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ASSESSMENTS FOR CHILD WELFARE WORKERS

THE PHILOSOPHY

An aspect of the professional practice of casework is the orderly process of thinking about a client or situation. The end result of this thinking, the organization of data in such a way that it will be useful in planning a course of action, is called a comprehensive or psychosocial assessment.  Florence Hollis first formulated it and her areas of functioning have remained standard.  Mental health clinics and child welfare researchers have added components to it since she had primarily dealt proposed it for voluntary clients.  They accentuated specific areas of dysfunction and strength, which needed to be explored if there was indeed the possibility of positive outcomes for clients who were sometimes non-voluntary yet were required to receive services from a social service such as child welfare.   

The result of these adaptations over the past twenty years is that the ability to complete assessments is a basic expectation for social workers. Today, the ability to complete a comprehensive assessment is an expected skill for social workers at hospitals, mental health clinics, and most family service agencies. 

Unfortunately, its application in child welfare is inconsistent.  Often the facts and viewpoints that child welfare workers present in their initial applications to outside professionals form the basis of the assessments and service plans that they receive back in written form.  However there has been some reluctance to have them complete the assessments themselves.  Part of this has been because of a lack of training, a lack of time and perhaps a perception by some that they were somehow not capable to accomplish this task effectively.  

The absence of a comprehensive assessment for workers in child welfare has tended to limit the role of the child welfare worker even though they often have equal experience and academic qualifications to outside professionals.  It has also tended to hurt the credibility and confidence of child welfare workers when they submit information to the courts. Often there are high costs and service delays obtaining ‘outside’ assessments.  I

t can be strongly contended that child welfare assessment and service plans that child welfare workers can develop along with their clients are often just as beneficial, (if not more) for developing collaboration in a timely manner.  Child welfare workers and other human service practitioners are frequently faced with making decisions that have critical consequences for clients and their families. When confronted with problematic situations, they must decide upon interventions, which have serious and long-lasting implications. Therefore, it is important that they base their decisions upon a thorough understanding of how a family operates as a system and upon the knowledge gained from a comprehensive family assessment. While the principal examples in this guide are drawn from practice with families where child neglect or abuse is the prob​lem, the framework for assessment discussed also may be used in a broad range of human service work with troubled families.  It is clear that undertaking a family assessment would furnish the worker with useful information. These data would then provide the basis for plan​ning interventions to meet the needs of the child(ren) and their families.

Experience has shown that failure to act expediently may result in serious physical or emotional abuse, sometimes even death. Consequently, it is critical for the worker to be able to draw upon a body of theoretical knowledge and to know how to use appropriate assessment tools. Only then does it become possible to answer such questions as: is this a safe and protec​tive family environment? Is it conducive to raising a child or is it chaotic? Does it meet the basic needs of the child for physical sustenance? Is it possible for the child to grow to become an emotionally stable person? Can the child learn to relate in a healthy way to family members as well as peers? Are there members of the extended family who can participate in child rearing? Are there resources available to the family that is being overlooked?

The worker who has made a skillful assessment should be able to provide tentative answers to these questions and pre​pare to make a realistic plan for intervention. It is only possible to arrive at more definitive answers after time has elapsed and a further assessment has taken place that examines old and new evidence. Then a determination can be made as to whether the interventions have been useful or whether alternative plans must be made.

Assessment is viewed as the appraisal of a problem based upon both the worker’s knowledge of any objective data (facts about the situation), and her/his awareness of subjective data (feelings and reactions about the situation). 

To be genuine, assessment is compassionate as well as scientific. Community standards with respect to the minimal rights of children provide a measure for the practitioner to use in reach​ing critical decisions related to removal from, or return to, the family home.  Motivation and commitment to change on the part of the family are criteria to be considered in this process. For an assessment to be comprehensive, the family is viewed from an ecological perspective investigating the balance be​tween the family and its environment. This holds true whether working with child neglect and abuse or in other problem areas related to families such as mental health, substance abuse, aging, and health care.
Issues in Permanency Planning and Kinship Care

As a means of understanding the uses of ecological approaches to assessment, consider problems faced by workers con​cerned with permanency planning. When facing problematic situations involving children who have been maltreated or endangered, the worker must decide whether it is necessary to seek alternatives to the normative living arrangements. Adopt​ing the mandate that is implicit in permanency planning, attention must be focused on active decision-making about the best possible living arrangement for the child. To do this requires a family assessment that is as speedy and comprehensive as the situation allows.

Current approaches to permanency planning and other areas of human service practice reflect awareness of the profound responsibility that is inherent in the worker's decision-making role. The worker who undertakes the assessment of a family must measure the situation of the child and other family mem​bers against the prevailing standards of the community; In the area of child welfare, for example, contemporary community standards reflect attitudes that were promulgated first in the UN Declaration of the Rights of the Child.

Adopting an ecological approach to assessment, acknowledges that families do not exist in a vacuum. There is recognition of "the sensitive balance that exists between families and their environment." This view provides a model for focusing on the family's strengths and assets as well as their deficiencies, and there is empirical evidence to suggest that an ecological approach offers a framework for understand​ing the transactional relationships between the family and its environment. Furthermore, this approach encourages a broad perspective in seeking resolutions of the perplexing dilemmas pertaining to permanency planning.
The Process of Assessment

The assessment process can proceed with as little data as a face sheet, providing the worker is drawing inferences from the facts. At any point in any case situation, the worker can pull together the facts and see what she or he has, but its ultimate aim is to arrive at the factors which make this person and this situation unique, yet to see its similarities to other situations so that the worker can utilize analogous experiences and bring theoretical knowledge to bear. 

From any given constellation of material, hypotheses may be constructed. The diagnostic process refers to the way that the worker can utilize evidence (or decide in what areas to secure more) until these hypotheses are gradually narrowed down to as exact a degree of differentiation as she/he can achieve. One always needs evidence to substantiate an hypothesis. Choosing an hypothesis because it seems "the only one left" is not scientific. The outline which appears on subsequent pages in this manual may be used both as a framework for learning about a client or family and as a way of organizing material once it has been obtained. Other factors in addition to the securing of diagnostic information should, of course, guide the worker’s interviewing process. The outline is for guidance in thinking about the case.

WHERE DOES THE INFORMATION COME FROM

Knowledge about various aspects of this outline will come from many different sources, including the worker’s own personal life experiences, social work education or from social work experience. A very detailed outline is included in this manual. It should help the worker to determine relevant issues and to, indeed, formulate treatment goals. It begins on page 5. It is helpful to be thinking of the various sources of information about the client and his/her situation. The worker will acquire the material for the assessment in various ways.  The worker will use some or all of the following:

· Observations of appearance and behaviour, facial expressions and body movements

· and how client relates to the worker.
· What the client says.
· Objective facts such as face sheet information.
· Expressed feelings of the client.
· What other people say:
· Referral information.
· Collateral information such as medical reports,
psychiatric consultation, psychological tests, 
· history given by other family members, employers, etc.
· Reports from jobs, school, clergy, etc.
· Theoretical knowledge applicable to a person of his/her age and particular life situation.
· Practical and/or intuitive knowledge of similar people and situations.
The sources and the reliability of information should be weighed and evaluated. Only those facts that are known to be true should be stated as such.  All other information that is put into an assessment should be qualified; put into its own context; or referenced as to its source.  (Social) workers are qualified to make statements in their areas of expertise but they do not state knowledge in areas that are beyond their profession.  For example, they do not make medical or psychiatric diagnosis but they can reference what they observe; what they are told; or what they read in reports. 

PURPOSE

A psychosocial study and diagnostic statement (a comprehensive assessment) will vary in content emphasis and length dependent on the purpose for which it is written. It might be written for case planning purposes, permanency planning, for court purposes, or for consultation with other professionals such as psychologists.   In addition it may be used for all planned transfer of cases to general services and in all community conferences, where possible.  It will demonstrate that workers in child protection situations can produce comprehensive psychosocial assessments using the model generally followed by social workers in other areas of practice such as hospitals, schools and mental health clinics.   Workers may use it at points in their engagement with clients in order to help them see more accurately, the need for change and commitment to a service plan or contract.  
UPDATING

The assessment and resulting summary statements (diagnostic statement) are part of an ongoing process, constantly open to revision as new information about the situation is obtained. It is not an end in itself but should culminate in an individualized treatment plan or service contract.   Such a plan should consist of goals, (long or short term), means of achieving each goal, modalities and techniques to be utilized as well as treatment limitations and prognostic impressions.  This is updated at regular recording intervals or for the transfer of a case.  It can also be updated prior to a community conference or for court.  Technology now enables workers to build upon previous work that has already been computerized and is available to the worker or to others in electronic format.  

Conducting a thorough assessment and developing a measurable service plan with families is the foundation for child-centered, and a goal-oriented, service delivery. 

Although these processes may seem time consuming at first, they result in improved and focused services, often reducing the length of time a family remains on a child protective caseload. In addition, if assessment and planning are not adequately carried out, there are no means for evaluating the effectiveness of the intervention and services.
Workers must have access to their supervisorsmembers should be referred to other professionals for evaluations when further information is needed before the diagnostic statement or assessment summary can be formulated accurately. 

Diagnostic Statement ( A Summary of What the Worker has assessed)

Once workers have gathered the necessary information, they should not only identify with the family its problems, strengths, and needs in a way that will indicate goals for treatment, but they must also recast the information in a way that the family can accept.

When writing an assessment, workers should keep in mind that it must be a workable document. Workers must consolidate the information gathered into a brief document in which clear and precise language is used, problems are conceptualized in terms that suggest solutions, labeling is avoided as much as possible, and judgments are identified and supported by facts.
The report may be used in the practical ways.  If the worker conducting the assessment is also responsible for treatment, the assessment can be seen as a clarifying process for the worker and as a base of information to share with the family as they proceed to the service-planning phase.  In addition, it can serve as the basis for evaluating the effectiveness of later intervention strategies.  Unfortunately in child welfare, the assessments have not been used as hoped.  Instead of working documents to be used with clients they are often completed after the fact and indeed have been seen as simply bureaucratic requirements to avoid agency and Ministry liability.  A strength based assessment that is accurate in its child protection concerns is a good starting point for positive intervention with families in their mutual goal of effecting child safety and eliminating risk factors. 

When another worker is responsible for providing direct services, orchestrating or monitoring services, the report represents a presentation of information regarding the family that will assist the worker in devising a responsive service plan.
In some cases, the report may be submitted to the court to assist the judge in making a disposition.
It should be noted that there is a specific area of the assessment that incorporates the findings of the Child Safety Assessment and a completed Risk Assessment.  This occurs for all cases in which file is to be transferred to ongoing child protection services.  Cases that are sent to Differential Response may not include a full Risk Assessment, however in all cases a Child Safety Assessment will be completed to ensure that children at significant risk of harm are not inadvertently streamed out of the appropriate intervention services.  The other seventeen areas (from the proposed model provided later) should also include factors which are seen to influence the safety and well-being of children since the goals that are formulated in the Service Plan or Contract will be connected to those individual life function and symptom of distress areas in which there is the greatest need to change. 

As a result the Diagnostic Statement could include the following child-focused areas of concern;

The family's potential to harm the child. For example, does the parent fear that the child may be reinsured? Is either parent suffering from severe physical or emotional problems? What are the disciplinary patterns?

The family's ability to protect the child or prevent future harm. For example, is one parent able to protect the child? Do the parents recognize and admit to their abuse/neglect problems? Are the parents able to "bail" each other out? Is the child old enough to protect himself or herself when a potentially harmful situation exists.

Past and current level of family functioning. For example, how does the family interact? What are the stresses the family is experiencing? How do they deal with stress? What are the internal strengths the family can draw upon to make needed changes? Is the family socially isolated?

Past and current level of functioning of individual family members. Strengths, problems and needs of parents, children and any significant others in the home must be assessed. For example, what is the child's current physical, emotional, and social developmental status? How does the child relate to the parents and extended family members?

Available supports to the family. For example, do family members have people they can turn to in times of stress? Do they use them?

Family members' verbal and nonverbal communication. For example, does a mother report that she has no problems with her child, although the worker observes that her body becomes rigid when the child cries?

The family's capacity to care for the child. For example, is there parental agreement on child rearing? Do the parents act overwhelmed or helpless in carrying out the tasks of parenting? Can the parents recognize and individualize the needs of their children? Do the parents compete with the children, acting like siblings rather than parents? Are parental expectations of the children appropriate? Do the parents show praise or affection for the children? Is one child in the family seen as "different" or "bad"?

The family's ability to accept and use help. For example, do the parents recognize the existence of problems? Do they understand some of the reasons for the problems? Can they seek help? Do they want to change?
The home environment. For example, is the home physically safe or are there
broken screens, cluttered stairways, lack of utilities (gas, water, electricity)? These factors are often beyond the family's control.

Other valuable sources of information regarding the family. 

For example, what do the child's school records indicate? Have other community service providers seen any indications of abuse/neglect problems? Is there a history of spouse abuse or assault and battery?

THE SERVICE PLAN

Following the assessment, an individualized service plan must be developed with each family and each family member where relevant to a child’s safety. When developing service plans there are two basic issues that must be addressed. 

The first focuses on establishing priorities, that is, determining services to meet the needs of the family to prevent abuse or further abuse and/or neglect of the child(ren). 

The second concerns the needs of individual family members that have resulted in or contributed to the abuse/neglect, followed from the abuse/neglect, or are incidentally discovered during the investigation or assessment. 

To be effective, a service plan must fit the needs of the individual, the individual must find it acceptable and view it as having a tangible benefit, and the individual's strengths must be highlighted and incorporated.
The tasks of the case management worker at this stage are dependent on whether the service plan was initiated during the intake/investigation process. If the intake worker initiated the service plan, the case management worker should review with the family both the areas of need and the family, agency, and community resources being used to meet those needs. If, on the other hand, the case management worker is responsible for developing the service plan, he or she should consider the following factors:
The worker must relate to the family in a way that will engage the family's
cooperation and commitment to change by being sensitive to the family's fears of
seeking and receiving help, by conveying therapeutic authority, confidence and
hope.
The family members should be encouraged to verbalize their strengths, problems, and needs along with the resources they believe may be appropriate to meet their needs and ameliorate their problems.

The worker should: help the family members identify the problem areas, divide
them into workable components, and set priorities for change; emphasize existing
family strengths; and identify intervention /service alternatives.

Goals should be established with the family; they can be developed for any or all of the problems identified in the assessment. They should be specific, measurable, and feasible and should restate the problem in a way that suggests a solution. Initial goals also should be those that have a high likelihood of success within a relatively short time span (three to six weeks).
Objectives should be formulated with the family; they should be measurable and
observable, reflect a level of acceptable performance, and contain a time frame for completion. It is advisable to use words that are not open to various interpretations, such as to attend, to obtain, to apply. Each objective should indicate the behaviour that will be accepted as evidence that the client has achieved that objective.
The plan should not only specify what is expected of the client but also delineate
what is expected of the worker and set forth the responsibilities of other service providers.
The initial plan should focus on the family's immediate needs. The worker
may determine that the family needs therapy, but the family may have recently
received an eviction notice. In this situation, the priority is to find housing. By
helping the family alleviate this immediate stress, the worker is encouraging the
development of trust and allowing the family to view him or her as a person who
really wants to help.

It is important to remember that goals should be achieved in small increments. For example, a long-range goal may be that the parents use more appropriate methods of disciplining their children. The first step or objective to obtain this goal might be that the parents attend a four-session parent education course offered through a local adult education program.
It should state the consequences (if any) of non-compliance.  It can also specify who will have access to information and who will not (confidentiality), which helps build client trust.
It should be noted that the contract, whether verbal or written, is successful only when the worker and client act in accordance with it. Although some family members may be resistant to entering written service contracts, workers also must be helped to work through their own resistance to using a tool, which documents specific worker tasks and target dates.
It is important to note that contracting is not appropriate for all clients. 

· Contracts do not work well with Individuals who do not recognize or admit to their problems; 
· with persons who are extremely resistant, 
· with persons who are not competent to share in the process (such as individuals severely disturbed, actively violent, or actively addicted to drugs or alcohol 
· or in situations where a collaborative worker-client relationship has not been established. 

Contracts are most effective when the problems to be solved are within the combined capacity of the worker and client. A contract works best with: 

· Persons who are motivated and capable of sharing and selecting problems to be addressed
· Persons who are capable and willing to make and follow through with
modifications needed
· Persons who are overwhelmed and/or hysterical, because it helps them focus on one problem at a time

· Persons who have low self-esteem, because it allows them to see in "black and white" that they have achieved a goal
If the worker needs consultation from other professionals and/or from a
multi-disciplinary case consultation team, the report can be used as a tool to gather the information they require.
· Persons who are distrustful, because it enables them to know what they can expect and because they can hold the worker accountable
In addition to holding clients accountable, contracts also hold workers accountable. Contracts provide workers with self-account-ability; that is, contracts allow workers to monitor themselves. Contracts allow clients the opportunity to confront workers and to talk with the workers' supervisor when clients believe workers have not followed through with their designated tasks. Finally, contracts also hold workers accountable through administrative and possible court review of cases.
 THE SERVICE CONTRACT 

Numerous case management models exist to assist the (social) worker in formulating and focusing the treatment approach.  One concept that repeatedly appears as an essential treatment tool is the process of contracting.  Contracting happens at numerous levels and in many different ways.  Informally, even in the most casual conversations, a contract exists, usually unstated but nevertheless understood, as to what the mutual expectations of the participants are.  On the other hand, the contract may be formal written documentation of every detail, duly notarized.
Contracts between clients and social workers can fall anywhere along a continuum.  The treatment dilemma occurs when the contract is vague and both social worker and-client are uncertain about what is being undertaken.  Consequently, it is preferable for contracts to be written and signed by both client and worker.  Ideally, the whole family is involved and thereby all would be expected to sign.
Contracting is important in achieving the following:
· Parents and children are brought together and recognized as integral parts of the treatment process.
· Goals are mutually determined, unless they are non-negotiable.  This is because the change in behaviour must be made if it involves the safety and well being of the child as defined by the C.F.S.A.

· Demands and consequences are clarified.  For example, exact changes required of the family if the children are to remain in home are specified, as well as the requirements by the family of the agency's services and resources, and the agency's responsibility for their delivery is agreed upon.

· Expectations regarding meetings, time limits to meet goals and the family's commitment to be active participants in the treatment process are specified.
It is crucial that the worker builds into the service contract or treatment plans some problems/goals/tasks which can be very quickly and successfully resolved.  Nothing will encourage and motivate the client - and the worker - like a bit of success near the beginning of the process!

Like many other techniques, which the worker will use in her/his work, this one requires practice to perfect.  Once the worker has mastered the basic requirements of this task-centered approach she/he will learn how to adapt it to suit the needs of the wide variety of client families that can be encountered during a career in Child Welfare.  Goal planning is the process by which an agreement is reached between consumer and practitioner that each will perform certain tasks.
A Behaviourial Contract is a contract that is written in behaviourial terms and has, as its goals, specific consumer behaviourial changes.  Contracts may be of short or long duration.  A series of behaviourial contracts and their evaluations provides a specific and measurable record of client progress.
Writing the Contract

The worker should involve the clients (parent(s) and children from the beginning. By involving the consumer in selecting the goals, he/she' feels that you are working collaboratively and this will increase motivation.

Use the consumer's strengths to set goals which help with his/her needs.  Attention, praise and the feeling of success in accomplishing the goals will help to maintain the
consumer's motivation.  These should be part of any goal planning procedure.
Use small steps to reach the goal.  Small, attainable steps bring rapid success.  However, the worker should make sure that who will do ‘what’ and ‘when’ is stated so that mutual expectations are clearly articulated to avoid later confusion or mistrust.  
Formal signing strengthens the commitment of all involved.
Contractual agreements clarify and specify just exactly who is responsible for what, by when.  One approach to identifying the need for contracting is to survey participants regarding the following:
Questions for Client       


Questions for Social Worker
Why were you first in        


What was the presenting problem
contact with this agency?


Has the agency been of any    

What has been accomplished to date?
assistance?


What are you presently working on?      
Specify your current working on with your short-term goals?  
What do you hope to


What long-term goals are necessary for
accomplish before concluding

termination?
your involvement with this agency?

Ideally, the correlation between the two responses would be high, indicating a clear process of communication and a successful contracting of the working relationships.  If the correlation is low, the need for a more formal written contract is indicated.
Two important additional features of contractual agreements are that they facilitate decisions regarding alternate plans, as well as substantiate the agency's cases which may result in court action.
Errors to Avoid in Contracting:
Some common errors which can predispose to a lack of success include:

· setting goals which are vague, general, and immeasurable

· setting goals which are not clearly related to specific identified problems

· setting goals which are not realistically attainable by the client
· failing to "partialize" the large problem into manageable pieces
· making statements which place the client in a negative light
· using language/format inappropriate to the client's education or intellectual level
Contracting Guide

· When formulating a behaviourial contract, it is helpful to go through the following steps:

· Identify the goals that must be achieved in terms of safety and those that are not negotiable.

· Identify what behaviours have to change to achieve this (these) non-negotiable goal(s).
· Identify the additional behaviour you and the client wish to bring about.
· Describe all identified behaviours, both negotiable and non-negotiable, so that they may be observed.

· Write the contract so that everyone can understand it.

· Measure success by observing the behaviour.

· Troubleshoot (review and revise) the system if measurement does not show improvement,  (Don't be afraid to check everything).
· Continue to monitor, troubleshoot and, if necessary, rewrite the contract until the objectives are met. If necessary select another need to work on.

The Five Basic Steps in Successful Goal-Planning

FIRST:     Actively involve the client from the beginning. Initiate an assessment of the person's strengths and needs.

A.        Clients should participate in the assessment and development of Goal Plans as much as possible.  Plan with the person, not at or for him/her.

B.
 Number each need.
C.  .          
Respect the client.  Treat the person the way you would like to be treated.  Be certain you understand what he or she is feeling and saying.
D.
Encourage other significant individuals to participate in the planning.
Start where the client is NOW.
SECOND:    Select a reasonable, achievable goal.

A..
Initial goals should be meaningful to .the person and achievable in two to four weeks.

B..
With the person, select several needs which appear to be meaningful.  Explain the consequences of each need, including achievement and non-achievement of the goal.

C.
Help the person select any one need to work on.  He or she is more likely to be committed to the goal if involved in making the choice.
D. State a behaviourial goal for this need and reference the goal by number from he index.

For example:
NEEDS
Friendships
Housing
Homemaker Service
Employment
Tutor for Child
THIRD:     Use the person's strengths and resources to plan the goal .
A.
Review each strength and list all the ideas which might be helpful in achieving the goal (i.e. what he likes to do and other people who are willing to help).
B,.
Review the ideas selected and agree on which ones are most likely to help reach the goal.

FOURTH:    Spell out the steps necessary to reach each goal.
A.
Start where the client is now and select steps that can realistically be achieved in the amount of time given.
B.
The first goal should be achieved in about two to four weeks.  Try to break it down into small, meaningful steps about a week apart.

C.
Each step should be considered as an achievement for the client.
D.
Be sure to include continuing plans.
FIFTH:    Document who will do what and when.
A.
Describe what the client will do under the (client) section.
B.
Describe what staff or others will do in the worker section.
C.
Spell out clearly what is to be done so that a new person could read the plan if necessary and know what to do.
D.
List all the things that must be done to achieve each
step.  Be sure to include contingency suggestions when
necessary. (This avoids depending on any one thing.)

E.
Include strategies for assuring that someone pays attention to each achievement made.  (This avoids preoccupation with problems.)
ROADBLOCKS TO GOAL PLANNING

Goal Planning seems to be a very simple and obvious idea, yet many child welfare workers do not consistently use the five steps outlined.  There are four basic reasons for this:

FIRST:    The worker only pays attention to problems.  

Dealing with problems takes so much energy that the worker has no time to set goals and pay attention to what can be done.  There are some clients who will not improve regardless of the services provided and some who will improve without our help.  Studies have found these two groups to represent between four per cent and fourteen per cent of most caseloads.  The majority of the people who are clients will make some improvement when help is provided.

Studies have shown that the majority of worker time is spent on these two groups of clients, while a minimum amount of time is given to the group most likely to use the services. There may be some value in workers and their managers assessing this issue when reviewing caseloads in supervision. 
SECOND:   The worker may do too much for clients.  

Many of the things that workers do for clients they could possibly do for themselves.  Help is always important in the beginning of a relationship or collaboration but the worker should remember that if she/he does too much this could support their beliefs that they are inadequate and unable to take care of themselves.  Clients can build confidence on their own successful completion of tasks and learn life skills that will help them after the worker is no longer involved with their family. 

This phenomenon happens primarily because workers want to be helpful to clients, and clients often present themselves as very passive and unable to do things. Also, when the worker is busy it is often easier to do something for another than to wait longer for them to accomplish it themselves.
THIRD:    We label people as hopeless or unable to change.

Labels can be useful to help understand a particular diagnosis or condition.  However, many times when someone is labeled it can be mistakenly assumed that with that label they will never improve.  For example, labels such as "poorly motivated", "inadequate parent", or "child abuser" tell little about what a person's potential is.  

When people are described by their behaviour instead, then they can more easily identify the steps necessary to make small, measurable changes.  This in turn, may lead to larger and more obvious improvements.   This labeling can be made worse in the absence of an agency culture that accommodates ‘diversity’ and ‘anti-oppressive’ viewpoints.  
FOURTH:   The worker may only choose goals for the client and not with the client when appropriate to do so.  

The problem with this is that the goals that are chosen may be too difficult, too large, or take much too long to achieve.  It is understood in child protection cases that the worker may indeed have work for goals that the client may not be ready to accept or to work towards in order to keep children safe.   
FIFTH: We often fail to check for the client's "fit" with his or her environment. 

May clients are disadvantaged due to housing, poverty and a lack of resources.  Workers should check for circumstances external to the client that may prevent achievement of goals.  It is in these circumstances that the worker should expand upon what they will attempt to advocate for or to work on as part of their contribution to the attainment of the mutual goals that are needed to make children safe in the future. 

SIXTH:    We often use vague language to define casework plans. 

Many of the terms used to describe people and their needs are vague; they can mean many different things to different people.  The result is that clients sometimes do not know what is expected of them.  Also, workers are unsure when they have achieved a goal, and as a result, casework records provide very weak evidence for court when it is required to show the degree of change in a child protection situation.  For example:  the goal "needs to improve Parenting Skills" could apply to anything from a need to spend one hour of play time with a child to a need to provide clothing and meals on a regular basis.




One model for a comprehensive assessment is outlined on the following pages: 

The Three Divisions of the Psychosocial Study Section

An outline of this format is presented at the end of this manual on page. It would be beneficial to refer to that when reading this section.  

There are three major divisions of assessment items.  These include Life Functions, Signals of Distress, and the Completed Child Safety and Risk Assessments.

1.
Life Functions: (Item #1, "Physical", through #12, "Feeling Management") are life functioning areas. The authors are satisfied that those twelve life functioning areas are comprehensive. They include every major area of an individual's life functioning as identified by the originators of the psychosocial model for social workers. 

1. Physical Health

2. Self Acceptance/Self Esteem
3. Vocational/Occupational
4. Immediate Family
5. Intimate Relationships
6. Residential
7. Significant Other Information
8. Financial
9. Decision-Making/Cognitive Functions
10. Life Philosophy/Goals
11. Leisure/Time Use/Community Involvement
12. Feeling Management
2.
Signals of Distress:  (Items #13, "Lethality Self", through #17, "Agency Use") are important cues or signal, which occur when basic life functions are disturbed. One might consider the signals of distress as "symptoms" which appear when there is a dysfunction in one or more of the basic life functions. These are specific areas that have been added to the psychosocial model as it applied to mental health practitioners and others who often saw children and adult clients in non-voluntary or crisis situations.  

13. Lethality-Self
14. Lethality-Other (includes domestic violence)
15. Substance Use-Drug and/or Alcohol
16. Legal
17. Agency Use

Each of these seventeen areas have Five Point Ratings Scales with standard definitions are designed to provide an objective picture of the client's level of function or dysfunction with standard definitions.  Each family member in the home can be viewed and reported on in each section individually using this five-point scale.  In this manner, individual problem and strength areas that influence the functioning of the family system can be articulated. The result is that the assessment will be more accurate and as a result, the child focused plans formulated by the worker, in collaboration with the family, where possible, become more accurate and meaningful.  

Each section in the accompanying outline on page 65shows spots for each family member ‘C’  (for client)  ‘W’ (for the workers opinion and observation) and ‘O’ (for other collaterals who may have solid evidence to support their contentions of where family members are indeed functioning.  It is understood that psychosocial assessments cannot initially be completed fully in all of the seventeen areas.  As subsequent recordings are done areas can be filled into the base assessment, as more knowledge becomes known.  As a result treatment plans can also be modified as needed on the computerized version (presently a Word Document) which can expand as required.   

Crises or mental health problems arise from disturbances in one or more of the life functioning areas. Rating clients in these diverse areas provides judgment in a sufficiently comprehensive way so that specific service goals can be identified.  The accompanying manual provides some guideposts by which each section may then be viewed and compared with the actual client so that the worker can make preliminary determinations about whether or not to see that as a strength area upon which other needs may be supported or conversely whether the person’s functioning may indeed require a focus of intervention in the subsequent treatment or service contract 

3. Findings from the Child Safety Assessment and other Risk Assessment Tools:


In order to ensure that the safety needs of children are identified the findings from Safety Assessments and Risk Assessment need to be included prior to any formulation of a summary statements or case planning. 

18.
     Findings from the Child Safety Assessment and other Risk Assessment Tools

2.      A diagnostic assessment (short statement or summary of the 18 areas that have been reviewed).

The diagnostic assessment statement is a summary of the worker's conclusions drawn from considerations of the material presented in the psychosocial study. It is the worker's professional opinion (at times tentative) about the person and the nature of the problem. It should include:
· What is the worker's definition of the problems? 

· What are the underlying dynamics of the inter​play of intrapersonal, interpersonal and the family’s involvement with social systems?  How does each potentially contribute to the problem? 

· What is the cause/effect of the problem - current or past?
· How would the worker classify the problem - e.g. "Generally well-functioning person reacting to severe stress caused by illness"; or " Depressed person reacting to unresolved grief"; or "Adolescent experiencing severe emotional disturbance manifested by..."

Motivation and Capacity for Change

· What are the client's attitudes about the change process?   Where does he/she think change can occur?
· How flexible does he/she appear to be?
· What resources are there in the client and in his/her situation that can enable him/her to improve child safety and family functioning?
The diagnostic assessment statement is the heart of the psychosocial study process. It consists of the worker’s conclusions based upon her/his professional judgment of the facts that can be determined at a particular point in time.  At set intervals, usually three to six month intervals, the assessment can be updated, modified and re-applied to the case.  
Each of these seventeen areas on the following pages provides information on how to complete these portions of the assessment.  

Each has a Five Point Ratings Scales with standard definitions that are designed to provide guidance for the worker in determining the client's level of function or dysfunction with standard definitions.  Each family member in the home can be viewed and reported on in each section individually using this five-point scale.  In this manner, individual problem and strength areas that influence the functioning of the family system can be articulated. The result is that the assessment will be more accurate and as a result, the child focused plans formulated by the worker, in collaboration with the family, where possible, become more accurate and meaningful.  

Including the findings from the Child Safety Assessment and other Risk Assessment Tools:


In order to ensure that the safety needs of children are identified the findings from Safety Assessments and Risk Assessment need to be included prior to any formulation of a summary statements or case planning. This and the other areas for assessment are outlined in the form on page 65.  Look to (18. Findings from the Child Safety Assessment and other Risk Assessment Tools).

1.
Physical Health

1.
Factual Information
a.
Medical Information - List any relevant physical history including major illnesses, surgery, physical impairments (eye, hearing difficulties, allergies,, pregnancy,  birth  defects,  etc.).  This item does not substitute for an extensive physical exam or medical history by a qualified professional.

Current physical problem(s) should be included under the "Comments" as well as reflected in the rating to indicate functional/dysfunctional level. 

Any requests for past clinical records from hospitals/physicians require a release of information (Form 14).
Current Medical Care - Is the person presently receiving health care from someone, yes or no? If yes, list name of the physician(s), medical clinic(s), public health office, etc. Address and phone number are also to be indicated.

2.
Rating Scale
Description - This scale is intended to focus on the client's physical health needs as well as his/her ability to identify, regulate, anticipate and seek treatment for those needs. 

Physical illness refers to symptoms whether real or imagined. Ratings should be made considering severity of illness and need for an immediate medical response. 

Considerations include: sleeping, eating, drinking, weight, posture, motor mannerisms, physical complaints, general nutrition, personal hygiene, dental hygiene, activity level, physical impairments/ disabilities.
Any illness or injuries resulting from abuse of medications, or non-prescribed drugs/alcohol are cited here.
In contrast,-#14, "Substance Use", would assess the effects drugs/alcohol has on the client's overall live functioning.
Medical consultation is appropriate to this assessment, i.e., from client's family doctor, community clinic, or a child welfare medical consultant.
b.      Ratings

#1-High - Person is involved in pursuit of physical health as a part of living. Is aware of and follows through on physical health problems when they occur. Enjoys good physical health with no present need for medical services other than routine check-ups.

#2-Moderate/High - Person has health problems and can identify, regulate, and anticipate them.
#3-Moderate - Person has physical problems and can identify them; however, is inconsistent in seeking medical attention; i.e., sees physician for prescription, but self medicates.
#4-Low/Moderate - Person has physical symptoms that indicate medical attention is needed.   Has knowledge that a problem exists but in not making an effort to seek assistance.   Person requires regulation by others and reminders that physical needs are important.
#5-Low Functioning - Person has physical symptoms that require immediate medical attention and are potentially life threatening (malnutrition, heart pain, dehydration, excessive obesity). The person is not concerned about the problem and is not making any efforts to seek medical treatment.
3. Goal Lists

a.
Physical complaints
b.
Medication regulation
c.
Mobility skills - walking/handicap
d.
Sleep disturbances
e.
Eating - nutrition

f.
Personal hygiene

g.
brain damage
h.
Motor activity - hypo activity, hyperactivity,
i.         Seizures – convulsions

j. Speech impairment

k. Dental Problem
l. Weight Regulation – diet
m. Presence/absence of curiosity about environment, stimulation
Goal Samples

a.
Problem Statement - Client displays soiled and torn clothing, hands and face unwashed, with distinct odour. Client capable of better hygiene but ''forgets/'

b. Method/Technique/Tasks - Client to establish schedule for washing clothes and
self routinely., To be reviewed next week, will discuss any problems in
implementation.

c. Expected Outcome - Improved hygiene and personal appearance.
Note: These goal lists in this and other sections, are merely samples and not a definitive list. Therefore, the list is not exhaustive. Since attachments may overlap to some extent, sample goals can reflect aspects of two or more life areas.

2.
Self Acceptance/Self Esteem

1.
Factual Information - None requested.
Rating Scale
a.
Description - This scale is intended to assess an individual's feelings towards the self as a person -- the degree to which he or she feels capable, adequate and valuable as a person.
b.
Ratings    
#1-High Functioning - Individuals are enthusiastic about life and confident of their resources and capacities of personal adjustment. They employ a realistic standard of self-appraisal based upon awareness of both positive and negative traits. While not viewing themselves as perfect, they see themselves as capable and adequate. Their goals are realistically based upon their capacity for achievement and they choose appropriate means-goals solutions. They are capable of feeling guilt, and anxiety when they have violated their own internalized standard of personal conduct. Their aspirations are consistent with their capacity and are organized within systematic life style that permeates the past, present and future. Failure can be accepted without their basic sense of personal adequacy. They adjust relatively easily to frustrations of daily life and can change their goals consistent with personal and/or situational changes. Since they feel basically adequate, they are capable of total personality development and can creatively actualize the full range of their inner potential. Basic self acceptance translates into basic acceptance of others and allows them to freely enjoy social interactions. It is important to distinguish those individuals with a genuine positive self-regard from those who practice denial of negative self regard.

#2-High/Moderate - Individuals are usually productively involved in many areas of life. Their expectations are realistic and they usually set goals consistent with their ability. Since they realistically accept having some negative traits, they are relatively free from anxiety, guilt and blame. They are committed to the development of their potential and usually view themselves as being in relative control of their life situation. They accept frustration as a fact of life and adjust their goals accordingly. Under extreme stress they may question their ability and self worth and may experience a minor and temporary decline in function. They rarely have feelings of depression and they advance beyond personal responsibility in relationships with others.

#3-Moderate Functioning-These individuals characterize the majority of the population.  Their sense of adequacy and competence is sufficiently strong to allow self-management and responsibility to others within the context of their daily lives. While there is awareness of both negative and positive traits, there may be some distortion of either. They may have some difficulty in accepting failures and may rely upon support themselves thorough falsification of their own ability or circumstance relating to failure of goal achievement. With sufficient stress they may temporarily under aspire or over aspire to goals and may engage in self-depreciation and/or blaming others. Guilt and anxiety are determined by an appropriate internalized standard of personal conduct.  At times, they may accept responsibility for events over which they lack control. Some negative traits may be denied and some positive traits exaggerated. While being reasonably self confident they may become defensive when their behaviour or accomplishments are challenged. Their means-goals relationships are appropriate and usually consistent with their capacity, although they usually do not develop their full potential. At times, they may experience mild depression and have fleeting fantasies of suicide which are not acted out in actual behaviour. They usually have a few close friendships and are capable of interpersonal relationships based upon the acceptance of others.

#4-Low/Moderate - Individuals are inconsistent in their self-evaluations. While usually feeling inadequate in managing their problems, they have sporadic periods of renewed confidence in their coping ability. They basically feel inadequate, guilty and self condemning with frequent fantasies of suicide and possible attempts. While they are cognitively ware of some positive traits, they generally feel negatively towards themselves and act accordingly. Periods of positive mood are rations to situational determinants rather than to positive self regard which may also represent attempts to overcome unwanted depression. The}' experience their daily life as stressful and feel unable to manage ordinary problems.
#5-Low Functioning - Individuals are preoccupied with a sense of personal failure and guilt. They generally feel inadequate and incompetent and characteristically focus upon their negative traits and are unaware of and deny having positive traits. The tendency to condemn themselves is overt and prominent to the extent of self punishment, including frequent suicidal ideation or actual attempts. There is obvious defencelessness and open admission of worthlessness. Frustration tolerance is weak with a lack of capacity for coping with stress resulting from personal and situation changes. There is a pronounced inability to plan objectives realistically. Individuals may under aspire or over aspire to goal achievements which lead to actual failure due to their unrealistic standard of self expectation. There is a sense of hopelessness, pessimism, self-doubt and acute depression.  Unfavourable comparison with others often leads to social withdrawal. These people cannot accept responsibility for themselves or for others. Basic self rejection usually results in a critical and condemning attitudes toward others.

3. Goal Lists

a.
Depression
b.
Appearance - neatness
c.
Withdrawal
d.
Ability to clarify "Who I am"
e.
Disorientation to self
f.
Self discipline
g.
Ability to laugh at self

h.
Age appropriate behaviour

i.
Sexual identify

j.
Leadership

k.
Denial of illness
1.
Self concept
a. Goal Sample
a.  
Problem Statement - Client vacillates between feeling "really good or really terrible" about herself.
b.
Method/Technique/Tasks -  (1) Intensive insight therapy, (2) Utilize group situation to focus upon real strengths and weaknesses.
a. Expected Outcome - A more consistent image of self as adequate.   Will report both realistic strengths and limitations.

3.
Parent’s vocation/occupational and Children’s Schooling

2. Rating Scale

a. Description - This area focuses on the person's present employment/vocational role in terms of:

The extent to which it meets his or her financial needs.
The extent the person perceives a definite vocational/social role which others also acknowledge as a unique set of skills, knowledge and abilities.

The individual's degree of satisfaction with present employ or role, 

i.e., Are you working to your level of capacity or above it? 

If unemployed, do you have any job skills or education that could be developed?

Are you working in the home?    

If unemployed ascertain the degree of activity around d job search, What have you done to find a job? 

Are you working two jobs which interfere with family life?
Occupation refers to:  student, homemaker, retired as well as usual occupations.

b. Ratings
#1-High - Person is employed and working at full capacity. Person expresses satisfaction with job, retirement, homemaking, and student role.
#2-Moderate/High - Person is employed. Satisfied with job, not actively seeking for better work, but says,” I wish I could make more." Person is retired, student, homemaker and quite satisfied with self-support but may be seeking supplemental work.
#3-Moderate - Person is employed but expresses dissatisfaction with present job in terms of (a) pay; (b) advancement; (c) hours and/or (d) nature of work. Has fairly stable job history and can get and keep jobs. Is aware of skills, but does not show much activity around changing jobs for self-betterment. Person is moderately happy with homemaker role. Makes little effort to modify the routine. Student puts forth minimal effort - grades are average for his/her ability.
#4-Low/Moderate -Person is unemployed at present, has worked in past, but work history is sporadic. Takes jobs when he or she can get them, but leaves, gets fired, or laid off. Has some skills but in not aware of them. Is retired and has few options for satisfying use of time. Homemaker is dissatisfied with performance -procrastinates tasks, house is untidy and meals are irregular.    Student    is
#5-Low - Person is unemployed. Has no vocational goal. Cannot assess self in terms of future employment. No skills. Is retired and has no satisfying outlets. Homemaker is performing virtually no domestic tasks. Student attends sporadic classes and is receiving failing grades.

3,.Goal Lists
a.
Getting and keeping job skills
b.
Developing salable work skills

c.
Improving satisfaction with work situation

d.
Housekeeping skills
e.
Activities of daily living

f.
Student role - educational
4. Goal Sample
a. Problem Statement - Client considering dropping out of high school. 

b. Method/Technique/Tasks -Joint conference with parents and older brother to discuss family's expectations and concerns.  Continue to meet with guidance counselor, Mr. Jenkins.
c. Expected Outcome - Understand vocational consequences of dropping out of school.
4.
Immediate Family 

2. Rating Scale

a. Description - This scale is intended to assess the ability of family members to provide support and problem solving assistance during crisis as well as on a day-to-day basis.
Where there are two or more family members, the quality of the relationships may vary among the individuals. Rate according to the overall family situation, but use the "Comments" section to specify individual differences.
b. Ratings
#1 -High - Person is able to rely on the family as a unit during times of emotional crisis as well as on a day-to-day basis. Family is usually always able to meet the person's needs and can offer both positive as well as negative feedback in a constructive way.
#2-Moderate/High - Person relies on family members in times of crisis, however, family members are not always able to respond completely or in a consistently constructive way.
#3-Moderate - Person relies on at least two family members and can depend on them in times of need. Person has no real sense that these people would help for extensive periods of time.
#4-Low/Moderate - Person has one family member that he or she can talks to, however, does not rely on them except in extreme cases. Feels family doesn't care about him or her.
#5-Low - Person feels like family is never around when needed - acts as if he or she were not a member of the family. Person depends on non-family members when in trouble.  Person is isolated and does not have a regular support system.

There is also an additional tool immediately below which look at families more systemically rather than just as a grouping of individuals within it.

ASSESSING THE FAMILY AS A UNIT 

Six Dimensions

Task Structure: Who does what within the family system and how often?  Is this what is expected of them by others and by themselves? Are family members satisfied with the tasks they perform, and if not. why not? Are all essential tasks in the family performed adequately, and if not, why not? Are tasks performed cooperatively and in a facilitative interdependent manner? Are tasks performed in a way that is satisfying not only to the person who performs them but other members of the group as well?
Communication Structure: Who communicates with whom, about what, and how often?  Is the communication system in the family sufficiently open so that each member feels informed about what others are thinking, feeling and doing? Are children included in the communication system as appropriate?  Is relevant information brought in from the outside world and communicated to others who would find it useful? What are the established patterns of communication, and are they of such a nature that family members are not only satisfied with the content of the material provided but also with the manner in which it is communicated? Do some messages put particular family members in a double find:  that is, provide inconsistencies in content and affect?

Power Structure: Who makes decisions about what, and how often? What are the decision-making patterns? Are many decisions made by all family members together, or the adults only, or are decisions divided in such a way that some family members are responsible for certain types of decisions and other family members for other types of decisions?  Is decision making tyrannical, such that one family member makes all of them, or are some or all decisions avoided by some or all family members, leading to ambiguity in the carrying out of tasks? Are there opportunities to challenge decisions of others, or is power absolute whether held by one or more than one member of the family unit?

Affectional Structure: Who likes whom, prefers to spend time with whom, and why?  How much time do family members actually spend with each other in dyads, triads, or as a family unit, and what do they do during these times? Do family members enjoy each other's company? Are times set aside for pleasurable activities together? Would family
members prefer to spend more or less time with each other? Are there subgroups among family members that are constructive or destructive?

Integration:   How cohesive are each of the families under study? What are the means by which cohesion is achieved or disrupted?  Is integration so great that members have little individual freedom, or is so lacking that members feel little individual support from others in the family system? How committed are group members to the family as a unit, and is such commitment appropriate to their age. sex and life style?  Is the involvement of family members with each other constructive or destructive to healthy growth and development among all of them?

Adapatability: How interchangeable are the roles among family members? During the temporary absence of a family member can another step in and fill the role requirements appropriately? Are role changes to meet the changing demands of individual development as well as changing social situations? Are creative and innovative solutions found from problems confronting the group? What does the problem solving process look like, how often is it successful, and is it more effective in dealing with some kinds of difficulties than others?  Basically, we are interested in the organization of families.  Each of these aspects of family structure is closely related to all other aspects.  Families will differ in how they function in each dimension.  It is important not to represent differences as representing inadequate functioning.  At the same time it is important to establish a range of patterns in functioning which represents adequate functioning within the context of the culture.

Taken from the Project for Continuing Education In the Human Services The University of Michigan School of Social Work
3. Goal Lists

a    Communication patterns of family members

b. Mutual support of family members

c. Parent role
d. Child role
e. Relationship to brother(s), sister(s), grandparent(s)
f. Cohesiveness of family unit
g. IInterdependence of family members
h. Act more/less responsible for   _____ 
i. Willingness to share more/less with

j. Be more/less tolerant of ______'s behaviour
4. Goal Sample

a. Problem Statement - Parent’s discipline is inconsistent.
b. Method/Technique/Tasks - Help parents identify areas of inconsistency through displaying examples, possible role playing.
Expected Outcome - Parents will reach agreement on limits to be set on son and consistently follow through on them.
5. Intimate Relationships (Parents, children)

1.  Factual Information - Check the category which applies. Indicate "how long" 

in a relationship for in number of years, months, days, for example, Married partnership  for 7 years. In situations where 2 or more categories apply, indicate "how long" and dates (when possible) beneath each category.

2. Rating Scale
Description - Intimate relationship is defined as a "close, familiar, and usually affectionate or loving relationship" which is usually limited to one or a few people. This rating measure the extent to which a person can have such a relationship in which mutual sharing of positive/negative feelings can be shared. Such relationships are often characterized by a sense of openness, honesty and feelings of support. 

Although sexual intimacy may also be an important part of this relationship, the scale is intended to emphasize social or psychological intimacy even where a sexual relationship would not exist, i.e., a close brother-sister relationship, or a close friend.

b.  Ratings
#1-High - Person has intimate contact with a few others and the intimacy is acknowledged by all. There is a strong sense of permanency and future interactions are seen as important to maintain. Relationships are relaxed, open, and mutual understanding exists through honest interaction. Time is spent together by choice and significant moments are treasured.

#2-Moderate/High - Person has intimate contact with (at least) a few others and both share the feeling closeness. The relationship has permanent qualities and though it may be closed in some areas, time is spent together by choice and for extended periods.
#3-Moderate - Person can identify a close relationship in which there is intimacy and an honest sharing of feelings. A sense of permanence has or does exist, at potentially and some time is spent together.

#4-Low/Moderate - Person has or had some marginal intimate relationships that were seen as somewhat supportive. These relationships may be strained but feelings about the other can be discussed and there is a possibility for developing a relationship.
#5-Low - Person has no real intimate contacts with other people, real or fancied. Is closed, defensive and resistant to talking about feelings for others at present or in the past.
3,     Goal Lists
a.
Select and choose friends
b.
Improve relationship with_________

c.
Develop trust and honesty towards________
d.
Appropriate sex role identification

e.
Learn to listen and recognize feelings of ______
f.
Depend more/less on______ for support
g.
Learn to adjust and live with________
h.
Communicate more openly with________

i.
Share common interests with_________

j.
Depend more/less on___________


k.
Resist more/less the influence of________

l.
Develop and keep relationship with________
m.
Marriage, engagement, partnership, move in together, etc

n.
Initiate change in living arrangement – separation

o.
Sexual behaviour
p.
Manipulation of others
q.
Communication
r.
Friendliness
s.
Interest in others

t.
Empathy
u.
Social isolation
v.
Partner role
4. Goal Sample

a.  Problem Statement - Client rarely smiles at or talks with others.
b.  Method/Technique/Tasks - (1) Individual counselling to assess reason for client's behaviour. (2) Socialization group when appropriate.
c.  Expected Outcome - Client will initiate contact with one other potential friend.
6.
RESIDENTIAL 
.

1.   
Living Situation - Indicate where this family lives.

2.
 Rating Scale
a. Description - This area refers to a person's basic shelter needs, how he or she meets those needs and the degree of satisfaction the person expresses about his or her residence, 

i.e., How do you judge your housing situation?  

Is the person concerned about poor housing or is there little awareness that housing is substandard. i.e., If living situation is poor what are you doing to do (if possible) to improve your living situation?  Does your living situation contribute to other problems, or (if the situation is good), does it enable you to do what you want in your home? Is there overcrowding, rent too high, safety hazards, adequate heat and plumbing, lead paint, etc.?
b.
Ratings
#1-High - Living conditions are more than adequate. Owns home or lives in excellent surroundings. Person expresses satisfaction with present living situation and privacy is available at any time. Living situation is stable.

#2-Moderate/High - Living conditions are adequate in terms of size and state of repair, with some degree of privacy, but not entirely satisfactory to the person. Is actively searching for better housing that is affordable. May include a transitional living situation, that is, adequate but temporary.
#3-Moderate - Living conditions are adequate, but need repair or they lack the degree of privacy that would be considered appropriate. Person expresses dissatisfaction, but is not actively looking for alternatives or is complaining about the state of disrepair of an unsafe neighborhood, but does not do anything to correct the situation.

#4-Low/Moderate - Living conditions are below standard, with no activity around improvement, or person is being evicted, not actively searching for other placement. Eviction due to non-payment of rent or other problems is viewed as the landlord's fault. Feels there is not much that can be done about living conditions.
#5-Low - Currently has no place to live, is living in temporary housing, or is living in conditions which require a change due to health problems. There is a definite need to provide alternative housing immediately. Living conditions are unstable.

3.
Goal Lists
a.
Living arrangements
b.
Upkeep of residence
c.
Safety of environment/neighborhood

d.
Satisfaction with residential setting

e.
Adequate utilities - gas, water, electric

f.
Degree of privacy
g.
Adequate living space
h.
Appropriateness of rent
i.
Satisfactory location
j.
Accessibility to community services
4.      Goal Sample
a. Problem Statement - Mother's hip condition makes climbing stairs extremely difficult.

b. Method/Technique/Tasks - Case aid will review with client want-ads and rental agency.
c. Expected Outcome - Client to move to first floor apartment or one with elevator.
 6.
Information on significant Others 

.1 Factual Information - This form should include a listing of all persons who are "significant others" including family members, friends, minister, teachers, employer, neighbors, etc. Other agency personnel may be listed. This can be especially helpful for preparing screening-linking-planning conferences.  This may be in the parent’s lives or the child(ren)’s.  it can also provide leads to help develop wrap around, relief, or other support systems for the clients (children and their parents).
 7.
FINANCIAL
.

1.
 Source of Income - i.e., Ontario Works, employment (2 jobs), works in the home, retirement, disability pension etc..
Rating Scale
a.
Description - This area includes:
The extent to which a person's financial needs are met, i.e., Do you make
enough money to comfortable support yourself?

If unemployed or retired, do you have a source of income? i.e., Are you on Ontario Works, Disability, etc.

How well does the person budget the money which he or she does have?
b. Ratings
#1-High - Person has sufficient source of income and a moderate to extensive savings. Anyone would be willing.to lend him or her $500.00 without any concern. Has excellent credit rating. Has some potential for finding other sources of income if current job is terminated. Budgets income well and is capable of making good investments.

#2-Moderate/High - Person has a good source of income and perhaps some savings or investments to fall back on if income were suddenly discontinued. Has some friends/family or a good credit rating which could be drawn upon if necessary.
#3-Moderate - Person has fixed source of income or a job which permits basic needs to be met, but requires some careful budgeting in order to purchase desired "extras''. Has limited borrowing power from a few friends or other resources. Is generally able to budget funds but would be hard pressed if income were suddenly terminated.
#4-Low/Moderate - Person has income either through public assistance or from a job, but it meets only the most basic needs. Person may or may not be able to meet the stringent budgeting required for living off a fixed income.

#5-Low - Person has no source of income at present. May also owe money on some/several debts. There is no money to cover the coming week's expenses. His or her credit rating is nil and has no one whom he or she could borrow from. Must have immediate assistance in order to cover basic living costs.

3.
goal lists

a.
Budgeting - making a realistic one and keeping to it

b.
Make appropriate use of finances for life situation

c.
Developing and using financial resources

d.
Gambling

e.
Money planning for future needs

f.
Allowance

g.
Comparative shopping for best buys

h.
Banking skills

i.
Proper insurance

j.
Knowledge of fringe benefits

k.
Use of credit cards

1;
Alimony/Child Support

4.      Goal Sample

a.
Problem Statement - Client does not have adequate allowance.

b. Method/Technique/Tasks - (1) Family conference to review family budget and client's financial needs. (2) Consider supplementing allowance through part-time job.

c. Expected Outcome - client will have sufficient money for lunches, school supplies and entertainment.

9. Decision-making/Cognitive Functions .
1. Factual Information - None requested. 

2. Rating Scale
a.
Description - The purpose of this scale is to assess the strategy, process and effectiveness of the person's decision-making and problem solving performance relative to goals and actual outcomes. Emphasis should be focused upon the person's cognitive functioning with less attention paid to emotional factors that are involved in the decision making process.
Areas traditionally assessed in the "Mental Status Exam" are appropriately included here since cognitive functions are essential to decision-making ability. These include: memory, attention span, presence of delusions/hallucinations/ insight, etc. Remember, social workers do not make psychiatric, medical or psychological diagnoses but they can relate to statements by professionals in those fields.  They can also comment directly on observed behaviour.
b. Ratings
#1-High - Individuals are very task oriented and set realistic goals consistent with their ability. They think before they act and show evidence of logical thought process in goals-means-ends relationships and they feel basically secure and self confident as decision makers.
They approach problem-oriented situations with necessary emotional detachment. They appropriately scan the field; collect relevant information, while holding extraneous factors constant; review alternative solutions to the problem; and consider consequences of each alternative before implementing actions. If their choice is incorrect, they shift to more appropriate alternative rather than clinging compulsively to the original one and they accept responsibility for the decisions they make.
#2-High/Moderate - Individuals enjoy a full emotional life but are quite capable of task orientation when making decisions. There is usually no apparent emotional interference with the continuity and logic of thought processes, with the exception of numerous problems occurring simultaneously or when individual problems have severe consequences. Their belief in themselves as decision makers is stable and they more often than not accept the consequences of their decisions even during those infrequent times of acting impulsively. They may consider consequences of alternative solutions before acting but they may choose a particular course prematurely. They usually accept responsibility for their decisions, but sometimes blame the situation on other people for their mistakes. At times feelings may confuse thought processes and they may either temporarily withdraw or rely on others for help in problem- oriented situations

#3-Moderate - Individuals show a blending of task and self-orientation. At times, goal priorities may be in mutual conflict or goals-means relationships may be inconsistent. Nevertheless, they are reasonably capable of making effective decisions most of the time, they collect revellent information, sometimes scanning either too narrowly or broadly; review alternative solutions although sometimes choosing a particular one prematurely. They may consider consequences of alternative solutions before acting but they may choose a particular course prematurely. They usually shift to a more appropriate alternative if actual experience shows the original alternative to be incorrect. They usually accept responsibility for their decisions, but sometimes either blame the situation or other people for their mistakes. At times, feelings may confuse thought processes and they may either temporarily withdraw or rely upon others for help in problem-oriented situations.
#4-Low/Moderate - Individuals are mainly self-preoccupied and are unable to concentrate for a necessary period of time leading to problem solutions. Though processes are scattered, shifting and impulsively arrived at; solutions are implemented without considering alternatives. There is a noticeable degree of compulsive clinging to alternatives in spite of their ineffectiveness in actual experience. They quite desperately will accept advice from others and doubt their own capacity for decision making, their beliefs are often without actual foundation do they frequently think in a fatalistic way that they are incapable of altering situations surrounding them.
#5-Low - Individuals are quite disorganized and reveal an obviously emotional interference with thought processes. They are self-preoccupied, impulsive, inconsistent, and distracted. When faced with a problem-oriented situation, they become frightened and withdrawn and may either seek support and advice from others, or avoid social contact altogether. Solutions to problems are impulsive and later regretted and disowned. Goals are inconsistent and unrealistic and means-goals relationships are inappropriate. Thought processes are scattered with considerable distractiveness and shifting. Beliefs may take the form of compulsions and delusions and, at times, hallucinations may be present. Events taking place in the person's life appear to have no order or purpose and seem to be outside the individual's control.
.3  Goal Lists
a.
Reasoning
b.
Judgment
c.
Orientation to time - attend to present and future rather       than past
d.
Abstraction
e.
Conceptual flexibility
f.
Creative imagination
g.
Accepts responsibility for decisions
h.
Mental status
i.
Choice of dress appropriate to situation
j.
Problem solving
k.
Crisis - decision making
.4 Goal Sample
a.  Problem Statement - Client frequently regretful of decisions he has made.
Method/Technique/Tasks - Help client think of hypothetical situations and consequences of different decisions made in such situations through individual counselling and role-playing.
Expected Outcome - Decisions will be consistent with personal goals and accepts responsibility for decisions made.
10.
Life Philosophy/Goals 
1.   Factual Information

What are your life goals? 

Ask questions such as "What would you like to be doing in 2-5 years from now? What ambitions do you have for yourself? What do you wish to accomplish in your lifetime?" It is valuable to indicate if there are "no" life goals or only one major goal. If such former situations exist indicate by placing "none" on line 1.
2.
Rating Scale
Description - This area examines the extent to which a person has life goals and a system of values. One's beliefs and values assists a person in determining future lifestyle(s), goals and aspirations. The existence of a certain "life philosophy" may have special rituals/taboos or "laws"/guidelines/norms which one consciously followed or ignored, a client's ability to determine the "rightness" or "wrongness" of an idea or action is an indication of an existing value system. The life philosophy goals permit a person to "make sense" out of the world and what does/doesn't happen to him/her. Often a person's "religious or spiritual" beliefs are the basis of a life philosophy and value system. Children will tend to utilize their parent's or significant other's value system or guide their behaviours and attitudes.
b. Ratings
#1-High - A system of values exists that reflects the origins of "right" and "wrong" judgments. This system can be described and is used as a guide for goals and behaviours in ambiguous or ill-defined situations of varying kinds. The person's behaviour reflects actions that are consistent with this value system. The person has set meaningful goals and has achieved them to his or her satisfaction.

#2-Moderate/High - Person is in the process of defining his own value system and goals and recognizes the need for same. Is usually satisfied with knowing "right" from "wrong." Experiences occasional confusion or ambivalence when facing complex situation involving "ethical" issues or decisions which are neither "black" nor "white" but as areas of "grey." May also be confused occasionally about what he or she wants out of life.
#3-Moderate - A hierarchy or degrees of "rightness", wrongness" exists with some things being considered "forbidden." Behaviours are not entirely consistent with these judgments. Person can acknowledge the existence of a value system but it is "imposed" or "inherited" from .others rather than truly integrated and acknowledged as one's own. Goals very often are those set for the sake of others or in response to pressure rather than for self. Most children would fall into this category.

#4-Low/Moderate - Person has a value system, which allows individual actions to be labeled as "right" or "wrong". There is no underlying scheme so that behaviors may not always be consistent. Similar situation often result in unexpected or different reactions. Person has poorly defined life goals and is generally frustrated in his or her attempts to achieve goals.
#5-Low - Has no value scheme that expresses itself in a consistent pattern of behaviour. Actions and decisions seem to follow no "rhyme or reason" and appear to be inconsistent, haphazard, etc. Person appears at times to have "no conscience at all,” and is generally directionless.
.3  Goal Lists

a.
Goal setting - long term/short term

b.
Perspective - objectivity

c.
Respond to one's beliefs and values

d.
Accept beliefs
e.
Change beliefs
f.
Unify beliefs and reduce inconsistencies
g.
Self-oriented in beliefs
h.
Reliability and dependability of values
i.
Learn to live with the reality of death
j.
Acceptance of the values and beliefs of others

k.
Appropriateness of attitudes
1.
Conscience
Lying

4.
 Goal Sample
a.  
Problem Statement - Father has belief that it is all right to punish children by physically hitting them.
b.
Method/Technique/Tasks (1) Individual counselling to explore alternate methods of discipline, and the consequences of hitting his children.
c.
Expected Outcome - Client will accept reality of alternate discipline methods.
11.
Leisure Time Use and Community Involvement .

1   Factual Information

2. Rating Scale
a.
Description
This area refers to how a person uses leisure time and the degree of satisfaction that he or she obtains from it. It can be monitored to the extent the person uses available community resources appropriately and the extent that these are sought out. Community involvement is determined by the extent the person participates in the community outside of his or her home.

Leisure time is any time when the person is not at the place of employment or not occupied with childrearing and/or other housekeeping activities. It would include such things as going to movies, pool hall, hobbies, civic or community involvements, going to the playground, etc. Is a person's leisure time so limited that there is no time for self, significant other or family relationships to develop (in the case of the person who works two jobs) or does a person have too much leisure time (in the case of being unemployed or retired)? i.e., Do you have ample leisure time which helps you function in other life areas or is leisure time a burden, a lonely period, or a real bore? How do you spend your weekends/evenings/vacations? Be sure a person has recently been involved in the activity (within months) not years ago, unless you clearly indicate it only as a past interest, i.e. (only watches TV now, 6 years ago enjoyed bowling, has no other interests).
b.
Ratings
#1-High - Feels comfortable with amount of leisure time.  Realizes the necessity for leisure and uses this time of reconstructive projects, meetings, recreational activities, etc. Regulates leisure time use very well. Does not become over involved. Is quite aware of community resources and actively involves self in several community activities.  Has some sense of responsibility.
#2-Moderate/High - Has definite ideas about how to use leisure time and is aware of the need of it. Expresses satisfaction, but sees room for improvement and actively pursues it. Has knowledge of his or her community and becomes involved in the community on occasion.
#3-Moderate - Recognizes the need for leisure time and has some available. Tends to become over involved on occasion, but does not recognize this as a pattern. Has difficulty in regulating use of leisure time. Only occasionally will the person seek community activities or involvement due to some limited social skill or lack of transportation to community resources/activities.
#4-Low/Moderate - Uses leisure time inappropriately. Is interested in some activities, but in inconsistent in pursuing them. Wants to do something but doesn't know what. Has a talent or interest but cannot bring self to pursue it. Participates in community activities if en outraged but would not initiate it for him/herself. Depends almost totally on others for knowledge of community resources.
#5-Low - Never any time to relax. Never knows what to do with leisure time. Sits and ruminates, feels like nobody cares. Not interested in anything outside of home. May engage in passive activities, i.e., watching television. Has never developed much relative to outside interests or if he or she had, it was in the distant past, totally unaware of potential community resources.
3.  Goal Lists
a.
Use of leisure time
b.
Socializing activities
c.
Withdrawal
d.
Share common interests with


e.
Interests/hobbies
f.
Social/recreational participation
g.
Accept needs/attitudes of others

h.
Consideration or interacting with others
i.
Attachment to community groups
j.
Civic-mindedness
k.
Recreation - need more/less time
1.
Retirement
m.    
Public transportation skills

n.
Knowledge of community resources

o.
Recreation skills - rules of games, etc.
Social isolation
4.
 Goal Sample
a.
Problem Statement - Client complains about "being bored" with life.
b.
Method/Technique/Task - (1) Explore with client past interests and hobbies. (2) Consider psychological testing to uncover latent interests.
c.
Expected Outcome - Client will develop more constructive use of leisure time.
12.
Feeling Management

1.
Factual Information - None Requested.

2 
Rating Scale
a.
Description

The intent of this rating is to measure the person's awareness of feelings and ability to appropriately use and manage feelings in various situations. The way in which a person's defense mechanisms protect him or her against problems in living; the person's ability to regulate impulsive behaviour; the person's ability to control or work through painful feelings, i.e., How comfortable are you with your feelings as well as the ability to accept and value positive feelings.
b.
Ratings
#1-High - Person is aware of feelings and can express them will, and can take, appropriate action to discharge or regulate them. Person can effectively acknowledge and appreciate the value of both negative and positive feelings which can lead the "actualizing" state of living.

#2-Moderate/High - Person can generally express and regulate feelings in all but a few situations. Can discriminate between positive and negative feelings most of the time.

#3-Moderate - Person has an awareness of feelings that can be expressed and behaviour is usually appropriate to the feelings, but mechanisms for working out feelings are sometimes not available.

#4-Low/Moderate - self-corrective and control capacities are limited to survival activities on a physical level. Person is a "victim" of feeling states. Cannot regulate actions in accordance with appropriateness of acts, but responds to feelings in a reactive way. Tends to be able to identify only strong negative feelings, for example, anger.

#5-Low - Has no self-corrective or control capacity and requires structure and control to be imposed upon him or her from others. Has no awareness of feelings that can be expressed. Feelings tend to "erupt" and tend to be quite destructive to the individual or others. Behaviour tends to be incongruent with feelings after in appropriate over/under reactions.

3.  Goal Lists

a.
Awareness of feelings
b.
Expresses emotions more or less appropriately

c.
Appropriately accepts and expresses feelings of:
-anxiety
-anger

-love
-hate

-loneliness
-sadness
-fear

-guilt
-joy
d.
Recognizes mood swings
e.
Recognizes and labels feelings

f.
Inappropriate affect
g. Lack of excess of affect


h. 
Sense of humour

i.   
Temper tantrums
j.   
Avoidance of vulgar language
k.  
Impulse control
1. 
 Acting out
m.    Emotional adjustment
4. Goal Sample

a.  
Problem Statement - Client is embarrassed by expressions of
affection towards her.

b.  
Method/Technique/Task - (1) Individual counselling to understand inability to accept affection. (2) Relationship counselling with client and boy friend. (3) Selected readings and/or movie as examples of mature exchange of affection.
c.
Expected Outcome - client will be able to share and accept affection from others.
13.
Lethality - Self

Note: (1) Training in lethality (suicide) assessment is essential for being able to fill out this category and #13, Lethality - Other.
1.  Factual Information
Date - Check the space indicating how recently the last attempt occurred, i.e., within last month, over a year ago, etc.
Method - Specify the method used in the most recent suicide attempt and determine the degree of lethality.

"“ High lethal method - gun, jumping, hanging, barbiturates, C.O. poisoning, aspirin, car crash.

—   Low lethal method - cutting wrists, over counter pills (excluding aspirin), house gas.
Only the most recent attempt is recorded here.  Where there are multiple attempts, explain dates, methods, outcomes under comments for all but the most recent attempt.
Outcome - Indicate the outcome(s) of the most recent attempt.
Total Number of Suicide Attempts - Indicate a client who has made multiple attempts.

Date of last attempt - Indicate the day and month and year of last attempt.
Comments: (include ideation and threats) - If client has not actually made an attempt but has considered it - "thought about it seriously" or threatened to do so.; Since most everyone has probably had an occasional "thought" or said, in times of frustration, "Maybe I'll end it all", the clinicians need to evaluate the frequency, content and specificity of a plan in ideation and threats. Training is essential.

2.  Rating Scale
a. Description - This scale is intended as a guide to assess the suicide potential of particular individual at the time of assessment. Specific signs (based on the study of completed suicides) are applied to the individual in an effort to predict as accurately as possible whether or not a person is likely to commit suicide. The person should be assessed as to:
Suicide Plan - Person with a well thought out plan including specific time, place, circumstances (i.e., excluding possible rescue) with a readily available high lethal method (gun, jumping, Carbon Monoxide poisoning, barbiturates, hanging, car crash) is a high risk for suicide; i.e., How are you planning to kill yourself? Do you have a gun?  Do you have pills? What kind?  How many?
History of Suicide Attempts - A person who has made previous high lethal attempts or changes plan from low lethal to high lethal is a higher risk than one with history of low lethal or no attempts.
Resources and Communication With Significant Other - Any person with poor coping ability and loss of interpersonal support system or inability to maintain communication with existing resources is a high risk; i.e., Is there anyone you feel
you can turn to when you're really down? Does he/she know that you're feeling like killing yourself?   What is that person's response to your threat, plan, etc.? 

This last question is included because significant others may, in fact, encourage would be attempters by not caring or, in fact, telling them to go ahead.

Age, Sex, Race - Suicidal risk increases with age for white males. More white males than females commit suicide. Among racial minority persons, there are more suicides under the age of forty than among older persons.
~ Martial Status - More divorced, separated, and single persons commit suicide than married persons.

Physical Illness - Presence of physical illness increase suicidal risk.

Drinking and Drug Abuse - Drinking or other drug abuse and accompanying
impulsivity and loss of control increase suicidal risk, especially in the presence of
available high lethal methods.   In addition, use of either legal or illegal drugs
such as barbiturates, sleeping medications, or LSD may also raise impulsivity
and cause loss of control.

Recent Loss - Personal loss or threat of loss such as a spouse, parent, status, money or job increases suicidal risk. In some situations, a job promotion may be perceived as a loss because the individual doesn't any longer feel he or she has the capabilities to handle the situation, or the supports to carry it through.

Unexplained Change in Behaviour - i.e., sudden reckless driving and drinking by a previously careful, non-drinking driver can be an indicator of suicidal danger. Another unexplained behavioral change to look for is the giving away of valued possessions suddenly, making a will, or adding a large life insurance policy.

Isolation - A person who is isolated both emotionally and physically is a greater risk than a non-isolated person. This may sometimes be a sudden and unexplained withdrawal or self-imposed isolation.

Depression - Signs include sleeplessness, early wakening, weight loss, anorexia, sexual dysfunction, crying, agitation, hopelessness; i.e., How is your appetite? do you sleep well? Have you lost weight lately? Depression is not universally present in all high lethal persons.

Critical Life Event - A person experiencing the stress of a life crisis situation who lacks internal/external resources for satisfactory resolution of the crisis is a greater risk of for suicide than. (For example: alleged incest offender after disclosure).

Explicit direct questions must be asked of the person regarding signs if the information is not already available through their assessment data.
b. Ratings
#1-High Functioning - No predictable risk of suicide now. No suicidal ideation, or history of attempts, has satisfactory social support system and is in close contact with significant others.

#2-High Moderate - Low risk of suicide now. Person has suicidal ideation with low lethal method, no history of attempts, recent serious loss, satisfactory social support system.
#3-Moderate - Moderate risks of suicide now. Has suicidal ideation with high lethal method but no plan, or threats. In plan with low lethal method, history of low lethal attempts, i.e., employed female, age 35, divorced, with tumultuous family history.
#4-Low/Moderate - High risk of suicide now. Has current high lethal plan, obtainable means, history of previous .attempts, is unable to communicate with significant other, i.e., female age 50, living alone, with drinking history.

#5-Low- Very high risk of suicide now. Has current high lethal plan with available means, history of suicide attempts, is cut off from resources, i.e., male, over 40, physically ill and depressed, wife threatening divorce, is unemployed.
3. Goal Lists
a. Self-destruction

b. Suicidal thought
c. Suicidal behaviours

d. Mutilation of self
e. Impulse control
4. Goal Sample

a.  
Problem Statement - Mother depressed and talking about suicide.
b.
Method/Technique/Task -(1) Appointment made at crisis clinic. (2) Crisis Clinic to explore with client in individual counselling reasons for attempted suicide and alternate ways of dealing with problem.
c.
Expected Outcome - (1) Client will call Crisis Clinic for help prior to acting out suicidal feelings.  (2) Client will view himself and his life as worthwhile.

14.  Lethality-Other/Potential for hurting others 

(physical abuse, emotional abuse, sexual abuse, spouse abuse.)

Note: (1) Training in lethality assessment is essential to being able to fill out this category as with #12, Lethality - Self.
1.
  Factual Information
2.
 Rating Scale
a. Description - This scale is intended as a guide to assess the homicidal potential or danger of assault of a particular individual at the time of assessment. This category includes child abuse, the following sighs are applied to the potentially homicidal individual:

Homicidal Plan - the person with a high lethal specific plan and available means for homicide is a high risk; Is the person strong enough to fatally injure another, especially a child, if assaulted with a fist or other hand-held instrument.

i.e., 
Do you ever get so angry that you feel like killing? 

How do you plan to do it? 

Do you have a gun? 

History of Homicide, Impulsive Acting Out, or Homicide Attempts 

i.e.,
 Have you ever felt like hurting anyone before? 

Did you carry out your urge to kill/assault someone? 

If so, what happened? Did someone stop you? 

Were you able to stop yourself? 

Do you ever feel like you are losing control of yourself? 

What do you usually do when you feel you are losing control?

Resource and Communications with Significant Others) - Most assaults/child abuse occurs within family units or between/among individuals previously acquainted; 

i.e., 
How do you usually express your anger towards someone close to you? Is there someone you feel you want to get even with? 

Are you open to exploring other more constructive ways of expressing your anger? 

Are you able to have time alone or are you constantly present with your child(ren)?
Drinking/Drug Use-Abuse - A person who drinks frequently plus has a history of impulsive acting out behaviour is a higher risk for homicide or assault than a non-drinker. Drinking and accompanying impulsivity and loss of control through substance use and abuse may also raise homicidal lethality, especially in the presence of available high lethal methods.

Other Criteria - The person who is suicidal is an even higher risk because the consequential effects of homicide would be lacking as a possible deterrent. In the event that homicidal threats or references are made, however trivial they may seem, they should be thoroughly checked out.
b.  Ratings
#1-High Functioning - No predictable risk of assault or homicide how; i.e., no homicidal ideation, urges or history of same, basically satisfactory support system, social drinker only.
#2-High/Moderate - Low risk of assault now; i.e., has occasional assault or homicidal ideation with some urges to kill, no history of impulsive acting out or homicidal attempts, occasional drinking bouts, basically satisfactory social support system.

#3-Moderate Functioning - Moderate risk of assault now, i.e., has frequent homicidal/ideation and urges to kill, but no specific plan, history of impulsive acting out, but no homicide attempts, stormy relationships and much verbal plus occasional physical fighting/abuse with significant others/children.

#5-Low Functioning – Very high risk of assault/homicide now, i.e., has current high lethal plan, available means, history of homicide/assault attempts, impulsive acting out, or child abuse and feels a strong urge to "get even" with a significant other, history of drinking with possibly also high lethal suicide risk.
3.
 Goal Lists
a.
Assaultiveness
b.
Child abuse

c.
Spouse abuse
d.
Homicidal ideation
e.
Impulse control
f.
Rape
.

4.
 Goal Sample
a.  
Problem Statement - Husband reacts to frustrations by beating wife.
b.
Method/Technique/Tasks - (1) Group work to begin dealing with assaultive behaviour. (2) Conduct role plays showing appropriate reactions to frustration. (3) Conduct behaviour modification in order to provide reinforcement for constructive reaction to frustration.
c. Expected Outcome - Develop appropriate alternative outlets for aggression.

15.
Substance Use - Drug and/or Alcohol 

1.   Factual Information
Other Drug Use (include alcohol use) - List here drugs which are not prescribed by a physician. This includes "over-the-counter drugs," commonly abused drugs (heroin, marijuana, barbiturates, aspirin) and includes alcohol (which is definitely a drug).  Drugs may be ingested, sniffed, via needle, smoked.
Type - Indicate the name or type of drug/alcohol, i.e.,
beer, aspirin, LSD, glue sniffing.

Present Use - Past Use - List here the approximate amount used.
Duration - List here the length of time of the drug use, i.e., two years, occasionally over last ten years, daily, when available.
2. Rating Scale
a. Description - This area refers to use of non-prescription drugs of all kinds (heroin, methadone, hallucinogens, amphetamines, barbiturates, tranquilizers, anti-depressants, LSD, alcohol, over-the-counter drugs, etc.)Prescribed drugs which are abused, i.e., taken more often or in larger doses than prescribed should be included here, the emphasis is on the person's ability to responsibly control consumption of drugs (social drinking and prescription diet pills can be examples of responsible controlled consumption). 

When the controls break down, use changes to abuse. Abuse can be measured by how and to what degree it is self destructive, the potential lethality (i.e., alcohol and barbiturates - high lethal combination), 

Comment on the degree to which use interferes with usual everyday functioning or actually prevents the person from functioning, and how the substance is affecting him/her physically, socially, or emotionally.

This area also considers the person's awareness of drug use as a potential problem, current abuse as a problem and the person level of activity around alleviating or changing the self-destructive behaviour.

b.  Ratings
#1-High - Never a problem, all substance use is constructive and controlled or rarely/never uses substances.

#2-High/Moderate - Rarely a problem. Usually drinks or takes drugs within socially acceptable limits or on prescription, but feels a need every now and then to get drunk or high, but only occasionally interferes with his or her social and family network or normal functioning.
#3-Moderate - Some problems. An occasional "drunk" or periodic consistent drug intake, but sporadic and can usually be traced to a precipitating event, i.e., "I got depressed because ..." This person many times denies that continued substance usage will cause problems in his/her life.

#4-Low/Moderate - Frequent problems.  Usually drinks or takes drugs "to get/keep going"; frequently the individual loses control of his/her usage; person goes on binges or has "weekend high." constantly promising to improve. Social and family network weak but intact. Tends to be cyclical. Potential danger not perceived because person is always "starting over." Many times this individual considers his usage other persons fault.
#5-Low - Constant problems.  Currently abusing drug/alcohol to the extent that it has caused a breakdown in social and family network; actual or threatened loss of employment due to absences financial problems.  Person denies problem with abuse, little activity around changing or alleviating the situation, even though situation is perceived as stressful there is an expression of "no hope." Or this individual will acknowledge his substance abuse but unwilling to change it.
3.  Goal Lists

a.
Misuse of: drugs   (narcotics, opiates, aspirin, marijuana, barbiturates, stimulants, inhalants, hallucinogens, other) alcohol, prescribed/non-prescribed drugs/medication

b.
Physical addiction to drugs
4  Goal Sample
a.  
Problem Statement - Client uses drugs (grass,pills) to deal with or avoid feelings.

b.
Method/Technique/Tasks - (1) Client will come for regular (weekly) counselling. (2) Client and counsellor will explore what it means to express feelings. (3) client and counsellor will practice appropriate ways of expressing feelings (anger, etc.) through role play.
c.
Expected Outcome - Client will be able to express his feelings directly to people without the use of drugs.
Note: These goal lists are merely samples and not a definitive list. Therefore, the list is not exhaustive. Since attachments may overlap to some extent, sample can reflect aspects of two or more life areas.

15.
Legal Issues
1.
Factual Information
a. Pending Court Action - Check "Yes" when a client has some involvement with the legal-justice system and where a court hearing/action will be taking place.
b. Indicate dates(tentative date) for court appearances/action. 
c. Use "comments" to explain the situation further.
d. On Probation Check "Yes" if client is on any type of probation and indicate the name of Probation Officer, the name and phone number of the probation officer may be appropriate.
e. "Significant Other Information."  Use "comments" to give
further information, i.e., length and conditions of probation.
f. On Parole - Check "Yes" if client is on parole and name of parole officer. "Significant Other Information," if appropriate, and include phone number, give details of parole under "comments."
g. Conditional Discharge - Check "Yes" if client is on conditional release or discharge from some institution and/or offense/crime.

2. Rating Scale

a. Description - This area focuses on the degree to which the person's current legal involvement is a problem that interferes with everyday functioning and the nature of the legal involvement. On the "degree of involvement" continuum… How do his or her legal problems interfere with…
job possibilities… mental health? … physical health?

Under "kind of involvement" any assaultive behaviour toward others is included as well as differentiation between crimes again person vs. crimes again property or both.

If the arrest and charges are drinking while intoxicate, or include other drug involvement, the degree of substance use needs to be better assessed.

The person's concern or lack of concern for the consequences of his or her actions should be taken into consideration and should be related to a homicidal/suicidal lethality assessment.

Also, a clear picture should be obtained of what charges are pending against the person, and the severity of those charges, i.e., violations, misdemeanors, or felonies.

Divorce action generally does not include a legal problem needing to be identified in this section..

b. Ratings

#1-High - Has never been arrested, convicted or charges with any misdemeanors, or felony or has never been to family court. Is able to retain an attorney if he or she needs one or knows how to obtain one through Legal Aid.

#2-High/Moderate - Has been arrested, convicted or charged with a family (civil) and/or criminal offense once, but has had no subsequent arrests or problems with the law. The person has or knows of an attorney to handle legal problems.

#3-Moderate - Person has been arrested or fined or charged with a criminal offense but did not serve time. May be on probation but accepts responsibility of probation.

#4-Low/Moderate - Person has a history of offenses, has served time/and when on probation/parole goes to probation/parole officer only when he or she feels like it.

#5-Low - Presently has pending charges and is awaiting court hearing or trial. Is currently on probation, parole, or both, and may have to serve time if convicted of present charge.

3.
 Goal Lists
a.
Court-related problems
b.
Probation, parole
c.
Stealing
d.
Truancy
e.
Antisocial behaviour
f. Drug and alcohol-related offenses

g. Non-support claims
h. Child custody matters

i. Delinquency
17.
Agency Use

1. Factual Information --Requests past and present information on the person's ability to contact and constructively use human service agencies.  This may provide some information as to whether crisis is a common occurrence, whether the clients shop for service but may not follow through, or perhaps indicate that clients are motivated to seek help when needed.  The worker should make sure that they can ascertain whether the agency was appropriately responsive so that the client is not necessarily the reason that service may not have been followed through or been unsuccessful.  

A previous referral or service from a Chldren’s Aid Society should not necessarily be seen as a negative sign since many client’s turn to CAS agencies when they realize that they need help and may indeed have had a positive relationship with previous workers.  

2.
Ratios Scale


a. Description - this area refers to the person's ability to' negotiate helping systems in the community in order to obtain his or her goals for service, assessment should consider the individual's degree of knowledge about existing services; 
i.e. 'Do you know where- to get the help you need?"  

His or her ability to contact an agency for help.  

His or her ability to follow through with contacts.
His or her ability to access transportation. to get to agencies..        

The-person's ability to insure that he or she get the services from the agency or goes to a more appropriate agency; i.e., "When you don't get the help you need, what do you usually do?"

Agencies are defined as service clusters that exist in the community or within reachable distance, .e., lawyers, doctors, Ontario Works, counsellings  etc

b. Ratings
#1-High - Always successful.  Has knowledge of agencies and is able to contact the appropriate agency to fill need. Follows through on contacts. Is able to find out about new agencies and use them appropriately, expresses satisfaction with agencies.  Can relate to the agency as a whole.

#2-High/Moderate-Usually successful. Has good knowledge of agencies. Is able to contact agencies and follow through. Usually contacts agencies appropriate to needs. Has had favorable experience with some agencies, but no with others. Does not understand that requests for services may not be appropriate to a particular agency. Feels it depends on the person you contact whether or not you get services.

#3-Moderate - Sometimes successful.  Has fair knowledge or resources and contacts agencies for help, follows through only if agency follows or contacts person after "dropping out/' Feels like he or she doesn't "want to bother anyone with problems.

#4-Low/Moderate - Seldom successful. Has limited knowledge of resources. Has understanding of needs, but cannot select appropriate agency, contacts agencies but does not follow through: "agency shopper."  Feels "nobody really understands" his or her problem.

#5-Low - Never successful. Has no knowledge of existing services. Does not understand own needs or how an agency can meet them Feels no one can help, no one can do anything about his or her problems.

3.
Goal Lists

a.
Knowledge of human service resources
b.
Over/under or appropriate/inappropriate utilization of agencies
c.
Availability to obtain transportation to agencies
d.
Multiple agency user

e.
Revolving door client
f.
Interagency referrals

g. Joint planning for multiple agency involvement, i.e., multiple problem family,


h. Client, work with specialized services personnel.

4.
Goal Sample

a.  Problem Statement - Client has requested service not provided by the agency on 3 occasions with the last month.
b.  Method/Technique/Tasks - (1) Explore with client in individual counselling her perceived need for help and give referral information if requested. (2) Counsellor to give client phone number to call for appropriate assistance.
c.  Expected Outcome - Develop alternative from requesting service inappropriately while satisfactorily meeting client's need for help.

Explanatory Notes for the Proposed Model of Assessment which begins on the following pages of this manual. 

1.
Each section in the accompanying assessment outline shows spots for each family member ‘C’  (for client)  ‘W’ (for the workers opinion and observation) and ‘O’ (for other collaterals who may have solid evidence to support their contentions of where family members are indeed functioning.  It is understood that psychosocial assessments cannot initially be completed fully in all of the seventeen areas.  As subsequent recordings are done areas can be filled into the base assessment, as more knowledge becomes known.  As a result treatment plans can also be modified as needed.   

Crises or mental health problems arise from disturbances in one or more of the life functioning areas. Rating clients in these diverse areas provides judgment in a sufficiently comprehensive way so that specific service goals can be identified.  The accompanying manual provides some guideposts by which each section may then be viewed and compared with the actual client so that the worker can make preliminary determinations about whether or not to see that as a strength area upon which other needs may be supported or conversely whether the person’s functioning may indeed require a focus of intervention in the subsequent treatment or service contract 

2.
In order to ensure that the safety needs of children are identified the findings from Safety Assessments and Risk Assessment need to be included prior to any formulation of a summary statements or case planning. 

See 18. Findings from the Child Safety Assessment and other Risk Assessment    Tools

Please ensure that the identified child(ren) at risk are provided emphasis in this assessment.  Please ensure that the others in the family who are significant in the strengthening or the continuation of the risk to the children are also assessed as much as possible in all areas.  

4.
It is understood that sometimes information is not available and as such it can be reported as such.  Subsequent assessments at later recording periods can provide this information if possible when more is known and the collaborative relationship is potentially stronger with the family and the assigned worker.

3. Refer to sections in this manual for the completion of the diagnostic statement and the resulting treatment plan or Service Contract beginning on page 8. 

INTAKE TRANSFER /FAMILY SERVICES/DIFFERENTIAL RESPONSE RECORDING
*** (Attach copies of all contacts preceding this recording.) ***

PART I
CASE NAME:  \

FILE #:  \





PSY #:  .001

PERIOD COVERED:  \

HOUSEHOLD:  A. All Adults by Name and Date of Birth



  B. All Children by Name and Date of Birth  

               (Fill in Genogram Form using Manual-optional)
\

REASON FOR CURRENT SERVICE: (To be filled out by Family Services Social Worker, or person receiving the file through Differential Response)
\

REASON FOR SERVICE AT TIME OF INTAKE TRANSFER: (To be filled out by Intake Social Worker)
\

WORKER ACTIVITY PRIOR TO PRESENT RECORDING:
\

SIGNIFICANT EVENTS: (Since previous recording)
\

PSYCHOSOCIAL ASSESSMENT
SOCIAL WORKER'S NAME:  \

ASSESSMENT DATE:  \

_______________________________________________________________________________
RATING SCALE

* To be filled out in each section for each family member.

F U N C T I O N I N G

1           2             3            4            5

High    High/Moderate   Moderate     Low/Moderate    Low

(W = worker;    C = client;    O = other)

_____________________________________________________________________
A.
LIFE FUNCTIONS

1.
Physical Health - Medical Information (include relevant items; eg: illnesses, surgery).

COMMENTS:
\



NAME 
NAME 
NAME 
NAME


\
\
\
\



W   C   O
W   C   O
W   C   O
W   C   O


\
\
\
\

2.
Self-Acceptance/Self-Esteem
COMMENTS:
\



NAME
NAME
NAME
NAME


\
\
\
\



W   C   O
W   C   O
W   C   O
W   C   O


\
\
\
\


3.
Parent's Vocation/Occupational (Both parents if relevant)
Employed:  \

Student:  \

Other:  \

Employer:  \

Name:  \

Job Title (Functional):  \

Address:  \

How Long?  \

Phone Number:  \

Unemployed - How Long?  \

(Optional) Education/Training:  \

COMMENTS:
\



NAME

NAME


\

\



W   C   O

W   C   O


\

\

Children's Schooling: Grades, attendance, needs, performance, etc. for all children in family. 
COMMENTS:
\



NAME
NAME
NAME
NAME


\
\
\
\



W   C   O
W   C   O
W   C   O
W   C   O


\
\
\
\

4.
Immediate Family - Give Family Assessment from Model in Manual.  Add Parental social history as it relates to present functioning and parenting skills.  Include history of abuse and maltreatment. 
COMMENTS:
Task Structure:  \

Communication Structure: \

Power Structure: \

Affectional Structure:  \

Integration:   \

Adaptability:  \
Parental social history  \






W   C   O





\

5.
Intimate Relationships - (Include Marital Status)
Never Married:  \
Married:  \
Widowed:  \

Divorced:  \
Separated:  \
Living Together: \

How Long?  \

COMMENTS:
\



NAME
NAME
NAME
NAME


\
\
\
\



W   C   O
W   C   O
W   C   O
W   C   O


\
\
\
\


6.
Residential - Housing and Household Composition
COMMENTS:
\






W   C   O





\


7.
Significant Others in the Family's/Individual's Support Systems.  (Friends, Extended Family, etc.) Use Agency Form for Ecogram. 
COMMENTS:
\






W   C   O





\


8.
Financial
Source of Income:  \

COMMENTS:
\






W   C   O





\


9.
Decision Making/Cognitive Functions - Include non-affective mental health issues and behaviour management practices.
COMMENTS:
\



NAME

NAME


\

\



W   C   O

W   C   O


\

\


10.
Life Philosophy/Goals
COMMENTS:
\



NAME

NAME 



\

\



W   C   O

W   C   O


\

\


11.
Leisure Time/Community Involvement
COMMENTS:
\



NAME
NAME
NAME
NAME


\
\
\
\



W   C   O
W   C   O
W   C   O
W   C   O


\
\
\
\


12.
Feeling Management - Include affective mental health issues of family members and emotional care shown towards children. 
COMMENTS:
\



NAME
NAME
NAME
NAME


\
\
\
\



W   C   O
W   C   O
W   C   O
W   C   O


\
\
\
\

B.
SIGNALS OF DISTRESS

13.
Lethality/Self - History of Self-Injury
Date:  \

Method:  \

Outcome:  \

_\_ within last month
_\_ Medical Treatment Only
_\_ within last 6 months
_\_ Hospital Intensive Care
_\_ within last year
_\_ Hospital Psychiatric
_\_ over 1 year ago
_\_ Out-patient Follow-up



_\_ No Treatment
Total number of suicide attempts:  \

Date of last attempt:  \

COMMENTS:  (Include ideation and threats)
\



NAME
NAME
NAME
NAME


\
\
\
\



W   C   O
W   C   O
W   C   O
W   C   O


\
\
\
\


14.
Lethality/Other - History of Violence or Threats including child abuse to any other family members or outside individuals by any family member. Include all incidents of domestic violence and police involvement. 
COMMENTS:
\



NAME
NAME
NAME
NAME


\
\
\
\



W   C   O
W   C   O
W   C   O
W   C   O


\
\
\
\

15.
Substance Use - Drug and/or Alcohol

Other Drug Use (include alcohol use) - Refer to assessment information package in appendix to manual.
	
TYPE
	PRESENT USE
	PAST USE
	DURATION

	\
	\
	\
	\

	\
	\
	\
	\

	\
	\
	\
	\

	\
	\
	\
	\


COMMENTS:
\



NAME
NAME
NAME
NAME


\
\
\
\



W   C   O
W   C   O
W   C   O
W   C   O


\
\
\
\


16.
Legal
a. Pending Criminal Court Action
Yes:  \
No:  \

When?  \

b. On Probation
Yes:  \
No:  \

Probation Officer:  \

c. On Parole
Yes:  \
No:  \

Parole Officer:  \

d. Conditional Discharge
Yes:  \
No:  \

e. Family Court
Yes:  \
No:  \

COMMENTS:
\



NAME
NAME
NAME
NAME


\
\
\
\



W   C   O
W   C   O
W   C   O
W   C   O


\
\
\
\


17.
Previous Agency Use by clients.  Where?  With Whom?  Why?  Degree of Success?  (Include relevant historical information from review of FACS file, as well as contacts with other agencies).
Previous Contacts:
\

COMMENTS:
\






W   C   O





\


18.
Add material or inserts from the Safety Assessment and/or Risk Assessment model indicating areas of concern which are required to be in the plan of service outlined below. 
C.
ADDITIONAL INFORMATION
Religion (Optional):  \

Ethnic Cultural Background (Optional):  \

First Nation Ancestory:  Yes:  \
No:  \

Treaty Status:  \

Band Name and Number:  \

Eligibility for Status:  \

D.
DIAGNOSTIC ASSESSMENT STATEMENT
\

COMMENTS:
\

(Social) Worker:
____________________________          

Date:

____________________
Manager/Supervisor:
______________________________         

Date:

____________________
See next page for Service Contract/proposed Teatment Plan (by Intake worker)

SERVICE CONTRACT/PROPOSED TREATMENT PLAN
NAME:   \

CASE MANAGER:   \


(Agency worker involved directly in contract)
CODES:

1.
Physical
10.  Life Philosophy


2.
Self-Acceptance
11.  Leisure Time


3.
Vocational
12.  Feeling Management


4.
Immediate Family
13.  Lethality (self)


5.
Intimate Relationship(s)
14.  Lethality (other)


6.
Residential
15.  Substance Use


7. 
Significant Others
16.  Legal


8.
Financial
17.  Agency Use

9.
Decision Making
18.  From Child Safety and/or Risk A.                         

(Goals must have a child risk perspective and include all areas of concerns outlined in (#18) above. 

CODE:  \
DATE:  \

PROBLEM STATEMENT:  \

METHOD/TECHNIQUE/TASKS:  \

EXPECTED OUTCOME:  \

GOAL ACHIEVED:  \

CODE:  \
DATE:  \

PROBLEM STATEMENT:  \

METHOD/TECHNIQUE/TASKS:  \

EXPECTED OUTCOME:  \

GOAL ACHIEVED:  \

CODE:  \
DATE:  \

PROBLEM STATEMENT:  \

METHOD/TECHNIQUE/TASKS:  \

EXPECTED OUTCOME:  \

GOAL ACHIEVED:  \

CODE:  \
DATE:  \

PROBLEM STATEMENT:  \

METHOD/TECHNIQUE/TASKS:  \

EXPECTED OUTCOME:  \

GOAL ACHIEVED:  \

CODE:  \
DATE:  \

PROBLEM STATEMENT:  \

METHOD/TECHNIQUE/TASKS:  \

EXPECTED OUTCOME:  \

GOAL ACHIEVED:  \


**  Service Contract should be compatible with Plans of Care

when children are in care. ** 

______________________________________
(Social) Worker's Signature
______________________________________
Client's Signature (Where appropriate parent and/orchild)
Client Self-Assessment Worksheet
Date_________________


Name:
____________________
1. Physical Health



Comments
How is your health?
Excellent Good Fair Poor Very Poor
2.      Self-Acceptance/Self-Esteem
How do you feel about yourself as a person?
Comments:
Excellent/ Good/ Fair/ Poor/ Very Poor
3.      Vocational/Occupational
(Includes student & homemaker)
How would you judge your work/school situation?
Comments:
Excellent Good Fair Poor Very Poor
4.      Immediate Family
How are your relationships with your family and/or spouse?
Comments:
Excellent Good Fair Poor

5.      Intimate Relationship(s)
Is there anyone you feel really close to and can rely on?
Comments:
Excellent Good Fair Poor Very Poor
6.      Residential
How do you judge your housing situation?
Comments:
Excellent Good Fair Poor Very Poor
7.      Financial
How do you describe your financial situation? Comments:
Excellent Good Fair Poor Very Poor 
8. Cognitive Decision-Making

How satisfied are you with your ability to make
life decisions?
Comments:
Always Very Satisfied Almost Always Satisfied Occasionally Dissatisfied Almost Always Dissatisfied Always Very Dissatisfied
9.      Life Philosophy
How satisfied are you with how your life goals are working for you?
Comments:
Always Very Satisfied Almost Always Satisfied Occasionally Dissatisfied Almost Always Dissatisfied Always Very Dissatisfied
10.    Leisure Time/Community Involvement
How satisfied are you with your use of free time?
Comments:
Always Very Satisfied Almost Always Satisfied Occasionally Dissatisfied Almost Always Dissatisfied Always Very Dissatisfied
11.    Feeling Management
How comfortable are you with your feelings?
Always Very Comfortable Almost Always Comfortable Occasionally Uncomfortable Almost Always Uncomfortable Always Very Uncomfortable
Comments:

12.    Lethality (self)
Is there any current risk of suicide for you?
No Predictable Risk of Suicide Now


Low Risk of Suicide Now
#

Moderate Risk of Suicide Now
High Risk of Suicide Now


Very High Risk of Suicide Now


Comments:
13. Lethality (other)
Is there any risk that you might physically harm someone?
No Predictable Risk of Assault Now Low Risk of Assault Now Moderate Risk of Assault Now High Risk of Assault Now Very High Risk of Assault Now
Comments:
15.    Substance Use (Drug and/or Alcohol) Does use of drugs/alcohol interfere with performing your responsibilities?
Never Interferes Rarely Interferes Sometimes Interferes Frequently Interferes Constantly Interferes
Comments:
16.    Legal

What is your tendency to get in trouble
with the law?
Comments:
No Tendency                    



Slight Tendency               



Moderate Tendency         



Great Tendency               



Very Great Tendency      



17.    Agency Use
How successful are you with getting help from agencies (or doctors) when you need it?
Comments:
Always Successful Usually Successful Moderately Successful Seldom Successful Never Successful
18.    Risk to your children
How do you think risk to your children can be reduced?

What do you think that you might do to help your children?

Do you think that you are a risk to your children at this time?

Comments:
Always Successful Usually Successful Moderately Successful Seldom Successful Never Successful
ANY ADDITIONAL COMMENTS?
THE  I.O.F. FAMILY STRESS TEST

(This can be found in booklet form from the Independent Order of Foresters 

and is designed for clients to look at their families. It can also be used as a guide

for the types of questions which may elicit dialogue from families) 

Instructions:

Write a number between one and ten to the left of each statement below based on this scale:

To what DEGREE is each of the statements LIKE or UNLIKE your family?

Very much UNLIKE    12345678910    Very much   

       my family






LIKE my family

Enter one NUMBER in the blank to the left of each statement. Make certain you use LOW numbers to describe statements which are unlike your family, and HIGH numbers to describe statements like your family.

THE TEST:

---There are quite a few things we just don't talk about in our family.

---Our family takes a long time to adjust when problems or big changes happen.

---Arguments sometimes happen for no good reason in our family.

---When someone in our family gets angry, it seems to last for a long time.

---It’s sometimes hard to solve family disagreements because no one will compromise.

---Our family might be better of if alcohol was used more wisely.

---When it comes to family leisure time, it’s hard to find something that everyone wants to do together.

---Tempers can flare up easily in our family.

---Sometimes   in our family, people may agree to something and then act like they don’t really mean it.

---When we have family arguments, it seems somebody tries to win in an all-or-nothing way.

---People take a long time to get over fights or disagreements in our family.

---Quite often the child(ren) in my family seem to have more influence over what happens than their parent(s).

---My child(ren) don't show me (or my spouse) the proper amount of respect.

---In our family, there are a lot of strict rules about how things should be done.

---My child(ren) often take advantage when you try to be easy-going with them.

---People in our family don't seem to do their share of the household chores without a lot of reminders.

---We don't openly show appreciation for each other very often in our family.

---Before you know it, a small disagreement can become blown out of proportion in our family.

---Sometimes people in our family listen to, but don't really hear, what another family member is trying to say.

---Sometimes in our family talking about a problem just seems to make it worse.

If we tried harder to understand each other, we could   be happier in our family.

---It's sometimes hard to know what other family members are thinking or feeling about important family issues.

---Sometimes when we reach a family decision, we end up making a decision that nobody supports very much.

---People's nerves get on edge in our family for no good reason.

----TOTAL:

FAMILY STRESS THERMOMETER 

COOL ZONE
24 TO 71

If your family is in the "cool" zone, then your family is showing fewer signs of stress than most.

Building on your strengths (items where you scored 1-3), and if there is an item where you scored five or above, try to think of one or two things that you could do to improve your family’s score.

WARM ZONE
73 to 108

If your family is in the "warm" zone, then your family is just about as stressful as the average Canadian family. Some stress is inevitable and you should not be overly concerned.

Instead, building on your strengths (items where you scored 1-3). Also, choose one item where you scored five or above and try to think of one or two things that you could do to improve your family's score.

HOT ZONE
109 to 240

If your family is in the "hot" zone, then your family is showing more signs of stress than the typical Canadian family.

If your score is "hot” now   -- but would usually be less high focus on getting back to the "cooler" times as soon as possible.

Build on the strengths your family has, and see what you can practically do to reduce one or two of your family's higher scoring items.

� Much of this material on contracting and goal-setting was taken from work produced at the Halton CAS and from previous articles by the American Humane Society
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