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Abstract
This study utilized the strength-based components of the Child and Adolescent Needs and
Strengths (CANS) assessment as a basis for creating the Treatment Fidelity Indicator
(TFI). With a particular focus on strengths, this study initiated the development of a
measure to assist agencies in recognizing whether each of the 19 strength-based
dimensions were found in the case record. Seven cases were evaluated using two raters.
Reliability was examined using the Cohen’s kappa and memoing of the process. The
growing expectations placed on agencies to provide proven treatment strategies and the
limitations of resources available are challenges for quality conscious organizations.
Increasing emphasis to integrate individual and family strengths into the assessment
process to improve treatment outcomes has been encouraged (Lyons, Uziel-Miller, Reyes
& Sokol, 2000). TFI is being developed to build upon the successes of CANS and extend
its functionality to include measuring the fidelity of treatment delivery.
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Introduction
Surgeon General David Satcher stated as part of his foreword address in his report
for the Conference on Children’s Mental Health: A National Action Agenda (U.S. Public
Health Service, 2000),
Growing numbers of children are suffering needlessly because their
emotional, behavioral, and developmental needs are not being met by
those very institutions which were explicitly created to take care of them.
It is time that we as a Nation took seriously the task of preventing mental
health problems and treating mental illnesses in youth, (p. 3)
Since Knitzers’ book, “Unclaimed Children ” in 1982, services to children and
adolescents have made significant strides through best practices research and systems of
care initiatives. We still need concerted efforts to develop proven assessment methods
and integrated programming that serve to further the research base for youth who are
severely emotionally disturbed.
The function of a comprehensive assessment is to help make decisions about an
individual’s treatment needs, which is essential for the delivery of quality treatment
services (Salvia & Ysseldyke, 1995). Some strength-based assessments, like the CANS
(Lyons & Sokol, 2000), were created as a communication tool to enhance collaboration
between families and professionals. CANS is an emerging favorite among family
advocate groups due to its strength-based qualities, ease of application, and inclusion of
the family (D. A. Sliefert, Personal Communication during state-level Alaska Youth
Initiative (AYI) providers meeting, April 9,2001). Lyons and Sokol (2000) state that
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having “...a good assessment provides information about service planning and
communicates to the larger system of care about the needs and strengths of children and
families.” Identifying individual and family strengths in the assessment and treatment
planning process is crucial to the delivery of effective treatment. The State of Alaska
Division of Mental Health and Developmental Disabilities put CANS, a strength-based
tool, into practice July 2001 (D. A. Sliefert, Personal Communication during regional
AYI providers training on CANS, July 10,2001) for its AYI program, which serves the
most severely emotionally disturbed youth in the state, to better determine what level of
care a youth requires. The implementation, at the state level, of a strength-based approach
to assessment that will provide programs, agencies, and families with useful information,
is encouraging.
The purpose of this study is to create an indicator of assessment, TFI, based on
CANS to enhance the efficacy of treatment services provided by small, communitybased, wraparound programs in a timely, cost-effective approach. We designed TFI to
better define dimensions rated by CANS and to provide useful information to agencies on
how to assess their treatment services to children and their families.
Community Overview
City andBorough o f Sitka
Located along the Pacific Ocean, this mountainous island community hosts a
diverse population that pays homage to past Russian presence and a rich Native
influence. Sitka’s catchment area for its community mental health grant consists of
Baranof Island, which has an estimated population of 8835 people (U.S. Census, 2000).
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Two communities contain almost all the population; Port Alexander consists of
approximately 80 individuals while the bulk of the remainder live in the City of Sitka.
Alaska Natives represent 20.8% of the population and Caucasians 68.5%; the remaining
10% are Asian, Hawaiian, Pacific Islander, or other minority (U.S. Census, 2000).
There are seven public schools located in the community and, according to the
Department of Community and Economic Development (DCED) (2000), 1615 students
attend preschool through 12th grade. Approximately 26% of the district’s students are
Native, which includes 330 students at Mt. Edgecumbe High School, a state boarding
school with a student body largely of Native descent. The district has an estimated
teacher-to-student ratio of 1:15 and a dropout rate of 4% for grades 9-12 (DCED, 2000).
Sitka is an isolated community, but accessible by airplane or water transportation
(i.e., state ferry system). While the economy in Alaska overall has mirrored national
growth, Sitka’s economy has not demonstrated commensurate progress (Alaska
Department of Labor, 1999).
Mental Health Resources in the Community
Sitka offers myriad social services, though there are few choices regarding mental
health, medical, or other specialized services. There are two clinics in town that provide
community mental health and emergency mental health services: Islands Counseling
Services and Mt. Edgecumbe Hospital’s Haa Toowoo Naakw Hit psychiatric clinic.
Besides these clinics there are a practicing clinical social worker, a psychologist, and a
neuropsychologist who provide outpatient mental health services on a fee-for-service
basis. Two agencies provide residential and community-based services for children and
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youth. Islands Counseling Services provides community-based wraparound services and
outpatient care, while Sitka Youth Advocates provides residential and assessment
services to Sitka and Southeast Alaska region.
Program Overview o f Alaska Youth Initiative
This study is a collaborative effort between the local community mental health
agency and this researcher. AYI incorporates the “wraparound philosophy” (VanDenBerg
and Grealish, 1996) by providing mental health services to children, youth, and their
families within the Sitka community. AYI was created in response to the Alaska State
Department of Education (DOE) and Health and Human Social Services (DHSS), who
recognized that an increasing number of emotionally disturbed children and adolescents
were being sent out of the state at considerable expense, then returning with questionable
results, while taking them away from their families and community of origin
(VanDenBerg, 1999). Through one of the first grants given in 1984 from the National
Institute of Mental Health’s (NIMH) Child and Adolescent Service System Program
(CASSP), the State of Alaska was able to fund efforts over a five-year period to establish
a system of care for children, the AYI program. While the State of Alaska was not in a
position to fund new, innovative programs that required a large amount of front-end
costs, it was fortunate to have the NIMH grant that enabled them to create a program
designed to end out-of-state placements (VanDenBerg, 1988).
In 1985, the growing concern for improving treatment outcomes for its most
intensive youth prompted the state to seek consultation from Kaleidoscope (VanDenBerg,
1999), which helped lead to the formation of the AYI program. The AYI philosophy
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(Division of Mental Health and Developmental Disabilities, 1998) was to develop a plan
to meet all of a child's mental health needs, from the most basic to the most sophisticated.
This method of providing individualized services has proven successful for many
agencies within the state (VanDenBerg & Grealish, 1996). The plan was developed with
input from youth, families, natural supports, and key individuals who knew the young
people best. The goals identified for the treatment related to the AYI philosophy of
maintaining youth in their home community to improve their quality of life and their
ability to function within the community.
The children’s program of Island Counseling Services provides services to
qualified individuals up to 21 years of age who meet the State of Alaska’s criteria for
children and youth who are severely emotionally disturbed. The services provided by the
children’s program of Islands Counseling Services are based on the wraparound
philosophy that came through the AYI program that VanDenBerg helped create
(VanDenBerg, 1989). It is through the wraparound philosophy that AYI received its
direction in how the state provides services to its most challenging youngsters with
diagnoses of severe emotional disturbances.
Mental health rehabilitative services available to individuals and their families
include case management, individual and/or group skill development, family skill
development, and crisis intervention. Clinic-based services available to children include
individual, group, and family therapy. The 18-member staff working in the children’s
program consists of four coordinators who facilitate the wraparound process with the
treatment teams, four case managers who assist the coordinators with complex case
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support, and eight skills trainers who work one-on-one or in small groups in the home,
school, or community settings teaching social, life, and need-specific skills. The
remaining two staff members are administrative workers.
Individualized treatment teams utilize rehabilitative services offered by the
program, though categorically set up by the State of Alaska to manage overall funding for
child services. Parents, the child, the therapist, school representatives, and others who
have the child’s best interests at heart (which may include pastor, probation officer,
Division of Family and Youth Services worker, etc.) make up the treatment team. After
the team is formed, they work together to create a treatment plan based on the
individual’s (and family’s) strengths and areas of need. The agency receives
reimbursement funding from Medicaid, a blend of state and federally matched funds, by
careful documentation of services rendered.
Due to lack of general funding for children’s programs like this one, most
agencies must generate significant Medicaid funds to remain viable from year to year.
While it is essential to have good documentation of records, many small agencies do not
have adequate time or personnel to do an effective job. Situations like this can easily
translate into economic debits when funds that the agency generated through services to
clients were not appropriately written or checked. Many agencies find this out too late,
when the state’s annual quality assurance auditors visit them to go through their records.
When agencies do not document effectively they lose money since the state asks them to
pay back funds previously paid to them through Medicaid. Smaller agencies in general do
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not possess the necessary capital funds to withstand significant financial loss, which in
the end only hurts the community and individuals they serve.
Literature Review
The failure to identify children with severe emotional disturbances in the
community, and reactionary service models that are fragmented, categorical, and
inflexible to consumer needs, have only added to poor outcomes and a decreased level of
trust from school and community agencies, as well as families (Lloyd & Kauffman,
1995). Not addressing children's needs in a comprehensive preventive manner is like
putting one’s finger in a hole in a dike, knowing it will only be a matter of time until the
water breaks through and a crisis erupts. Early identification and appropriate diagnosis of
disorders is critical in prevention and the effective use of resources to create a lasting,
long-term impact. Building strategically-placed irrigation canals to prevent water from
rising above the village’s banks is likened to creating policies that do not encourage the
use of proven community-based, cost-effective, individualized treatment options
(VanDenBerg & Grealish, 1996).
Wraparound
In his training seminar, Schick (1995) describes “wraparound” as a way to
arrange and individualize supports and services necessary to meet the unique needs of a
child and his or her family while providing a means to achieve it. The process is based in
the community and addresses a child’s and family's needs while utilizing their strengths
to overcome difficulties whenever possible. VanDenBerg (1999) simplifies the
wraparound process when he states, “If the needs of a child and family are met, it is
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likely that they will have a good or at least an improved life.” This straightforward
philosophy is what the wraparound approach is about, simplistically, because as long as
the focus remains on the individual’s and family’s needs and how they can attain them,
the likelihood of success is bright.
Children and adolescents with severe emotional disturbances require effective,
flexible, and individualized services that are responsive to their changing needs, such as
what the wraparound approach has provided and which is considered an essential
component in a system of care (Bruns, Burchard, & Yoe, 1995; Burchard & Clarke,
1990; Katz-Leavy, Lourie, Stroul, & Zeigler-Dendy, 1992; Lourie, 1994). The term
“wraparound” was created to describe the manner in which services are wrapped around
an individual. Likened to the making of a cinnamon roll, where the dough is spread, all
the ingredients are added, and wrapped together to make it ready for the oven, so it is
with wraparound. Services are identified as they fit the individual’s needs, then “wrapped
around” a client to create a plan of care (Bruns, Burchard, & Yoe, 1995; Burchard &
Clarke, 1990). Wraparound is not a program or type of service; it is a philosophy and
process of developing individualized care plans that draws upon the resources in the
community and are tailored to the specific needs of youths and their families
(VanDenBerg & Grealish, 1996).
History. According to VanDenBerg (1998), who provides the history of
wraparound in the 1998 series of Promising Practices in Children’s Mental Health, the
approach came to the United States by way of the Chicago Kaleidoscope program that
was developed by Karl Dennis. Kaleidoscope conception began with the work of
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Canadian service provider John Brown, who developed the Brownsdale programs as an
alternative to the inhumane and ineffective larger institutions that housed SED youth,
where he created group homes. His success was based upon the premise of
“unconditional care” and being flexible in providing programs that work with youth.
Some years later, Karl Dennis helped create the Kaleidoscope program, founded on
similar principles as the Brownsdale programs, and found that placement of youth outside
their home could be diverted with intensive community support. The AYI project soon
followed, thanks to one of its first-ever grants through the Child and Adolescent Service
System Program (CASSP) founded by Dr. Ira Lourie, and provided another example of
wraparound services that had a positive impact. AYI and its wraparound approach has
been a significant project that received national recognition, as it was the first statewide
service delivery system for children (VanDenBerg & Minton, 1987). Later this
wraparound process was named “the legs of CASSP,” as its similar tenets were highly
compatible to that of the wraparound manner of delivering services to SED children and
their families (Lourie & Katz-Leavy, 1987; Stroul & Friedman, 1986).
The success of these early pioneers in children’s services helped generate new,
innovative research on behalf of SED children and youth. A 1998 survey that evaluated
the use of wraparound services found that all but a few states were using wraparound
services to serve almost 100,000 children with SED (Faw, 1998; VanDenBerg, 1998).
AYI has been applauded and viewed throughout the nation as a leading example of how
to provide services to youth (Schick 1995). These state accolades have been

18
overshadowed for the past several years as other national programs received funding to
develop new and improved ways of providing services to high-needs children and youth.
Definition, values, and essential elements. Clarifying wraparound’s definitions
and its values is important to discuss because there are numerous misinterpretations and
misapplied theories in practice called “wraparound,” (Malysiak, 1996; Bums & Goldman
1999). An essential component of wraparound and one that must be integrated throughout
the process is the identification and use of strengths on behalf of children and their
families during the assessment and in the delivery of services (Lyons, Uziel-Miller,
Reyes & Sokol, 2000). Participants in a wraparound focus group met at Duke University,
April 29 to May 1,1998, and included John D. Burchard, Barbara J. Bums, Hewitt B.
Clark, Richard T. Clarke, Rosie Cooper, Karl Dennis, Lucille Eber, Michael H. Epstein,
Leyla Faw, Sybil K. Goldman, Mary Grealish, Bruce Kamradt, Ira S. Lourie, Linda T.
Maultby, Tessie B. Schweitzer, and John VanDenBerg. These leading experts in the field
of wraparound, systems of care, and children’s services came together to achieve a
consensus on the definition, values, essential elements, and requirements for
implementation of wraparound. The Duke University gathering proposed the definition of
wraparound (Bums & Goldman, 1999):
Wraparound is a philosophy of care that includes a definable
planning process involving the child and family that results in a
unique set of community services and natural supports individualized
for that child and family to achieve a positive set of outcomes, (p. 13)
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They went on to define the “values” inherent to the wraparound process (Bums &
Goldman, 1999);
An ecological perspective guides wraparound. This means that
development occurs in the context of interactions between the child
and his/her environment. To increase healthy functioning, environmental
forces, including the family, the community, and the service system,
must support the strengths of the child and family. Values include voice
and choice for the child and family, compassion, flexibility, and the core
values of the system of care. (p. 13-14)
The wraparound leaders at the Duke University meeting identified 10 essential
elements of wraparound that Bums & Goldman (1999) recorded:
1. Wraparound must be based in the community.
2. Services and supports must be individualized, built on strengths, and
meet the needs of children and families across life domains to promote
success, safety, and permanence in home, school, and community.
3. The process must be culturally competent, building on the unique
values, preferences, and strengths of children and families, and their
communities.
4. Families must be full and active partners in every level of the
wraparound process.
5. The wraparound approach must be a team-driven process involving the
family, child, natural supports, agencies, and community services working
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together to develop, implement, and evaluate the individualized service
plan.
6. Wraparound child and family teams must have adequate, flexible
approaches, and flexible funding.
7. Wraparound plans must include a balance of formal services and
informal community and family resources.
8. An unconditional commitment to serve children and families is
essential.
9. The plan should be developed and implemented based on an
interagency, community-based collaborative process.
10. Outcomes must be determined and measured for the system, for the
program, and for the individual child and family, (p. 14)
Having a clear vision of the theories and practices of the wraparound approach is
paramount for good outcomes and quality, and effective treatment for individual children,
youth and their families (Bums & Goldman, 1999). As the discussion continues and more
programs and organizations recognize the need for a common starting point, it should be
the start of a new era for the wraparound approach and its effectiveness of services to
children and their families.
Wraparound research. Some programs that have offered insight into the use of a
wraparound approach are “Project Wraparound” in Vermont, where children at risk for
out-of-home placement were identified and services “wrapped” around them (Burchard &
Clarke, 1990), and Wisconsin-based “Wraparound Milwaukee,” which has drawn
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accolades for its significant cost savings and improved clinical outcome data as to the
efficacy of wraparound services (Goldman & Faw, 1999). A growing body of research
suggests that instituting wraparound services within a system of care produce an
appropriate, cost-effective end result with superior quality (Clarke, Schaefer, Burchard &
Welkowitz, 1992; Lourie & Katz-Leavy 1992; Meyers, 1994; Stroul, 1993).
Other studies (Donnelly, 1994; Rosen, Heckman, Carro, & Burchard, 1994;
Santarcangelo, 1994) suggest that youths who received wraparound services felt involved
in the process and that they were treated unconditionally, and they appeared more
satisfied with services they received, which was associated with a decrease in problem
behaviors. Another study demonstrates that critical elements of the wraparound process
can be observed reliably during treatment planning meetings (Epstein et al., 1998).
Fidelity o f Treatment
There is a need for proven instruments that utilize strength-based components and
can effectively measure service delivery systems in wraparound-styled programs. The
few tools developed in recent years that I am aware of that focus on wraparound
programming are lengthy, intensive assessments that require specialized interviewers and
significant project funds. Though these tools may provide a broad and detailed
perspective, they lack the every-day utility that is needed by providers. Only when an
objective instrument evaluates the service planning process can the quality and efficacy
of the services delivered be objectively analyzed according to the treatment of care
principles.
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When an instrument is used to assess how well an agency identifies and plans
services, the fidelity of the services delivered can be objectively evaluated (Dennis,
VanDenBerg, & Burchard, 1992; VanDenBerg, 1999; VanDenBerg & Grealish, 1996).
Friedman and Bums (1996) state:
The key to effective treatment within a system is not simply the
presence or even the quality or effectiveness of individualized
components, rather it is the ability of the system, in partnership with
the child and family, to develop and implement genuinely individualized
and responsive service plans. ...Unless a program theory reflects this, it is
not accurately reflecting the theory of a system of care, and unless an
evaluation measures the extent to which this is being done, there is no
way of determining if a system of care has really implemented the
principles, values, and practices emphasized in its theory, (p. 129)
Multisystemic therapy (MST) (Henggeler & Bourduin, 1990; Henggeler, et al.,
1998) is a model best-practice program that has a proven record of accomplishment
working with children and youth with antisocial behavior and other intensive treatment
disorders. Henggeler and colleagues (et al., 1997) identified a link between low fidelity
and poor outcomes, which indicates that a well-structured treatment model eliminates the
chance of dire treatment outcomes. MST integrates fidelity measures every six weeks
into treatment and has demonstrated high inter-rater and test-retest reliability.
While both wraparound and MST have developed fidelity measures, MST
structures its measures the same for all MST sites versus wraparound, which implements
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various forms of measurement tools that vary from site to site. This is a glaring flaw that
wraparound practitioners must confront in order to develop programs that are proven
effective and can be duplicated elsewhere.
MST has many similarities to wraparound: individualized, community-based care
that is family focused, culturally sensitive, and utilizes natural supports (Stroul &
Friedman, 1986). Bums and colleagues (et al., 2000) noted differences between these two
accepted approaches that relate to:
(a) short-term but intensive treatment (MST) versus an unconditional
commitment to provide services and supports as long as they are needed
(wraparound); (b) the use of specified clinical interventions in MST versus
the use of any intervention that the team determines has the best chance to
meet the needs of the child and family for wraparound; (c) the extent of
required training and supervision; and (d) the status of the research base
for each intervention, (p. 3-4)
The two approaches are very similar in philosophy but differ significantly with
respect to implementation, documentation, and programming. It is evident that each can
learn from the other, but, clearly, research-driven programming that can develop good
fidelity measures will help improve treatment to high need children, youth and their
families.
Systems o f Care
Fifteen years ago, Stroul and Friedman (1986) discussed the need for an improved
and organized system of care that would help correct the poor decisions made in the past
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because of fragmented, non-collaborative service delivery systems for children. The use
of the wraparound approach in Alaska was just getting started, while other projects would
soon evolve during the 1980s that would help generate new, innovative ideas that would
change the way services are delivered to SED children and youth.
In their annual report to Congress in 1998 (U.S. Department of Health and Human
Services), the Comprehensive Community Mental Health Services For Children and
Their Families program identified three tenets to identify a system of care model:
(1) mental health services are driven by the needs and preferences of the
child and family, (2) services are community-based, their management is
built on multiagency collaborations; and (3) the services offered, the
agencies participating, and the programs generated to meet the mental
health needs of the children are both responsive and sensitive to the
cultural context and other characteristics of the population being served.
(p. 2)
Funding seems to be a consistent concern when creating systems of care (Dollard,
Evans, Lubrecht & Schaeffer, 1994), as does the need to provide evaluation and
assessment information to state and federal policy-makers who hold the purse strings for
state and local agencies that serve SED children and youth. This necessity is fueled by the
need for improved, family-friendly assessment methods that will enhance connections
between families and professionals and provide equitable data for policyholders.
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Severely Emotionally Disturbed
Definition. Two main definitions were used in this study to describe an individual
with a “serious emotional disturbance.” The first is a general definition used by federal
organizations, which is used widely in much of the research, while the second is the
definition used by the State of Alaska in defining eligibility for individuals to receive
mental health rehabilitative services. The Surgeon General’s report to Congress (US
Department of Health and Social Services, 1999) informs that:
The term serious emotional disturbance refers to a diagnosed mental
health problem that substantially disrupts a child’s ability to function
socially, academically, and emotionally. ...The term is used in a variety of
Federal statutes in reference to children fitting that description and does
not signify any particular diagnosis per se; rather, it is a legal term that
triggers a host of mandated services to meet the needs of these children.
(p. 172)
The State of Alaska’s Division of Mental Health and Developmental Disabilities
(DMHDD) is responsible for overseeing the appropriate use of mental health
rehabilitative services. According to DMHDD’s (1998) providers manual, a child who
meets the following criteria in 7 AAC 043.1990(78) and 7 ACC 043.471 (Alaska
Administrative Code, 2000) qualifies for SED rehabilitative services and is defined as:
Severely emotionally disturbed child: a) under 21; b) exhibits severe
disabilities that disrupt educational or developmental progress; c)
disruption to family and interpersonal relationships; d) may be at risk of
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out-of-home placement; e) disability is not solely intellectual, physical, or
sensory; f) has interagency team.
These definitions provide a guideline in how an individual may be described,
though in order to get a complete picture of who the youth is and what his/her strengths
and challenges are, one must take the time to get to know him/her, which can take months
or longer. To comprehend the unique characteristics of individuals that meet the criteria
for SED, we must look further into the increasing body of research that has been
collected over the years.
Prevalence. The occurrence of mental health disorders in adults is well
documented, with research on behalf of children and youth receiving noticeably less
coverage. More recent estimates regarding the number of children and youth with a
serious emotional disturbance is approximated between 6 and 9 million (Friedman, KatzLeavy, Manderscheid, & Sondheimer, 1996; Lavigne, et al., 1996), which accounts for
about 11 percent (9-13 percent) of all children meeting SED criteria (Friedman, KatzLeavy, Manderscheid, & Sondheimer, 1996; Friedman, Katz-Leavy, Manderscheid, &
Sondheimer, 1998).
In a Methodology for Epidemiology of Mental Disorders in Children and
Adolescents (MECA) study performed by Shaffer, et al. (1996), using the Diagnostic
Interview Schedule for Children (DISC) version, it was estimated that 21 percent of
children in the United States between the ages 9 and 17 had a diagnosable mental or
addictive disorder. When additional diagnostic criteria was used to determine the
presence of “significant functional impairment” the percentage dropped to 11 percent,
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which identifies about 4 million children and youth who suffer from a major mental
illness and require some form of assistance.
Characteristics. The Office of Special Education Programs (OSEP) (1994) reports
that the identification rate for students with an emotional disturbance has remained stable
at approximately 0.9% since 1976, when OSEP began collecting the data (Oswald &
Coutinho, 1995). Most children with severe emotional disturbance are likely to be male,
African-American, and on welfare, and are typically over-represented. They will either
live with one parent, or be in a foster-care setting or similar placement (Cullinan, Epstein,
& Sabomie, 1992; Marder, 1992; Wagner, 1995). The U.S. Department of Education
(1994) stated that identification rates are lower for girls and young women among those
identified with an emotional disturbance. Females are under-represented, which is due in
part to developmental differences in the ways females manifest and express anger and
other emotions (Zahn-Waxler, 1993). Most students with emotional disturbance are
identified in their mid teen years, although problems are noticeable at an early age
(Knitzer, 1996; Marder, 1992).
SED children may have an enormous amount of complicated and diverse mental
health disorders, from conduct disorder to schizophrenia (Fomess, Kavale, King, &
Kasari, 1994; Mattison & Felix, 1997). Culturally relevant and responsive techniques can
both increase the efficacy of primary prevention efforts (Comer, 1996) and target
preferred strategies (Zins, Coyne, & Ponti, 1988). It is always the hope of the optimistic
parents or provider that all SED individuals can and will lead positive lives by learning
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how to function as part of their home, community, and school settings (Hoagwood,
Kelleher, Feil, Comer 1998).
Considering that 11% of the nation’s youth meet SED-defining criteria, and that
the vast array of intensive services serve only a small portion of this percentage, it
becomes increasingly evident that proven methods must guide how services are delivered
in the future. For example, approximately 1-2% of children in Sitka receive communitybased, wraparound services, leaving 9-10% without assistance. This gross under
identification leads to under-serving the population of students in need and requires our
attention in order to create effective and appropriate systems of care (Kutash & Rivera,
1996). If we are to improve the quality of life for these children as well as our
communities and society, then we must formulate alliances with other agencies serving
children to build collaborative service systems and put behind us the fragmented service
delivery models that cause more stress on individuals, families, and professionals (Stroul
& Friedman, 1986).
Multicultural Considerations
Due to Sitka’s significant minority population, with 21% Alaska Natives and 10%
coming from Asian, Hawaiian, or Pacific Islander background (U.S. Census, 2000), it is
important to consider cultural implications for this study. For service providers to be
effective in working with minorities or people of color, they must be able to recognize the
complexities of each culture and its abundant resources (Benjamin, 1993; Cross, Bazron,
Dennis, & Isaacs, 1989). Culturally competent programs recognize the importance of
understanding where youth and their families fit into the community or culture, and adapt
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their services to the individual’s and family’s strengths (Benjamin & Isaacs-Shockley,
1996). The more the cultural community can be engaged in the treatment of individuals
and their respective families, usually the more positive the outcomes can be.
The family unit has been one of the hallmarks of Native social structure, but this
strong use of family decreased over time to the point of losing family identity when
compared to ancestral, tightly controlled family rules (Dana, 1993). The family’s
perception of mental health services is a varied and complex issue that seems to work for
or against long-standing perceptions. Historically, broken agreements between Natives
and Anglo-Americans in the past sometimes make it difficult to build trust between
providers, children, and families within the increasingly diverse community in which we
live (Lockhart, 1981).
Strengths-Based Assessments
Deficit-based instruments have been long used in evaluating problem behaviors in
children, while strengths-based tools have been widely under-utilized. Strengths-based
instruments have generally been used informally, and the need for effective, proven tools
was not recognized until the late 1990s. This recent formalization of legitimate strengthbased instruments has brought positive accolades from parent advocate groups who
believe that by using strength-based instruments, families will be viewed in a more
realistic, positive light versus focusing on their dysfunctions (Stroul & Friedman, 1994).
Other groups that have vocalized their preference in using strengths-based instruments
are wraparound programs (VanDenBerg & Grealish, 1996) and the U. S. Department of
Education (1994). Many adolescents and their families have managed to survive
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extremely difficult situations, which provides evidence of their strengths and capabilities.
The supposition of strength-based approaches is that humans have the capacity to learn,
grow, and adapt, even while experiencing difficult circumstances (Early & GlenMaye,
2000). Instituting an integrated strength-based approach in the treatment and education of
SED children and families, who, historically, have been ostracized, would likely affect
the manner in which society views them. As Krai (1989) stated in his paper:
If we ask people to look for deficits, they will usually find them, and their
view of the situation will be colored by this. If we ask people to look for
successes, they will usually find it, and their view of the situation will be
colored by this, (p.32)
The search for strength-based instruments best fits the wraparound philosophy of
focusing on the strengths of the individual, family, and systems, and gained significant
support in education and mental health fields (Dunst, Trivette, & Deal, 1994). However,
there remain only a few strength-based instruments that have been used with the SED
population. The Behavioral and Emotional Rating Scale (BERS), created by Michael
Epstein of University of Nebraska, is comprehensive with good reliability scales (Epstein
& Sharma, 1998). Other models of interest are the Measuring the Integrity of Systems of
Care (MISC), University of California at Santa Barbara (Flam-Decker, Woodbridge, &
Furlong, 1998), and the Wraparound Fidelity Index, University of Vermont (Burchard &
Ermold, 2000). Both these models are similar in the way they attempt to measure
wraparound fidelity and promising practices through intensive interviews with providers.
The CANS (Lyons & Sokol, 2000) was chosen over these for its combination of
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questions and elements that include both the client and system strengths and areas of
need. While it is highly adaptable for different or changing organizational needs, it is
easy to implement and record and it has outcome data on its viability (Lyons, 1998).
Increasing emphasis has been placed on the identification and use of strengths in
the treatment process (assessment, interventions, etc.) in organizations that serve children
and their families (Lyons, Uziel-Miller, Reyes & Sokol, 2000). The basis of utilizing
strength-based assessment is overshadowed by several widely used instruments available
today, such as the Children’s Behavior Checklist (Achenbach, 1991), Behavior Rating
Profile (Brown & Hammill, 1990), Behavior Problem Checklist (Quay & Peterson,
1987), and the Child and Adolescent Functional Assessment Scale (CAFAS) (Hodges,
1997). These instruments - though proven and beneficial in their use - can lead the
helping professionals (i.e., social services and education) who write treatment or
educational plans to focus on the diagnoses, problems, and deficits that might label the
child and his or her family. Epstein and colleagues (et al., 2000) referred to the kind of
focused attention on deficits and dysfunction that limits the professional’s ability to view
the valued resources and abilities that a child and family possess. The use of strengthsbased assessments has received considerable support in the many disciplines that work
with children and families. Areas in the fields of mental health (Lourie, Katz-Leavy, &
Stroul, 1996), social services, and child welfare (Saleeby, 1992), family services (Dunst,
Trivette, & Deal, 1994) and education (Nelson & Pearson, 1991) have identified a desire
to use strengths-based assessments.
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A mandated requirement of education is to "consider" the strengths of the child
and the concerns of the parent assessment in describing individual education plans,
referred to in the Individuals with Disabilities in Education Act of 1997 (U. S.
Department of Education, 1997). The field of education has taken on this challenge, and
it is hoped that it will help create a paradigm shift from the usual way in which education
works with SED children and their families. Epstein and Sharma (1998) define strengthbased assessment as:
...measurement of those emotional and behavioral skills, competencies,
and characteristics that create a sense of personal accomplishment;
contribute to satisfying relationships with family members, peers and
adults; enhance one’s ability to deal with adversity and stress; and
promote one’s personal, social, and academic development, (p. 3)
The strength-based assessment is based upon four important assumptions
identified by Rudolph and Epstein (2000):
1. Every child, regardless of his or her personal and family situation has
strengths that are unique to the individual.
2. Children are influenced and motivated by the way significant people in
their lives respond to them.
3. Rather than viewing a child who does not demonstrate strength as
deficient, it is assumed that the child has not had the opportunity to learn,
develop and master the skill.
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4. When treatment and service planning are based upon strengths rather
than deficits and pathologies, children and families are more likely to
become involved in the therapeutic process and to use their strengths and
resources, (p. 207-208)
There are inherent challenges in developing strength-based measures since the
theories that underlie this approach are still in their formative stages, but large strides
have been made in recent years. The Behavioral and Emotional Rating Scale (BERS)
(Epstein and Sharma, 1998) and CANS (Lyons & Sokol, 2000) are two strength-based
measures that have gained increased popularity and use over the past few years. They
have been tested, and provided positive outcomes when compared to some of the more
widely used instruments. Many organizations, counties, and states have opted to use
CANS, either separately or along with other instruments.
Childand Adolescent Needs and Strengths (Appendix A). The creation of CANS
has been a welcome relief to the surplus of deficit-based assessments on the market
(Epstein, 1999). It has helped providers of children and youth programs assess individual
children and their family’s situation in a strength-based approach, while identifying
significant areas of need in a timely and cost-effective manner (Lyons, 1998). Most
assessment instruments tend to be narrowly focused on problems and deficits of an
individual and his/her family, yet are effective in identifying an individual’s problems,
pathologies, or deficits (Friedman, Leone, & Friedman, 1999; Hamiss, Epstein, Ryser, &
Pearson, 1999). The deficit focus of assessing individuals appears to fall short when used
in programs that profess a family-centered approach that concentrates its attention on the
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unique talents, skills and, unmet needs of the child and family (Olson, Whitbeck, &
Robinson, 1991).
The information in this section on CANS comes mostly from training manuals
created by Lyons and Sokol (2000). CANS is an information integration tool designed to
support individual case planning and the planning and evaluation of service systems. It
was adapted from Dr. Lyons’ previous work in psychiatric and residential treatment
decision-making for expensive mental health service interventions (Lyons, Mintzer,
Kisiel, & Shallcross, 1998). Many individuals collaborated in the development of CANS,
as well as other versions for mental health, developmental disabilities, juvenile justice,
child welfare, early development (ages 0-3), and children and youth with issues of sexual
development. It is made up of a series of locally constructed decision support or
information integration tools and provides a framework for communication. The Buddin
Praed Foundation holds the copyright to make sure it remains “free domain,” so that
those who work with children, adolescents, and their families might have access to its
use.
The CANS tool is designed to be used either as a prospective information
integration tool for decision support during the planning of services or as a retrospective
decision support tool based on the review of existing information for use in the design of
high quality systems of services. This flexibility allows for a variety of innovative
applications. As a retrospective decision support tool, CANS provides an assessment of
the child in care and the functioning of the current system in relation to the needs and
strengths of the child and family. It clearly points out service gaps in the system. This
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information can then be used to design and develop a community-based system of care
that is appropriate for children, youth, and their families. A retrospective review of
prospectively completed CANS allows for a form of measurement audit to facilitate the
reliability and accuracy of information (Lyons, Yeh, Leon, Uziel-Miller & Tracy, 2001).
When used in a retrospective review of cases, it is designed to give an overall profile of
the system of services and the gaps, not an overall score of the current system.
Dr. Lyons has been the major contributor to implementing CANS, and adapted it
from his previous work, Child Severity of Psychiatric Illness (CSPI) (Lyons, 1998), and
his pilot study work, Child and Adolescent Strengths Assessment (Lyons, Kisiel, West,
1997). These assessments have much in common with CANS, except for the strengths
components that rate the family or caregiver strengths and needs, as well as a systems
monitoring component (Lyons, Uziel-Miller, Reyes, Sokol, 2000). CANS has proven to
be a reliable, flexible, multidimensional communication tool that enhances participant
interaction (Lyons, 1998). Its modular design makes it a highly adaptable tool that can be
tailored to meet the needs of a particular program. Most of the research that provides
CANS its reliability comes from CSPI, which shows CANS to be a reliable and valid
instrument (Lyons, 1998).
Dr. Lyons conducted a study of 95 adolescents in residential placements. He had
the primary therapist complete the acuity scale (subscale making up one-half of the
CSPI), which focused on characteristics of the child that changed in response to an
intervention. The severity scale is the other one-half (subscale) of the CSPI, and has been
used to predict appropriateness of placement in residential treatment centers or less
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restrictive, community-based programs (Lyons, Chester, Shallcross, & Kisiel, 1996). The
strength of this measurement approach has been that it is valid and easy to use, yet
provides comprehensive information regarding the clinical status of the child or youth.
The CANS builds on the methodological approach of the CSPI, but expands the
tool to include a broader conceptualization of needs and adds an assessment of strengths
of the child and the family (Lyons, Uziel-Miller, Reyes & Sokol, 2000). It is a tool
developed to assist in the management and planning of services to children and
adolescents and their families, with the primary objectives of permanency, safety, and
improved quality of life. CANS is designed for use at two levels: (1) for the individual
child and family and (2) for the system of care. CANS provides a structured profile or
“picture” of a child and family along a set of dimensions relevant to service planning and
decision-making. Also, CANS provides information regarding the child and family's
service needs for use during planning and/or quality assurance monitoring. Due to its
modular design, the tool can be adapted for local applications without jeopardizing its
psychometric properties.
Organizations use CANS as a quality assurance or monitoring device. A review of
the case record in light of the CANS tool will provide information as to the
appropriateness of the individual’s plan of care and whether the goals and outcomes are
achieved. The dimensions and objective anchors used in CANS were developed by focus
groups with a variety of participants, including families, family advocates, and
representatives of the provider community, case workers, and state staff, who helped
determine the anchor points. Other pilot studies demonstrated that the CSPI is an accurate
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measure of an individual’s mental health needs and provided positive information
regarding the determination of level of care management required for children (Lyons,
Kisiel, & West, 1997).
CANS is a very adaptable tool due to its modular design and can be readily
altered without changing the integrity of the scales (Lyons, 1998). The version that will
be used in this study is unique since it was modified by a group of parents and
professionals in Allegheny County, Pennsylvania, with the direction of Dr. Lyons and Dr.
Mary Beth Rautkis. I received permission to use the Allegheny County version of CANS
from Dr. Lyons and Dr. Rautkis (2000), who works as an evaluation coordinator for
Community Connections for Families of the Allegheny County Department of Human
Services County. Dr. Lyons assured me that even though this adapted version uses
slightly different language that is more family-friendly, it would not affect the integrity of
the assessment. Dr. Rautkis helped facilitate the process with Dr. Lyons in creating the
modified CANS tool. The involvement of invested families and professionals, kindly
referred to as the “think tank,” and the toned-down language offered in their adaptation of
CANS has resulted in consumer ownership of the process. They met regularly with Dr.
Lyons to ensure the integrity of the scale was not affected. Given more time and funds, it
is recommended that organizations adapt versions of CANS specific to the region and
culture where they live and receive services. The involvement of consumers in the
process that contributed to creating a family-friendly tool is the main reason it was
chosen for this study.
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As a result of the “think tank’s” work, the Allegheny County CANS
administration form resulted a series of questions that cover seven broad areas (functional
status, mental health, risk behaviors, substance abuse, criminal behavior, caregiver needs
and strengths, and child strengths). Each life domain or topic areas consists of seven
dimensions: (1) functional status (development, health, relationship with parents, peer
experiences, family functioning, sexual development, school), (2) mental health
(adjustment to trauma, anger control, antisocial behavior, attention deficit/impulse
control, depression/anxiety, oppositional behavior, psychosis, consistency across
situations, consistency of problems), (3) risk behaviors (danger to self, danger to others,
runaway, social behavior), (4) substance abuse (alcohol and drug use, duration of alcohol
and drug use, stage of recovery), (5) criminal and_delinquent behavior (seriousness of
criminal behavior, sexually abusive behavior, environmental cues), (6) caregiver needs
and strengths (physical/behavioral health, supervision, involvement with care,
knowledge, management, resources, housing, resourcefulness); and (7) strengths (family,
interpersonal, relationship experience, service experience, educational, vocational, well
being, creativity, spiritual/religious, community life, resiliency). Each dimension’s rating
is typically based on the prior 30 days. Dr. Lyons stated that lengthening the time span
for a retrospective audit would not affect the integrity of the results as long as all the
assessments utilize the same criteria (D. A. Sliefert, Personal Communication during state
AYI providers meeting, April 30,2001). Each of the dimensions is rated on a 4-point
scale upon review of case files. Even though each dimension has a numerical ranking, the
CANS information integration tool is designed to give a profile or picture of the needs
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and strengths of the child and family. It is not designed to "add up" all of the "scores" of
the dimensions for an overall score rating, though some organizations have used it in
such a manner as an experimental approach (results for this type of usage are unavailable
at this time). The State of Alaska has attempted to add up the numbers of several AYI
youth and results have yet to create significant results (D. A. Sliefert, Personal
Communication during state AYI providers meeting, May 14,2001).
The basic design of the ratings is: ‘0’ reflects no evidence; a rating o f ‘1’ reflects
a mild degree of the dimension; a rating o f ‘2’ reflects a moderate degree; and a rating of
‘3’ reflects a severe degree of the dimension. Another way to conceptualize these ratings
is: ‘O’ indicates no need for action, ‘ 1’ indicates a need for watchful waiting to see
whether action is warranted (i.e., flag for monitoring and/or prevention), ‘2’ indicates a
need for action, and ‘3’ indicates the need for either immediate or intensive action. The
rating of "U* for unknown should be considered a need until further information is made
available to complete the profile or picture of the needs and strengths of the child and
his/her family. “U” should be used only in circumstances in which any further
information is unattainable. It is considered an item for “immediate action” to find the
missing information in order to have a complete profile of the strengths and needs of the
child and family.
The last two clusters of dimensions, Caregiver Capacity and Strengths, are rated
in the reverse logical manner to maintain consistency across the measure, i.e., a rating of
“0” is seen as a positive strength. The following is the conceptualization used for the
strengths-based dimensions: 'O' indicates a strength on which to build, T indicates an
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opportunity for strength development and use in planning, '2' indicates a need for strength
development, and a rating o f '3' indicates a need for significant strength identification
and/or creation. For all strength dimensions, a low rating is positive. Additionally, the
comment section is used to clarify information related to the dimension or to add to the
information base that is stated in the case record.
Correlation data between the Child Severity of Psychiatric Illness and its
subscales, the severity and acuity scales have reported encouraging correlations between
both subscale categories and the Child Behavior Checklist (Achenbach, 1985) and the
Child and Adolescent Functional Assessment Scale (Hodges, 1992). Thus, although these
subscales are information-integration tools, they are associated with other common
measures of psychopathology among children and adolescents (Lyons, 1998). Other
related scores come from Dr. Mary Beth Rautkis of the Allegheny County Department of
Human Services County, who conducted a study where she correlated the CANS with the
Child and Adolescent Functional Assessment Scale (CAFAS) (Hodges, 1997) for 35
youth at baseline. She found preliminary evidence to suggest that for this group of
children, a high level of needs associates with poorer functioning, as well as a significant
correlation between CANS and CAFAS.
A growing number of community and state organizations throughout the nation
are using CANS assessment in conjunction with one or more additional assessments that
provides them with a comprehensive picture of functioning. This appears to be good
rationale for expanding the usefulness of CANS by using the TFI to increase the depth of
information that can be of benefit.
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Methods for Developing a Treatment Fidelity Measure
Purpose
This study entails using the strength-based components of the CANS assessment
tool as a basis for creating the TFI to measure the fidelity of treatment services provided
to children (and their families) who are SED in the community mental health program.
TFI is being developed to build upon the successes of CANS and to expand the work of
Dr. Lyons by extending CANS functionality, to include measuring the fidelity of
treatment delivery. With a particular focus on the child’s and family’s strengths, this
study developed a measure that could assist agencies in determining whether each of the
19 strength-based dimensions were found in the case record.
The CANS version that was used in this study is unique since it was modified by
a group of parents and professionals in Allegheny County, Pennsylvania, with the
direction of Drs. Lyons and Rautkis. Consumer input helped develop a friendlier
language and a few other adjustments added to the ease of its use, so it was chosen over
the original CANS version. Permission was granted to use the Allegheny County version,
and Dr. Lyons reiterated that even though this adapted version uses slightly different
language than the original CANS, it is family-friendly and will not affect the integrity of
the assessment.
While CANS provides a good base of data for case record audit, TFI (Appendix
A) provides more detailed information regarding the fidelity of treatment services
provided by an agency. This study is the first phase of a two-phase project. Because of
resource limitations, this initial study focused solely on the strengths dimensions of the
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child and family. There is a need for the remaining CANS domains to be developed in the
future.
Two volunteer coders rated case files and calculations were tabulated using kappa
statistics. Kappa statistics are easily calculated and are appropriate for testing whether
agreement exceeds levels of chance by raters. Cohen’s kappa (1960) is commonly used to
compare the level of agreement between two raters against that which might be expected
by chance when rating the same task. Landis and Koch (1977) indicate the degree of
agreement that exists when kappa is found to be in various ranges: < = 0 Poor, 0 - 0.2
Slight, 0.2 - 0.4 Fair, 0.4 - 0.6 Moderate, 0.6 - 0.8 Substantial, 0.8 -1 Almost perfect.
This range of kappas was a helpful guide to assess the level of agreement for each case
file.
The study focused on two of the five sections of CANS, which are the strengths
sections, totaling 19 questions. Each of these sections has questions devoted to general
areas of functionality (CANS dimensions). The utility of CANS provided a good working
base of assessment information that help identify the strengths and needs of the children
and families for whom it was intended, but it does not provide detailed information about
the quality of treatment given. Another motivation for the study was that smaller agencies
face time constraints and funding issues, and at times these concerns can affect the
amount of attention given to maintaining quality operations. It is the hope of this study
that TFI can be adapted to benefit providers through its assessment of fidelity indicators,
and indirectly to the children and families they serve.
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Treatment Fidelity Indicator (Appendix A)
TFI is a flexible tool that is used either in treatment planning or as a retrospective
audit. In this study, TFI was created to complement CANS, and developed through a
retrospective audit that aimed to successfully measure the fidelity of strength-based
treatment services provided by mental health professionals. It measures providers’ ability
to appropriately include and document key dimensions that Dr. Lyons formulated with
CANS.
After using CANS to audit an AYI case file, I determined that the tool was easy to
complete but fell short of providing detailed information that can be helpful to mental
health providers performing retrospective audits. Numerous communications with Dr.
Lyons, creator of CANS, and other professionals throughout the nation who use CANS,
indicated that a tool that complemented CANS could provide detailed feedback about
treatment fidelity. A few agencies already utilize other tools to enhance the usefulness of
CANS. Hence, we created TFI in an attempt to improve monitoring of treatment services
in a timely, inexpensive manner.
TFI provides a simple, quick method for agencies to monitor the quality of
services they provide, while providing guidance in areas where improvement is needed.
This study focused on creating a TFI to measure how well each CANS (Appendix B)
dimension (of strengths) was represented (included or excluded) in the case record of the
agency.
Definitions of the CANS dimension are provided following the dimension. The
definitions provide the rater with base information in which to consider each question as
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it relates to the definition. The first dimension, physical and behavioral health, in the
family and/or caregiver section, provides an example of how to score TFI to assist the
rater.
Each dimension of CANS is to be rated either “mostly” (present most of the time
in the record), “partially” (present part of the time), “not at all” (seldom or never
present), or “n/a” (not applicable). Questions 13 and 14 may not apply since they relate to
the educational system and vocational experience of a youth. If a child is out of school,
he or she must circle “n/a” for question 13 and, if the child is not employed or in a
vocational program, then “n/a” must be circled. Likert scale ratings were chosen to
simplify the rater’s decision-making process by scoring each question in columns A, B
and C and comparing to each CANS dimension. TFI rating is completed after all three
questions are answered. For example, the rater uses the first CANS dimension of
“physical/behavioral health” and asks the question from column A: Was the dimension
identified in the comprehensive or functional assessments? The answer would be rated
either “mostly,” “somewhat,” “not at all,” or “n/a” for each of the three columns of
questions.
After answering the three columns of questions for each dimension, then the TFI
rating can be tabulated. The TFI rating is a measure of action required by an agency in
response to the case record audit. The directions for tabulating the rating are at the top of
the answer or scoring sheet. The ratings are completed one dimension at a time and
recorded on the answer sheet, with each dimension being rated “1,” “2,” or “3.” A rating
of “1” is given for dimensions with two “mostly” answers from columns A and B and a
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“partially” or “mostly” answer from column C. A rating of “2” is given for dimensions
with two “somewhat” or “mostly” answers from columns A and B. A rating of “3” is
given for dimensions with one or more “not at all” answers and does not meet criteria for
rating “2.”
Each section of the two strengths sections, family and child, are totaled separately
and then added together for a total TFI rating score that has the level of action suggested
for each case file. TFI identifies the level of action according to the total rating based on
the number of questions asked. TFI levels for 54 total questions are:
a. meets criteria for level 1if total TFI score is between 18-29,
b. meets criteria for level 2if total TFI score is between 30-42, and
c. meets criteria for level 3if total TFI score is between 43-54.
TFI levels for 57 total questions are:
a. meets criteria for level 1if total TFI score is between 19-31,
b. meets criteria for level 2if total TFI score is between 32-34, and
c. meets criteria for level 3if total TFI score is between 45-57.
A TFI rating of “1” indicates that little or no action is required by the provider to
improve services, “2” indicates that some action is required to improve the quality of
service delivery, and “3” indicates that immediate action is required on behalf of the
provider to make needed changes to improve the quality of services provided.
The last component of the study was “memoing,” which recorded feedback from
the volunteer coders throughout the process. This was helpful input during the
developmental process of creating TFI. The comment section of TFI scoring sheets
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encourages solution-focused suggestions to identified problem areas. This suggested
action area was developed to provide organizations with guidance in planning how to
improve services, or fill identified service gaps that identify “who” is the most likely
person to carry out the task. Guiding the process towards solutions in this manner is
likely to provide helpful information for program and agency personnel in future
decision-making processes.
Procedure
Choosing volunteer coders. Clinicians from the agency were chosen because of
their experience, level of education, and familiarity with confidentiality concerns. The
agency possesses proven tools to deal with exposure to highly sensitive material and
anyone working in a mental health clinic is under mandate to adhere to strict
confidentiality standards. Agency employees were informed about the opportunity to
participate in a research study to assist in the development of a new instrument that
measures the fidelity of treatment services. After a pool of volunteers was identified, the
agency’s director and I determined a priority list of which volunteers would participate in
the study. Two male therapists were chosen as volunteer coders. Once chosen, they were
fully informed of the study’s purpose and expectations, and their rights as volunteers.
Both were willing to assist in the study and each had a solid working knowledge of
community mental health services.
Study logistics. The coders were given a written summary of the study’s
expectations and their responsibilities as researchers (Appendix C). Each volunteer
completed an on-line volunteer certificate program through the National Institute of
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Health. The study required about 13 hours. Each coder was to be given $15 for their
participation in the study. The agency and coders agreed to give compensation to the
agency since part of their regular workday was used complete study. I preferred to have
the clinicians participate outside of their regular work schedule to limit disruption, but
both clinicians were opposed to doing it outside of the work day.
Training. The volunteer coders received 60 minutes of training on the
expectations of the study, confidentiality, and how to use TFI. A sample vignette was
used as part of the training to enhance their ability to rate TFI. Each volunteer completed
TFI separately, then the scores were tabulated for inter-rater reliability. The goal was to
achieve a kappa of 0.65 or greater, to indicate adequate inter-rater reliability.
The coders completed the vignette, results were scored, and together the three of
us discussed the differences in ratings. Further discussion included suggestions on
altering TFI while maintaining sufficient reliability measures.
Practical application. At the next session, the coders scored client files from the
agency. The quality control person in charge of client records randomly selected the files.
Files were taken one at a time and copies were made for both volunteers to rate after
identifying information was carefully eliminated. Upon their completion of the TFI
assessment, the scores were tabulated and inter-rater reliability calculated. After each
case was completed and tabulated, we discussed the results and scoring differences.
During each discussion, I memoed each process.
New client files were chosen for each round of file audit needed. If, after seven
files were assessed and reliability did not reach the targeted score of 0.65, the study was
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considered finished and journaling notes reflected the efforts. Attaining an inter-rater
reliability score of 0.65 was not expected in this study, but the progress helped us
understand issues of attaining reliability for TFI.
Completion of the TFI assessment required 45-60 minutes for each case file. It
may take longer, depending on the thickness of the record reviewed. Typically, the
records are summarized in sections to attain information to answer each of the questions.
This was accomplished by using a case-study method with qualitative “memoing” to
record subjective information significant to the evolving development of TFI. These
methods, used in combination, will assist in the creation of a fidelity measure of child and
family strengths.
Cohen’s kappa (1960) computes data between two or more raters for a given task
and takes into account chance. Excel was used to compute the kappa. The kappa was
tabulated for both strength domains (family strengths and child and youth strengths) and
case file sections (comprehensive and functional assessment, treatment plan, and progress
notes).
Institutional Review Board Concerns
Islands Counseling Services gave this researcher permission to audit client
records for this study. An agreement (Appendix D) was signed to clarify expectations and
to ensure integrity of the study. The researcher adhered to all agency policies and
procedures identified in their policy and procedures manual regarding confidentiality,
case files, and any other identified rules the agency felt necessary to maintain a high
standard of conduct. Due to the sensitive nature of confidentiality and legal issues
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surrounding client files, there was a need to take extra precautions to ensure that
equitable and appropriate measures were in place and followed by all parties involved in
this study. Additionally, considering that Sitka is a small rural town where most people
know one another, the need for confidentiality was magnified.
No agency files containing confidential information of past or current clients left
the agency at any time before, during, or after the study. Each set of client files used in
the study was copied from the original case file; once the study was completed, all copies
of client records were shredded within one month’s time. The client’s or their family’s
name or any identifying information was not recorded by either coder. Coders completed
the National Institutes of Health’s “institutional review board’s” on-line course to inform
them of expectations of study, their rights, and confidentiality matters. They both signed
a letter stating that they would preserve confidentiality of the records. Only this
researcher or the agency’s quality assurance person (who maintains all client records of
the agency) kept a record of each case for the duration of the study. A simple numbering
system was used to keep track of each case during the study, and within a month’s time
after the study was completed records were shredded at the agency. During the study, all
confidential copies of client files were kept in a locked file cabinet and were taken out
only when needed for portions of the study.
Results
The focus of this study was to improve the capability of provider agencies to
assess the fidelity of treatment services they provide through a case record audit by
developing an effective quality assurance tool based on the proven dimensions of CANS.
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Since the State of Alaska started using the CANS assessment tool to determine the level
of care for its most needy youth, an obvious need arose that created an opportunity for the
development of the TFI tool. Using volunteer coders, case files were examined and
results recorded. After discussing differences of each case file, TFI was modified by
either altering the tool itself or improving the definition used for each dimensions.
Cohen’s kappas (Cohen, 1960) were calculated on-line (Chinese University of Hong
Kong, January 3,2002) to guide the on-going development of TFI.
Consistency o f Records
Files were chosen from a three-year period, which meant that some formatting
inconsistencies were to be expected. The case files chosen were the top tier of the most
intensive youth, who typically utilized multiple support systems and required intensive
case management interventions. Each record was several inches thick, and more than
one-half had two or more binders of client information filled out by a variety of
individuals with variable writing styles. The coders often commented about the difficulty
of familiarizing themselves with a new format for each case file. It is realistic in mental
health programs to have different formats, and in recent years the quality assurance
department in charge of overseeing all Medicaid and non-Medicaid records for state
grantees has attempted to streamline this process by recommending standardized forms
statewide (D. A. Sliefert, Personal Communication with Pam Miller, State of Alaska’s
Quality Assurance Reviewer, April 17,2001).
It is significant to note that the format used for case files varied greatly from one
file to the next. A different therapist completed each of the comprehensive assessments
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and only Cases 2,4, and 5 were similarly formatted. The functional assessments were the
most consistently formatted of the files. They use a short-answer format and have
additional lines to explain each live domain area, making it easy to score TFI. Case 7
used the AYI state form as their required functional assessment, which is different from
the others and provides less information about the family and life domain areas. One-half
the treatment plans had half-page diagnostic assessment information, a child and family
statement of strengths, and a lengthy progress update written for each goal area.
Explanations of several sentences were utilized to describe behavior concern for each
goal. Case 3 had the only treatment plan that had nominal information compared to the
other plans, which had additional sections for added information that made it easier to
assess TFI dimensions’ presence. The progress notes had a wide range of formatting
differences. Cases 2 and 6 were grouped together, as were Cases 4 and 5, due to similar
sections, headings, and spacing. Cases 3,4, and 5 had goals listed at the top of each page,
and Cases 3 and 5 recorded similar content.
Table 1 displays the breakdown of each case file and differences in the number of
pages the coders were required to read in order to complete TFI. Formatting differences
from one year to the next made it challenging to define dimensions, which added to the
length of time it took to fill out TFI.
Results o f Case-by-Case Analysis
Table 2 presents a case file breakdown by percentage and number of questions in
which coders agreed and questions in which they were polarized. This table clearly shows
the disparity in agreement from one case to the next. The evident gap in polar
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disagreements for Cases 3 and 4 was the most significant, as was the notable jump in
agreement for the last two files, Case 5 and 7.

Table 1
Number of pages examined per section of case record
Comprehensive

Functional

Treatment

Progress

Total

Assessment

Assessment

Plan

Notes

Pages

Case 1

1

0

1

1

3

Case 2

4

8

4

9

25

Case 3

5

8

4

40

57

Case 4

4

5

5

9

23

Case 5

4

6

4

9

23

Case 7

5

7

3

8

23

Table 3 displays the kappa (Cohen, 1960) for each case, broken down by case file
section. The first column is the “assessment” section, representing both the
comprehensive and functional assessments. When comparing the kappa scores of Table 3
to agreement percentages in Table 2 for Cases 1 and 2, it is interesting that, even though
the difference in agreement was only one question, there was a significant disparity in the
overall kappa. Case 2 had a significantly higher number of polar disagreements than
Case 1. It is important to note that kappa scales do not provide averages but are based on
a formula that gives weight to specific areas depending on the overall number of
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questions versus the possible answers. The more questions asked, the greater the
possibility of a higher kappa.

Table 2
Percentages of agreement for case files
Actual

One Degree

Polar

Agreement

Disagreement

Disagreement

Case 1 (54 questions)

42.59% (23)

55.56% (30)

1.85% (1)

Case 2 (54 questions)

44.44% (24)

46.30% (25)

9.26% (5)

Case 3 (54 questions)

29.63% (16)

44.44% (24)

25.93% (14)

Case 4 (54 questions)

31.48% (17)

44.44% (24)

24.07% (13)

Case 5 (54 questions)

61.11% (33)

37.04% (20)

1.85% (1)

Case 7 (57 questions)

50.88% (29)

47.37% (27)

1.75% (1)

Note. Parentheses identify the number of questions for each area with the total number of questions for
each case listed in first column, after case file.

Table 4 presents TFI ratings for case files and identifies which level of action is
required by an agency to improve the fidelity of services. A TFI rating of “1” indicates
that little or no action is required by the provider to improve services, a rating of “2”
indicates that some action is required to improve the level of service delivery; and a
rating of “3” indicates that immediate action is required on behalf of the provider to make
immediate or suggested enhancements to their service delivery system.
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Table 3
Kappa totals by section for each case file and case file totals
Assessments

Treatment Plan

Progress Notes

Case 1

0.4098

0.6571

0.0526

0.465

Case 2

0.0588

0.1864

0.1333

0.2541

Case 3

0.1176

0.0732

0.2463

0.1852

Case 4

0.205

0.0345

0.0426

0.2083

Case 5

0.6747

0.5082

0.5556

0.6511

Case 7

0.2245

0.1106

0.4031

0.4524

Total File K

Coders remained consistent when identifying a TFI rating, and Case 3 showed the
largest gap between raters. There were only two questions throughout the study that
coders were unable to resolve. Significantly, the remaining 325 questions were resolved
between raters. This incredible percentage of agreement is remarkable considering the
difficulty coders had agreeing with Case 3, which produced the lowest kappa in the study.
During the resolution rating process coder A adjusted his ratings during the first two
cases while coder B adjusted his ratings during the remaining three cases. Case 7 was not
resolved because one coder was unavailable during the last phase of study.
The first case file, Case 1, was a hypothetical practice file that volunteers coders
put into practice what they were taught in training. Cases 2 through 7, with the exception
of Case 6, which was discarded, are discussed below. After each case file was completed,
this researcher and the volunteer coders discussed suggestions to improve questions and
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dimensions. Changes were made after each file was examined; most were minor changes
such as adding or deleting words in order to simplify or better define the intended
meaning of dimension.

Table 4
TFI ratings by coder and overall resolution rating
TFI Sections (score)

Coder A

Coder B

Resolution

Ratings

Ratings

Ratings

17

20

21

25

28

25

42 (L-2)

48 (L-3)

46 (L-3)

Family (24)

12

18

15

Child/Youth (30)

25

21

25

37 (L-2)

39 (L-2)

40 (L-2)

Family (24)

24

14

24

Child/Youth (30)

25

15

21

49 (L-3)

29 (L-1)

45 (L-3)

Family (24)

16

22

21

Child/Youth (30)

18

29

18

34 (L-2)

51 (L-3)

39 (L-2)

Family (24)

21

17

20

Child/Youth (30)

22

17

22

43 (L-3)

34 (L-2)

42 (L-2)

Family (24)

24

20

23

Child/Youth (33)

29

27

28

53 (L-3)

47 (L-3)

51 (L-3)

Case 1 Family (24)
Child/Youth (30)
Total (54)
Case 2

Total (54)
Case 3

Total (54)
Case 4

Total (54)
Case 5

Total (54)
Case 7

Total (57)

Note. The parentheses in the last three columns identify a level 1, 2 or 3. Resolution
ratings for Case 7 were not completed and are averaged between coders.
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Case 1. Case 1 was a three-page practice vignette for a fictional character named
“Mike.” The comprehensive and functional assessments were combined onto one page,
while the remaining two pages were excerpts from the treatment plan and progress notes.
Case file size was chosen to simplify the amount of information that needed to be
examined, although the condensed case was full of information for its shortened version.
Mike lived with his aging grandparents due to his mother’s substance dependence
issues. Over time, he had grown increasingly argumentative and disruptive at home and
school, which caused problems for him. He had several friends at school and a girl friend
he was seeing at the time of assessment. The coders stated that they did not know what to
expect with the first case file and thought they needed time to use TFI to fully grasp the
meaning of each dimension. They felt they would likely learn more from using TFI
versus discussing the dimensions with extended training.
The kappa was 0.465 (Table 3), which is a promising total. The coders agreed on
23 of the 54 questions and disagreed on 31 (Table 2). It is significant that the coders were
polarized only on one question, meaning that only one deviation separated the two coders
for over one-half, or 30, questions. During the resolution process, coders agreed on all 31
questions, which brought their overall score to 100%.
The TFI rating given by coder A was 42; coder B rated 48 (Table 4), translating to
level 2 and level 3 respectively. After the resolution process, the TFI rating of 46 was
given for level 3 (indicates immediate action is required on behalf of the provider to
make immediate or suggested enhancements to their service delivery system).
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The 27-page TFI manual had two pages of scoring sheets. The coders commented
about the size of the TFI manual, indicating that it seemed to be a very large document.
They wondered if it would intimidate coders and whether it could be compiled in a timely
manner. One of the goals in creating TFI is to teach users how to make it manageable and
effective. As more feedback is obtained, the size of TFI is likely to be reduced.
Both coders commented that the case record did not have much information to
assess, as opposed to the typical-sized case file they work with in their positions as
clinicians. They noted that it was difficult to score since dimensions were either present
or not, which supports that they gained some understanding from the training beforehand.
During the post case discussion, one coder commented that talking about what each
dimension means helped his or her understanding, the other coder fully agreed. They both
stated that it will take time to get used to the TFI tool and the definitions used for each
dimension. It is a paradigm shift for clinicians trained in assessment. One coder stated
that it was challenging to consider only the dimension and not assess how the child or
family “measures up” to the dimension.
The coders asked that “inability” be added, to be included with “ability”
dimensions 6 and 11. It was perceived by the coders that “ability” meant what the
caregiver was capable of doing and that it did not portray what the dimension asked,
which was to determine if the case record addressed whether the dimension was
considered and to what degree (i.e. mostly, partially, or rarely). It was interesting to note
that dimensions 5 and 8 had similar language content, but the coders did not suggest any
alterations.
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After discussing Case 1, the following changes and/or suggestions were made
prior to Case 2:
a. The word “inability” was added in dimensions 6 and 11 to better describe the
dimension’s meaning. Question 6 now reads, “The caregiver’s level of ability (or
inability) to provide sufficient resources for the child...”
b. We clarified that the child or family is not being assessed, but how the
dimension relates to the child or family.
c. We clarified differences between questions that focus on the child or family
versus system-oriented questions they interact within. A good example is the educational
dimension, where coders were asked whether the child’s educational systems’ strengths
and weaknesses were considered in the case record and to what degree.
Case 2. Case 2 was a 25-page case of a child who was referred for behavioral
outbursts at home that involved the police on numerous occasions. The child has aboveaverage intelligence and difficulty coping when denied. The child has a long history of
problem behavior and numerous family transitions over the years.
The two clinicians achieved a kappa of 0.254 (Table 3). A slight improvement
from the practice case is seen in the progress note section and in the number of questions
agreed upon, 24 compared to 23 for Case 1 (Table 2). Five questions were polarized
between coders on Case 2, notably affecting the overall kappa when compared to Case 1.
The coders agreed to resolve all 30 questions, creating an overall score of 100%.

The TFI rating given by Coder A was 37 and Coder B rated 39 (Table 4), which
translates to level 2. The resolution process resulted in level 2 with a TFI rating of 40.
Level 2 indicates that some action is required to improve the level of service delivery.
Nine pages of the 25-page file were progress notes. The coders commented that
because of the lengthy record, they did not have much confidence in the results for this
case. The transition from Case 1, only three pages in length, to Case 2, an average-size
file for a child with severe emotional disturbance, may have affected their comment.
Many questions appeared easier to answer if one could answer the question, “Did
the writer of this document deliberately consider the dimension in question?” This was
discussed at length with clinicians. The term “deliberate consideration” puts more weight
on the coders to make sure they are not rationalizing whether or not the case file
considered the dimension. There must be documented evidence to back up their choices.
Both coders expressed difficulty understanding or reading the file because the
names were blackened out with a marker to protect confidentiality, which made it
difficult to determine who (parent or professional) was or was not involved. These
questions were of concern since they could significantly affect the outcome. I informed
them to write down their questions and to ask me to provide guidance.
I noted that both coders preferred answering questions a column at a time versus
answering question one in column A, B, and then C. They agreed that it helped them stay
focused on the specific document versus answering a dimensions question from one
column to the next. Both raters agreed that they would go down one column at a time and
thought it would be easier to focus on that area, rather than changing their focus from one
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column to the next or from one document (i.e. assessment, treatment plan, or progress
notes) at a time.
Coder A stated, “It appears that the study is assessing items that the agency
doesn’t typically use,” and “Wouldn’t it be easier if the agency utilized a format that
included each of the dimensions?” We all agreed with the comment and discussed that
the study may be an avenue for agencies to consider integrating the use of CANS
dimensions into treatment services. The State of Alaska requires AYI vendors to use
CANS to assess the level of treatment need. This is a positive indication that future
expansion of CANS and its derivative tools like TFI will be seriously considered.
Adjustments made prior to Case 3 were:
a. Criteria was added (Appendix F) that each coder must “deliberately consider”
whether or not a dimension was considered in each section of the case record.
b. The TFI will be answered one column at a time, each coder will answer all 19
questions in column A, then answer 19 questions in column B, and, lastly, will answer 19
questions in column C.
c. A clarifying sentence was added to dimension 12, “Was the track record of
treatment considered?” This question refers to the dimensions’ consideration of the
child’s and family’s past experience with service providers.
d. We clarified that all statements that do not address the specific goal are
considered indirect statements and should be recorded as a “rarely” response.
Case 3. Case 3 was the longest case of the sample, containing 57 pages (Table 1).
The case involves a bright and friendly child who is reported to get very angry and when
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confronted has extreme negative reactions. Other issues involve stealing, threatening and
assaultive behavior, lying, and suicidal threats.
The two clinicians achieved a kappa of 0.185 (Table 3). Table 2 shows that the
coders agreed on 16 of the 54 questions asked, while displaying the lowest sample
percentage of polar disagreement of 29.93%. When I discussed the high degree of
polarized scores with clinicians, it was found that when they disagree at opposite ends of
the spectrum, “mostly” versus “rarely,” either a significant piece of information was
overlooked in the case file or the definition was not fully understood or was
misinterpreted to mean something different.
The TFI rating given by Coder A was 49; Coder B rated 29 (Table 4), translating
to level 3 and level 1, respectively. The great disparity in ratings is significant to note
since it ranked as the highest difference in scores for all cases. After the resolution
process, the TFI rating of 45 or level 3 was given, indicating immediate action is required
on behalf of the providers to make immediate or suggested enhancements to their service
delivery system. Coder B increased the score 16 points during the resolution process,
resulting in an adjusted TFI rating from level 1 to level 3, the most significant adjustment
of all seven files.
The case file was more than twice as large as any other file in the sample (Table
1). The length was a concern since TFI is a tool that summarizes a 30-day period to
assess dimensions. Reading a file of this length is not a summary, but most of the file.
The reason the file was this size was because the directions suggested that the past 30
days of progress notes be part of the documents assessed. Depending on the child and
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situation, the volume of progress notes written in a month could conceivably be
considerably more than the 40 pages in Case 3.
Based on discussions with the coders, insufficient time to complete the tool and
the fact that TFI uses only a snapshot of the case record to assess a dimension’s presence
or absence led me to change the criteria of allowable progress note pages to 10. The
criteria used for determining which progress notes were chosen was based on providing a
broad range of notes that covered different times of the day, different days of the week or
weekend, and notes written by a variety of staff members. Progress notes should not be
chosen from only one staff person’s perspective, but a variety if available. Other
considerations are legibility of documents due to a staff person’s writing style, color of
pen used, or faded copies. Documents must be legible from one person to the next or the
information may be limited only to those coders who can read a document with poor
penmanship versus another coder who cannot, which significantly affects the fidelity of
the measure.
One coder had worked briefly with the client and stated that it may have affected
answers given. The other coder expressed concern over knowing the therapist who
assessed the child, which might bias answers by coder based on the belief that the
therapist was very competent. This study went to great lengths to make sure that neither
coder would have counseled a client, since the records manager at the agency handpicked files with the two coders in mind. After discussing concerns at length, it was
concluded that all answers must be backed up by what is in the records, which the coder
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must “deliberately consider” whether the dimension is present or absent. An old
Medicaid phrase says it best, “If it isn’t written, it didn’t happen.”
We discussed how to qualify indirect statements and how much weight to give
them. We decided that direct statements pertaining to a dimension are rated as “mostly,”
while partial statements or those direct statements that address only part of the dimension
are recorded as “partially,” and indirect statements or information not pertaining to the
dimension are recorded as “rarely.” This conversation raised the idea to change “rarely”
to “not at all” in order to distinguish the need to separate the two answers. Both coders
thought there was too much grey area between “rarely” and “partially” and that these
answers seemed similar to them, which affects the way they answer. Changing the
answer to “not at all” makes it clear that if the dimension is not referred to in the case
record, then “not at all” should be chosen. If some or even part of the dimension is
referred to in the case file, it automatically meets criteria for a “partially” answer.
The coders stated that the length of the TFI manual would make it challenging to
use it. It is time-consuming to read the manual for each question. It was suggested that
information be added to the answer sheet, while leaving the in-depth TFI manual the
same for reference use. They felt that most people would not refer to the reference
document due to its size and the need for timeliness to complete TFI, and that more
information in the answer sheet area would be preferred.
With this input, a brief definition was added to each dimension of the answer
sheet to improve the timeliness of the tool while maintaining its effectiveness. We also
discussed confusion in the child and youth strengths section regarding questions with a
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systems focus mixed in with questions that are personal to the child or family. Major
adjustments made prior to Case 4 were:
a. We added criteria that limits the number of progress note pages allowed to 10
and described how these pages are chosen for consideration.
b. The answer “rarely” was replaced with “not at all” on the TFI answer sheet in
Appendix F.
Case 4. Case 4 was a 23-page case of a child who was referred for self-abusive
behavior, suicidal threats, aggressiveness, impulsivity, dangerous acting out, and
difficulty relating to peers. Substance abuse issues affect the child’s home environment.
The two clinicians achieved a kappa of 0.2083 (Table 3), which was the second
lowest score in the study (Case 3 had the lowest kappa of all seven cases). The difference
from Case 3 to 4 was that with Case 4, the coders agreed on one more question than the
other and recorded one less question in which they were polarized (Table 2).
The TFI rating given by Coder A was 34; Coder B rated 51 (Table 4), translating
to level 2 and level 3, respectively. After the resolution process, a TFI rating of 39, or
level 2, was given, indicating that some action is required to improve the level of service
delivery.
Both coders were relieved that the file length was shortened by about one-half
(Table 1). The coders commented after scoring the case that it was much quicker, though
not easier, to score, and hoped that that their scores would improve. They were surprised
and disappointed upon hearing the low agreement percentages.
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The coders suggested changing the answer “partially” to “somewhat”, which after
further discussion we agreed. However slight a change, in many respects it seemed to
make a difference in how the coders believed or understood the answer’s meaning.
Coder A mentioned that when we were reviewing questions in which we disagreed, it
was up to the coder with the higher rating to prove why it was answered that way. This
was an intriguing perspective that may have been accurate at times, but was not
consistent.
The coders also suggested changing the definition of dimension by adding the
words “level o f’ before “knowledge” in dimension 4. It was also suggested that the
format of the manual or questionnaire be changed to group questions relating to systems
and group other questions relating to specific personal or family strengths. Adjustments
made prior to Case 5 were:
a. We changed the answer “partially” to “somewhat” on the answer sheet to
reflect feedback from the coders, who perceived the definition of “somewhat” to better fit
as the middle answer.
b. The words “level o f’ were added before the word “knowledge” in question 4.
c. The name of dimension 9 was changed from “family” to “family assets,” and
the focus should be on the child or youth’s family resources (extended family, etc.), to
better reflect what the dimension stands for.
d. The name for dimension 10 was changed from “interpersonal” to “interpersonal
skills,” focusing on the child’s or youth’s skills or level of interpersonal skills.
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e.

Added to dimension 11, relationship experience should reflect the child’s or

youth’s experience with relationships, speaking to significant relationships the child has
had, which may include parents, siblings, friends, and others.
Case 5. Case 5 was a 23-page case of a child who was referred for explosive
behavioral outbursts, unsafe choices, and unpredictable behavior. The child has normal
intellectual abilities and is prone to hyperactivity. The birth mother was known to use
drugs and alcohol during pregnancy.
The two clinicians scored the case and achieved a kappa of 0.4524 (Table 3). The
level of agreement between coders was the highest of all case files, agreeing on 33 of the
54 questions, while having only one question in which they were polarized. These scores
were encouraging and a relief from previous low scores attained. This was the first case
file that used the revised TFI manual and the fourth case file assessed, which implies that
either the revisions to the TFI or the experience gained from assessing previous case files,
or a combination of the two helped to increase kappas for Case 5.
The TFI rating given by Coder A was 43; Coder B rated 34 (Table 4), translating
to level 3 and level 2, respectively. A TFI resolution rating of 42, or level 2, was given,
indicating that some action is required to improve the level of service delivery. It was
interesting to note that although Case 5 received the highest agreement ratings, the TFI
scales were at different levels for the coders.
The TFI manual was eight pages and easier to read, as stated by the coders. The
answer sheet made it 10 pages, considerably shorter than the original 25-page version

67
with its lengthy definitions. The coders stated they thought the shorter manual and the
revised dimensions helped the flow of assessing Case 5.
The names of clients and other references to individual persons in the case record
were blackened out with a marker and copies were made that were handed out to each
coder. One of the unforeseen effects of this practice was that because names were
blackened out, the coders did not know who the case record was referring to much of the
time. The good news is that they figured out who most people were from the flow of the
content, but there were many opportunities for confusion. The coders stated that they
often guessed whether it was a professional or family member referred to in the record,
but usually other information in the file helped confirm guesses. On one occasion, Coder
B asked for clarification regarding a series of five questions in which it was unclear who
the record was referring to. During the process of handing in the answer sheet Coder B
stated it was not understood who the case file was referring to, caregiver or professional
and the coder recorded professional versus a caregiver to all five questions. I checked the
case file on coder’s behalf and confirmed that the case record referred to the caregiver or
the parents and not professional. He changed his answers to reflect the clarification.
There were no adjustments made after Case 5 due to the high levels of agreement
reached. Both coders stated they were relieved because they were able to agree to on such
a respectable kappa for this case. They did inform me that they liked that the TFI manual
with its directions less than 10 full pages.
Case 6. Upon completion of the discussion portion after Case 6 was completed,
Coder B off-handedly mentioned that the original TFI version was used to score case file.
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I was informed that coder could not find the newly revamped TFI version manual. Coder
did not want to hassle anyone to get another revised TFI version and figured that it would
be easy to remember the new version since the three of us had gone over the changes
together at length. The scores for this case were dismal; upon informing the thesis chair
of the incident the case was thrown out and another case was completed in its place.
Case 7. Case 7 was a 23-page case of a child who was referred for behavioral
difficulties in the home that included lying, stealing, running away from home, and
substance abuse issues. The family wanted assistance with behavioral issues and drug and
alcohol concerns.
The two clinicians scored the case and achieved a kappa of 0.4524 (Table 3). The
coders were disappointed when asked to assess another case file, but agreed to do so.
They completed the file with apparent ease and I went over their scores with them. Our
meeting upon completion of the case was abrupt and short, due to the upcoming
departure of one of the coders.
The TFI rating attained for Case 7 were, Coder A rated a 53 and Coder B a 47
rating (Table 4), translating to a level 3, respectively. The TFI resolution rating of 51 was
averaged between coder scores, since the coders were not available to complete the
resolution process for the case. Both coders rated Case 7 a level 3, indicating that some
action is required to improve the level of service delivery.
Case 7 was the last case completed. We were unable to carry out the resolution
process because a coder left town for an extended period.
Recommendations made after completion of Case 7 were:
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a. More practice at using the latest version of TFI. The coders suggested that as
they become more familiar with the definitions and where to look for them in the case
record, they are likely to feel more comfortable with the TFI instrument and agreement
scores would likely increase.
b. Similarly formatted forms in the case record that address all dimensions.
In summary, figure 1 shows kappa variation by case. The dashed line or total file
kappa from one case file to the next indicates the great disparity between Case 5 and the
other cases. While Cases 2, 3, and 4 produced murky results, Cases 5 and 7 show marked
improvement after major revisions simplified the TFI manual. Several variables added to
the improved scores towards the study’s end, most significantly the major changes to the
TFI manual that occurred after Cases 3 and 4. Each revision to TFI was developed with
input from the coders. The first significant revision to TFI, after Case 3, focused on the
scoring form (Appendix G) created to integrate the manual and the questions to lessen
time spent by coders referencing back and forth from the manual to the answer sheet. The
second and last TFI revision (Appendix H), after Case 4, produced the thinnest manual to
date with only 11 pages. Coders acknowledged their appreciation for the latest TFI
revision for its trimmed-down size, and said that it seemed to be more user-friendly than
the previous manual.
Dimensions that often challenged coder agreement were numbers 8
(resourcefulness), 9 (family assets), 11 (relationship experience), 13 (educational), 15
(well-being), 18 (community life), and 19 (resiliency), which were identified if they had
three or more polarized answers out of the possible 15, less Case 1 (practice file). The
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treatment plan column recorded the highest number of polarized answers, 16. The
number of polarized questions for the child/youth section was twice that of the family
section, indicating that previous comments regarding confusion over questions with a
systems focus (educational, vocational) versus child specific questions (interpersonal
skills, creativity). Mixing these types of questions in the same section caused confusion
for coders and made it difficult to acquire reliable agreement.
It was notable that 11 dimensions recorded one or no answer that was polarized
during the entire study. Five dimensions, 4 (knowledge), 10 (interpersonal skills), 15
(vocational), 16 (creativity), and 17 (spiritual/religious), did not record any polar
disagreement, indicating that coders understood the meaning of the definition and were
able to locate them in the case record.

Assessments — □— Treatment Plan — A— Progress Notes - - X - - Total File Kappas

Figure 1. Kappa totals for each file section
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Out of the 273 questions answered for Cases 2 ,3,4, 5 and 7 in the study, there
were 34 polarized answers (or nearly 12.5%). The fewer number of polarizations will
show an increase in kappas, which indicates that coders understood definitions and are
able to locate the information in the case record. Cases that have a high number of
polarized questions will have lower kappa.
Cases 3 and 4 had the highest number of polarized questions, 27, while Cases 2,
5, and 7 were significantly lower with seven questions and recorded higher kappas. The
child/youth strengths section had the highest number of polarizations, 24 out of 35
questions, indicating that the coders either had difficulty understanding the definition
provided and/or the changing format of case records added to the mix. Of the case file
components, the treatment plan was identified to have the highest number of polarized
answers in both the caregiver and child/youth sections. This may indicate that the format
differences discussed earlier were most prominent in the treatment plan section and/or
that coders require additional, focused training on where to find dimensions in the
treatment plan.
Level o f Action Required
The TFI ratings are tabulated after all 54 or 57 questions are completed. Based on
the coders’ completed answers and following the directions provided at the top of each
answer sheet, a TFI rating is formulated. Each question receives a rating, then each
section is totaled and an overall composite score is created. This composite score is based
on basic averages for the three levels. In order to achieve a TFI level 3 rating, the
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provider must attain a score of 43 or higher, which suggests immediate action. TFI
subsection scores are figured similarly. For example, a level 3 rating can be attained in
the family strengths section by achieving a score of 19 up to the maximum of 24, and the
child/youth strengths section may vary between a maximum of 27, 30, or 33, which
translates to a minimum of 23 up to 27,24 up to 30, and 26 up to 33, respectively.
The TFI rating is created to provide a quality assurance measure that reliably
assesses the fidelity of services provided to high-needs children, youth, and their families.
According to the 19 dimensions considered, it appears that all the files in the study
required “some action” or “immediate action” to improve the fidelity of services, as
recommended by the TFI formula. That is, the dimensions were not consistently
considered by the agency in the case record. This is to be expected to a degree, since
agencies are not required to include the dimensions identified by CANS (2000).
However, most of the dimensions are similar life domain areas that are typically
considered part of treatment. Clinicians stated that they believe they consider all or nearly
all of the dimensions when assessing children or youth and their families. This indicates
that the dimensions are regarded as important life areas to consider, while they are not
provided the same weight or given the clarity of definition that the CANS does during the
treatment process.
Discussion
Table columns indicate the level of action by dimension. In all cases and in all
dimensions, the TFI ratings of level 2 or level 3 indicate some action or immediate action
is needed by the provider to improve the quality or fidelity of services. This implies that
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the dimension does not happen in case records at the level desired. Case 5 was the only
case to measure reliable scores above a 0.65 kappa.
Acceptable levels of reliability were reached on Case 5. Case 7 had the second
highest level of agreement and kappas, in which more than one-half the questions were
agreed. Coders agreed on two-thirds of the questions in Case 5, which was similar to
other case files and involved a high-needs child who was involved with multiple support
systems. The similarity in files implies that the TFI revision increased kappa scores. The
results are promising considering the previous outcomes in Cases 3 and 4, where the
results were slightly below the 33.33% expected agreement by chance, indicating that
changes to TFI improved agreement levels in Cases 5 and 7.
Implications that coder confidence and motivation were affected by the size of the
initial TFI manual, a large case file (Case 3), unfamiliarity with the tool, and time
demands requested of them during their work days, are warranted. Maintaining fidelity
during the study was challenging because the clinic’s small size resulted in a limited
selection of case files and restricted schedules of clinicians to perform the study. The
study included five real-life cases chosen from a modest selection of children and
adolescents from the children’s program. It was challenging to select files for clients who
the clinicians had never seen in the clinic, thus limiting the ability of the study to
randomly select from a larger population. Each case was completed in the clinic during
work hours, which made it difficult for the coders to focus solely on the study.
Interruptions were normal and expected and it was challenging to stay on task; it was not
unusual to reconvene many times during a short time span. The commitment to
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participate in the study while taking time away from work-related paperwork might have
added to the rush to complete TFI with less consideration than necessary. The size of the
files likely affected this aspect or the perception of the coders.
Revising TFI to include clear, defined “answers” that coders identify with is an
important consideration, but changes to “answers” may be biased in the direction of the
raters chosen for the study. Further study is needed to determine if changes made to the
answer section can effectively translate to other raters. I learned that if answers were
defined clearly, coder preference would make a difference in their ability to answer
questions with confidence. Coder confidence appeared to rise with the latest TFI revision,
in which it was abridged from a hefty 27 pages for Case 4 to 11 pages for Cases 5 and 7.
One of the most significant observations that came out of this study is the almost
faultless level of agreement during the resolution process, possibly due to the coders’
personalities or their unfamiliarity with the TFI tool, which may have made it easier for
them to agree. Recent studies that examined inter-rater reliability when completing
psychological assessments demonstrate that trained raters obtain superior results (Acklin,
McDowell, & Verschell, 2000; McDowell & Acklin, 1996; Meyer, 1999). This implies
that with improved training raters will likely achieve higher scores. Early in the study,
coders were tentative, but as their familiarity with the dimensions increased the
discussions seemed richer. The low scores in the first four cases did have an effect on the
clinicians, which they expressed, and this researcher was not immune to the effects from
the dismal scores. Case 5 was an awakening of sorts for us, and the raters were noticeably
upbeat afterwards.
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The difficulty of achieving inter-rater reliability is important, and equally as
significant were results of the resolution process. The TFI was nearly perfect after the
raters discussed each question in which they disagreed. The following outline provides
detailed overview of the importance of fidelity measures, barriers to implementation of
the TFI, limitations of this study and a master plan for institutionalizing the TFI.
Importance o f Fidelity Measures
The TFI instrument has already proven useful in the field of children’s mental
health by Dr. Mary Beth Rautkis, who adapted an earlier version of TFI to use in her
work as quality assurance director of a large Substance Abuse and Mental Health Service
Administration (SAMHSA) wraparound site. She presented a modified version of TFI on
March 5,2002, reflecting her and this researcher’s combined efforts (Rautkis & Sliefert,
2002), at the 15th Annual Research Conference, A System of Care for Children's Mental
Health: Expanding the Research Base, titled “Using the CANS for Quality Improvement
in a System of Care.” This proves promising to the development of TFI and is an added
encouragement for funding of a future study.
An issue of importance is how to measure what is actually happening in a
program. The fidelity of services can be objectively measured with a tool that assesses
how well a program identifies and plans services (Dennis, VanDenBerg, & Burchard,
1992; VanDenBerg, 1999; VanDenBerg & Grealish, 1996). The mental health field must
welcome the opportunity to measure the quality of services they provide as well as be
accountable to children and families for the types of services they offer. Community
mental health centers are required to have at least one past consumer of services

represented on their agency Board of Directors, which is meant to effect change from the
inside out. This is not always the case and on-going efforts are needed to maintain
pressure on agencies that continue in the tradition of the past when best and promising
practice programs are becoming more of the norm for anyone seeking state and federal
grant funds. Henggeler and colleagues (1998) have drawn attention with efforts to
increase fidelity and legitimize treatment to high need youth and their families through
their MST program.
Barriers to Implementation o f TFI
Obstacles that challenge the implementation of TFI are opposing paradigms of
Medicaid and wraparound philosophy, achieving adequate reliability, creation of a
complete tool and getting strength-based measures integrated into well established
systems. Strength-based tools have progressed in the mental health field, but have yet to
be embraced and utilized for the benefits they offer to families and professionals alike.
Medicaid versus wraparound paradigms. An area that has influenced treatment
delivery systems and prejudiced the perceptions on how we view clients is federal and
state sponsored Medicaid programs, which is almost always the type of funding required
to pay for expensive mental health rehabilitative services that costs tens of thousands of
dollars. Medicaid has single-handedly transformed the manner in which providers focus
almost exclusively on children or youth, since Medicaid requires the individual child is
the focal point of all treatment and does not integrate the needs of the family. This puts
the onus on provider agencies to work around the constraints of Medicaid rules in order
to provide comprehensive, integrated treatment services to families. This is not an
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effective way to produce good, long-lasting results. It requires grass roots advocacy by
families and providers to make a difference by changing the way the system operates.
Reliability concerns. The State of Alaska uses a process to maintain reliability in
determining the level of care for its AYI youth by communicating frequently with
providers. My sense is that we can utilize this approach to assist in dealing with the
reliability issues raised by the current study. This process is done by each region in the
state; DMHDD and provider agencies teleconference once a month to update each
youth’s CANS assessment, evaluate new applicants, and agree on level of care, which
determines how much funding each receives. When CANS was first introduced, the
state’s AYI Coordinator met with each region during monthly conferences, took lengthy
notes and then conversed with DMHDD regional managers and a state advisory team
(regional representatives of provider agencies, children/family advocates and DMHDD)
to maintain consistency in language and interpretation of CANS. During these monthly
meetings, differences were discussed and common agreement sought. DMHDD’s efforts
in setting up a well-structured formula that attempts to address reliability, involves
providers, and uses their input to develop a model for implementing the CANS can
become a model for TFI implementation.
If I were to continue this research, it is clear that the process of achieving an
adequate kappa for each rater is critical as a foundation for the use of TFI. I would
recommend practicing until 0.65 kappa is achieved. Raters could come from quality
assurance staff rather than clinicians given the limited time that clinicians have and a
concern that it would take them further from their primary responsibilities. To force them

78
to do it could produce a backlash and erode the reliability of the rating. I recommend that
every month the resolution process described above be completed in order to check on
reliability. If we do not have reliable process then the credibility of the measure is
suspect. We know that two raters greatly enhance reliability, though having two
appropriately trained raters available in remote areas is unlikely. Increasing the
percentage of agreement between raters requires improved training methods. Training
will improve raters’ understanding by helping to thoroughly define each dimension and
provide hands-on experience in locating dimensions in the case record. Becoming more
familiar with the dimensions will boost raters’ comfort level and confidence with TFI.
For best results, it is highly suggested that agencies have at least two raters complete the
TFI, then go through the resolution process. This is the most effective method to assure
fidelity with the TFI tool.
Future Directions for Research
Expanding the TFI. If we were to expand the study to include the remaining 24
questions of CANS, we could create a comprehensive TFI tool. Having the complete tool
available would enhance opportunities to be included in future studies.
Validity. When a clinician records the answer “considered” on the scoring form in
regards to the educational dimension (number 13), how do we know whether the
educational system was truly assessed? Just because it was “considered” in the case
record may not necessarily mean that it equitably assessed the dimension. The function of
TFI is to assess the absence or presence of the dimensions in the record. It also assesses
the richness of the data in each section of the case record, which provides valuable
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information as to whether or not the dimension was present in the assessment phase of
treatment, then absent in the progress notes. In order to know whether TFI measures
what is actually happening we would need to test its effectiveness as an assessment tool
by interviewing consumers of services and their families, schools, and other community
supports that a child utilizes. This would provide rich feedback for developing TFI. We
know that rigorous evaluation, like MST measures fidelity using consumer ratings of
services and that approach provides details about whether or not services follow the
intended model (Henggeler, et al., 1998). Future research would involve interviews of
individuals, systems, and institutions in which the child or family interacts. For example,
interviewing his/her school teacher, counselor, recess supervisor and principal. Gathering
information from the sources TFI assessed will provide useful information to determine
the validity of the claims made by using the TFI tool by comparing the results between
auditing records with interviews with consumers and systems. This is a needed step for
future research on the TFI if it is to become credible.
Rural and urban contexts. A multiple-site study consisting of two raters from four
regional sites throughout the state, organized from a central location, would provide a
refined, reliable TFI tool that is sensitive both to rural and suburban areas and produces
solid data. Each site would have a liaison to ensure the study’s integrity and would
teleconference weekly with other sites. The raters would complete one day of training,
with follow-up teleconferences at mid-point and at the end of study. The study would
entail assessing 10 case files completed in two months with changes recorded and
adjusted each week from a central location. Discussions would include urban versus rural
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differences and agreement on preferred common definitions. TFI would be revised each
week according to the input received.
Integrating the CANS and TFI. The ideal situation for the TFI to be implemented
would entail the state to integrate the CANS as part of its assessment process, as many
states are doing (D. A. Sliefert, Personal Communication during regional AYI providers
training on CANS, July 10,2001). When used in the assessment process the CANS is
completed with the family, since it is primarily a communication tool for dialogue about
the child/youth’s and family’s needs and strengths. The family can read the questions and
openly discuss where they see themselves, which is powerful tool for building
relationships and ownership of the treatment process by the family. The TFI would be
completed with each case file, just as in this study. The significance of having the CANS
completed at time of assessment provides the TFI with specific information about each
dimension, which is very likely to increase reliability.
The introduction of CANS to the State of Alaska by this researcher (D. A.
Sliefert, Personal Communication during state-level AYI providers teleconference, April
9,2001) to help determine level-of-care needs for its most intense youth with severe
emotional disturbances provided the impetus to develop TFI. The focus of this researcher
has been to create a tool with simple directions that can reliably guide treatment and
assess quality and overall systems of care that an agency provides. TFI’s usefulness as an
integrated partner with CANS was demonstrated by the outcome of the last two cases. As
the number of states using CANS increases, there will also be an increased need for tools
that can be easily adapted, like TFI. If CANS should be institutionalized as the tool used
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throughout Alaska, as a growing number of states have done (Lyons, 2000), then the
requirements of providers would be clearly linked to the CANS dimensions in the case
record.
Summary
The results of this study are encouraging, although increasing the amount and
focus of training would progressively improve reliability scores, and demonstrate
promise for the continued development of TFI as a reliable and valid tool. This study will
add to the growing body of CANS research that was conceived three years ago.
Limitations o f Study
This study was quite limited in scope due to the available resources and the
singular efforts by this researcher. The limitations include, but are not limited to the small
number of case files assessed. The study attempted to develop part of the TFI tool, but
further efforts are still required that include all the dimensions to create a comprehensive
tool. The 24 CANS questions not included in this study focus on the level of problems
(presence versus absence) in specific life areas. Achieving reliable levels of agreement
was the first priority of the study. This was not achieved but the process was begun. In
order to implement the TFI we would have to complete a further study that achieved
adequate reliability, included other raters and sites both rural and urban, and completed
the validity study.
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Appendix A
Treatment Fidelity Indicator (TFI)
Family/Caregiver Strengths and Child/Youth Strength Sections of CANS (Child & Adolescent Needs & Strengths)
The TFI is an assessment tool that is being developed to improve the capability of mental health providers to assess the
fidelity of treatment services they provide through a case record audit. The TFI instrument represents the first phase of developing
an instrument that utilizes all the dimensions of the CANS (Child & Adolescent Needs & Strengths). These dimensions are areas
that Dr. Lyon’s and is associates have identified as important life areas that when combined provide a fairly comprehensive
snapshot of the child’s level of functioning. The TFI is created to compliment the CANS and to be fully integrated to create a
comprehensive and in depth tool for providers after the second phase is completed in the future. This study will focus on creating a
tool that considers how well each of the CANS dimensions (of strengths) were represented (included or excluded) in the case
record of the agency.
The CANS version that will be used in this study is unique since it was modified by a group of parents and professionals in
Allegheny County (Pennsylvania) with the direction of Dr. Lyons and Dr. Rautkis. The consumer input that helped develop a
friendlier language and a few other adjustments that I believed added to the ease of its use were two reasons it was chosen over the
original CANS version. I received permission to use the Allegheny County version and Dr. Lyons assured me that, even though this
adapted version uses slightly different language than the original CANS it is family friendly and won’t affect the integrity of the
assessment.
The study will focus on two of the five sections of the CANS, which are the strengths sections, totaling 19 questions. Each
of these sections will have questions devoted to general areas of functionality (CANS dimensions). The utility of the CANS
provides a good working base of assessment information that will help to identify the strengths and needs of children and their

families for which it was intended, but there is a need to go beyond where the CANS ends in order to ascertain detailed
information about the quality of treatment provided. Another motivation for the study is the time constraints and funding issues
smaller agencies face and at times these concerns can affect the amount of attention given to maintaining a quality run program. It
is the hope of this study that the TFI can be adapted to be a benefit to providers through its assessment of fidelity indicators and
indirectly to the children and families they serve.
This study is being used to develop a tool that can ascertain how well the case file record considers the strengths of the
family and child as it relates to the identified functionality of dimensions of the CANS. It is important for the rater to focus solely
on the “dimension” and assess how well it is represented or not represented in the case record of the agency. By identifying how
well each of the dimensions were represented in the case record should provide valuable information about areas that are operating
well or other areas that require improvement. Below is an example of the first dimension listed and how to use the TFI tool.
Example 1.
Below is a partial section of the “TFI rating form” that is used to score each of the dimensions. The first dimension,
physical/behavioral health, will be used as an example to learn how to utilize this instrument. The rater will circle their best answer
for each of the three questions. In this first of two sections, all questions must be answered from the perspective of the family or
caregiver’s viewpoint. The ratings for each dimension are “mostly” (most of the time this is present in the dimension), “partially”
(part of the time this is present in the dimension) or “rarely” (seldom is present or not at all present in the dimension). These Likert
scale ratings were chosen to simplify the rater’s decision-making process by having them score each question in columns A-C by
circling their best answer. The rater (person performing evaluation) will start in column A, go to B and then C, and will circle their
best answer of the three responses that are explained below. After each section is completed then the TFI rating can be tabulated by
following the guidelines at the top of the rating forms at the back of manual.

For each dimension, following the numbers listed (1-19) definitions are provided that informs the rater of the meaning of
each area. The definitions provide the rater with base information in which to consider each question as it relates to the definition.
The first four dimensions have examples provided to assist the rater and several of the dimensions do not have examples, since
they appear to be fairly straightforward. By providing augmented definitions to some of the CANS definitions should provide
sufficient direction for the rater.
After each possible answer (mostly, partially or rarely) a parameter is provided that describes the criteria for each of the
three answers. For every “mostly” definition, examples will be provided to assist the rater. The “partially” or “rarely” answers will
have a definition following and do not typically have an explanation. It is believed that the information provided in the “mostly”
section will be utilized by the other two answers. For example, after reading column A’s “mostly” definition for the dimension,
physical/behavioral health, if you believe the case record did not fully have the items listed in this answer you would then consider
which of the two remaining answers (partially or rarely) best fit how much of the dimension was represented in the case record and
circle the best answer.
Another important consideration is to answer all three questions for each dimension completely in order to effectively
identify the gaps or strengths in each dimension. For example, if the first dimension, physical/behavioral health, was rated a
“rarely” in column A, it might be considered unlikely that might be incorporated into the treatment plan (column B) or progress
notes (column C). Case records do not always maintain the same logically process for which they were intended and at times what
was discussed in a progress note or written as a treatment goal was never recorded in the comprehensive assessment (where it must
be identified in order to provide a legitimate treatment service and receive payment). Please consider all three questions for each
dimension carefully as you rate them.
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Mostly

Partially
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TFI
Rating

Mostly

Partially

Rarely

1 2 3

FAMILY/CAREGIVER NEEDS & STRENGTHS
This is the CANS definition of family and caregiver’s needs & strengths, in each of the proceeding sections (column A, B, and C),
the CANS definitions were translated to fit into one of three categories or answers that best describes how well the dimension was
considered in the child’s case file. In the first of the two strength sections focuses on the family or caregiver’s needs and strengths.
The caregiver(s) are typically family members, but may also be relatives, friends or community caregivers, such as foster care
parents. If the child is in foster care then the caregiver(s) become the foster parents. At times, some situations warrant shared care,
where the child alternates between foster care and their family home.

1. PHYSICAL/BEHAVIORAL HEALTH
Physical and behavioral health includes medical, physical, mental health, and substance abuse challenges faced by the
caregiver (s). (If the child/youth is in an institution or facility do not rate the stafffor dimension). Physical health refers to the
UNIVERSITY

child/youth. Behavioral health refers to mental health, substance abuse or other related issues experienced by the caregiver(s) that
may impact the level of care provided to the child/youth.
Column A (Dimension must be identified in the current comprehensive/functional assessment):
“Mostly”

Caregiver’s physical and/or behavioral needs & strengths were clearly documented in the assessment(s). This rating should reference
the caregiver(s) physical/behavioral strengths (appears healthy, current status of physical well-being, recent physical exam data, they
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caregiver(s) physical well-being or physical/medical needs or handicaps that may impact the level of care provided to the
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work out/recreate regularly, etc.) and needs (specific health/medical, substance abuse, mental health issues or poor habits—overeating,
lacks physical exercise, hygiene, etc.). The dimension’s definition above was “mostly” identified or referenced in the record.
“Partially”

Caregiver’s physical and/or behavioral needs & strengths were partially documented in the assessment(s). The dimension’s definition
above was “partially” identified or referenced in the record.

“Rarely”

Caregiver’s physical and/or behavioral needs & strengths were rarely for never) documented in the assessment(s). The dimension’s
definition above was “rarely” identified or referenced in the record.

Column B (Dimension must be included or referred to in the current treatment plan):
“Mostly”

Caregiver’s physical and/or behavioral needs & strengths were clearly referred to in the goal or intervention section of plan. This may
be stated in a goal whereas the child requires daily recreational outlets and in the intervention, the caregiver will encourage and
schedule daily recreational activities for child. Other examples may refer to the need to participate in family therapy to work through
mental health or substance abuse issues to improve communication. The dimension’s definition above was “mostly” identified or
referenced in the record.

“Partially”

Caregiver’s physical and/or behavioral needs & strengths were partially referred to in the problem statement, goal or intervention
section of plan. The dimension’s definition above was “partially” identified or referenced in the record.

“Rarely”

Caregiver’s physical and/or behavioral needs & strengths were rarely (or never) referred to in any part of the treatment plan. The
dimension’s definition above was “rarely” identified or referenced in the record.

Column C (Dimension must be discussed in progress notes for the last full month that services were actively provided):
“Mostly”

Caregiver’s physical and/or behavioral needs & strengths were clearly discussed in the progress notes. Any discussion about the
caregiver(s) physical/medical status, substance abuse or mental health issues that is stated in notes. The dimension’s definition above
was “mostly” identified or referenced in the record.

“Partially”

Caregiver’s physical and/or behavioral needs & strengths were partially discussed in the progress notes. The dimension’s definition
above was “partially” identified or referenced in the record.

“Rarely”

Caregiver’s physical and/or behavioral needs & strengths were rarely for never) discussed in the progress notes. The dimension’s

definition above was “rarely” identified or referenced in the record.

When all the questions for each section are completed, then a TFI rating can be tabulated by following the guidelines provided at
the top of the rating forms found at the end of manual. TFI rating of “1” indicates that little or no action is required by the provider;
rating of “2” indicates that some action is required to improve the level of service delivery; and a rating of “3” indicates that
immediate action is required on behalf of provider to either improve service delivery, documentation or other needs. A level three
may indicate safety issues or other serious needs that must be given immediate attention. At times a level 2 or 3 may be due to a
lack of information resulting in a “rarely” response by the rater. As this tool is developed, it will be adapted as needed to make it
useful to providers. The remainder of this manual contains the same questions in each of the columns (A, B and C) and the same
layout as described above, which consists of the CANS dimension, the definition, answers for each of the questions and rating scale
at the end of the manual.
2. SUPERVISION
Thisdimension is used to rate the capacity o f the caregiver to provide the level o f monitoring and discipline needed by the
child/youth. Supervision refers to the caregiver’s capacity to fulfill the monitoring needs of the child/youth. This includes situations
where the supervision and monitoring is appropriate and functioning well and includes circumstances where supervision is absent
or inappropriate by the caregiver(s).
Column A (Dimension must be identified in the current comprehensive/functional assessment):
“Mostly”

The caregiver(s) ability or inability to provide a necessary and appropriate level of supervision for the child is clearly documented in
the assessment(s). Statements regarding the need for increased supervision

or monitoring, current problems caused from a lack of

supervision or issues that arise from a strict discipline plan for maintaining supervision/monitoring. The dimension’s definition above
was “mostly” identified or referenced in the record.
“Partially”

The caregiver(s) ability or inability to provide a necessary and appropriate level of supervision for the child is partially documented in

the assessment(s). The dimension’s definition above was “partially” identified or referenced in the record.
“Rarely”

The caregiver(s) ability or inability to provide a necessary and appropriate level of supervision for the child is rarely for never)
documented in the assessments). The dimension’s definition above was “rarely” identified or referenced in the record.

Column B (Dimension must be included or referred to in the current treatment plan):
“Mostly”

The caregiver(s) ability or inability to provide necessary supervision for the child/youth was clearly referenced to in the goal or
intervention section o f plan. Goals that focus on supervision or monitoring needs (safety issues, running away, devious behavior,
etc.), check in times, or highly structured supported schedule and/or interventions that may include family or staff support to help
maintain supervision/monitoring due to running away behavior, etc. The dimension’s definition above was “mostly” identified or
referenced in the record.

“Partially”

The caregiver(s) ability or inability to provide necessary supervision for the child/youth was partially referred to in the problem
statement, goal or intervention section of plan. The dimension’s definition above was “partially” identified or referenced in the record.

“Rarely”

The caregiver(s) ability or inability to provide necessary supervision for the child/youth was rarely (or never) referred to in any part o f
the treatment plan. The dimension’s definition above was “rarely” identified or referenced in the record.

Column C (Dimension must be discussed in progress notes for the last full month that services were actively provided):
“Mostly”

The caregiver(s) ability or inability to provide necessary supervision for the child/youth was clearly discussed in the progress notes.
Progress notes may discuss supervision and monitoring needs (safety issues, running away, devious behavior, etc.), check in times, or
highly structured supported schedule and/or interventions that may include family or staff support to help maintain
supervision/monitoring due to running away behavior, etc. The dimension’s definition above was “mostly” identified or referenced in
the record.

“Partially”

The caregiver(s) ability or inability to provide necessary supervision for the child/youth was partially discussed in the progress notes.
The dimension’s definition above was “partially” identified or referenced in the record.

“Rarely”

The caregiver(s) ability or inability to provide necessary supervision for the child/youth was rarely for never) discussed in the
progress notes. The dimension’s definition above was “rarely” identified or referenced in the record.

3. INVOLVEMENT WITH CARE
This rating should be based on the level of involvement the caregiver(s) has in the planning and provision o f mental health
and related services. If the child/youth were in foster care, then the foster parents would be considered the caregiver(s). How
involved were the caregivers in the treatment process, advocating for their child or family, attendance at meetings, or the how often
might they contact their child if they are in foster care or in a residential placement.
Column A (Dimension must be identified in the current comprehensive/functional assessment):
“Mostly”

The caregiver’s level of involvement (active or inactive)in the planning or implementation of services was clearly documented in the
assessment(s). Do not assess how involved the caregiver was or was not, but focus on how well the record showed that the caregiver’s
level of involvement was represented. For example, the caregiver may totally refuse to participate in any therapy, but the record shows
that they come only for treatment team meetings to keep DFYS off their back. Any statements recorded that the caregiver says
anything about how involved they will or won’t be is a good indicator that involvement was recorded. Other statements regarding their
advocacy on behalf of their child or its recorded that the caregiver needs to be more of an advocate for their child. The dimension’s
definition above was “mostly” identified or referenced in the record.

“Partially”

The caregiver’s level o f involvement (active or inactive) in the planning or implementation o f services was partially documented in
the assessment(s). The dimension’s definition above was “partially” identified or referenced in the record.

“Rarely”

The caregiver’s level of involvement (active or inactive)

in the planning or implementation of services was rarely documented in the

assessment(s). The dimension’s definition above was “rarely” identified or referenced in the record.

Column B (Dimension must be included or referred to in the current treatment plan):
“Mostly”

The caregiver’s level o f involvement (active or inactive)

in the planning or implementation of services was clearly referenced to in the

goal or intervention section of plan. For example, any goal or intervention that focuses on the level of involvement (i.e.
communication, therapy or family time involving the caregiver). The dimension’s definition above was “mostly” identified or
referenced in the record.
“Partially”

The caregiver’s level of involvement (active or inactive)

in the planning or implementation of services was partially referred to in the

problem statement, goal or intervention section of plan. The dimension’s definition above was “partially” identified or referenced in
the record.
“Rarely”

The caregiver’s level of involvement (active or inactive) in the planning or implementation of services was rarely (or never) referred
to in any part of the treatment plan. The dimension’s definition above was “rarely” identified or referenced in the record.

Column C (Dimension must be discussed in progress notes for the last full month that services were actively provided):
“Mostly”

The caregiver’s level of involvement (active or inactive) in the planning or implementation of services was clearly discussed in the
progress notes. For example, the caregiver may have totally refused participation and overtime the record continued to show that
efforts were made to include them, which may end up as the child getting discharged or the caregiver engaging in the process or
maybe legal involvement due to lack of involvement in their child’s life. The dimension’s definition above was “mostly” identified or
referenced in the record.

“Partially”

The caregiver’s level of involvement (active or inactive) in the planning or implementation o f services was partially discussed in the
progress notes. The dimension’s definition above was “partially” identified or referenced in the record.

“Rarely”

The caregiver’s level of involvement (active or inactive) in the planning or implementation of services was rarely (or never) discussed
in the progress notes. The dimension’s definition above was “rarely” identified or referenced in the record.

4. KNOWLEDGE
This rating should be based on caregiver9s knowledge of the specific strengths of the child and any problems experienced by the
child and their ability to understand the rationale for the treatment or management of these problems. If the child/youth were in
foster care, then the foster parents would be considered the main caregiver(s). This dimension requires scrutiny to maintain cultural
competence. Ask yourself “Is there information that this caregiver needs in order to work with this child better?”
Column A (Dimension must be identified in the current comprehensive/functional assessment):
“Mostly”

The caregiver(s) level of knowledge (great or poor) of the child’s psychological strengths and weaknesses, talents and limitations was
clearly documented in the assessment(s). Any statements referencing the caregiver’s ability or inability to make decisions for their
child, or perceptions recorded that reference caregiver’s capacity for learning (knowledge) or similar statements. The dimension’s

definition above was “mostly” identified or referenced in the record.
“Partially”

The caregiver(s) knowledge or lack of knowledge of the child's psychological strengths and weaknesses, talents and limitations was
partially documented in the assessment(s). The dimension’s definition above was “partially” identified or referenced in the record.

“Rarely”

The caregiver(s) knowledge or lack of knowledge of the child's psychological strengths and weaknesses, talents and limitations was
rarely documented in the assessment(s). The dimension’s definition above was “rarely” identified or referenced in the record.

Column B (Dimension must be included or referred to in the current treatment plan):
“Mostly”

Caregiver’s knowledge or lack of knowledge of the child’s psychological strengths and weaknesses, talents and limitations was
clearly referenced to in the goal or intervention section of plan. Statements or references to the caregiver’s capacity to make
knowledgeable decisions regarding the child or family. The dimension’s definition above was “mostly” identified or referenced in the
record.

“Partially”

Caregiver’s knowledge or lack of knowledge of the child’s psychological strengths and weaknesses, talents and limitations was
partially referred to in the problem statement, goal or intervention section o f plan. The dimension’s definition above was “partially”
identified or referenced in the record.

“Rarely”

Caregiver’s knowledge or lack of knowledge o f the child’s psychological strengths and weaknesses, talents and limitations was rarely
for never) referred to in any part of the treatment plan. The dimension’s definition above was “rarely” identified or referenced in the
record.

Column C (Dimension must be discussed in progress notes for the last full month that services were actively provided):
“Mostly”

Caregiver’s knowledge or lack of knowledge o f the child’s psychological strengths and weaknesses, talents and limitations was clearly
discussed in the progress notes. Statements or references to the caregiver’s capacity to make knowledgeable decisions regarding the
child or family. The dimension’s definition above was “mostly” identified or referenced in the record.

“Partially”

Caregiver’s knowledge or lack of knowledge of the child’s psychological strengths and weaknesses, talents and limitations was
partially discussed in the progress notes. The dimension’s definition above was “partially” identified or referenced in the record.

“Rarely”

Caregiver’s knowledge or lack of knowledge of the child’s psychological strengths and weaknesses, talents and limitations was rarely

(or never) discussed in the progress notes. The dimension’s definition above was “rarely” identified or referenced in the record.

5. MANAGEMENT
This rating should be based on the ability o f the caregiver to participate in or direct the management and organization o f the

.

household, services, and related activities If the child/youth were in foster care, then the foster parents would be considered the
main caregiver(s).
Column A (Dimension must be identified in the current comprehensive/functional assessment):
“Mostly”

The caregiver(s) level of ability to manage or organize support services for the child was clearly documented in the assessment(s).

“Partially”

The caregiver(s) level of ability to manage or organize support services for the child was partially documented in the assessment(s).

“Rarely”

The caregiver(s) level of ability to manage or organize support services for the child was rarely documented in the assessment(s).

Column B (Dimension must be included or referred to in the current treatment plan):
“Mostly”

The caregiver(s) level of ability to manage or organize support services for the child was clearly referenced to in the goal or
intervention section of plan.

“Partially”

The caregiver(s) level of ability to manage or organize support services for the child was partially referred to in the problem
statement, goal or intervention section of plan.

“Rarely”

The caregiver(s) level of ability to manage or organize support services for the child was rarely (or never) referred to in any part of the
treatment plan.

Column C (Dimension must be discussed in progress notes for the last full month that services were actively provided):
“Mostly”

The caregiver(s) level of ability to manage or organize support services for the child was clearly discussed in the progress notes.

“Partially”

The caregiver(s) level of ability to manage or organize support services for the child was partially discussed in the progress notes.

“Rarely”

The caregiver(s) level of ability to manage or organize support services for the child was rarely (or never) discussed in the progress
notes.
o

On

6. RESOURCES
This dimension refers to the financial and social assets (extendedfamily) and resources that the caregiver(s) can bring to bear
in addressing the multiple needs of the child andfamily. If the child/youth were in foster care, then the foster parents would be
considered the main caregiver(s). This relates to “resources” only and does not consider the caregiver’s ability to utilize or manage
resources (both of which are asked in separate dimensions).
Column A (Dimension must be identified in the current comprehensive/functional assessment):
“Mostly”

The caregiver’s level of ability to provide sufficient resources for the child was clearly documented in the assessment(s).

“Partially”

The caregiver’s level of ability to provide sufficient resources for the child was partially documented in the assessment(s).

“Rarely”

The caregiver’s level of ability to provide sufficient resources for the child was rarely documented in the assessment(s).

Column B (Dimension must be included or referred to in the current treatment plan):
“Mostly”

The caregiver’s level of ability to provide sufficient resources for the child was clearly referenced to in the goal or intervention
section of plan.

“Partially”

The caregiver’s level of ability to provide sufficient resources for the child was partially referred to in the problem statement, goal or
intervention section of plan.

“Rarely”

The caregiver’s level of ability to provide sufficient resources for the child was rarely (or never) referred to in any part of the
treatment plan.

Column C (Dimension must be discussed in progress notes for the last full month that services were actively provided):
“Mostly”

The caregiver’s level of ability to provide sufficient resources for the child was clearly discussed in the progress notes.

“Partially”

The caregiver’s level of ability to provide sufficient resources for the child was partially discussed in the progress notes.

“Rarely”

The caregiver’s level of ability to provide sufficient resources for the child was rarely (or never) discussed in the progress notes.

7. HOUSING
This dimension rates the caregivers current and likely future housing circumstances for the caregiver(s).
Column A (Dimension must be identified in the current comprehensive/functional assessment):
“Mostly”

The caregiver’s housing circumstances were clearly documented in the assessments).

“Partially”

The caregiver’s housing circumstances were partially documented in the assessment(s).

“Rarely”

The caregiver’s housing circumstances were rarely documented in the assessments).

Column B (Dimension must be included or referred to in the current treatment plan):
“Mostly”

The caregiver’s housing circumstances were clearly referred to in the goal or intervention section of plan.

“Partially”

The caregiver’s housing circumstances were partially referred to in the problem statement, goal or intervention section of plan.

“Rarely”

The caregiver’s housing circumstances were rarely (or never! referred to in any part o f the treatment plan.

Column C (Dimension must be discussed in progress notes for the last full month that services were actively provided):
“Mostly”

The caregiver’s housing circumstances were clearly discussed in the progress notes.

“Partially”

The caregiver’s housing circumstances were partially discussed in the progress notes.

“Rarely”

The caregiver’s housing circumstances were rarely (or never) discussed in the progress notes.

8. RESOURCEFULNESS
This dimension refers to the caregiver’s ability to identify and use resources.
Column A (Dimension must be identified in the current comprehensive/functional assessment):
“Mostly”

The caregiver’s level of ability to identify and use resources for the child was clearly documented in the assessments).

“Partially”

The caregiver’s level of ability to identify and use resources for the child was partially documented in the assessments).

“Rarely”

The caregiver’s level of ability to identify and use resources for the child was rarely documented in the assessments).

Column B (Dimension must be included or referred to in the current treatment plan):
“Mostly”

The caregiver’s level of ability to identify and use resources for the child was clearly referenced to in the goal or intervention section

of plan.
“Partially”

The caregiver’s level of ability to identify and use resources for the child was partially referred to in the problem statement, goal or
intervention section of plan.

“Rarely”

The caregiver’s level of ability to identify and use resources for the child was rarely (or never) referred to in any part of the treatment
plan.

Column C (Dimension must be discussed in progress notes for the last full month that services were actively provided):
“Mostly”

The caregiver’s level of ability to identify and use resources for the child was clearly discussed in the progress notes.

“Partially”

The caregiver’s level of ability to identify and use resources for the child was partially discussed in the progress notes.

“Rarely”

The caregiver’s level of ability to identify and use resources for the child was rarely for never) discussed in the progress notes.

CHILD/YOUTH STRENGTHS
In this section rate the following dimensions from the perspective of the child or youth.
9. FAMILY
Family refers to all biological or adoptive relatives with whom the child/youth remains in contact along with other individuals
in relationships with these relatives.
Column A (Dimension must be identified in the current comprehensive/functional assessment):
“Mostly”

The child/youth’s family strengths (love, mutual respect, child is fully included in activities) or lack of strengths (poor
communication, lacking support for another, child not included in activities) was clearly documented in the assessments).

“Partially”

The child/youth’s family strengths (love, mutual respect, child is fully included in activities) or lack of strengths (poor
communication, lacking support for another, child not included in activities) was partially documented in the assessments).

“Rarely”

The child/youth’s family strengths (love, mutual respect, child is fully included in activities) or lack of strengths (poor
communication, lacking support for another, child not included in activities) was rarely documented in the assessments).

Column B (Dimension must be included or referred to in the current treatment plan):
“Mostly”

The child/youth’s family strengths (love, mutual respect, child is fully included in activities) or lack of strengths (poor
communication, lacking support for another, child not included in activities) was clearly referenced to in the goal or intervention
section of plan.

“Partially”

The child/youth’s family strengths (love, mutual respect, child is fully included in activities) or lack of strengths (poor
communication, lacking support for another, child not included in activities) was partially referred to in the problem statement, goal or
intervention section of plan.

“Rarely”

The child/youth’s family strengths (love, mutual respect, child is fully included in activities) or lack o f strengths (poor
communication, lacking support for another, child not included in activities) was rarely (or never) referred to in any part o f the
treatment plan.

Column C (Dimension must be discussed in progress notes for the last full month that services were actively provided):
“Mostly”

The child/youth’s family strengths (love, mutual respect, child is fully included in activities) or lack of strengths (poor
communication, lacking support for another, child not included in activities) was clearly discussed in the progress notes.

“Partially”

The child/youth’s family strengths (love, mutual respect, child is fully included in activities) or lack of strengths (poor
communication, lacking support for another, child not included in activities) was partially discussed in the progress notes.

“Rarely”

The child/youth’s family strengths (love, mutual respect, child is fully included in activities) or lack of strengths (poor
communication, lacking support for another, child not included in activities) was rarely for never) discussed in the progress notes.

10. INTERPERSONAL
This dimension refers to the interpersonal skills o f the child or youth with peers and adults.
Column A (Dimension must be identified in the current comprehensive/functional assessment):
“Mostly”

The child/youth’s interpersonal skills (able to form and maintain relationships w/peers and adults) or lack of skills needed (unable to
make friends, plays alone, no positive relationships, etc.) to be successful was clearly documented in the assessment(s).

“Partially”

The child/youth’s interpersonal skills (able to form and maintain relationships w/peers and adults) or lack o f skills needed (unable to
make friends, plays alone, no positive relationships, etc.) to be successful was partially documented in the assessments).

“Rarely”

The child/youth’s interpersonal skills (able to form and maintain relationships w/peers and adults) or lack of skills needed (unable to
make friends, plays alone, no positive relationships, etc.) to be successful was rarely documented in the assessment(s).

Column B (Dimension must be included or referred to in the current treatment plan):
“Mostly”

The child/youth’s interpersonal skills (able to form and maintain relationships w/peers and adults) or lack of skills needed (unable to
make friends, plays alone, no positive relationships, etc.) to be successful was clearly referenced to in the goal or intervention section
of plan.

“Partially”

The child/youth’s interpersonal skills (able to form and maintain relationships w/peers and adults) or lack of skills needed (unable to
make friends, plays alone, no positive relationships, etc.) to be successful was partially referred to in the problem statement, goal or

intervention section of plan.
“Rarely”

The child/youth’s interpersonal skills (able to form and maintain relationships w/peers and adults) or lack of skills needed (unable to
make friends, plays alone, no positive relationships, etc.) to be successful was rarely (or never) referred to in any part of the treatment
plan.

Column C (Dimension must be discussed in progress notes for the last full month that services were actively provided):
“Mostly”

The child/youth’s interpersonal skills (able to form and maintain relationships w/peers and adults) or lack of skills needed (unable to
make friends, plays alone, no positive relationships, etc.) to be successful was clearly discussed in the progress notes.

“Partially”

The child/youth’s interpersonal skills (able to form and maintain relationships w/peers and adults) or lack of skills needed (unable to
make friends, plays alone, no positive relationships, etc.) to be successful was partially discussed in the progress notes.

“Rarely”

The child/youth’s interpersonal skills (able to form and maintain relationships w/peers and adults) or lack of skills needed (unable to
make friends, plays alone, no positive relationships, etc.) to be successful was rarely (or never) discussed in the progress notes.

11. RELATIONSHIP EXPERIENCE
This dimension refers to the stability o f significant relationships in the child or youth ys life. This likely includes family members
but may also include other individuals.
Column A (Dimension must be identified in the current comprehensive/functional assessment):
“Mostly”

The child/youth’s level of ability to form significant relationships with family members or other individuals was clearly documented
in the assessment(s).

“Partially”

The child/youth’s level of ability to form significant relationships with family members or other individuals was partially documented
in the assessment(s).

“Rarely”

The child/youth’s level of ability to form significant relationships with family members or other individuals was rarely documented in
the assessment(s).

Column B (Dimension must be included or referred to in the current treatment plan):

“Mostly”

The child/youth’s level of ability to form significant relationships with family members or other individuals was clearly referenced to
in the goal or intervention section of plan.

“Partially”

The child/youth’s level of ability to form significant relationships with family members or other individuals was partially documented
to in the problem statement, goal or intervention section of plan.

“Rarely”

The child/youth’s level of ability to form significant relationships with family members or other individuals was rarely documented to
in any part of the treatment plan.

Column C (Dimension must be discussed in progress notes for the last full month that services were actively provided):
“Mostly”

The child/youth’s level of ability to form significant relationships with family members or other individuals was clearly discussed in
the progress notes.

“Partially”

The child/youth’s level of ability to form significant relationships with family members or other individuals was partially documented
in the progress notes.

“Rarely”

The child/youth’s level of ability to form significant relationships with family members or other individuals was rarely documented in
the progress notes.

12. SERVICE EXPERIENCE
This dimension rates the stability o f the service providers who have worked with the child and/or family. This relates to the
consistency in treatment provided to the child and/or family by the service provider. Erratic or inconsistent treatment that is
provided can have a negative effect on treatment success. Other changes, such as a change in staffing or therapist can significantly
impact treatment.
Column A (Dimension must be identified in the current comprehensive/functional assessment):
“Mostly”

The stability (or instability) of treatment services provided by the agency was clearly documented in the assessment(s).

“Partially”

The stability (or instability) of treatment services provided by the agency was partially documented in the assessment(s).

“Rarely”

The stability (or instability) of treatment services provided by the agency was rarely documented in the assessment(s).

Column B (Dimension must be included or referred to in the current treatment plan):
“Mostly”

The stability (or instability) of treatment services provided by the agency was clearly referenced to in the goal or intervention section
of plan.

“Partially”

The stability (or instability) of treatment services provided by the agency was partially documented to in the problem statement, goal
or intervention section of plan.

“Rarely”

The stability (or instability) of treatment services provided by the agency was rarely documented to in any part of the treatment plan.

Column C (Dimension must be discussed in progress notes for the last full month that services were actively provided):
“Mostly”

The stability (or instability) of treatment services provided by the agency was clearly discussed in the progress notes.

“Partially”

The stability (or instability) of treatment services provided by the agency was partially documented in the progress notes.

“Rarely”

The stability (or instability) of treatment services provided by the agency was rarely documented in the progress notes.

13. EDUCATIONAL
Thisdimension refers to the strengths o f the school system and may or may not reflect any specific educational skills possessed
by the child or youth. Note: If youth has graduated or is not attending school then this dimension will be marked “N/A” on the
rating form and this section can be left blank.
Column A (Dimension must be identified in the current comprehensive/functional assessment):
“Mostly”

The quality of educational services provided by the school system was clearly documented in the assessment(s). Statements that refer
to educational progress, strengths, needs and successes of the child.

“Partially”

The quality of educational services provided by the school system was partially documented in the assessment(s).

“Rarely”

The quality of educational services provided by the school system was rarely documented in the assessment(s).

Column B (Dimension must be included or referred to in the current treatment plan):
“Mostly”

The quality of educational services provided by the school system was clearly referenced to in the goal or intervention section of plan.

“Partially”

The quality of educational services provided by the school system was partially documented to in the problem statement, goal or

intervention section of plan.
“Rarely”

The quality of educational services provided by the school system was rarely documented to in any part of the treatment plan.

Column C (Dimension must be discussed in progress notes for the last full month that services were actively provided):
“Mostly”

The quality of educational services provided by the school system was clearly discussed in the progress notes.

“Partially”

The quality of educational services provided by the school system was partially documented in the progress notes.

“Rarely”

The quality of educational services provided by the school system was rarely documented in the progress notes.

14- VOCATIONAL

,

Generally this rating is reserved for adolescents and is not applicable for children 12 years and younger. Computer skills are
included here. Note: If a child under the age of 12, then dimension will be marked “N/A” on the rating form and this section can be
left blank.
Column A (Dimension must be identified in the current comprehensive/functional assessment);
“Mostly”

The youth’s vocational skills, interests or work experiences were clearly documented in the assessments),

“Partially”

The youth’s vocational skills, interests or work experiences were partially documented in the assessment(s).

“Rarely”

The youth’s vocational skills, interests or work experiences were rarely documented in the assessment(s).

Column B (Dimension must be included or referred to in the current treatment plan):
“Mostly”

The youth’s vocational skills, interests or work experiences were clearly referenced to in the goal or intervention section of plan.

“Partially”

The youth’s vocational skills, interests or work experiences were partially documented to in the problem statement, goal or
intervention section of plan.

“Rarely”

The youth’s vocational skills, interests or work experiences were rarely documented to in any part of the treatment plan.

Column C (Dimension must be discussed in progress notes for the last full month that services were actively provided):
“Mostly”

The youth’s vocational skills, interests or work experiences were clearly discussed in the progress notes.

“Partially”

The youth’s vocational skills, interests or work experiences were partially documented in the progress notes.

“Rarely”

The youth’s vocational skills, interests or work experiences were rarely documented in the progress notes.

15. COPING AND SAVORING
This rating should be based on the psychological strength that the child/youth might have developed including both the ability
to enjoy positive life experiences and manage negative life experiences.
Column A (Dimension must be identified in the current comprehensive/functional assessment):
“Mostly”

The child/youth’s level of ability to cope with challenges and difficulties or to enjoy life experiences was clearly documented in the
assessment(s).

“Partially”

The child/youth’s level of ability to cope with challenges and difficulties or to enjoy life experiences was partially documented in the
assessment(s).

“Rarely”

The child/youth’s level of ability to cope with challenges and difficulties or to enjoy life experiences was rarely documented in the
assessment(s).

Column B (Dimension must be included or referred to in the current treatment plan):
“Mostly”

The child/youth’s level of ability to cope with challenges and difficulties or to enjoy life experiences was clearly referenced to in the
goal or intervention section of plan.

“Partially”

The child/youth’s level of ability to cope with challenges and difficulties or to enjoy life experiences was partially documented to in
the problem statement, goal or intervention section of plan.

“Rarely”

The child/youth’s level of ability to cope with challenges and difficulties or to enjoy life experiences was rarely documented to in any
part of the treatment plan.

Column C (Dimension must be discussed in progress notes for the last fall month that services were actively provided):
“Mostly”

The child/youth’s level of ability to cope with challenges and difficulties or to enjoy life experiences was clearly discussed in the
progress notes.

“Partially”

The child/youth’s level of ability to cope with challenges and difficulties or to enjoy life experiences was partially documented in the
progress notes.

“Rarely”

The child/youth’s level of ability to cope with challenges and difficulties or to enjoy life experiences was rarely documented in the
progress notes.

16. CREATIVITY
This rating should be based broadly on any talent, creative or artistic skills the child/youth may have including art, theater,
music, athletics, and so forth.
Column A (Dimension must be identified in the current comprehensive/functional assessment):
“Mostly”

The child/youth’s level of talent, creative or artistic skills was clearly documented in the assessment(s).

“Partially”

The child/youth’s level of talent, creative or artistic skills was partially documented in the assessment(s).

“Rarely”

The child/youth’s level of talent, creative or artistic skills was rarely documented in the assessments).

Column B (Dimension must be included or referred to in the current treatment plan):
“Mostly”

The child/youth’s level of talent, creative or artistic skills was clearly referenced in the goal or intervention section of plan.

“Partially”

The child/youth’s level of talent, creative or artistic skills was partially documented in the problem statement, goal or intervention
section of plan.

“Rarely”

The child/youth’s level o f talent, creative or artistic skills was rarely documented in any part of the treatment plan.

Column C (Dimension must be discussed in progress notes for the last full month that services were actively provided):
“Mostly”

The child/youth’s level of talent, creative or artistic skills was clearly discussed in the progress notes.

“Partially”

The child/youth’s level o f talent, creative or artistic skills was partially documented in the progress notes.

“Rarely”

The child/youth’s level of talent, creative or artistic skills was rarely documented in the progress notes.

17. SPIRITUAL/RELIGIOUS
This rating should be based on the child/youth and their family9s involvement in spiritual or religious beliefs and activities.
Column A (Dimension must be identified in the current comprehensive/functional assessment):
“Mostly”

The child/family’s level of involvement in spiritual/religious activities was clearly documented in the assessment(s).

“Partially”

The child/family’s level of involvement in spiritual/religious activities was partially documented in the assessment(s).

“Rarely”

The child/family’s level of involvement in spiritual/religious activities was rarely documented in the assessment(s).

Column B (Dimension must be included or referred to in the current treatment plan):
“Mostly”

The child/family’s level of involvement in spiritual/religious activities was clearly referenced to in the goal or intervention section of
plan.

“Partially”

The child/family’s level of involvement in spiritual/religious activities was partially documented to in the problem statement, goal or
intervention section of plan.

“Rarely”

The child/family’s level of involvement in spiritual/religious activities was rarely documented to in any part of the treatment plan.

Column C (Dimension must be discussed in progress notes for the last full month that services were actively provided):
“Mostly”

The child/family’s level of involvement in spiritual/religious activities was clearly discussed in the progress notes.

“Partially”

The child/family’s level of involvement in spiritual/religious activities was partially documented in the progress notes.

“Rarely”

The child/family’s level of involvement in spiritual/religious activities was rarely documented in the progress notes.

18. COMMUNITY LIFE
This rating should be based on the child or adolescent’s level o f involvement in the mainstream aspects o f life in his/her
community.
Column A (Dimension must be identified in the current comprehensive/functional assessment):

“Mostly”

The child/youth’s level of involvement in activities or aspects of the community was clearly documented in the assessment(s).

“Partially”

The child/youth’s level of involvement in activities or aspects of the community was partially documented in the assessment(s).

“Rarely”

The child/youth’s level of involvement in activities or aspects of the community was rarely documented in the assessment(s).

Column B (Dimension must be included or referred to in the current treatment plan):
“Mostly”

The child/youth’s level of involvement in activities or aspects o f the community was clearly referenced to in the goal or intervention
section of plan.

“Partially”

The child/youth’s level of involvement in activities or aspects of the community was partially documented to in the problem
statement, goal or intervention section of plan.

“Rarely”

The child/youth’s level of involvement in activities or aspects of the community was rarely documented to in any part of the treatment
plan.

Column C (Dimension must be discussed in progress notes for the last full month that services were actively provided):
“Mostly”

The child/youth’s level of involvement in activities or aspects of the community was clearly discussed in the progress notes.

“Partially”

The child/youth’s level of involvement in activities or aspects of the community was partially documented in the progress notes.

“Rarely”

The child/youth’s level of involvement in activities or aspects of the community was rarely documented in the progress notes.

19. RESILIENCY
Thisrating should be based on the child’s ability to identify and use strengths in managing their lives. Children who learn from
their mistakes or from guidance others give them that help them improve.
Column A (Dimension must be identified in the current comprehensive/functional assessment):
“Mostly”

The child/youth’s level of ability to identify and use personal strengths to manage their lives was clearly documented in the
assessment(s).

“Partially”

The child/youth’s level of ability to identify and use personal strengths to manage their lives was partially documented in the
assessment(s).

“Rarely”

The child/youth’s level of ability to identify and use personal strengths to manage their lives was rarely documented in the
assessments).

Column B (Dimension must be included or referred to in the current treatment plan):
“Mostly”

The child/youth’s level of ability to identify and use personal strengths to manage their lives was clearly referenced to in the goal or
intervention section of plan.

“Partially”

The child/youth’s level of ability to identify and use personal strengths to manage their lives was partially documented to in the
problem statement, goal or intervention section of plan.

“Rarely”

The child/youth’s level of ability to identify and use personal strengths to manage their lives was rarely documented to in any part of
the treatment plan.

Column C (Dimension must be discussed in progress notes for the last full month that services were actively provided):
“Mostly”

The child/youth’s level of ability to identify and use personal strengths to manage their lives was clearly discussed in the progress
notes.

“Partially”

The child/youth’s level of ability to identify and use personal strengths to manage their lives was partially documented in the progress
notes.

“Rarely”

The child/youth’s level of ability to identify and use personal strengths to manage their lives was rarely documented in the progress
notes.

TFI Rating Form- Family/Caregiver Needs & Strengths

Directions:
Step one- Please circle your best answer (Mostly, Partially, or Rarely) for each dimension. Please record observations in the “comments” section below.
Step two- After all the questions are answered then tabulate your TFI rating below and circle your response (1, 2, or 3). Total the ratings for section.
TFI rating guidelines:
A rating o f “1” is given for dimensions with two or more “mostly” answers, of which two must be from columns A and B. No “rarely” answers.
A rating o f “2” is given for dimensions with two or more “partially” or “mostly” answers, of which two must be from columns A and B.
A rating o f “3” is given for dimensions with two or more “rarely” or with two answers.

A

B

C

Was the dimension included
and/or referred to in the
treatment plan?

Was the dimension
discussed in the progress
notes?

Dimensions:
L Physical/behavioral health

Was the dimension
identified
in the comprehensive or
functional assessment?
Mostly Partially Rarely

Mostly Partially Rarely

Mostly Partially Rarely

12 3

2. Supervision

Mostly Partially Rarely

Mostly Partially Rarely

Mostly Partially Rarely

12 3

3. Involvement with Care

Mostly Partially Rarely

Mostly Partially Rarely

Mostly Partially Rarely

12 3

4. Knowledge

Mostly Partially Rarely

Mostly Partially Rarely

Mostly Partially Rarely

12 3

5. Management

Mostly Partially Rarely

Mostly Partially Rarely

Mostly Partially Rarely

12 3

6. Resources

Mostly Partially Rarely

Mostly Partially Rarely

Mostly Partially Rarely

12 3

7. Housing

Mostly Partially Rarely

Mostly Partially Rarely

Mostly Partially Rarely

1 2 3

8. Resourcefulness

Mostly Partially Rarely

Mostly Partially Rarely

Mostly Partially Rarely

1 2 3

Family/Caregiver’s Needs
and Strengths

Comments:

TFI Rating

| Total TFI Rating:

TFI Rating Form- Child/Youth’s Strengths

Directions:
Step one- Please circle your best answer (Mostly, Partially, or Rarely) for each dimension. Please record observations in the “comments” section below.
Step two- After all the questions are answered then tabulate your TFI rating below and circle your response (1, 2, or 3). Total the ratings for section.
TFI rating guidelines:
A rating of “1” is given for dimensions with two or more “mostly” answers, of which two must be from columns A and B. No “rarely” answers.
A rating of “2” is given for dimensions with two or more “partially” or “mostly” answers, of which two must be from columns A and B.
A rating of “3” is given for dimensions with two or more “rare y” or with two answers.

A

B

C

Was the dimension identified
in the comprehensive or
functional assessment?
Mostly Partially Rarely

Was the dimension included
and/or referred to in the
treatment plan?
Mostly Partially Rarely

Was the dimension discussed
in the progress notes?
Mostly Partially Rarely

12 3

10. Interpersonal

Mostly Partially Rarely

Mostly Partially Rarely

Mostly Partially Rarely

12 3

11. Relationship Experience

Mostly Partially

Rarely

Mostly Partially Rarely

Mostly Partially Rarely

12 3

12. Service Experience

Mostly Partially Rarely

Mostly Partially Rarely

Mostly Partially Rarely

12 3

13. Educational(If n/a check )

Mostly Partially Rarely

Mostly Partially Rarely

Mostly Partially Rarely

12 3

14. Vocational (If n/a check )

Mostly Partially Rarely

Mostly Partially Rarely

Mostly Partially Rarely

12 3

15. Well-being

Mostly Partially Rarely

Mostly Partially Rarely

Mostly Partially Rarely

12 3

16. Creativity

Mostly Partially Rarely

Mostly Partially Rarely

Mostly Partially Rarely

12 3

17. Spiritual/Religious

Mostly Partially Rarely

Mostly Partially Rarely

Mostly Partially Rarely

12 3

18. Community Life

Mostly Partially Rarely

Mostly Partially Rarely

Mostly Partially Rarely

12 3

19. Resiliency

Mostly Partially Rarely

Mostly Partially Rarely

Mostly Partially Rarely

12 3

Child/Youth’s Strengths
Dimensions:
9. Family

Comments:

TFI Rating

| Total TFI Rating:

123
Appendix B
C hild and A dolescent Needs and Strengths

For Children and Families with Mental Health Challenges
Served in Allegheny County
CANS-MH
Manual

Copyright, 1999

John S. Lyons, Ph.D
Mental Health Services and Policy Program
Institute for Health Services Research and Policy Studies
339 East Chicago Avenue, Weibolt 717
Chicago, IL 60611
312-503-0425
jsl329@nwu.edu
In collaboration with the family members o f Community Connections for Families:
Julie Hladio
Karen Hadix
Chrystale Mosley
Cindy Grundy
JoAnn Meekins
Carmella Miller
Bobbie Ferguson
Lynn Buccilli

Mary Beth Rauktis, Ph.D.
Community Connections for Families
Allegheny County DHS
304 Wood Street
Pgh, PA 15222-1900
412-350-5760
mbrauktis@dhs.county.allegheny.pa.us
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CODING CRITERIA
The administration form o f the CANS provides the structure for which you can obtain needed
information to rate each o f the item on the four levels. In general, the family members’ view o f
whether a need requires action or a whether a strength can be used as a foundation directs the
ratings. However, it is important to have anchored definitions o f the four levels for each item.
The following is provides these definitions. It is important that you are familiar with the

anchored definitions prior to doing the CANS with a family member. Know which
descriptions correspond to the 4 levels.

FAMIL Y/CAREGIVER KEEPS AND

STRENGTHS

Caregiver refers to parent(s) or other adult with primary care-taking responsibilities for the child.

PHYSICAL/BEHAVIORAL HEALTH

Physical and behavioral health includes medical, physical, mental health, and substance abuse
challenges faced by the caregiver(s)
0

Caregiver(s) has no physical or behavioral health limitations that impact assistance
or attendant care.

1

Caregiver(s) has some physical or behavioral health limitations that interfere with
provision of assistance or attendant care.

2

Caregiver(s) has significant physical or behavioral health limitations that prevent
them from being able to provide some of needed assistance or make attendant care
difficult.

3

Caregiver(s) is unable to provide any needed assistance or attendant care.

SUPERVISION

This dimension is used to rate the capacity of the caregiver to provide the level of monitoring and
discipline needed by the child/youth.
0

This rating is used to indicate a caregiver circumstance in which supervision and
monitoring is appropriate and functioning well.

1

This level indicates a caregiver circumstance in which supervision is generally
adequate but inconsistent. This may include a placement in which one member is
capable of appropriate monitoring and supervision but others are not capable or
not consistently available.

2

This level indicates a caregiver circumstance in which appropriate supervision and
monitoring are very inconsistent and frequently absent.

3

This level indicates a caregiver circumstance which supervision and monitoring are
nearly always absent or inappropriate.
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INVOLVEMENT WITH CARE

This rating should be based on the level o f involvement the caregiver(s) has in the planning and
provision of mental health and related services.
0

This level indicates a caregiver(s) who is actively involved in the planning and/or
implementation or services and is able to be an effective advocate on behalf of the
child or adolescent.

1

This level indicates a caregiver(s) who is inconsistently involved in the planning
and/or implementation of services for the child or adolescent but is not an active
advocate on behalf of the child or adolescent.

2

This level indicates a caregiver(s) who is minimally involved in the care of the child
or adolescent. Caregiver may visit individual when in out of home placement, but
does not become involved in service planning and implementation.

3

This level indicates a caregiver(s) who is uninvolved with the care of the child or
adolescent. Caregiver may want individual out of home or fails to visit individual
when in residential placement.

KNOWLEDGE

This rating should be based on caregiver’s knowledge of the specific strengths of the child and
any problems experienced by the child and their ability to understand the rationale for the
treatment or management o f these problems.
0

This level indicates that the present caregiver is fully knowledgeable about the
child's psychological strengths and weaknesses, talents and limitations.

1

This level indicates that the present caregiver, while being generally knowledgeable
about the child, has some mild deficits in knowledge or understanding of either the
child's psychological condition of his/her talents, skills and assets.

2

This level indicates that the caregiver does not know or understand the child well
and that significant deficits exist in the caregiver's ability to relate to the child's
problems and strengths.

3

This level indicates that the present caregiver has little or no understanding the
child's current condition. The placement is unable to cope with the child given
his/her status at the time, not because of the needs of the child but because the
caregiver does not understand or accept the situation.

MANAGEMENT

This rating should be based on the ability o f the caregiver to participate in or direct the
management and organization o f the household, services, and related activities.
0

Caregiver(s) reports no needs in terms of managing his/her/their household.
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1

Caregiver(s) has minimal difficulties with organizing or maintaining household to
support needed services. For example, may be forgetful about appointments or
occasionally fails to call back case manager.

2

Caregiver(s) has moderate difficulty organizing or maintaining household to
support needed services.

3

Caregiver(s) is unable to manage or organize household to support needed services.

RESOURCES

This dimension refers to the financial and social assets (extendedfamily) and resources that the
caregiver(s) can bring to bear in addressing the multiple needs o f the child andfamily.
0

Caregiver(s) has sufficient resources so that there are few limitations on what can be
provided for the child.

1

Caregiver(s) has the necessary resources to help address the child major and basic
needs, but those resources might be stretched.

2

Caregiver(s) has limited resources (e.g. a grandmother living in same town who is
sometimes available to watch the child).

3

Caregiver(s) has severely limited resources that are available to assist in the care
and treatment of the child.

HOUSING

This dimension rates the caregivers current and likelyfuture housing circumstances for the
caregiver/s.
0

Caregiver(s) has stable housing for the foreseeable future.

1

Caregiver(s) has relatively stable housing but has either moved in the past
three months or there are indications that housing problems could arise in at some
point within the next three months.

2

Caregiver(s) has moved multiple times in the past year. Housing is unstable.

3

Caregiver(s) has experienced periods of homelessness in the past six months.

RESOURCEFULNESS

This dimension refers to the c
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’sability to identify and use resourc

0

Significant strengths. Caregiver demonstrates significant ability to identify and use
resources in a creative way.

1

Caregiver has some abilities to use and identify available resources in creative
ways to address some family needs
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2

Caregiver has ability to identify available resources but have some difficulties
determining how best to use them to address family needs

3

Caregiver requires assistance in the identification and management of resources.

CHILD/YOUTH STRENGTHS
FAMILY

Family refers to all biological or adoptive relatives with whom the child or youth remains in
contact along with other individuals in relationships with these relatives
0

Significant family strengths. This level indicates a family with much love and
mutual respect for each other. Family members are central in each other’s lives.
Child is fully included in family activities.

1

Moderate level of family strengths. This level indicates a loving family with
generally good communication and ability to enjoy each others’ company. There
may be some problems between family members. Child is generally included.

2

Mild level of family strengths. Family is able to communicate and participate in
each other’ s lives; however, family members may not be able to provide significant
emotional or concrete support for each other. Child is often not included in family
activities.

3

This level indicates a child with no known family strengths. Child is not included in
normal family activities.

INTERPERSONAL

This dimension refers to the interpersonal skills of the child or youth both with peers and adults.
0

Significant interpersonal strengths. Child is seen as well liked by others and has
significant ability to form and maintain positive relationships with both peers and
adults. Individual has multiple close friend and is friendly with others.

1

Moderate level of interpersonal strengths. Child has formed positive interpersonal
relationships with peers and/or other non-caregivers. Child may have one friend.

2

Mild level of interpersonal strengths. Child has some social skills that facilitate
positive relationships with peers and adults but may not have any current healthy
relationships, but has a history of making and maintaining healthy friendships with
others.

3

This level indicates a child with minimal interpersonal strengths. Child currently
does not have any friends nor has he/she had any friends in the past. Child does not
have positive relationships with adults.
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RELATIONSHIP EXPERIENCE

Thisdimension refers to the stability o f significant relationships in the child or youth's life.
This likely includes family members but may also include other individuals.
0

This level indicates a child who has very stable relationships. Family members,
friends, and community have been stable for most of his/her life and are likely to
remain so in the foreseeable future. Child is involved with both parents.

1

This level indicates a child who has had stable relationships but there is some
concern about instability in the near future (one year) due to transitions, illness, or
age.

2

This level indicates a child who has had at least one stable relationship over his/her
lifetime but has experienced other instability through factors such as divorce,
moving, and death.

3

This level indicates a child who does not have any stability in relationships.

SERVICE EXPERIENCE

This dimension rates the stability o f the service providers who have worked with the child andfamily.
0

Service providers have been consistent for more than the past two years.

1

Service providers have been consistent for at least one year, but changes occurred
during the prior year.

2

Service providers have been changed recently after a period of consistency.

3

Service providers have changed multiple times during the past year.

EDUCATIONAL

Thisdimension refers to the strengths of the school system and may or may not reflect any
specific educational skills possessed by the child or youth.
0

This level indicates a child who is in school and is involved with an educational plan
that appears to exceed expectations. School works exceptionally well with family
and caregivers to create a special learning environment.

1

This level indicates a child who is in school and has a plan that appears to be
effective.
School works fairly well with family and caregivers to ensure appropriate
educational development.

2

This level indicates a child who is in school but has a plan that does not appear to be
effective.

3

This level indicates a child who is either not in school or is in a school setting that
does not further his/her education.
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VOCATIONAL

Generally, this rating is reservedfor adolescents and is not applicable for children 12 years and
younger.
0

This level indicates an adolescent with vocational skills who is currently working in
a natural environment.

1

This level indicates an adolescent with pre-vocational and some vocational skills but
limited work experience.

2

This level indicates an adolescent with some pre-vocational skills.

3

This level indicates an adolescent with no known or identifiable vocational or
pre-vocational skills.

COPING AND SAVORING

This rating should be based on the psychological strength that the child or adolescent may have
developed including both the ability to enjoy positive life experiences and manage negative life
experiences.
0

This level indicates a child with exceptional psychological strengths. Both coping
and savoring skills are well developed.

1

This level indicates a child with good psychological strengths. The person has solid
coping skills for managing distress or solid savoring skills for enjoying pleasurable
events.

2

This level indicates a child with limited psychological strengths. For example, a
person with very low self-esteem would be rated here.

3

This level indicates a child with minimal psychological strengths. This may
be due to intellectual impairment or serious psychiatric disorders.

CREATIVITY

This rating should be based broadly on any talent, creative or artistic skills a child or adolescent
may have including art, theater, music, athletics, and so forth.
0

This level indicates a child with significant creative/artistic strengths. A child/youth
who receives a significant amount of personal benefit from activities surrounding a
talent would be rated here.

1

This level indicates a child with a notable talent. For example, a youth who is
involved in athletics or plays a musical instrument, etc would be rated here.

2

This level indicates a child who has expressed interest in developing a specific talent
or talents even if they have not developed that talent to date.

3

This level indicates a child with no known talents or interests or hobbies.
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SPIRITUAL/RELIGIOUS

Thisrating should be based on the child or adolescent’s and theirfamily’s involvement in
spiritual or religious beliefs and activities.
0

This level indicates a child with strong moral and spiritual strengths. Child may be
very involved in a religious community or may have strongly held spiritual or
religious beliefs that can sustain or comfort him/her in difficult times.

1

This level indicates a child with some moral and spiritual strengths. Child may be
involved in a religious community.

2

This level indicates a child with few spiritual or religious strengths. Child may have
little contact with religious institutions.

3

No Action

COMMUNITY LIFE

This rating should be based on the child or adolescent’s level o f involvement in the mainstream
aspects o f life in his/her community.
0

This level indicates a child with extensive and substantial, long-term ties with the
community. For example, individual may be a member of a girl or Boy Scout troop
for more than one year, may be widely accepted by neighbors, or involved in other
community activities, etc.

1

This level indicates a child with significant community ties although they may be
relatively short term (e.g. past year).

2

This level indicates a child with limited ties and/or supports from the community.

3

This level indicates a child with no ties or supports from the community.

RESILIENCY

This rating should be based on the child’s ability to identify and use strengths in managing their
lives.
0

This level indicates a child who is able to both identify and use strengths to better
themselves and successfully manage difficult challenges.

1

This level indicates a child who able to identify most of his/her strengths and is able
to partially utilize them

2

This level indicates a child who is able to identify strengths but is not able to utilize
them effectively

3

This level indicates a child who is not yet able to identify personal strengths.
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Appendix C
Release of Information for Study
Welcome to the Developing Fidelity measures for a community based wraparound program.
Research Aim: The focus o f this study is to improve the capability o f mental health providers to
assess the fidelity o f treatment services they provide through a case record audit. The Treatment
Fidelity Indicator or TFI (Appendix B) instrument represents the first phase o f developing an
instrument that utilizes all the dimensions o f the Child & Adolescent Needs & Strengths or the
CANS. These dimensions are areas that Dr. Lyon’s and his associates have identified as
important life domains that when combined provide a comprehensive snapshot of the child’s level
o f functioning. The TFI was created as an extension to the already proven CANS assessment tool,
and is being developed to enhance its ability to provide in-depth information regarding the
fidelity o f treatment services provided by an agency. The TFI is being developed as a compliment
to the CANS in order to create a comprehensive, in-depth tool for providers. This study will
attempt to create a tool that considers each o f the CANS “strengths” dimensions and assesses how
well each o f them were represented in the case record of the agency. By utilizing the strengths o f
the child and family, it is hoped that the TFI instrument can be fully integrated with the CANS to
provide mental health organizations with a time and cost effective method to assess the fidelity o f
treatment services.
Confidentiality: All data that you review is confidential. This means that all information about
the cases is never disclosed to anyone outside our research team. The importance o f
confidentiality cannot be overstated, particularly as you may recognize the names o f many o f our
participants or know them from your work in the agency. We ask that you honor the following
procedures to ensure confidentiality is maintained:
1.
2.

Reference to subject data should occur only within our project and in the context o f
research.
Subject anonymity should always be maintained outside o f the research context (this
includes not only individuals’ names, but names o f organizations and home
communities that participants may be affiliated with.

If you have any questions about the terms o f this contract, or other related issues, we encourage
you to ask. We again welcome you to our group and look forward to working with you.
I have read and understand the terms o f this contract between the Developing Fidelity Measures
Project and myself and agree to honor the terms as established herein.

Printed Name o f Volunteer

Gerald V. Mohatt, Principal Investigator
David Sliefert, Co-Principal Investigator

Signature & Date
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Appendix D
Letter of Agreement

The University of Alaska, Fairbanks (UAF) Institutional Review Board requires
that data for all research conducted as part of University related projects be retained at
UAF. Therefore, in order for the planned program analysis to occur, it is necessary for
Islands Counseling Services to agree to proposal guidelines and expectations outlined in
proposal document.
This evaluation is part of a Master's thesis project designed by University of
Alaska - Fairbanks Community Psychology student, David A. Sliefert. The thesis
committee is made up of two professors from University of Alaska- Fairbanks:
committee chairperson- Dr. Gerald Mohatt and Dr. Cecile Lardon and one professor from
the University of Alaska-Sitka: Dr. Bill Sallenbach. The University of Alaska Fairbanks Institutional Review Board chair is Dr. Charles Geist. All can be reached at:

University of Alaska - Fairbanks
Psychology Department
P.O. Box 756480
Fairbanks, Alaska 99775-6480
Phone: (907) 474-7007
FAX: (907) 474-5781

Camielle Call-Tarbet, Islands Counseling Services, Executive Director

Date

Dr. Gerald Mohatt- UAF Thesis Chairperson

Date

David Sliefert- Student Evaluator

Date
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Appendix E
Study Timeline
Summer 2001
Islands counseling, thesis committee chair and evaluator sign memorandum of
agreement.

September 2001
Proposal is finalized with thesis chair and thesis committee meets and approves.

October 2002
Proposal sent fast track to Institutional Review Board of University of Alaska-Fairbanks
for approval. Due to changes within the Institutional Review Board, the fast track takes
longer than expected to receive approval.

November 2001
Begin study starting with training of raters.

December 2002
Study ends and data tabulation and synthesis begins.

January & June 2002
Data tabulation and synthesis continues.
Results are written up and revised numerous times as directed by thesis chair.

July 2002
Present and defend thesis and write up discussion for approval of thesis committee.
August 2002
Finalize corrections from graduate office and present all theses copies to graduate school.
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Appendix F
TFI Directions Addendum
As coders, you will be asked to evaluate the degree of consideration given to each of the
CANS (Child & Adolescent Needs & Strengths) dimensions. You must determine the
level of consideration for each dimension in the case record. Coders must deliberately
consider what the case record states and must not make inferences or guess what the
document may have intended. Coders must not judge the child or family’s ability or
inability within any dimension, but must only consider the extent of the dimension’s
presence or absence that can be identified in the case record.

Coding Terms:
Mo st ly-

Choose “mostly” if the document(s) completely or mostly considered that the

dimension was addressed in the case record.

Somewhat- Choose “somewhat” if the documents) only somewhat considered that the
dimension was addressed in the case record.

Not at All- Choose “not at all” if the document(s) did not consider that the dimension
was addressed in the case record.

Appendix G
TFI Scoring Form
Family/Caregiver Needs & Strengths
Directions:
Step one- Please circle your best answer (Mostly, Partially, or Not at All) for each dimension. Please record observations in the “comments” section below.
Step two- After all the questions are answered then tabulate your TFI rating below and circle your response (1 ,2 , or 3). Total the ratings for section.
TFI rating guidelines:
A rating of “1” is given for dimensions with two or more “mostly” answers, of which two must be from columns A and B. No “rarely” answers.
A rating o f “2” is given for dimensions with two or more “partially” or “mostly” answers, o f which two must be from columns A and B.
A rating o f “3” is given for dimensions with two or more “not at all” or with two answers.

Family/Caregiver’s Needs and Strengths
Dimensions:

A

B

c

Was the dimension

Was the dimension

Was the dimension

identified in the

included and/or referred to

discussed in the progress

comprehensive or

in the treatment plan?

notes?

Mostly Partially Not at All

Mostly Partially Not at All

Mostly Partially Not at All

1 2 3

Mostly Partially Not at All

Mostly Partially Not at All

Mostly Partially Not at All

1 2 3

functional assessment?

TFI
Rating

1. Did the case record “deliberately consider” the physical (well-being, medical
needs, ect) & behavioral health (mental health, substance abuse, etc.) status o f
the caregiver(s) that impact the level of care provided to the child.
2. Did the case record “deliberately consider” the capacity of the caregiver(s) to
provide supervision (level of monitoring and discipline needed by the child).

3. Did the case record “deliberately consider” the caregiver(s) level o f

involvement with care (in the planning and provision of mental health or

Mostly Partially Not at All

Mostly Partially Not at All

Mostly Partially Not at All

1 2 3

Mostly Partially Not at All

Mostly Partially Not at All

Mostly Partially Not at All

1 2 3

Mostly Partially Not at All

Mostly Partially Not at AH

Mostly Partially Not at All

1 2 3

Mostly Partially Not at All

Mostly Partially Not at All

Mostly Partially Not at All

1 2 3

Mostly Partially Not at All

Mostly Partially Not at All

Mostly Partially Not at All

1 2 3

Mostly Partially Not at All

Mostly Partially Not at All

Mostly Partially Not at All

1 2 3

related services).

4. Did the case record “deliberately consider” the careeiver(s) knowledge of
specific strengths of the child and any problems experienced by the child and
their ability to understand the rationale for treatment or management of
problems.
5. Did the case record “deliberately consider” the management ability o f the
caregiver(s) to participate in or direct the management and organization o f the
household, services and related activities.
6. Did the case record “deliberately consider” the financial and social (extended
family) assets or resources of the caregiverfs) that may address the multiple
needs of the child and family.
7. Did the case record “deliberately consider” the stability of current and likely
future housing circumstances of the caregiverfs).
8. Did the case record “deliberately consider” the resourcefulness of the
caregiverfs) and their ability to identify and use resources for the child.

Comments:

| Total TFI Rating:

Child/Youth’s Strengths
Directions:
Step one- Please circle your best answer (Mostly, Partially, or Not at All) for each dimension. Please record observations in the “comments” section below.
Step two- After all the questions are answered then tabulate your TFI rating below and circle your response (1, 2, or 3). Total the ratings for section.
TFI rating guidelines:
A rating o f “1” is given for dimensions with two or more “mostly” answers, o f which two must be from columns A and B. No “rarely” answers.
A rating o f “2” is given for dimensions with two or more “partially” or “mostly” answers, o f which two must be from columns A and B.
A rating o f “3” is given for dimensions with two or more “not at all” or with two answers.

Child/Youth’s Strengths
Dimensions:

c

A

B

Was the dimension

Was the dimension

Was the dimension

identified in the

included and/or referred

discussed in the progress

comprehensive or

to in the treatment plan?

notes?

functional assessment?

TFI
Ratin
g

9. Did the case record “deliberately consider” the family assets who the child
has (i.e. all the biological or adoptive relatives with whom the child remains in

Mostly Partially Not at All

Mostly Partially Not at All

Mostly Partially Not at All

1 2 3

Mostly Partially Not at All

Mostly Partially Not at All

Mostly Partially Not at AH

1 2 3

Mostly Partially Not at All

Mostly Partially Not at All

Mostly Partially Not at AH

1 2 3

contact, along with other individuals in relationships with these relatives).
10. Did the case record “deliberately consider” the interpersonal skills (ability
to form and maintain relationships) of the child/youth, both with peers and
adults.
11. Did the case record “deliberately consider” the child/vouth’s relationship

experience. Refers to the stability of significant relationships in the
child/youth’s life. May include family and other individuals.

UJ

12. Did the case record “deliberately consider” the child’s service experience
(stability or consistency of service providers, therapist, case managers or direct

Mostly Partially Not at All

Mostly Partially Not at All

Mostly Partially Not at AH

1 2 3

Mostly Partially Not at All

Mostly Partially Not at AH

Mostly Partially Not at AH

1 2 3

Mostly Partially Not at All

Mostly Partially Not at All

Mostly Partially Not at AH

1 2 3

Mostly Partially Not at All

Mostly Partially Not at AH

Mostly Partially Not at AH

1 2 3

Mostly Partially Not at All

Mostly Partially Not at All

Mostly Partially Not at AH

1 2 3

Mostly Partially Not at AH

Mostly Partially Not at AH

Mostly Partially Not at All

1 2 3

Mostly Partially Not at All

Mostly Partially Not at AH

Mostly Partially Not at All

1 2 3

Mostly Partially Not at AH

Mostly Partially Not at AH

Mostly Partially Not at AH

1 2 3

care workers who work with or have worked with the child and family). Was the
track record of past treatment services and resources used recorded in case file.
13. Did the case record “deliberately consider” the child/youth’s quality o f

educational systems’ strengths or weaknesses. May or may not reflect anv
specific educational skills possessed by the child/youth.

(If n/a check__)

14. Did the case record “deliberately consider” the youth’s vocational skills,
interests or work experience.

(If below the age of 12 check n/a

)

15. Did the case record “deliberately consider” the child/vouth’s well-being by
considering their capability to cope with challenges and disappointment or to
savor (enjoy) healthy, positive life experiences.
16. Did the case record “deliberately consider” the child/vouth’s creativity or
identified the presence or lack o f creative interests (crafts, hobbies), talents
(athletics, gymnastics, dance, etc) or artistic skills (art, theatre, play musical
instrument, etc).
17. Did the case record “deliberately consider” the child/youth’s and their
family’s level o f involvement in spiritual or religious beliefs or activities (i.e.
attended church, youth group, club, or other related activities).
18. Did the case record “deliberately consider” the child/youth’s level o f
involvement in the “mainstream aspects” community life in his/her community.
This may include activities, social events, dances, parades, athletics, clubs, etc.
19. Did the case record “deliberately consider” the child/vouth’s resiliency or
their ability to identify and use strengths in managing their lives (i.e. do they
learn from their mistakes, accept guidance to improve themselves, etc).
Comments:

Total TFI Rating:
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Appendix H
Treatment Fidelity Indicator (TFI) revised
The TFI is an assessment tool that is being developed to improve the capability o f mental
health providers to assess the fidelity o f treatment services they provide through a case record audit.
The TFI instrument represents the first phase o f developing an instrument that utilizes all the
dimensions o f the CANS (Child & Adolescent Needs & Strengths). These dimensions are areas that
Dr. Lyon’s and is associates have identified as important life domains that when combined provide a
fairly comprehensive snapshot of the child’s level o f functioning. The TFI is created to compliment
the CANS and to be fully integrated to create a comprehensive and in depth tool for providers after
the second phase is completed in the future. This study will focus on creating a tool that considers
how well each o f the CANS dimensions (of strengths) were represented (included or excluded) in the
case record o f the agency.
The CANS version that will be used in this study is unique since it was modified by a group
o f parents and professionals in Allegheny County (Pennsylvania) with the direction o f Dr. Lyons and
Dr. Rautkis. The consumer input that helped develop a friendlier language and a few other
adjustments that I believed added to the ease o f its use were two reasons it was chosen over the
original CANS version. I received permission to use the Allegheny County version and Dr. Lyons
assured me that, even though this adapted version uses slightly different language than the original
CANS it is family friendly and won’t affect the integrity o f the assessment.
The study will focus on two o f the five sections o f the CANS, which are the strengths
sections, totaling 19 questions. Each o f these sections has questions devoted to general areas of
functionality (CANS dimensions). The utility o f the CANS provides a good working base o f
assessment information that will help to identify the strengths and needs o f children and their families
for which it was intended, but there is a need to go beyond where the CANS ends in order to ascertain
detailed information about the quality o f treatment provided. Another motivation for the study is the
time constraints and funding issues smaller agencies face and at times these concerns can affect the
amount o f attention given to maintaining a quality run program. It is the hope o f this study that the
TFI can be adapted to be a benefit to providers through its assessment o f fidelity indicators and
indirectly to the children and families they serve.
This study is being used to develop a tool that can ascertain how well the case record
considers the strengths o f the family and child as it relates to the identified functionality o f
dimensions o f the CANS. It is important for the coder to focus solely on the “dimension” and assess
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how well it is represented or not represented in the case record o f the agency. By identifying the
extent that dimensions were considered in the case record will provide valuable information for the
provider about areas that are working well and areas that require improvement. Also, in accordance
with the State o f Alaska’s quality assurance guidelines, this study is using the core documents
(comprehensive and assessments, treatment plan, and progress notes) the state uses in identifying
quality case files.
In this first o f two sections, all questions must be answered from the perspective o f the family
or caregiver’s viewpoint. The second section is answered from the perspective o f the child or youth,
however there are two sections (service experience and educational) that focus on the systems that the
child interacts with and you must answer the question from the system’s perspective.

Familv/Caregiver’s Needs and Strengths
1. Physical/behavioral health

Child/Youth’s Strengths
9. Family Assets

2. Supervision

10. Interpersonal Skills

3. Involvement with Care

11. Relationship Experience

4. Knowledge

12. Service Experience

5. Management

13. Educational

6. Resources

14. Vocational

7. Housing stability

15. Well-being

8. Resourcefulness

16. Creativity
17. Spiritual/Religious
18. Community Life
19. Resiliency

When all the questions for each section are completed, then a TFI rating can be tabulated
by following the guidelines provided at the top o f the rating forms found at the end o f manual.
TFI rating o f “1” indicates that little or no action is required by the provider; rating o f “2”
indicates that some action is required to improve the level o f service delivery; and a rating o f “3”
indicates that immediate action is required on behalf o f provider to either improve service
delivery, documentation or other needs. A level three may indicate safety issues or other serious
needs that must be given immediate attention. At times a level 2 or 3 may be due to a lack of
information resulting in a “rarely” response by the coder. As this tool is developed, it will be
adapted as needed to make it useful to providers.
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Directions
As coders, you will be asked to evaluate the degree o f consideration given to each o f the
CANS (Child & Adolescent Needs & Strengths) dimensions. You must determine the level o f
consideration for each dimension in the case record. Coders must answer each question specifically
and must deliberately consider what the case record states and must not make inferences or guess
what the document may have intended. Coders must not judge the child or family’s ability or inability
within any dimension, but must only consider the extent of the dimension’s presence or absence that
can be identified in the case record.
Coding terms used for questions:
Coders must choose one o f these three answers for all three questions in each o f the dimensions.

Mostly- Choose “mostly” if the document(s) mostly considered that the dimension was addressed in
the case record.

Somewhat- Choose “somewhat” if the document(s) only somewhat considered that the dimension
was addressed in the case record.

Not at All- Choose “not at all” if the documents) did not consider that the dimension was addressed
in the case record.
Example coding o f a dimension:
Below is a partial section o f the “TFI rating form” that is used to score each o f the
dimensions. The first dimension, physical/behavioral health, is used as an example to instruct coders
how to use instrument. These Likert scale ratings were chosen to simplify the coder’s decision
making process by having them score each question in columns A-C by circling their best answer.
The coder will start with the first dimension in column A, go to B and then C, and will circle their
best answer o f the three responses. After each o f the two sections are completed then the TFI rating
can be tabulated according the directions on the rating forms.
Definitions are provided for each dimension that informs the coder o f the meaning o f each
area. The definitions provide the coder with several examples o f what to look for in the case record
for a “mostly” rating. If only a parts o f information are reflected in the case record then a “somewhat”
rating is given, and if no information is identified, then a “not at all” rating should be circled.

Family/Caregiver’s
Needs and Strengths
Dimensions:

Was the dimension identified
in the comprehensive or
functional assessment?

Was the dimension included
and/or referred to in the
treatment plan?

Was the dimension discussed
in the progress notes?

1. Physical/behavioral health

Mostly Somewhat Not at All

Mostly Somewhat Not at All

Mostly Somewhat Not at All

TFI
Rating
1 2 3
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FAMILY/CAREGIVER NEEDS & STRENGTHS
In the first of the two strength sections focuses on the family or caregiver’s needs and strengths. The
caregiver(s) are typically family members, but may also be relatives, friends or community caregivers,
such as foster care parents. If the child is in foster care then the caregiver(s) is the foster parent(s).

1. PHYSICAL/BEHAVIORAL HEALTH
Physical and behavioral health includes medical, physical, mental health, and substance abuse
challenges faced by the caregiver(s). Physical health refers to the caregiver(s) physical well-being or
physical/medical needs or handicaps that may impact the level o f care provided to the child/youth.
Behavioral health refers to mental health, substance abuse or other related issues experienced by the
caregiver(s) that may impact the level o f care provided to the child/youth. This dimension reflects the
caregiver(s) physical/behavioral strengths (appears healthy, current status o f physical well-being,
recent physical exam data, they work out/recreate regularly, etc.) and needs (i.e. health/medical,
substance abuse, mental health issues or poor habits— overeating, lacks physical exercise, hygiene).
QUESTION: Did the case record consider the physical (condition, limitations, or medical needs) and

behavioral health (mental health status, substance abuse, etc.) o f the caregiver(s) and/or how it
impacts the level o f care provided to the child?

2. SUPERVISION
This dimension is used to rate the capacity (ability or inability) o f the caregiver to provide the level
o f monitoring and discipline needed by the child/youth. Supervision refers to the caregiver’s
capacity to fulfill the monitoring needs o f the child/youth. This includes situations where the
supervision and monitoring is appropriate and functioning well and includes circumstances where
supervision is absent or inappropriate by the caregiver(s). Statements regarding the need for increased
supervision or monitoring, current problems caused from a lack o f supervision or issues that arise
from a strict discipline plan for maintaining supervision.
QUESTION: Did the case record consider the ability or inability o f the caregiver(s) to provide

supervision (monitoring) for the child/youth?

3. INVOLVEMENT WITH CARE
This dimension is based on the level o f involvement (or lack o f involvement) o f the caregiver(s) in
the planning and provision o f mental health and related services. How involved (or uninvolved)
were the caregiver(s) in the treatment process, advocating for their child or family, attendance at
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meetings, or the how often they contact their child if they are in foster care or in a residential
placement. Any statements o f the caregiver that state how involved or uninvolved they will be is a
good indicator that involvement was considered. Other statements regarding the caregiver(s)
advocacy for their child or that they need to advocate more for their child are considerations o f
dimension.
QUESTION: Did the case record consider the caregiver(s) level o f involvement with care in the
planning and provision o f mental health or related services for their child?

4. KNOWLEDGE
This dimension is based on the level o f knowledge the caregiver(s) has o f the specific strengths o f
the child, any problems experienced by the child, and their ability to understand the rationale fo r
the treatment or management o f these problems. The caregiver(s) level o f knowledge o f the child's
psychological strengths and weaknesses (i.e. statements o f understanding o f condition or identifying
areas o f deficits) talents and limitations (i.e. statements that refer to the caregiver’s ability or inability
to learn and understand).
QUESTION: Did the case record consider the level of knowledge the caregiver(s) has o f specific
strengths o f the child, any problems experienced by the child, and their ability to understand the
rationale for treatment or management o f problems?

5. MANAGEMENT
This dimension should be based on the ability o f the caregiver(s) to direct the management and
organization o f the household, services, and related activities. The caregiver(s) level o f ability or
inability to manage and organize support services for the child/youth (i.e. statements that refer to
caregiver(s) ability/inability to manage household, maintain appointments, and organize needed
support help).

QUESTION: Did the case record consider the level o f management ability (or inability) o f the
caregiver(s) to direct the management mid organization of the household, services and related
activities?

6. RESOURCES
This dimension refers to the financial and social assets (extendedfam ily) or resources that the
caregiver(s) can bring to bear in addressing the multiple needs o f the child and fam ily. This relates
to “resources” only and does not consider the caregiver’s ability to utilize or manage resources (both
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are asked in other dimensions). Resources may include, comments about family finances or other
monies that may be available to the family and their social resources (family, relatives, neighbors).
QUESTION: Did the case record consider the financial and social assets (extended family) or

resources o f the caregiver(s) available to address the multiple needs o f the child and family?

7. HOUSING
This dimension rates the caregiver(s) current and likely fu tu re housing circumstances. Statements
that qualify or refer to present or future housing or living arrangements, stability o f current or
potential housing, and other statements that speak to a possible move (out o f town) that may indicate
a housing change.
QUESTION: Did the case record consider the stability o f current and likely future housing
circumstances o f the caregiver(s)?

8. RESOURCEFULNESS
This dimension refers to the level o f ability o f the caregiver(s) to

and use resources.

Statements that refer to the caregiver’s level o f ability (or inability) to identify resources within their
family, community or abroad; and their level o f ability (or inability) to utilize family and community
resources (i.e. assistance with public health, public assistance, finding a job, an apartment,
coordinating a ride with friends, using relatives to watch child, etc.) for the child.
QUESTION: Did the case record consider the level o f resourcefulness o f the caregiver(s) and their
ability or inability to identify and use resources for the child?
CHILD/YOUTH STRENGTHS
In this section rate the following dimensions from the perspective o f the child or youth. Some
dimensions attempt to measure the system that the child/youth interacts with (i.e. service experience
and education). Please carefully consider what the question is asking.

9. FAMILY ASSETS
Family assets refer to all biological or adoptive relatives that the child/youth remains in contact
with. Statements that reflect the child/youth’s level o f inclusion in the regular or special family’s
activities, problems between family members, and other statements about family members ability or
inability to provide emotional support for one another. Statements o f love and respect for family
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members and the level o f cohesion (or bond) within the family are also solid statements that reflect
family assets.
QUESTION: Did the case record consider the level o f family assets and the child’s level o f inclusion
in normal family activities?

10. INTERPERSONAL SKILLS
Thisdimension refers to the level o f interpersonal

o f the child or youth both with peers and

adults. Statements that reflect the child or youth’s level of interpersonal skills may include: child’s
ability or inability to form and maintain relationships, or his/her ability to have many friends or none
at all. They may be unable to make friends and play alone, due to no positive relationship successes.
QUESTION: Did the case record consider the extent o f the child/youth’s interpersonal skills
(ability or inability to form and maintain positive relationships) with peers and adults?

11. RELATIONSHIP EXPERIENCE
This dimension refers to the level o f stability o f significant relationships in the child or you th ’s life
(family and friends). This includes lasting relationships with parents, siblings or relatives, as well as
friends. This may include statements that describe events that may have affected significant
relationships in the child/youth’s life (i.e. divorce, illness, death, moving). Any statements referring to
the child/youth’s level o f instability or stability o f significant relationships in their life warrants
consideration.
QUESTION: Did the case record consider the child/youth’s level of relationship experience (level
o f stability o f significant relationships in the child or youth’s life)?

12. SERVICE EXPERIENCE
This dimension rates the stability o f the service providers who have worked with the child and/or
fam ily. This relates to the consistency in treatment services provided to the child and family by the
service providers. Erratic or inconsistent treatment that is provided can have a negative effect on
treatment success. Other changes, such as a change in direct care staff or a therapist can significantly
impact treatment. Statements that provide a track record o f the child/youth’s placement history or
involvement with service providers is a good determinant.
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QUESTION: Did the case record consider the extent of the child/youth’s service experience (the
level o f consistency provided by therapist, case managers, direct care workers, or the track record o f
service providers in general)?

13. EDUCATIONAL
This dimension refers to the level o f strengths o f the school system and may or may not reflect any
specific educational skills possessed by the child or youth. The level o f quality educational services
o f the school system (i.e. statements that refer to educational progress, strengths, needs and successes
o f the child, as well as statements that refer to the school’s specific strengths or deficits). Note: If
youth has graduated or is not attending school then this dimension will be marked “N/A” on the rating
form and this section can be left blank.
QUESTION: Did the case record consider the level o f quality educational services o f the school?

14. VOCATIONAL
The youth's vocational skills interests or work experiences. Computer skills are included here. This
may include areas o f interest or skill areas o f the youth, like computer, welding, carpentry, hair
design, automotive, horticulture, etc. Note: If a child under the age o f 12, then dimension will be
marked “N/A” on the rating form and this section can be left blank.
QUESTION: Did the case record consider the youth’s vocational skills, interests or work experience?

15. COPING AND SAVORING
This dimension should be based on the level o f psychological strength that the child/youth might
have developed including both the ability to enjoy positive life experiences and manage negative
life experiences. The child/youth’s level o f ability to cope with stresses, challenges and difficulties,
and to enjoy life experiences.
QUESTION: Did the case record consider the child/youth’s level o f ability to cope with challenges
and disappointment or to savor (enjoy) positive life experiences?

16. CREATIVITY
This dimension should be based broadly on any talent, creative or artistic skills the child/youth may
have including art, theater, music, athletics, and so forth. This includes the child/youth’s level o f
interest or lack o f interest or talents in a broad range o f hobbies, athletics, art, music, or other creative
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or artistic outlets. Interest or involvement in cultural specific interests o f dance, art or other related
area is included here.
QUESTION: Did the case record consider the child/youth’s level o f creativity interests or lack o f
interests in crafts/hobbies, talents (athletics, gymnastics, dance, etc) or artistic skills (art, theatre, play
musical instrument)?

17. SPIRITUAL/RELIGIOUS
This dimension should be based on the child/youth and their fa m ily ’s level o f involvement in
spiritual or religious beliefs and activities. The child/family’s level o f involvement in
spiritual/religious activities. This may include cultural specific activities that are considered part of
the child/youth’s or family’s spirituality or belief.
QUESTION: Did the case record consider the child/youth’s and their family’s level o f involvement in

spiritual or religious beliefs or activities (i.e. attended church, youth group, club, or other related
activities)?

18. COMMUNITY LIFE
This dimension should be based on the child or adolescent’s level o f involvement in the mainstream
aspects o f life in his/her community. The child/youth’s level o f involvement in activities or aspects
o f their community. This may include activities, social events, dances, parades, athletics, clubs,
cultural programs, etc?
QUESTION: Did the case record consider the child/youth’s level o f involvement in the “mainstream
aspects” o f community life in his/her community?

19. RESILIENCY
This dimension should be based on the extent that the child/youth is able to identify and use
strengths in managing their lives. Does the case record reflect the child/youth’s level o f ability to
learn from their mistakes, accept guidance from others, and bounce back after a negative life incident.
QUESTION: Did the case record consider the child/youth’s resiliency or their level o f ability (or lack
of) to identify and use strengths in managing their lives (i.e. do they learn from their mistakes, accept
guidance to improve themselves, etc)?
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TFI Rating Form- Family/Caregiver Needs & Strengths
Directions:

Step one- Please circle your best answer (Mostly, Somewhat, or Not at All) for each dimension. Please record observations in the
“comments” section below to assist in better understanding o f your answers.
Step two- After all the questions are answered then tabulate your TFI rating below and circle your response (1,2, or 3). Total the
ratings for section.
TFI rating guidelines:
A rating of “1” is given for dimensions with two “mostly” answers from columns A and B and a “partially” or “mostly” answers
from column C.
A rating of “2” is given for dimensions with two “somewhat” or “mostly” answers from columns A and B.
A rating o f “3” is given for dimensions with one or more “not at all” answers and does not meet criteria for rating ‘2’.

Family/Caregiver’s
Needs and Strengths

A

B

c

Was the dimension
identified in the
comprehensive or
functional assessment?

Was the dimension
included and/or referred
to in the treatment plan?

Was the dimension
discussed in the progress
notes?

TFI
Rating

Dimensions:
1. Physical/behavioral health

Mostly

Somewhat

Not at All

Mostly

Somewhat

Not at All

Mostly

Somewhat

Not at All

12 3

2. Supervision

Mostly

Somewhat

Not at All

Mostly

Somewhat

Not at All

Mostly

Somewhat

Not at All

12

3. Involvement with Care

Mostly

Somewhat

Not at All

Mostly

Somewhat

Not at All

Mostly

Somewhat

Not at All

12 3

4. Knowledge

Mostly

Somewhat

Not at All

Mostly

Somewhat

Not at All

Mostly

Somewhat

Not at All

12 3

5. Management

Mostly

Somewhat

Not at All

Mostly

Somewhat

Not at All

Mostly

Somewhat

Not at All

12

6. Resources

Mostly

Somewhat

Not at All

Mostly

Somewhat

Not at All

Mostly

Somewhat

Not at All

12 3

7. Housing stability

Mostly

Somewhat

Not at All

Mostly

Somewhat

Not at All

Mostly

Somewhat

Not at All

12 3

8. Resourcefulness

Mostly

Somewhat

Not at All

Mostly

Somewhat

Not at All

Mostly

Somewhat

Not at All

12 3

Comments:

Total TFI Rating:

3

3
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TFI Rating Form- Child/Youth Strengths
Directions:

Step one- Please circle your best answer (Mostly, Somewhat, or Not at All) for each dimension. Please record observations in the
“comments” section below to assist in better understanding of your answers.
Step two- After all the questions are answered then tabulate your TFI rating below and circle your response (1,2, or 3). Total the
ratings for section.
TFI rating guidelines:
A rating of “1” is given for dimensions with two “mostly” answers from columns A and B and a “partially” or “mostly” answers
from column C.
A rating o f “2” is given for dimensions with two “somewhat” or “mostly” answers from columns A and B.
A rating of “3” is given for dimensions with one or more “not at all” answers and does not meet criteria for rating ‘2 \

Child/Youth’s Strengths

A

B

C

Was the dimension
identified in the
comprehensive or
functional assessment?

Was the dimension
included and/or referred
to in the treatment plan?

Was the dimension
discussed in the progress
notes?

TFI
Rating

Dimensions:
9. Family Assets

Mostly

Somewhat

Not at All

Mostly

Somewhat

Not at All

Mostly

Somewhat

Not at All

12 3

10. Interpersonal Skills

Mostly

Somewhat

Not at All

Mostly

Somewhat

Not at All

Mostly

Somewhat

Not at All

12 3

11. Relationship Experience

Mostly

Somewhat

Not at All

Mostly

Somewhat

Not at All

Mostly

Somewhat

Not at All

12 3

12, Service Experience

Mostly

Somewhat

Not at All

Mostly

Somewhat

Not at All

Mostly

Somewhat

Not at All

12 3

13. Educational (If n/a check__)

Mostly

Somewhat

Not at All

Mostly

Somewhat

Not at All

Mostly

Somewhat

Not at All

12 3

14. Vocational

Mostly

Somewhat

Not at All

Mostly

Somewhat

Not at All

Mostly

Somewhat

Not at All

12 3

15. Coping and Savoring

Mostly

Somewhat

Not at All

Mostly

Somewhat

Not at All

Mostly

Somewhat

Not at All

12 3

16. Creativity

Mostly

Somewhat

Not at All

Mostly

Somewhat

Not at All

Mostly

Somewhat

Not at All

12 3

17. Spiritual/Religious

Mostly

Somewhat

Not at All

Mostly

Somewhat

Not at All

Mostly

Somewhat

Not at All

12 3

18. Community Life

Mostly

Somewhat

Not at All

Mostly

Somewhat

Not at All

Mostly

Somewhat

Not at All

12 3

19. Resiliency

Mostly

Somewhat

Not at All

Mostly

Somewhat

Not at All

Mostly

Somewhat

Not at All

12 3

(Ifn /ach eck _)

Comments:

Total TFI Rati ng:

