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RISK AND SAFETY ASSESSMENT IN CHILD WELFARE:  
INSTRUMENT COMPARISONS 

 

Introduction 

Before child welfare agencies intervene with families, they are generally required to identify 

maltreatment or the risk of maltreatment.1 Therefore, the assessment of risk is a critical part of 

child welfare agency work.2 Most states in the US formalize the process of assessing risk by 

using some type of structured decision-making process or tool. Risk assessment instruments 

generally include broad categories of areas related to abuse and neglect, behavioral descriptions, 

procedures to determine levels of risk, and standardized forms to record this information.3

 

This report, commissioned by the Bay Area Social Services Consortium, reviews the research 

literature regarding different instruments of risk and safety assessment in child welfare. The first 

section describes current approaches to risk and safety assessment. The second section describes 

instruments for risk assessment, and summarizes the research findings regarding instrument 

reliability, validity, outcomes, and use with children and families of color. The third section 

raises the following issues related to implementation of risk assessment models in child welfare: 

supports for implementation, use across the life of a case, and liability concerns. It also describes 

California’s efforts to institute a standardized process of risk and safety assessment across the 

state. The report concludes with implications for practice and research. 

 

The Purpose Of Risk Assessment In Child Welfare 

One goal of risk assessment is to focus limited resources on the children who are at greatest risk 

of maltreatment. Many have pointed out the reduced resources of social services agencies; 

guided risk assessment serves as a strategy for targeting scarce resources and services toward 

those who have the greatest need.4 A second purpose of a structured risk assessment process is to 

facilitate an accurate, less biased decision process for determining which cases should receive 

services.5  

 

Researchers from a variety of academic fields, particularly psychology, have studied human 

decision-making and identified a number of common errors people tend to make in their 

predictions and decisions. For example, researchers have found that people tend to: 1) ignore the 
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probability of an event in making predictions about the likelihood of its occurrence;6 2) be 

overconfident of their ability to predict an event;7 and 3) have difficulty weighing factors related 

to a decision.8 Part of the difficulty for human decision-makers may be that the availability of too 

much information, some of which is likely unrelated to the outcomes, increases the chance that 

irrelevant information will be used in the decision.9  

 

Several studies consider the issue within the context of the child welfare field. In a study by 

Schuerman et al.,10 case vignettes were presented to practicing social workers and to expert 

practitioners and theoreticians in the field. In considering the same vignette, workers make 

different choices from one another in deciding whether or not a child should be removed from 

the home.  While this variability was less when cases were of obviously low and very high risk, 

“…similar cases in the midrange of severity of family problems are treated quite differently by 

different experts and workers.”11 In a second study, researchers conducted a content analysis of 

45 “public inquiries” completed in England on two types of cases: cases of child deaths by 

parental actions, and sexual abuse cases in which professionals’ actions were suspected of being 

overzealous. The formal inquiries identified three general types of errors made by social 

workers. First, “the most striking and persistent criticism was that professionals were slow to 

revise their judgments…the current risk assessment of a family had a major influence on 

responses to new evidence.”12 Secondly, professionals were skeptical of new information when it 

conflicted with their initial view of a family, yet uncritical of new information when it supported 

their initial view. And third, evidence from some sources was more highly valued (doctor’s 

statements regarding abuse and social worker’s witnessing of injury for example) than other 

sources (neighbors, concerns of the public).13 These findings suggest that social workers are 

prone to the same difficulties in decision-making as has been identified in other fields, and have 

contributed to the notion that risk assessment processes are needed to aid social workers in 

decision-making. 

 

Different Approaches To Risk Assessment 

Currently, there are two major approaches to risk assessment in child welfare decision-making: a 

consensus-based model, and an actuarial model. Both involve a list of family or case 

characteristics believed to be associated with risk of maltreatment (a risk assessment 
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“instrument”). However, the two approaches differ in the processes used to identify factors for 

inclusion in the instrument, and how the instruments are utilized in practice.  

 

Consensus-based instruments emphasize a comprehensive assessment of risk.14 Instrument items 

have been identified based upon various theories of child maltreatment, the research literature on 

maltreatment, and/or the opinions of with expert practitioners. Items on one instrument are often 

combined with items from another instrument, creating hybrid instruments that vary according to 

the needs or beliefs of the user. Sometimes factors are assessed numerically, and families 

categorized by their total score, while other instruments simply describe areas that are to be 

assessed by the worker, without necessarily providing direction in terms of that assessment; the 

worker considers the area identified and codes it high, moderate or low risk based upon his or her 

judgment. Consensus-based instruments tend to use the same instrument to predict all forms of 

maltreatment.15

 

Actuarial instruments use statistical procedures to identify and weigh factors that predict future 

maltreatment.16 Often the statistical analysis is done in the state or county in which the 

instrument will be applied. Actuarial instruments tend to use fewer factors than do consensus-

based models and generally use different factors to predict the likelihood of physical abuse and 

of neglect. Each factor is scored and scores are summed into overall risk scores. Families are 

categorized into low, moderate or high risk groups, and receive correspondingly different service 

responses. 

 

In the field of child welfare as well as in other professional fields, there is some debate regarding 

the best approach to risk assessment. A consensus-based approach to risk assessment utilizes the 

underlying theoretical assumption that the causes of child maltreatment are multi-dimensional 

and complex, and all – or as many as possible – of the related domains should be considered.17 

These instruments can also help structure a worker’s process of information gathering for clinical 

assessments of risk,18 and provide documentation of the reasoning underlying their decision-

making.19 Some argue that the more comprehensive approach of consensus-based instruments 

provides better information for casework decisions.20  
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However, consensus-based models are criticized in social work research literature for the 

following reasons: 1) poor conceptualization (according to Rycus and Hughes, “measures are 

often poorly defined, nebulous and ambiguous, overly global, illogical, and very subjective”);21 

2) inconsistency in the type and number of variables included (about 40% of factors used in 

consensus-based instruments are unique to a single instrument, and none of the factors are shared 

by all the instruments. Some have as few as 6 elements, some have as many as 50 22); 3) use of 

the same variables to predict physical abuse, neglect, and sexual abuse, even though contributors 

and dynamics are often different for these types of maltreatment;23 and 4) reliance upon 

characteristics associated with maltreatment, rather than recurrence of maltreatment,24 or upon 

characteristics for which there is no research support.25

 

Some researchers assert actuarial instruments are more reliable and valid than clinical judgment 

or consensus-based instruments since they help practitioners focus their risk assessments on a 

small set of case characteristics that have demonstrated a strong statistical relationship to future 

maltreatment.26 In a meta-analysis of over 100 studies of various health and behaviorally 

oriented predictions that compared actuarial methods to clinical judgment, about 95% of the 

studies found actuarial processes to be equal to or superior to clinical judgment.27 According to 

proponents, even a small set of factors generally does a better job predicting outcomes than does 

simply the use of clinical judgment.28  

 

Others feel actuarial instruments do not facilitate the clinical judgment of skilled practitioners. 

Additionally, since the basis for including a factor on an actuarial instrument is its statistical 

association with a poor outcome – generally recurrence of maltreatment – factors may not appear 

to be causally related to the outcome. While some assert this is entirely appropriate since the 

intent is to predict rather than explain, others claim that this lack of a logical, there are concerns 

regarding whether actuarial instruments provide enough information for front end workers to 

effectively implement new practices like differential response, an intervention which requires 

workers to refer families at risk of abuse or neglect to appropriate community services. 

 

It is not clear which approach is more commonly used. There is no national database regarding 

risk assessment approaches used by states.29 As of 1996, Lyons et al., report that 15 states used 
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the Illinois CANTS 17B instrument or some derivation of it, 4 used the CARF system, and 4 

used WARM or some derivation, all consensus-based instruments. However, an increasing 

number of states are using an actuarial instrument as part of a “Structured Decision Making 

(SDM)” case management system developed by the Children’s Research Center. 

 

Important Qualities of a Risk Assessment Instrument 

Two psychometric qualities are of particular importance when considering the value of any risk 

assessment approach: predictive validity, which refers to an instrument’s accuracy in identifying 

families’ degree of risk; and inter-rater reliability, or the degree to which an instrument results in 

consistent decisions by social workers for similar cases.30   

 

Predictive validity refers to the ability of an instrument to predict a particular outcome. For 

example, SAT scores might be used to predict the likelihood of college completion; if high SAT 

scores are associated with college completion, SAT scores have predictive validity for this 

purpose. In child welfare, most studies consider whether risk assessment instruments accurately 

predict the occurrence of subsequent maltreatment.  

 

Any kind of diagnostic or predictive instrument will produce some errors; that is, some cases will 

be identified as ‘high risk’ even though they are truly low risk (resulting in false positives); and 

some cases will be identified as low risk although they are truly high risk (resulting in false 

negatives). Maltreatment subsequent to initial referral is relatively rare, and rare phenomena are 

difficult to predict accurately.31 In addition, human behavior, with its myriad of influencing 

factors, is also notoriously difficult to predict.32 In child welfare, these classification errors are of 

concern because false negatives can be dangerous to the child, while false positives can result in 

poor targeting of agency resources.33  

 

Some researchers assess the validity of an instrument based upon the degree to which false 

negatives or false positives are minimized (or the sensitivity and specificity of the instrument).34 

However, when considering low base rate phenomena, a low false negative and false positive 

rate can be achieved by simply predicting the event never happens.35 Such a strategy, of course, 

is not useful for protecting children and providing services to families that are in need of them. 
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An alterative strategy to assess the validity of a prognostic instrument often used in the medical 

field is to classify individuals into risk categories; that is, based upon personal characteristics, an 

individual falls into a group that tends to have a low, moderate, or a high risk of some adverse 

event.  In medicine, this framework provides important information for a patient and doctor to 

decide what kind of preventive approach to take.36 Proponents of this approach to validation 

assert classification provides important information for services and case decisions, even if it 

produces more false results than does predicting the event never happens, and should be the basis 

for determining the validity of a risk assessment instrument.37  

 

Most validity studies focus on predictive validity, but some have argued other forms of validity 

are important to consider as well. English & Graham assert convergent validity, or the degree to 

which a measure corresponds to other measures of the same or similar constructs is also 

relevant.38  

 

In addition to considering the validity of the instruments overall, it is also important to consider 

the validity of the measures and or outcomes and factors assessed by an instrument. For example, 

there is some question regarding the appropriate proxy to use for maltreatment recurrence. If 

substantiated maltreatment is used, it could be the case that maltreatment occurs, but is not 

detected.39 If subsequent referral is used, it could overestimate occurrence, as some referrals will 

be unfounded. Others worry that if substantiation decisions themselves are biased, they would be 

a poor outcome upon which to assess validity.40 And some believe the severity of the 

maltreatment should be incorporated into the criterion.41 Regarding the other factors, some 

authors have criticized “anchors” or indicators as being poor proxies for the underlying construct 

of interest.42 An additional criticism of current risk assessment instruments is that both 

consensus-based and actuarial instruments focus almost exclusively on interpersonal factors of 

parents and rarely upon neighborhood, community or societal factors that have been determined 

to be associated with maltreatment in etiological studies.43

 

Inter-rater reliability refers to the degree to which an instrument results in similar decisions on 

similar cases, when those cases are assessed by different workers.44 Assessing reliability also 

involves challenges. The goal is to determine whether multiple coders using the same instrument 

 8



would reach the same decision for the same situation. However, the practice environment within 

which one person is making decisions cannot be replicated for another person, to determine if he 

or she would make the same decision. Two alternative strategies have been used: in the first, 

different workers read the same case file and their assessments or predictions of risk are 

compared; in the second, different workers read a case vignette, and their assessments or 

predictions of risk are compared. Both of these strategies are problematic for different reasons. A 

vignette is consistent, but artificial and limited in terms of the information that is provided to the 

decision-maker. Case files are richer and messier, and thus more like the real world, but could be 

missing critical information that was present in the real world situation.45 Additionally, the 

statistical estimate (“r”) used to assess reliability can be problematic; there could be a high 

correlation between two scores, even if the two coders have consistently different scores.46  

 

Child welfare agencies have an expectation that “risk assessment will have some effect on 

services provided.”47  Therefore, another way to evaluate risk assessment strategies is to consider 

whether they have resulted in intended effects for children. That is, if use of a particular strategy 

is improving safety and risk decisions, and high risk children receive protective services such as 

foster care as a result, then changes in certain outcomes would be expected. For example, one 

might expect to see fewer recurrences of maltreatment on cases that had been investigated. 

Similarly, if workers were doing a better job assessing risk and safety in reunification decisions, 

one would expect to see a reduction in foster re-entry rates, and/or recidivism rates (maltreatment 

after reunification). Along similar lines, some studies assess the use of various instruments with 

children and families of color. Because of the well-known disparities in case processes and 

outcomes for families and children of color, it is important to determine whether a particular 

instrument is equally valid for different racial/ethnic groups.  

 

Comparing the performance of various instruments is difficult because not all instruments have 

been assessed for their reliability, validity, or effects. Comparisons are further complicated by 

the variety of events used by different researchers to measure maltreatment recurrence. For 

example, many researchers use substantiated maltreatment subsequent to the initial investigation 

as the criterion against which to measure predictive validity, but others use subsequent referral, a 

measure of chronicity of subsequent referrals or substantiation, or placement of the child outside 
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the home. Furthermore, the observation time frame varies, from 30 days, 60 days, 6 months, or 

12 months or longer. Finally, for both reliability and validity studies, different strategies are 

employed to assess these psychometric qualities, and different kinds of statistics are used to 

estimate them.  

 

Review Of Studies 

This review of the research literature examined studies of risk assessment instruments that 

assessed reliability and validity, as well as those considering the effects of the implementation of 

a risk assessment system on child and case outcomes, and use with families of various different 

racial/ethnic groups. This review uses specific search terms and search sources to identify 

research literature within the topic. This method of searching can reduce the potential for bias in 

the selection of materials.  Using specific search terms, we searched social science and academic 

databases available through the University of California library. In addition, we searched 

websites specializing in systematic reviews, as well as research institutes (please see Appendix A 

for a description of the search strategy). Studies were excluded if they did not assess a particular 

identified instrument of risk assessment appropriate for use in a CPS investigation situation, or, 

in the case of predictive validity studies, if the outcome assessed was other than maltreatment 

recurrence or re-referral of the case.   

 

In this section, research on seven instruments of risk and safety assessment is summarized. These 

are the Washington Risk Assessment Matrix (WRAM), the California Family Assessment Factor 

Analysis (?) (the “Fresno” instrument), the Child At Risk Field System (CARF), the CERAP 

(Child Emergency Response Assessment Protocol), the actuarial Risk Assessment instrument 

developed by the Children’s Research Center, the Risk Assessment Model of Child Protection 

from Ontario, and the Utah Risk Assessment Scale. For each instrument, findings of available 

studies on predictive validity, convergent validity, inter-rater reliability, outcomes, and 

racial/ethnic group differences are summarized. 
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WRAM 

A consensus-based instrument, the WRAM was developed by Washington State social service 

agency in 1986. Its composition is constantly evolving based on new research evidence. The 

instrument is used at the initial investigation. Currently the tool has 37 items that fit within seven 

theoretical domains: 1) child characteristics, 2) severity of abuse/neglect, 3) chronicity of 

abuse/neglect, 4) caretaker characteristics, 5) caretaker/child relationship, 6) socio-economic 

factors, and 7) perpetrator access. To use the instrument, social workers assess and rate the level 

of risk that they perceive for each item on a five point scale. Based on these ratings, families are 

categorized into risk levels. The instrument assesses risk of maltreatment in general, rather than 

considering risk for different kinds of abuse separately (e.g. neglect, abuse, sexual abuse, etc). 

(See Appendix B for a copy of the instrument; note that the instrument may have been revised 

since this version was printed).  

 

Predictive validity 

In tests of predictive validity, performance of the WRAM was mixed. In one study on 1400 cases 

from four sites across the county found that while rates of subsequent investigation were higher 

for moderate or high risk families than for low risk families, rates of substantiated maltreatment 

for families in low, moderate or high risk groups were not significantly different.48 When a 

slightly different outcome was used – the number of subsequent substantiated reports received by 

a family within two years – a similar difficulty accurately classifying families was seen.49

 

Another study using different analytic techniques and outcomes resulted in similar findings. In 

this study from 10 child welfare agency offices in New Jersey (n=239), five of the seven 

theoretical domains of the instrument were adapted to be used as scales measuring the domains, 

and two items were assessed individually. When these variables were entered into a regression 

model predicting subsequent maltreatment, the variable measuring abuse severity was found to 

be negatively correlated with maltreatment; i.e., the more severe the abuse the less likely the 

parent to maltreat again. Variables measuring child characteristics, caretaker characteristics, the 

parent-child relationship, and socio-economic status were not associated with subsequent 

maltreatment, while the variable measuring child behavior problems was positively associated 

with subsequent maltreatment. The model had poor predictive power overall, explaining 
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approximately 6% of the variability in the outcome. In addition, based on a plot of the sensitivity 

and specificity of the instrument overall, authors concluded that the performance of the 

instrument “….might be characterized as generally poor.”50

 

In a different study in the state of Washington (n=12,329), cases coded low or no risk by the 

instrument were less likely to have a subsequent referral within 18 months than were cases coded 

as moderate and high risk; moderate  risk cases however were not less likely to be re-referred 

than were high risk cases. Eleven items from the instrument were positively associated with re-

referral, and eight items with recurrence of substantiated maltreatment. However, the same study 

also showed that there was relatively little difference in average risk ratings between cases re-

referred, and those not re-referred.51

 

Convergent validity 

One study considered the convergent validity of the WRAM. In this study (n=261), instrument 

items were used as scales and correlated with other scales or items from well-known measures of 

the same constructs. A strong correlation would suggest the WRAM item did a reasonably good 

job of measuring that area. Alternative measures of constructs were available for only nine of the 

37 items on the WRAM. Of these, items assessing child development and behavior problems 

were not associated with measures of similar constructs. Four of the 5 items related to the 

caregiver were found to be associated with measures of similar constructs, but the item related to 

stress and social support was not associated with related measures.52 Findings then are mixed; 

some items do appear to have a degree of construct validity, while others do not. 

 

Inter-rater reliability 

Two studies were identified that assessed the inter-rater reliability of the instrument. In the first 

study, four raters were asked to rate the same 80 cases using the instrument. Less than 14% of 

the time, all four workers classified families in the same way; just over half the time, three out of 

four workers did so. Because some portion of these agreements could be due to chance, a 

statistical correction was done which produces a “kappa” score. Kappa varies from –1 to +1; a 

kappa of 0 would mean the performance of the instrument was no better than chance. According 
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to the authors of the study, kappa’s in the range of .5-.6 are generally considered acceptable; the 

score for the WRAM was 0.18.53  

 

Outcomes  

No studies were found that considered the effects of implementation of the WRAM on case 

outcomes. 

 

Racial/Ethnic group differences 

Several studies have considered use of the WRAM with different racial/ethnic groups. One study 

of 8785 cases in Washington state found that African American and Native American families 

were more likely to be assigned to the highest risk level than their numbers in the referral 

population would suggest; Asian American families were under-assigned to the highest risk 

level.54 However, it should also be noted that in a subsequent multivariate analysis of 12,329 

cases in the same state, Native American families were in fact more likely to be re-referred, and 

Asian families less likely to be re-referred.55 However, another study of 1400 cases in four sites 

found that approximately equal percentages for African American and White families were 

classified into each risk level by the WRAM.56  

 

CFAFA (the “Fresno model”) 

A consensus-based instrument, the CFAFA, or the “Fresno Model,” is derived from an 

instrument originally developed by the state of Illinois (the Child Abuse and Neglect Tracking 

System or CANTS 17B). The instrument is no longer used in Illinois, but has been used most 

recently in California. The instrument is to be used throughout the life of a case. The CFAFA has 

23 items that fit within five theoretical domains: 1) precipitating incident, 2) child assessment, 3) 

caregiver assessment, 4) family assessment, and 5) family-agency interaction. All types of 

maltreatment are considered together. A social worker rates each item as low, moderate or high 

risk; sums the number of items coded at each risk level and decides the overall level of risk. (See 

Appendix C for a copy of the instrument; note that the instrument may have been revised since 

this version was printed).  
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Predictive validity  

Similarly to the WRAM, in tests of predictive validity, the CFAFA did not perform well. In a 

study of 1400 cases, while rates of subsequent investigation were higher for moderate or high 

risk families than for low risk families, rates of substantiated maltreatment for families in low, 

moderate or high risk groups were not significantly different. 57 This was also true when the 

number of subsequent substantiated reports received by a family within two years was used as 

the outcome instead of the presence of any subsequent substantiated report.58

Another study examined the Illinois CANTS 17B, upon which the CFAFA is based. When four 

items from this instrument were used as variables in a multivariate model predicting subsequent 

maltreatment (n=239), none were associated with the outcome, and the model had poor 

predictive power overall, explaining only 1% of the variability in the outcome. In addition, when 

authors plotted the sensitivity and specificity of the instrument overall in “receiver operating 

characteristic curves,” the authors concluded that the “performance….might be characterized as 

generally poor.”59

 

Convergent validity  

No studies assessing the convergent validity of the CFAFA were found. 

 

Inter-rater reliability  

One study attempted to determine the inter-rater reliability of the instrument. Four raters were 

asked to rate the same 80 cases using the instrument. Just over 16% of the time, all four workers 

classified families into the same risk groups; about 45% of the time, three out of four workers did 

so. The kappa for the CFAFA was 0.184.60  

 

Outcomes  

No studies were found that considered the effects of implementation of the CFAFA on case 

outcomes. 
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Racial/ethnic group differences  

One study of 1400 cases considered use of the CFAFA with different racial/ethnic groups. In this 

study, the CFAFA classified approximately equal percentages of African American and White 

families into each risk level.61  

 

CARF 

A consensus-based instrument, CARF was one of the first risk assessment instruments to focus 

on safety as distinct from risk. It was developed by ACTION for Child Protection. The 

instrument is to be used throughout the life of a case. Fourteen items within the following 5 

domains: 1) child; 2) parent; 3) family; 4) maltreatment; and 5) intervention. Four “qualifiers” 

are also to be considered: 1) duration of a negative influence; 2) pervasiveness of a negative 

influence; 3) acknowledgement by parents of a negative influence; and 4) control of the negative 

influence. All types of maltreatment are considered together. Each item or qualifier is rated on a 

four point scale; the average of the 14 items plus the average of the four qualifiers is summed 

and divided by 2 to arrive at a final risk score. The family is then categorized into no risk, low 

risk, moderate risk, significant risk, or high risk groups. (see Appendix D for a copy of the 

instrument; note that the instrument may have been revised since this version was printed). 

 

Predictive validity  

The performance of CARF on tests of predictive validity was mixed. In one study of 207 cases in 

New York state, families assigned to the highest risk group were more likely to have a 

subsequent referral than families assigned the lowest risk group, though the relationship only 

“approached” statistical significance. Particular items were not found to be associated with 

subsequent maltreatment.62  

 

Convergent validity  

One study assessed the convergent validity of CARF (n=90).  Social worker ratings of the 

“parent risk field” and the “family risk field” were not found to be associated with any of eight 

clinical measures of related constructs against which they were each tested. Social worker ratings 

of the “child risk field” was found to be associated with one clinical measures of parent-reported 

“child to parent violence;” however, the rating of child risk field was also found to be negatively 
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associated with level of child PTSD – the opposite direction than expected – and no relationship 

was found between the ratings and five other clinical measures of related constructs.63  

 

Inter-rater reliability  

One study assessing the inter-rater reliability of CARF was found. In this study, 25-50 workers 

from several counties in Pennsylvania were asked to read case vignettes and assess the level of 

risk using the risk assessment instrument. Scores of all pairs of coders of a vignette were 

correlated and those correlations averaged. Alpha coefficients for the CARF instrument overall 

risk scores for three different vignettes varied widely, ranging between .067 (very low reliability) 

to .952 (very high reliability).64

 

Outcomes 

In a study comparing substantiation rates before and after implementation of CARF in one New 

York county (n=207), no differences were found. When maltreatment type was considered 

separately, physical neglect was found to be somewhat more likely to be substantiated 

subsequent to implementation than prior to implementation. No difference in before and after 

substantiation rates were found for physical maltreatment sexual maltreatment, medical neglect, 

emotional maltreatment, or educational neglect.65

 

Racial/ethnic group differences  

No studies were found that considered the use of CARF with different racial/ethnic groups. 

 

CERAP 

A consensus-based instrument, the CERAP was developed by Illinois Department of Child and 

Family Services, the American Humane Association, the University of Illinois, and field experts 

as a “safety assessment.” The instrument is to be used throughout the life of the case. The 

CERAP is a single list of 14 items. All types of maltreatment are considered together. The social 

worker notes the presence or absence of each item; if any of the items are present, the social 

worker decides whether the child is “safe” or “unsafe.” If the worker decides the child is unsafe, 

a safety plan is developed. Training includes a rigorous testing and certification process. (See 
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Appendix E for a copy of the instrument; note that the instrument may have been revised since 

this version was printed.) 

 

Predictive validity  

One study attempted to assess the predictive validity of the CERAP. Since the CERAP focuses 

on safety assessment, the outcome used was subsequent referral with 60 days. Use of the CERAP 

at two different case time points -- initial investigation (n=380), and within 5 days of case 

opening (n=350) -- was assessed. At initial investigation, neither overall safety assessment nor 

number of safety factors identified associated with subsequent referral within 60 days, either in 

bivariate tests or multivariate instruments controlling for CERAP completion, prior reports, total 

number caregiver problems, and service receipt.66 Within 5 days of case opening, both safety 

assessment and number of safety factors identified for services associated with subsequent 

referral within 60 days in bivariate tests, but these relationships did not remain in multivariate 

instruments once other factors listed had been controlled for. Completion of the instrument, 

regardless of safety rating, was negatively associated with subsequent referral.67

 

Convergent validity  

No studies were found that considered the convergent validity of the CERAP.   

 

Inter-rater reliability  

No studies were found that considered the inter-rater reliability of the CERAP.   

 

Outcomes  

A series of studies considering changes in the 60 day maltreatment recurrence rates in one state 

after implementation of CERAP compared to the year before implementation have been 

conducted. These studies have found a reduction in the maltreatment recurrence rates that has 

been maintained for six years following implementation.68 Several alternative explanations for 

the reductions -- increased use of out of home placement, another policy, nationwide trend – 

were considered and ruled out in a follow-up study.69  
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Racial/ethnic group differences  

No studies were found that considered the use of the CERAP with different racial/ethnic groups. 

 

CRC Actuarial Instruments for Risk Assessment 

Slightly different versions of this actuarial risk assessment instrument have been developed for 

various jurisdictions by the Children’s Research Center (CRC). These instruments are based 

upon the statistical association of variables with substantiated maltreatment injury, foster care 

placement, and reinvestigation within two years in each location. The instrument is used at the 

initial investigation, and includes two subscales of ten items each; one subscale assesses risk of 

neglect and the other risk of physical or sexual abuse. Each item is scored with a 0, 1, or 2 as 

indicated on the instrument and each subscale is summed. Based on the highest subscale score, a 

family is classified into a low, moderate, high, or very high risk category. In most jurisdictions, 

workers can override the risk classification and increase the risk rating by one level. (See 

Appendix F for a copy of the instrument; note that the instrument may have been revised since 

this version was printed). 

 

Predictive validity  

A number of studies have been conducted attempting to assess the predictive validity of the CRC 

risk assessment instruments. These instruments are able to distinguish between low/medium/high 

levels of risk of subsequent maltreatment -- that is, families categorized as high risk by the 

instrument have a distinctly higher rate of subsequent maltreatment than do families categorized 

as moderate risk; and moderate risk families have a distinctly higher rate of subsequent 

maltreatment than do families categorized as low risk. This was found to be true for subsequent 

maltreatment within 6 months,70 18 months,71 and 2 years.72 When the number of subsequent 

substantiated reports received by a family was used as the outcome instead of the presence of any 

subsequent substantiated report, a similarly good ability to accurately classify families was seen 

at both 18 months73 and 24 months.74 Additionally, in a multivariate study, families coded as 

higher risk showed a stronger association with subsequent maltreatment (controlling for 

ethnicity, county size, service receipt, and safety finding) than did families coded as moderate or 

low risk.75
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Convergent validity  

No studies were found that considered the convergent validity of the CRC actuarial instruments.   

 

Inter-rater reliability  

The CRC risk assessment instruments performed fairly well in reliability studies. In one study, 

four raters were asked to rate the same 80 cases using the instrument. Over half of the time, all 

four workers classified families in the same way; 85% of the time, three out of four workers did 

so. The kappa score for the WRAM CRC Risk Assessment instrument was .562.76 In a second 

study that involved coding vignettes, most workers scored subscales with a possible range from 

0-20 within 4 points of each other; “ranges indicate some disagreement but general agreement 

because they are small and not excessively skewed”; somewhat lower consistency was realized 

when scores were combined for an overall risk score.77

 

Outcomes  

No study was found that assessed the outcomes of use of the CRC actuarial risk assessment 

specifically. One study assessed outcomes in one state following the implementation of an array 

of CRC instruments that included the actuarial risk assessment. Compared to a demographically 

matched set of counties not implementing the array of instruments, counties implementing the 

CRC array had lower rates of re-referral or substantiation for cases closed without services; 

families received more services, particularly if they were high risk; and referral rates, 

substantiation rates, removal rates, and injuries were lower.78

 

Racial/ethnic group differences  

Findings from studies that assess the use of the instruments with different racial/ethnic groups 

are mixed. Some studies found that the instrument classifies approximately equal percentages of 

all ethnic groups into each risk level;79 that rates of recurrence for different risk categories are 

consistent across ethnic groups;80 and that the association of scores with subsequent 

maltreatment does not differ by ethnic group.81 However, other studies have found that White 

families were somewhat more likely to be coded higher on more items than families of color;82 

African American families scored slightly higher on neglect scale, and white families scored 

slightly higher on physical abuse/sexual abuse scale;83 in Minnesota, Southeast Asian and 
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Hispanic families were slightly more likely to be coded as low risk than other ethnic groups, and 

Native American families were slightly more likely to be coded High and Intensive Risk 

(differences were greatest on the neglect scale).84 Additionally, in the Minnesota study, when 

predictive validity was considered separately by ethnic group, distinctions between maltreatment 

rates of risk groups were smaller for Native American families due to the high referral rate in the 

Low Risk group.85  

 

Risk Assessment Model of Child Protection (Ontario) 

Based upon scales originally developed by Magura and  Moses (1986), this consensus-based 

instrument was modified by a research team from the University of Toronto in consultation with 

the Ontario Association of Children’s Aid Societies. Twenty-two items within five domains 

(caregiver, child, family, intervention, and abuse/neglect) are assessed via a 4-point Likert-type 

scale scoring system. The social worker determines a total overall assessment of risk (low to 

high) and the cumulative risk score (the total of the ratings from the five domains). The 

instrument is to be used when deciding whether a child should be removed and placed into foster 

care. All types of maltreatment are considered together. 

 

Predictive validity  

No studies were found that assessed the predictive validity of the Ontario Risk Assessment 

Model using outcomes of subsequent referral or maltreatment.  

 

Convergent validity 

No studies were found that considered the convergent validity of the Ontario Risk Assessment 

Model.   

 

Inter-rater reliability  

One study was found that assessed the inter-rater reliability of the Ontario Risk Assessment 

Model. A reliability score of r=.92 is reported for the cumulative risk score, and of r=.96 for the 

overall risk. However, it is not clear how many coders were used in the reliability assessment, 

how many cases were assessed for reliability, or by what means reliability was determined.86   
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Outcomes  

No studies were found that considered outcomes of the Ontario Risk Assessment Model. 

 

Racial/ethnic group differences  

No studies were found that considered the use of the Ontario Risk Assessment Model with 

different racial/ethnic groups.   

 

Utah Risk Assessment Scales 

The Utah Risk Assessment Scales are based upon Family Risk Scales and Child Well-being 

scales originally developed by Magura and  Moses (1986), and incorporate additional scale items 

developed by the a steering committee composed of members of the Utah Department of Social 

Services and the Utah Child Welfare Training Project. According the study authors, these 

additional items are an advantage of the Utah Risk Assessment Scales, as these steering 

committee members were “CPS experts whose practice wisdom and experiences in child 

protection enabled them to add additional scales useful for making judgments about child well-

being such as the degree of emotional maltreatment.”87 This consensus-based instrument is 

composed of 32 items within five domains: parent, child, family, maltreatment, and intervention, 

assessed via a Likert-type scale scoring system. The instrument is to be used by CPS intake and 

investigative workers. All types of maltreatment are considered together. 

 

Predictive validity  

No studies were found that considered the predictive validity of the Utah Risk Assessment 

Scales. 

 

Convergent validity  

No studies were found that considered the convergent validity of the Utah Risk Assessment 

Scales. 

 

Inter-rater reliability  

One study (reported in two articles) assessed the inter-rater reliability of the Utah Risk 

Assessment Scales. To assess inter-rater reliability, eight vignettes were developed describing 
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cases of varying severity. Social workers, supervisors and CPS experts were asked to review 

each vignette and provide a risk rating using the Utah Risk Assessment Scales. These risk scores 

were then correlated to determine reliability scores. Pearson’s r coefficients ranged from .568 to 

.855 for the eight vignettes, each of which was assessed by n=22-28 raters. A “Spearman-Brown 

prophecy formula” was applied to these scores to provide a “stepped-up” reliability estimate; 

according to authors, this analytical technique allows for a more accurate estimate of inter-rater 

reliability. Stepped up estimates were all above .970.88

 

Outcomes  

No studies were found that considered outcomes of the Utah Risk Assessment Scales. 

 

Racial/ethnic group differences  

No studies were found that considered the use of the Utah Risk Assessment Scales with different 

racial/ethnic groups.   

 

Risk Assessment Implementation Issues 

This section describes three implementation issues: 1) supports for implementation, 2) use at 

decision points across the life of a case, and 3) liability issues. The effort to institute a 

standardized risk assessment system across the state of California is also described.  

 

Support for Implementation 

The implementation of a risk assessment system can be problematic. One study of the CARF 

system reported that less experienced workers found the instrument more useful than did more 

experienced workers, who felt it limited their ability to utilize their expertise. In addition, some 

workers said they adjusted CARF ratings to match their clinical impressions, rather than using 

the risk assessment instrument to guide their decisions. 89  Similarly, in another study examining 

the Illinois CANTS-17B, workers admitted that they inflated risk levels at intake in order to 

guarantee that a family would receive services.90 And several studies of risk assessment 

implementation found that risk assessment forms were often missing from case files or 

incomplete.91
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A number of risk assessment researchers suggest that the success or failure of any instrument is 

based less upon whether it is actuarial or consensus-based and more upon the quality of 

implementation.92 There is some consensus that the successful implementation of risk assessment 

instruments requires certain supports.93 High quality and comprehensive training is important, 

and should facilitate a conceptual understanding of the instrument94 as well as involve an 

experiential component.95 In addition, for optimal implementation, staff may need other skills 

training besides training in the risk assessment instrument such as interviewing, time 

management, assessment, and treatment planning skills.96 Secondly, the important role 

supervisors and managers play in the implementation process has also been emphasized.97 

Involving supervisors and direct line staff in the planning and implementation process as much 

as possible has been recommended; the greater awareness that staff have early on, the less 

resistance may be encountered long-term.98 Agency administration can also show support by 

using implementation of a new risk assessment instrument to look at and adjust workload.99 In 

addition, agencies may need to plan for ongoing monitoring and accountability.100  

 

Use Across the Life of a Case 

Since a family’s risk may change over time, it is important that risk be periodically reassessed.101 

For example, few states have explicit guidelines for making screening decisions, and fewer still 

have formal instruments to guide this decision.102 The percentage of referrals that are screened 

out varies dramatically by state, from 5% in New Jersey to 78% in Vermont, yet states with 

higher investigation rates were just as likely to substantiate a referral as states with lower 

investigation rates.103 In addition, caseworkers have difficulty revising their assessments of 

families once they have been made.104 Therefore, a structured instrument could help workers 

attend to critical factors that would indicate changes in risk across the life of a case. However, 

using the same instrument to assess risk at different case points may be unwise.105 Factors that 

predict maltreatment at one point, such as at investigation and prior to services, may not be the 

same as those that predict subsequent maltreatment at another time point, such as at reunification 

after service provision. For example, one study examining two time points (within 24 hours of 

the initial investigation of a case, and within 5 days of a case opening for in-home services) 

found that factors that predicted maltreatment recurrence at each time point were not always the 

same.106  
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Unfortunately, there is very little research regarding the reliability or validity of instruments used 

at other points in the case.107 A partial explanation for this is related to the nature of some of the 

outcomes, which don’t lend themselves well to explorations of validity or reliability. For 

example, the safety assessment focuses on assessing imminent or current risk to a child, and is 

usually concerned about maltreatment “…of a moderate to severe nature.”108 It refers to the 

immediate situation. The likelihood of subsequent maltreatment within 60 days is fairly rare; the 

likelihood of subsequent maltreatment occurring within days is infinitesimal. Workers must 

attempt to predict this anyhow, but determinants of events so rare essentially cannot be 

determined via any kind of statistical instrument using the kinds of factors available to social 

workers.109

 

Liability Issues 

While legal liability in CPS work has long been a concern,110 little has been written specifically 

about liability as it relates to the use of risk assessment instruments.  As more states and counties 

mandate the use of a risk assessment instrument, concerns have been raised about the potential 

increases in risk of legal liability for workers and agencies.  

 

Opinions about the issue differ. The U.S. Supreme Court’s 1989 decision in DeShaney v. 

Winnebago County Department of Social Services asserted that there existed no “special 

relationship” requiring the state to protect a child, if the child had not been taken into custody. 

Thus, the state would not be held liable for an incorrect assessment of risk for a child known to 

CPS.111 In addition, while Section 1983 of the Civil Rights Act allows for individuals to bring 

suit against government employees, “…the duties of most government child welfare workers are 

discretionary in nature and, as such, provide them with either absolute, or…qualified immunity 

for their actions”.112 CPS workers are assumed to be using their best judgment and working in 

good faith when making decisions about children and families, and are therefore provided 

immunity for their work and safeguarded from lawsuits.   

 

Introduction of a formal risk assessment strategy could affect this in several ways. One school of 

thought is that mandated use of risk assessment instruments could increase agencies’ potential 

liability: by making the use of a risk assessment instrument a part of agency policy (rather than 
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leaving its use to the worker’s discretion) a worker’s right to claim immunity may be reduced.113 

Secondly, some argue liability could depend on the extent to which a risk assessment instrument 

is utilized.114  If a county has required the use of a risk assessment instrument and a worker fails 

to use instrument correctly or does not use the instrument at all, these actions could be 

interpreted as negligence or failure to follow agency policies. And third, liability may depend 

upon the validity of the instrument. The use of un-tested instruments and/or inconsistent worker 

training on risk assessment instruments may increase an agency’s vulnerability.115 “Agencies 

place themselves in a precarious legal position by claiming their decision–making is based on 

standardized, validated risk assessment protocols when it is not. A state or provincial child 

protective service system that endorses or mandates a formal risk assessment instrument that it 

knows, or should know, is potentially harmful to children an families is at risk of significant 

legal liability. If children are harmed as a result of faulty decisions based on these instruments, 

agencies may be subject to legal remedies.”116

 

A contrasting opinion is that worker discretion and the good-faith conduct of job duties will 

continue to protect workers from potential lawsuits; risk assessment instruments would neither 

improve nor worsen a worker’s chance of being sued. Nohejl et al.117 reason that questions of 

worker liability center on competence and decision-making. Poorly filled out or missing risk 

assessment instruments would only be evidence of “simple negligence”, which does not incur 

liability.118 In addition, any inaccuracy in prediction would not make the worker liable; the 

worker’s efforts would be covered under good faith immunity. Only if there was evidence of 

“gross negligence” could liability exist. 119  Nohejl et al.120 also assert that the selection of a risk 

assessment instrument and worker training are considered within the realm of discretionary 

decisions. While implementation of a poorly researched risk assessment instrument or 

inadequately trained workers may cause embarrassment in court, it is unlikely that any agency or 

individual worker could be sued. Based on this view, an agency would have to show signs of 

“‘deliberate indifference’” for the safety of others for liability to become an issue.121   

 

Risk and Safety Assessment in California 

California’s 58 counties have adopted a variety of strategies for conducting risk assessments. In 

the past, most counties used either the consensus-based CFAFA (the “Fresno” model), which 
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was adopted by the state in 1991, or the CFRA (California Family Risk Assessment), the 

actuarial instrument developed by the Children’s Research Center (CRC). Some counties do not 

require the use of any instrument. A major three-year systems reform effort in California (2001-

2004) resulted in a recommendation that a standardized risk assessment procedure be 

implemented throughout the state.122 A workgroup comprised of county representatives and state 

personnel was convened to outline the risk and safety assessment procedure to be implemented 

by the state. Rather than identifying a particular instrument for state-wide implementation, the 

workgroup developed a framework of the various domains and items that should be assessed for 

risk and safety across the life of a case (see Figure 1). The decision points throughout the life of a 

case at which risk and safety should be assessed include: 1) determining a response to a referral, 

2) making the initial safety decision, 3) placement, 4) the referral disposition, 5) ongoing case 

planning decisions, 6) reunification, and 7) case closure. A county can use either an actuarial or a 

consensus-based instrument as long as the areas relevant for each decision point are assessed. 

 

Discussion and Implications 

Overall, the available research suggests that the actuarial risk assessment instruments appear to 

have greater predictive validity and inter-rater reliability than the consensus-based instruments. 

The better predictive validity of the actuarial instruments may be related to their development via 

the statistical identification of the strongest predictors of a particular outcome in that state or 

county. Unless the sample used to develop that model was different from the typical population 

referred to child welfare agencies in that jurisdiction (or there were major changes in the local 

context or population demographics), it would be reasonable to assume that those variables in the 

model would continue to be predictive on later cohorts. The processes for identifying factors for 

consensus-based instruments, as outlined earlier, may simply be less accurate at identifying the 

strongest predictors of maltreatment. 

 

Convergent validity was not assessed for the actuarial instruments and the performance of 

consensus-based instruments in this area was generally poor. These instruments may be 

unreliable, they may not be good measures of underlying concepts, or both problems may exist. 

 
 



Figure 1: Recommended Statewide Safety Assessment System for California 
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Actuarial instruments may show better reliability because factors in these instruments are more 

often objective; the factors in consensus-based instruments tend to be more subjective and less 

precise. For example, in a question related to prior CPS history using the consensus-based 

WRAM, the social worker is required to determine whether past incidents were ‘isolated’ or 

‘intermittent,’ and whether there is evidence of ‘minor’ abuse and neglect or ‘moderate’ abuse 

and neglect. In comparison, the CRC instrument asks ‘whether or not’ there was a prior injury to 

a child from abuse or neglect, or ‘whether or not’ there was a prior investigation. Generally, 

more precise, well-defined, objective, and clearly articulated measures are more likely to be 

reliable because differences of opinion about the meaning or coding of factors are minimized.123  

In support of this idea, English & Graham (2000) note that in one study of the CRC actuarial 

instrument, 124 more objective items on the instrument (such as the age of child) had higher 

reliability than more subjective items (such as, “was child inadequately supervised”).  In 

addition, some consensus-based instruments often require coders to use their judgment regarding 

the level or risk related to an area. That is, rather than asking workers “whether or not” 

maltreatment previously occurred, a consensus-based instrument asks workers to assign a level 

of risk to the broad area of previous maltreatment. Different workers could weight the same 

category differently. 

 

In terms of outcomes, studies of the CERAP and the CRC instruments suggested that 

implementation resulted in improved outcomes. These instruments may be improving the 

accuracy of worker assessments of risk, resulting in fewer high risk children being left at home 

to be re-abused. The findings regarding the use of the instruments with different racial/ethnic 

groups are mixed.  

 

It is important to note that the available research is limited. For any particular instrument, there 

were only a few studies available, or sometimes only a single study was found. Therefore, 

conclusions about the risk assessment instruments should be considered preliminary and in need 

of further study. 



Implications for Practice  

Some of the continuing debate regarding the best approach to assessing risk and safety may be 

due to a lack of clarity regarding the purposes of  “risk assessment.” Distinctions between risk 

assessment and family assessment can be somewhat unclear125 and a number of researchers have 

argued that they have often been confused.126 “While risk assessment is designed to accurately 

estimate the likelihood of future incidents of maltreatment, the purpose of family assessment is 

to identify and explore, in considerable depth, the unique complex of developmental and 

ecological factors in each family and their environment that may contribute to or mitigate 

maltreatment.”127 Rycus & Hughes (2003) argue that these case activities are separate and 

distinct, and that neither is served by attempting to use a single instrument to do them both, or 

even by attempting to do them at the same time.  

 

If the goal of an assessment is to predict the likelihood of the recurrence of maltreatment in order 

to provide services to the families at greatest risk, this is clearly a risk assessment. The research 

evidence strongly suggests that the actuarial instrument will produce a more accurate and reliable 

prediction than the consensus-based instruments. On the other hand, if the goal of an assessment 

activity is to gain a comprehensive understanding of the service needs of a family or individual, 

a family needs assessment instrument may be more appropriate. In this situation, a consensus-

based instrument may do a better job because it incorporates more items and thus provides more 

information. However, consensus-based instruments did not have high convergent validity, 

suggesting they may not accurately measure the relevant characteristics and thus would not 

necessarily be helpful in family assessments. 

 

Finally, most research on risk assessment acknowledges that the use of any kind of risk 

assessment instrument, actuarial or consensus-based, requires good clinical skills.128 Even the 

CRC actuarial instrument contains numerous items that require clinical judgment to score, and 

allow for a clinical override based on family characteristics or dynamics that are likely to affect 

risk, but are not included on the actuarial instrument. As Ereth et al. (2003) have noted, “…A 

caseworker can sense things that an actuarial instrument would ignore or could not employ… 

Many characteristics of human subjects simply cannot be quantified empirically and actuarial 

models cannot easily account for rare events.”129 Therefore, clinical judgment can never be 
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eliminated from any risk assessment process. In fact, many researchers in child welfare stress 

that instruments for risk and safety assessment should be understood as decision aids to enhance 

or expand upon clinical judgment, rather than as a competing approach.130 As Munro (1999) 

observed, “…Errors can be reduced if people are aware of them and strive consciously to avoid 

them. The challenge is to devise aids to reasoning that recognize the central role of intuition and 

do not seek to ignore or parallel it but, by using our understanding of its known weakness, offer 

ways of testing and augmenting it.”131

 

Implications for Research  

Most of the available research on risk and safety assessment instruments is limited to a few fairly 

well-known instruments: the WRAM, CERAP, CARF, CFAFA (the “Fresno” instrument), and 

the CRC actuarial instrument. Clearly, further research in the area of risk assessment is needed, 

including a better understanding of the following: the instruments currently in use, predictors of 

future maltreatment at other decision points across the life of a case, the appropriate definition of 

maltreatment recurrence, and implementation issues. 

 

One useful endeavor would be an on-going survey of states’ use of risk assessment instruments. 

Currently, there is no process by which such information is gathered, updated and made available 

to the practice and research community. As a result, it is not clear how many jurisdictions use 

actuarial versus consensus based instruments, nor which instruments they use. In addition, of 

research that has been done, much has been conducted by researchers associated with the 

instruments. While this research is of high quality and has been published in respected peer-

reviewed outlets, studies conducted by independent researchers that confirm the findings of those 

studies might add credence to the conclusions.  

 

Along the same lines, the current research focuses primarily on one decision point in the case; 

namely, the initial investigation. There is growing interest in instruments to assist in decision-

making at other points in the case. Therefore, there is a clear need for the development of 

research-based instruments that can be validated for other decision points such as placement and 

reunification. 
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Certainly, predictive validity studies are appropriate for any instrument, actuarial or consensus-

based, that attempts to assess the likelihood of future maltreatment. Some suggest that other 

relevant outcomes besides recurrence, such as severity of abuse should be considered as well.132 

Whether tests of construct validity are appropriate for predictive instruments is less clear. 

However, if a distinction is clarified between risk assessment and family assessment, construct 

validity clearly is relevant to considerations of family assessment. On-going validity and 

reliability studies are necessary so that the instruments can be continually refined and improved 

over time. 

 

Many have also suggested that the effects of services provided must also be taken into 

consideration.133 Wald and Woolverton (1990) assert that a risk assessment instrument is “truly 

useful only if it identifies the likelihood of re-abuse given specific interventions.” The provision 

of services may mitigate risk; and therefore prediction that fails to take services to be provided 

into account may possibly overestimate risk. Others have pointed out the lack of consideration of 

neighborhood factors or child-caregiver interactions in current instruments,134 which should also 

be taken into account in future research. Lastly, the nature and quality of implementation have 

been neglected in the research literature. It is important to consider the quality and nature of the 

implementation process, and worker acceptance or resistance to the instrument.135  

 

Summary 

This structured review of the available research literature on instruments of risk and safety 

assessment in child welfare suggests that actuarial models have stronger predictive validity and 

inter-rater reliability than do consensus-based models. Neither approach emerged as superior in 

terms of affecting outcomes or treating racial/ethnic groups equitably. This review was limited 

by: 1) the lack of studies on decision points other than initial investigation, 2) the variability in 

definitions and measures across studies, and 3) the relatively small number of studies examining 

risk assessment instruments. Nonetheless, the findings of this structured literature review should 

be useful to agencies and practitioners when considering the various approaches to risk and 

safety assessment in child welfare. 
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APPENDIX A: BASSC SEARCH PROTOCOL 

 
Search Terms 
(Child maltreatment or child abuse or child neglect) AND (risk assessment or safety assessment) 
 
Academic databases for books and articles 
Pathfinder or Melvyl 
ArticlesFirst 
ERIC 
Expanded Academic ASAP 
Family and Society Studies Worldwide 
PAIS International 
PsychInfo 
Social Science Citation Index 
Social Services Abstracts 
Social Work Abstracts 
Sociological Abstracts 
 
Systematic Reviews 
Campbell Collaboration  
Cochrane Library  
 
Research Institutes 
Brookings Institution 
CASRC (San Diego) 
Chapin Hall 
GAO 
Manpower Demonstration Research Corporation 
Mathmatica Policy Research, Inc. 
National Academy of Sciences 
RAND 
Urban Institute 
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