
Clwomc truancy resuiing 006 schoot {1 8., approumately but are not disruplive to the eaner
N negative conseguences once every two weeks or classroom (can be managed
(e g.. detention. ks of for several consecitive n the reguiar cla 3 Y 038
course credi, faling courses 4ays) due (0 IMpainng wilh the youth stie to commensurate with
of tests, parents nohired) behavior and escluding actwave sabsfactonty) abiity and youth has 3
frusncy or physcal dness nparment due
Chvoruc absences. ather 007 Schoolwork 028 | to maternal aiconol or drug
than truancy, (esultmg Regarcing work 018 | productivity s less than use
negative consequeances performance, missed days expected for abibes due
(@.g.. Joss of course credt. of tardiness results in to fadure o execute In a mostly vocational 03¢
fading courses of lests, P of &g ", program and dong
parents nohfled) complete work, handg salistactonty
Behavior is dissuptive, 917 | m work on tme, el
Otsruptive behavior, 008 | reteled to poor sftention or Graduated from Mgh (274
retated 10 poar atention o high actvly level, resulting ‘$choot of recenved GED
ugh activity level, persists n ndividuaitzed program of
despie the youlh having been speciekzed trestment being Dropped out of schoat e
placed m & special ] oF wnp M3 1S WOrkIng at 3 job or 13
envonment or recening a activety looking lor a job
specialiized program or Recening a reprhand, on
treatment WMTUNg, OF equivaient a
work
Faling ol or most classes 009
Giade sverage s lower 019
Otopped out of schoot ang €18 | than “C”° and is not due fo
hoids no job tack of abity or any mental
or physical disabrities
Faiing at least hait of 020
courses and itus 13 not
due o ack of abikty or any
mental or physcal
EXCEPTION 219 | EXCEPTION 021 EXCEPTION 027 | EXCEPTICN 939
E sptanabion

Could Not Score 040

@ Copyright 1990 1994 1992 by Ray Modges. P O
Mo pert af *his vorh Ssy Be copied disrributed
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YOUTH'S NAME D#
Severe impalrment Moderate Mild impairment Minenal or No Impairrnent
Severs assuplion Mayorrpersistent Sigricant prodlems No dsrupion of
or ncapactabion disrupon or astress functonwrg
29) o 119) 19
mu Not in the horme due lo 041 | Persistent lshue 10 081 | Frequenty fais to 87 | Typcally complies 062
behavior n the home (i comply with ressonable comply with reasonable with ressonabie rules
PERFORMANCE | youm were m the nome, rules and expectabions ruies and expectabons and expectations withn
exiensive mensgement by ‘within the home wiltun the home. he home.
HOME others would be required n (e.9.. bectime, curfew),
order for youth 1o be ined ative rmuch of Has 10 be “walched” or [ 1]
SUBSCALE 0 the home) . the time . proaded in order 10 get Minor problems 063
hamvher 1o do chores or satsfactonly resched
0 043 | Frequent use of profane. 082 | comply with requests.
by others required n order to wuigar, of curse words to
be martamed in the home. household members Frequently Daks” or ot
resisls routines, chores,
Oeliberate and serious 043 | Repeated uv 063 | or followsng instructions
thrests of physical harm lo behavior I the home s et will comply if caregrver
housshold members. . ous .
{0.9.. leeves siove on)
Repestied acts of o4 Frequently sngages n 0s0
toward Run sway from home 964 | behaviors whech are
members. avernigit and ety where- intenbionally frusiratng
sbouts are Known to t or yng to careg
Behewcs and activities 948 | such as fnend's home. (¢ 9. uning wbings.
are beyond caregiver's dawdiing)
influence aimost all the bme Oeliberate damage to (11
(L., senous and repesied he home. ..
of expectations and
rules, such ss custew)..
Behavicr and activities ()
have 1o be constantty
monfiored in order 10 ensure
safety m the home.
Supervision of youth oe7
requared, wiuch does
or would interfere with
abdity to work
of Carty out other roles.
Run swey from home s
overmnight more than once
and wheresbouts unknown
10 caregiver..
Oesfiberste and severe (]
damaege 1o property n the
home (.9 . home structure,
grounds,
EXCEPTION 068 | EXCEPTION 088 | EXCEPTION 081 | EXCEPTION "
Explanation.

Could Not Score. 068

® CapyTight 1990 1994.199% by Ray Nedyes. Mh.D. (21480 014 Carhast Reed. dnn Atder. Miehigen 48109, (313] Sep-0729)
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YOUTH'S NAME ID#
Severe impairment Modevate impairment Mild bnpainment Minimat or No impaisment
Severe dsruption Mejorpersistent prodtlems No disrupton of
or incapacistion das/updon or astress funcdoning
E’ f”l {19) 9
lOlE Confined reiated to 068 | Senous andior repeated 073 | Minor legal violations 080 | Youth does not 084
which Y (e.9.. manor negalively impact on the
PERFORMANCE | wolsted 1he iaw (.G . stesiing (0.9.. sioaling without , unruly Y
ofa # victim as such that compiant was
COMMUNITY wichim, suto theft, robbery. made, respassing onto Typcally abie lo resove 088
purse e P Y neghbor's property, or mnor problems
SUBSCALE fraud, desling of canying s car lor @ joynde).. nasghbor)
, brewk-ing, murder,
drive-Dy shooting). On probation of under 74 noxtents 3]
court supernvsion for an {e.g.. defacing property.
Substantiel evidence of, or 067 ¥ whuch shophfting)
conwcied of, senous viokation dunng the lest 3 months.
of the low (e.g.. steeling Ptays with fire on more 082
confrontation of a On probation or under 076 | then one occason..
vicim, uto theft, robbery. court supervision for an
mugging. purse snalching, offense which occurmred
freud, dealing or casTying priot to the mosat recent
drugs, break-ins, murdes, 3 month penod. .
atve-by shooting)...
Curtently at nsk of e
Invaivernent with legal 068 | confinement because
system because of physically of requent of sehous.
Sehavior or wiolatons of the law
Hhresiening with & weapon ..
Has been sexually [ 124
Invoivemant with legel 069 | nappropnate such that
sysiem because of semualy adults have concern about
assaultive behavior of the waifare of other chidren
napproprisie sexual behavior who may be around the
youlh unsupervised
Oetiberate and severe (24 ]
damage of property AtIe Repestedly and o7s
the home (@ g.. school, cars, intantionally plays with
) fire such that damage to
propesty of person could
Dehberate Meeseiting 071 | result..
malicious nlent..
EXCEPTION 672 | EXCEPTION 079 | EXCEPTION 83 | EXCEPTION (] ]
Explanation

Could Not Score: 087

ROLE PERFORMANCE SCORE = Highest of SCHOOL/WORK, HOME. COMMUNITY subscores

e rerronsmet seone - et 4 o, e comne o

@ Copyraght 1990.1994 1993 by Ray Modges . Ph D. (2140 Old Earhasrt Reed. Ann Arbec. Machigan 0303, (1)1 7€9-9723)
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YOUTH'S NAME ID#
Severs impairment Moderate impairment ikl mpairment Minamal or No impairment
Severe asrupson Majorpersstent Signficant prodiems No dsrupton of
or ncapactaton daisrupion or dstress funcsomng
9 (29 {19 —9
Behavior congastently 088 | Behevior " |\ quar R ¥ 1M1
inappropnate or bizarre. frequentiytypically sgumentative, of o others...
BEHAVIOR neppropriste and y™g fo others
TOWARD Behavior 30 disrupliveor 089 | problems for seif of others is able (0 estadlish 12
dangesous that harm o (0.8..ghting, beligerence. Poor uagment or 104 | and sustan s nomal
OTHERS olhers is lhaly (2 9 . hurts or )... npulsive behavios that 18 range of age-spproprate
tres 10 st others. such as Sge-ineppropnate and Ietatonships .
hiting, biting, throwmng things inapproptisie sexusl 034 | causes inconvenence to
2 others, using of 9 beh n the p of others... Occasional 13
10 USE 3 WRAPON Of SANQIIOUS others of disected toward dsagreemants se
obyect) others. . Upset (¢.g ., temper 108 | resoived reasonably
tantrum) # cannat have o
Allempied or accompished 099 | Spdeiul andior vnacive 088 | do something
seomual sssalt of abuse of (e.¢ . deliberaiely and ¥ frustraled, or if crticized
ancther person (¢.g.. used annoyng
force. vertal thweals, or, 1o others, ntentionalty Esuly snnoyed by others 106
toward younges youth damagng pevsonal v responds more
ntisreciation or persussion} belongings of others) strongly than other ctukiven.
Quich-tempared.
Celberately and severely 091 | Poor pdgment or o
cruel to anunals mpultive behavior Ooes not engage n 197
resulting 1 JaNgErous oF typical peer recreationat
neky activites that could activibies because of
fead {o npury or getting ko tendency (o de ignoced of
repected by peers
Frequent diaplay of 097 | Osdficulties n peer 108
Qe toward others, interactions of i making
angry outbursts... friends due o negative
Dehavior (e.g.. tessing,
Frequently meen 1o o0 . pecRing on
oihver peopie of anmals athers)..
Predonunantly reistesto 089 | immature behavior ieadts 109
others n an explodative of 1o poos reielions with
manner SAME-80% peers of 1o
(e.g.. uses/cons cihers) having friends who are
involved in gang-lthe 100
activities in which others.
afe harassed, bullied,
Permstent 101
afficuties »n relaling to
peers due to antagoning
behaviors (@.9., threstens,
shoves).
EXCEPTION 092 | EXCEPTION 102 | EXCEPTION 110 | EXCEPTION 114

P3

P

Could Nat Score. 116

® Copyright I1990.1994. 1998 By Roy MWedjes PR D
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YOUTH'S NAME 1D#
Severe Impainment Moderate impaisment Mild impasent Minenal or No
Severe dsrupton Majorrpersstent ant prodiems No asrupon of
or ncapactadon disruption or dsiress uncsomng
29 (9 o
Viewed oo odd o ”"e Marhed changes in moods ” ORen snaous, leerkd, 1728 Fonls nornel diatress. bul 1738
SBNge LACEVAS amokong) the! are generslly niense and of and, with s0me releled dpely e 1% ROt dierupind.
MQODS/ 1S8PONMEE S NCONGIUOUS OF absupt. symplom present (e g
(uwessonable, gntmares, Conguders saff 1o be an "7
Sil[,m" evcosave) mou of ihe bme Oepressad mond or 722 O parson..
+adness is persiuient 129
Foars. wormes., or anmeties "7 +.0 . of lnset hall of he bme), of siebily, Can sspress stiong 70
esull 1 poos slendence ol vith dalustence a four, of womes. .. emulions approprisiely
Mooes/ S w— el il ...:.".:3.. Very seli-criical, low 1
one duy per on average) seas: . oty A 30 | Esperience of sadness and 139
EMOTIONS ar merhed -vlnd sall-asioem, lealings anuety are age-approprale
SUBSCALE vt not loave the home Lo welt o norvel activihes.
with ends) urdabiity or anihvedoms (1.9 .
_ merked diminmhed inlerest or Ensly Ghairessed ¥ makes Ak ]
{Emotions = Depression u sssocisted "s " typical -
anzwty wilh academec mcapacitation present, there should be
* (ve . absent ol leus! one day & Rtubence i fwo of More Mees... | Sad. withdrawn, hurt, of 132
depression, wesh on evarage or, 4 Made 1o anmous d crtcized
moodiness, fear allend school. does nol do work) Youlh wornes ascessively 723
4 of so0Iel INCRpRCASNOR {le., out of ) and Sad (o depressed or 133
worry, {1 @, moleies salt liom friends). {1.0.. st toas! half of SNISEOMC) Of SNEOUS N ol
ritabi: the me), n loust one seing lor up to &
& On - 1"e by ot v duys ol & e
tenseness, pani, by swcxtal niend (1 ¢ , roully teast one ol the lollowming” sieep
wanis to &) . tredness, poor 134
anhedonia} concenirakon, utkateily, muscle resincion (@ § . hes difficulty
lenmion, or fesling “teyed up®
such g8 lear. hate, love)
Fours, worries, of 124
ansbes result I the youth
upon vy liom the home
of patent . he
youlh ® go to school or
angage n some sociel
School-age chikien reqgme 128
specie!
DECBUSS of WDITIeS OF Bnneties.
(@ g.. voepng newt pertents,
caling home)
Emolional biunking (1 8., no 128
of lew gne of emotionst
s marhexdly flaf)
EXCEPTION 120 | ExcerTion 121 | excerTion 138 | EXCEPTION 10
mow Non-eccatental sedl- 142 | Non-eccadental self-hann, 148 | Repusted non-eccidental 149 | Sehavior i not Indcalive 181
Jesiruciive bohevior hes mutilolion, of Myury which a of lendencies toward
S[u_“”" ronalied I or could resull n ot but ot yo! he behavior & very uniihely wll-hermn...
sencus seil-injury of seil-herm tetveal (@ g.. sucidal geatwes o 10 CEUSS oY Serous.
{9 g-. suicuin sllempl nwith ‘Dehevior vathout infent lo dle. tag. ol or
SELF- . eall. 1820¢ cuts) scrsiching sihn with 8 dull object)
HARMFUL Sesrmingly 143 f.‘aatm‘“ Mmﬂ 147
Obehevior has 2bOul N imeng sell, .
BEHAVIOR rosulied n of could Rhely o¢ wanting o die...
SUBSCALE 0n0us sl-mury (@ ¢.. Funs out in the
path of a car, apens cat »
mowng vehucie), and youlh is sware
of the danges
Mas a cleer pian to hurt seif 4
EXCEPTION 146 | EXCEPTION 148| EXCEPTION 160 | EXCEPTION 162
Exptenaon Could Not Scove- 163

| I MOODS / SELF-HARM SCORE = Higher of MOODS/EMOTIONS and SELF-HARMFUL BEHAVIOR subscores |

@ Copyright 1990 1994.1993 by Ray Neigee Fb O. (3160 C1d Earhart Roed. Anm Arbec. Maichigam 48103, [31)) T69-9723%)
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YOUTH'S NAME ID#
Severe npairment Moderate Impainment Mild impasrment Minimal or No tmpainment
Severs dsrupion Meyocrpersistent Significant prodlems No asruption of
or mcapeciaton disrupsion or disress
09 29 _{10) ]
THESE CATEGORIES APPLY TO YOUTH OF ALL AGES.
Lifestyle canters on 164 | Uses n such a way 168 | infrequant excess and 172 | No use of substances. . 176
acqrastion and use a8 1o inlerfere with anly without sefnous
SUBSTANCE (€.9.. preaccupeed functionng (i.e., job, school, consequences.. Substance use & derued, 177
USE houghts or rges o use dnving) m spde of polendal unabie 1o confirm.
substances, cravings for senous Reguier usage 1”3
substances, uses N the (e g.. traffic violstions, {® g.. once 2 week) but Has only “ned” them, 178
(Substances = aecinats, ot baing cbviously n-mu not ume ’
of . Tesses ol on
akohel or drugs) | pependent on contung 188 | activiies, uses on school Occasonsiusewthno 179
use 10 MaIntan functioning days or before work/school) nNegalive consequences
(e.g.. Wkely 10 expenence
ch Gets mio trouble %8
a8 fesling sck, headuches tecause of usage
nauses, vomiing, X (e.g . srgues, fights with
elc.).. of nends, n
Youbile with
Fading or expalied 168 | ‘teachers, picked up by
school reiated (o effects of police, bresks rules, msses
usage. X
Fired or losing pb retated 167 | Behavior 167
t0 effects of endangers seff of others
because of usage
Frequently intosacated or 168 | (e.0.. npury, expeniencing
Tegh (8.g.. More than two problems,
Lmes & week). .. vuinerable to dale rape)
Use of substances results 189 | Fnendatups change to 168
N 3ONOUS NEgEtive mostly substance users
CONBERISNCYS (@ 0. INRSd,
doing illegal acts, (aling High or ntancated 169
). once » week
s pregnant of & & parent 16
and is 8 drug user.
is pregnant or 13 » parent %1
and gets arunk of routinely
uses -
Has dischouts, drnks "2
aslone, ar cannol siop
once
I YOUTH 1S 12 OR YOUNGER. USE THESE ADDITIONAL CATEGORIES.
For 12 yesrs or younges, 163 | For12years or younger, 170 | For 12 years or younger, 174
uses reguiarty (once & week occasionel Uae Wthout has used substances
of more). . intoxicabion and without more than once
cbviously hgh
EXCEPTION 164 | EXCEPTION 179 | EXCEPTION 176 | EXCEPTION 180
Explanation’
Couid Not Score: 181
@ Cagyright L990.1954.1988 by Ray Nuiyes M.D. 12140 014 Bashect Mmad. Ann Achwes. Machagan 483103, ([313) T69-9729)
e pest of this verk Moy b copied, 4AOtributed. of FOPEIAted Titheut vritten petSiseien of the euthag. Yerersn §.18.9° Page @
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YOUTH'S NAME ID#
Severe mpeinrent Moderate impasmment Mild mparment Minunal o¢ No inpasment
Severe dissupton Mayorrpersisient Sigrufic ant probiems No asrupton of
or mcapacitation dsruption or distress Ancoarmng
38 29 {19 (L]
CANNOT ATTEND A NORSMAL, FREQUENT DIFNICULTY N Occasionar Thought, as 198
THINKING SCHOOL CLASSROON, 0OES COMMUMCATION OR owmcuLTY v reflected by
NOT HAVE NORMAL sgnavion, OR COMMUMICATIONS., In Cammunicabon. s not
FRIENDSIIPL, AND CANNOY IPECIALZED SETTING OR SERAVION. OR 1N Saordered oF eccentnc
INTERACT AQEQUATELY IN SUPERVISION NEEDES OUE INTENACTIONS WiTh
THE COMMUNITY DLUE TO ANY TO ANY OF THE OTHERS DUE TO aNY OF
OF THE POLLOWING., FOLLOWING THE POLLOWING .
8. Communscations 12 a. Eccentnc or oag 193
which are impossidie a. Communcations 187 speech (e g . wnpoversheq,
or axtremady Gificult to do not “flow.,” are wrelevant, dgressive, vague)
due to or o (.e.. more
thougiht of lenguege (¢.g. than other cheidren of the 5. Thought 194
of SAMe 8ge).. distorbions (e.g..
fight of idews) obegssiOnNs, SUSPICIONS)
b. Frequent dstortion 188
b. Speech or nonverbal 183 of thenking (cbsesmons, <. Expression of odd 196
S extremely odd SUSPICIONS) Daiiefs or, if cider than
and s exght years oid. magcal
(0.9.. scholslia, iosyncratic <. itermitent 199 kg
nlerfere with nommal 4 Unusual 196
c. Strange or bzasrre 184 .. parceptusl expenencas
behavior due to frequent nol quaifyng as
andior derupiive d. Frequeni. mared 190 pathological halucnations
of hallucinetions, cant of evdence of
distingussh fantasy from short ief™ memory ioss.
realty..
e 191
d  Pattern of short-term 188 copntions of fantasies
loas/disonentation with bzare, odd, of gross
fo twne or place most of the
teree
] EXCEPTION 198 | EXCEPTION 192 | EXCEPTION 197 | EXCEPTION 199

Could Not Score: 200

® Capyright 1998, 1994 1905 by Roy Nodges.PR.D. 12140 Old Sarhect Ased. Ana Afhuc. Michigan 46108, (D3] T¢8-9T2%)
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YOuTH'S NAME ID#

CAREGIVER BEING RATED: PRIMARY FAMILY

CAREGIVER BEING RATED RELATIONSHIP TO CHILD o# INFORMANT YOUTH PLACEMENT RATER DATE ADM#

Severe impairment Modesate mpairment Mild Inpairnent Minimal or No impairment
Severs dsrupton Meyorrperustent Signdicent problems No dssupson of
or Ncapeci abon dsrupon or dsoess fncgonng
9 @9 (L] 9
CARIGNTR Youllv's needs for food, 201 | Frequant negativempact 2803 | Occasonal negative 206 | Basic matenal needs e 207
RESOWACES: ciotheng, housing, Mmedical on youtivs functionng OR a npact on the youtlv's arranged for or adequately
Ratenyl Beeth aftenion, of nesghborhood magpr disruption in the youth's due o the meat 30 that there 8 no
safety are not bang met such due 10 youth's !um'lmlwbuﬂ. mnhm;
that severe nsh 10 heelth or needs for food, 9. Q. Q..
wettare of youth & bualy 3. or of newgk
nesghborhoos salfety not beng salety not deng met... Abie lo use community 208
met... resources a8 needed
EXCEPTION 202 | EXCEPTION 204 | EXCEPTION 208 | EXCEPTION 209
Explanabion: Could Not Score 218
mcw‘. Sacwolarmlial sethng & 21 Yoush's developmental =2 Farruly not abie o 0 Farruly . sulficrentty 38
polenhally dangerows 1o ihe needs cannol be adequalely prowde sdequete wermih, WHITR, SOCWIE, INd senuitive
RESOURCES: Youlh dus 10 teck of tamuly met because Youllv's neude/ Uity of sembivily releve 10 the yoully's mayor newds
N reRsources ressred o rmeet deveiopmenisl demends © the youlh's nesds. Support
famly/ o youn's ) ’ menaxtiate ey tte adoquate * e
. e
s‘“‘wn Groas impanwend m parental 212 | Muarted inpasent » 223 | to compenasts fos this
pudgrnent of funchomng (Mey be of i Even though here n7
reinted 1o poychons, substance (moy be related %0 emokonal S0 tnpTIary probleme
aDuse, sevars diness, Froquent tamly m support
mentel retardeion, olc.). .. sutninnce use. physcal iiness, andior mumundersiandings 1o 1he youlh, ihsre 8.
crierwnel activilins, os olhes resulling m bud feslings. . compensahon from the
[~ . frankly hoshie, 23 iImpasng contition). .. wader social suppon sysiem
reyecting, or dome rot Famviy relations are 2
want youllh 10 reRurm 10 the homs. Farmuly confiit 18
‘sl condivnsel (Characienzed 20MIng, PED! COMMUICENOR,
Youlh = 10 seruad e by hostiity, lenson, snd/os of emotions! insenadivily.
sbuse » he home by & caregwves.. capagoeling, sic.)...
Foamuly not abie 10 provede 3
Youlh 8 subecied 10 phwacal 218 | Famuly mombers ase 28 X
noglecs in the home by ngry endior 0 CONMMISGATY I Care over Wme
8 caregves. roneniiul 10 the youth.... relative 10 the youth's nesds; no
oliber SUpPerns comganesie
" youth out 216 | Marted lack of parertal e dofic. .
of he hame, withew! ifyng o o [
mabe oiher Bing aITangEmene... case (0.g.. hoquently dues Aot
whereshowts of youllh,
A{ n? does nol hnow youllv's friende).
from Bhe home due 1o sesusd
abuse, phwacel sbuae, or neglect... Felhwe of caregiver i ar
swpport
Fadure of caregrvers o 218 | 1o youth who hes baen
provede an snvitonment sale oumehized of sbused.
oonsbie shuee 10 8 youlh
or - 2.
anows twest of Jomestic
Severe or heguent durmesiic 219 | wvolence. tshes piace m the
wolence tahes place n the horme.. youlh's home.
Caregver contritnses 1o P
detinquancy of youth by bowg
owoived in uniswi Sehevor of
of yould bewng wwolved
e o Ty
EXCEPTION 229 | EXCEPTION 229 EXCEPTION 4 EXCEPTION 38
Esplenation: Could Not Score: 239

vmtwwwmum-ﬂmm.mmhm” Wihame ol Spazer

©® Copyright 1P90.1994,.1995 by Ray migee.Ph.D. (2140 Cld Eachert fAssd, Ane Ardwe. Michagas 48303, (313} “$9-$72%)
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YOUTH'S NAME 10#
CAREGIVER BEING RATED: NON-CUSTODIAL FAMILY QR PARENT NOT LIVING IN CHILD'S HOME
CAREGIVER BEING RATED  RELATIONSHIP TO CHILD  1D# INFORMANT YOUTH PLACEMENT RATER DATE  ADM#Z
Severe Impaisment Moderate imparment Mild impairment Minimst or No impastent
Severe asruption Majpor/persistent Significant problems No asrupoon of
OF NCAPACA0ON asrupbon or astress funcoomng
(30) (28) (19) ®
CAREGIER Youth's needs for food, 208 | Frequent negalive mpact 242 | Occasonal negative 244 | Basic matenal needs e 248
RESOURCES: clottung. housng, Mmedical on youth's functioring OR & mpact on the youll' aranged for or adequatety
Naternal evls attantion, of nesghborhood Maor deruphion in the youth's due to the met 30 that there 1S no
salety are not beng met such due 'o youth's youth's needs lor food, asruplion mn the youlh's
that severe nsk 10 health or needs for food, housing, 9. g. L ..
welfare of yOUlh 13 Akety 3. or oF negt
nesghborhood safety not deng salety not Demng met Abie (0 use commundy 247
met eS0UICeS a3 Needed.
EXCEPTION 241 | EXCEPTION 243 | EXCEPTION 248 | EXCEPTION 248
Coulg Nat Score 249
(mm“l Socaniarwiel L 280 | Youmn's 28 Furruly not adie o 269 [ Famdy m sulliciontly 2Te
polentally 0 ihe needs cannot be alequalely sdequate warmih, TR, SECUIS, and sansiive
RESOURCES: YOulh dus 10 lack of famey M8l DICEULE YOUIN S needw OF sonuititty relabve 10 1he youll's mepr needs.
N requeted o meel developrmantal damands 10 1he youth's nesde. Support
Famely/ e yousl's newdu/demands. evcaud tamiy rescurces o oiher sowces culsade the Parentai supsrvaion s
Gross impawment i parental 299 Murtad snpssmant n 262 to compansate for Wue
Adgrmant of (unctionng (may be or Even Mhough there 276
reluted 10 peychous, (mey tw related o emokonal e lompurary probisms n
e, ey Froguent tarwly arguments: kg ] toqguele support
mental tetardahon, ek } subsiance use, physcal diness, 10 1he youlh, thare &
crmnel sciviies, of oiher 1oaumng i Dad loohngs. compenuation from the
Caregreer » irankly hoskie, 2 *mpesing condiion) PA0S¢ 0TI SUPHOHT Syslem
or doss not Farmiy relghions are kea)
want youth 10 reRurn 1 the home. Farmuly confict w peevesve 263 | chasacterzed by poos probiee
and contirasal (¢ ;oving,
Youth & subjecied (o sesusl 263 | by hostiity, lension, andor of emconal msenetivity...
2bune 0 he home by a caregrves .. ‘scapegoshng, eic. )
Fomily not abile 10 provde e
Youth u subyscied o Famidy memburs are 264
sbune or Aegiect in the heme by mesine, sagry end/os OFf CORMIRISRTY iR Care OWEs e
a caregver .. rosanihl 10 1he youth. relative D Ihe youllt's neada. no
OGS UPPONS COMpEneals for
“uchs” youlh out 8 Marhod lact of pareniad 68 s defics ..
of he homs, without trying fo or n
Mahe oiher hving srrangements. . e (0.g.. Neguently does nol
wheteabouts of cheld,
Youth 258 | does not Mnow chek!'s fnends)
from the home due 10 sesusl
abuse, physxcal sbuse, or neglect. . Fahue of coregrees 1o e
emotionad support
Fadute of cregvers to 287 | to youlh who hes bewn
Provde an enveommant ssle traurmetired or sbused
fom postibin atwle o 8 youlh
y o € or k14
sencous ihrewt of domestic
Severe or tabas place n the
wolence takes place » ihe home.. youth's home
Caregrver conthtutes to »
Jdaknquency of youth by bewg
rvolved 1 uNkBWRN behevior oF
2pproving of youlh bewg wwohved
N potentmily untewhul behavor
EXCEPTION 260 EICEPTDN 288 EXCEPTION 73 EXCEPTION ped
£ Could tiot Score 278
ThE FamiySocisl SUDPOt SuCCaR COMING 08 and wurdng Sa0ted oM & MeasAe rveioped Dy SISIDerg. Shaffer Niarme end Sodzev
@ CopYYight 1990.1984.1905 by oy Medipes.PB.0. 12100 Gla Eachart Resd. Amm Athoc. Michigen ¢8103. (313) Tes-977%)
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YouTH's NAME D#

CAREGIVER BEING RATED: SURROGATE CAREGIVER

CAREGIVER BEING RATED RELATIONSHIP TO CHILD o# INFORMANT YOUTH PLACEMENT RATER DATE ADM#
Severe impairment Moderate impasment Mild impaisTnent Minimal or No bnpasment
Severe dsrupon Meayoripersistent Signdicant problerms No disrupdon of
OF ICOPACHINON dasruption or astress Aunctomng
oo 29 110) )
CAREGIVER Youllv's needs for food, 278 | Frequent negative smpact 281 | Occasional negative m Basic matertal needs we 288
RESOURCES: ciolheng, housang, medical on youth's functiorung QR a mpact on the youth's arranged for or adequately
Hateral esds sfention, or nesghborhood Mo disruplion in the youth's functionng due 1o the mat 50 that there & no
salety are not bewng mat such functionng due to youth's youllv's nesds for food, disruption n the youth's
that severe nsk 1o health or needs for food, housing, 9 g. S
weltare of youth 1 skely clothang, medical attenbon, of Atention, of NEGHOOINOOY
Neghborhood satety Not Deng safety not bewng met Abie to use comimunty 86
met. . resources 88 needed
EXCEPTION 200 | EXCEPTION 282 | EXCEPTION 84 | EXCEPTION 7
Explanetion Could Not Score 288
wcm' Sacaiemdial sethng & 200 | Youll\'s deveiopmantal 300 Farmay not abis 1o 00 Farraly & suliciently "l
poteniialy dangerous (0 ihe neads cannol ba sdequaiely proveie sduquale warTih, T, Securte. and sentdve
RESOURCES: youlh dus 10 tach of tenly Mot DICAURS YOulh's Newds/ ocunly or senuiivity relatve 10 the youllh's mapor newde. .
. rousurces required 10 meet developmental demends 10 1he yoush's needs.  Suppornt
flﬂ'/ "o yei's nesudemands. . oscand ey isaouces. from ofher souces outside the Patental superveion rs ne
Gress impewment n porentad 290 Marhanl mparment v » o companaste lof thea
IelPnent or Suncimeng (Mey e Evan though thme 318
reisiod i poychess. (may be reinted ‘o emolonal e \ernporary problems n
pcihy iiness. Froquent Lamely aQn 09
mantal relardation, etc.). subsiance uee, phywcal iiness. 10 the youth, there
crwrenel sctwiies, or othes tesuiing » bad lewdngs. compensakon tom the
Caragvar 10 tankly hosiite, o oy condiion) wader sociat SUPpIIT SySiem
ng. of nol Faruly relstions sre 310
want youth to rehen 10 he home. Formily confict % putvasive 02 charscienzed by poor problem
ord continual | solwng, poos
Youllh is subpecied W sssuel 292 | Dy hoaditly, lenson, andios ot emokonel
ohuns in he home by o cavegive .. ACAPOGURnG, otc.)
Famdy not sbie io provwde n
Youlhis subjected o phyecl 293 | Feamily mamberns sre k-
st as nogiect i Ihe hasww> by asnslive, SRgly andior oF CORRISNCY K CIIS OVer lime
& caregver. reaanths to e youth.... rolative 10 the youllh's nesds; no
INGE SUPPONS COMpEnsate lor
“hicka” youth ot 284 | Marted nck of parentsl 308 s duficd.
of he hume, vathout rywng i of commsiancy n
mabe ofher Bvng SrTangements. .. m(......-ﬁda-lul
youllh,
Youlh custently removed 296 | does nut Anow youlh's (nends)
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