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Reader Note: The goal of a literature 
review is to identify the most recent, 
relevant, and rigorous research in order to 
categorize what is known, to date, about a 
topic of interest. It focuses on the past in 
order to inform the future. It does not 
address the present where emerging and 
promising practices are being carried out 
by practitioners. These current practices 
often do not have the benefit of either 
formal evaluations or the availability of 
published reports on the nature of the 
activities, lessons learned, or research 
findings. As a result, a literature review is 
designed to analyze what is known in order 
to foster critical thinking about the nature 
of current practices, including new ideas 
and directions as well as validation of 
current approaches.  A literature review is 
not designed to disrupt current efforts to 
experiment with new, untested approaches 
to practice. 
 
In order to locate and evaluate evidence for 
use in practice, a special kind of search 
strategy was used to identify published and 
unpublished studies using specific search 
terms and databases. A detailed description 
of the search process is located in the full 
report of this structured literature review 
available at www.bassc.net.  
 
 
 

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 tools 
generally include broad categories related to abuse and 
neglect, behavioral descriptions, procedures to 
determine levels of risk, and standardized forms for 
recording this information.3 

 
This report, commissioned by the Bay Area Social 
Services Consortium, reviews the research evidence 
related to risk and safety assessment instruments. The 
first section of the report describes current approaches 
to risk and safety assessment. The second section 
describes a number of instruments used to assess risk, 
and summarizes research findings regarding these 
instruments’ validity, reliability, 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. 
 

Different Approaches to Risk Assessment 
 
A variety of researchers from various academic fields 
have studied human decision-making and have 
identified a number of common errors that people 
make in their predictions and decisions. For example, 
researchers have found that people tend to: 1) ignore 
the probability of an event in making predictions about 
the likelihood of its occurrence;4 2) be overconfident of 
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their ability to predict an event;5 and 3) have difficulty 
weighing factors related to a decision.6 Studies in 
social work suggest that child welfare workers are 
prone to the same difficulties in decision-making. 
Social workers have been found to make different 
decisions from one another in regards to the same 
situation7 and to be reluctant to revise their judgments 
of families once made.8 They also display skepticism 
of new information when it conflicts with their initial 
view of a family as well as a lack of skepticism 
regarding new information when it supports their initial 
view.9 Such studies have contributed to the notion that 
risk assessment processes are needed to aid social 
workers in decision-making.   
 
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 instrument). However, the two approaches 
differ in the processes used to identify characteristics 
for inclusion on the instrument, and how the 
instruments are utilized in practice. In the field of child 
welfare, there is considerable debate regarding the best 
approach to assessing risk (Note #1). 
 
Consensus-based instruments emphasize a 
comprehensive assessment of risk.10 The items are 
based upon various theories of child maltreatment, 
research literature on maltreatment, and/or the opinions 
of expert practitioners (hence the name “consensus-
based”). Items on one instrument are often combined 
with items from another instrument, creating hybrid 
tools that vary according to the needs or beliefs of the 
user. Sometimes characteristics are assessed 
numerically (categorizing families by their total score) 
while other instruments simply describe areas that are 
to be assessed by the worker (items are coded high, 
moderate or low risk based upon worker judgment). A 
consensus-based model tends to use a single instrument 
to predict all forms of child maltreatment.11 
 
Consensus-based instruments can help workers 
structure their information gathering for clinical 
assessments of risk12 as well provide documentation of 
the reasoning underlying their decision-making.13 
Some argue that the more comprehensive approach of 
consensus-based instruments provides better 
information for casework decision-making.14 However, 
consensus-based models are criticized in social work 
research literature for the following reasons reasons: 1) 
poor conceptualization (“measures are often poorly 
defined, nebulous and ambiguous, overly global, 

illogical, and very subjective”);15 2) inconsistency in 
the type and number of variables included;16 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;17 and 4) reliance upon characteristics 
associated with maltreatment, rather than recurrence of 
maltreatment,18 or upon characteristics for which there 
is no research support.19 
 
Actuarial instruments use statistical procedures to 
identify and weigh factors that predict future 
maltreatment.20 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. 
Some researchers assert that actuarial models are more 
reliable and valid than consensus-based models since 
they help practitioners focus their risk assessments on a 
small set of case factors that have demonstrated a 
strong statistical relationship to future maltreatment.21  
 
However, the actuarial instruments have detractors as 
well. Some feel actuarial tools do not incorporate or 
facilitate the clinical judgment of skilled practitioners. 
Additionally, since the basis for including a factor in 
an actuarial instrument is its statistical association with 
recurrence of maltreatment, factors may not appear to 
be causally related to the outcome (although in fact 
they may be). This perceived lack of a logical, 
theoretical ‘glue’ may cause social workers to discount 
the value of an actuarial instrument and object to its 
use.22 
 

Research on Risk Assessment 
 

This structured review of the risk assessment research 
literature examined the following five risk and safety 
assessment instruments: 1) the Washington Risk 
Assessment Matrix (WRAM); 2) the California Family 
Assessment Factor Analysis (CFAFA, or the “Fresno” 
model); 3) the Child At Risk Field System (CARF); 4) 
the Child Emergency Response Assessment Protocol 
(CERAP); and 5) the actuarial Risk Assessment 
instruments developed by the Children’s Research 
Center (CRC) (Note #2).  
 
Figures 1-5 in this section describe each instrument 
and summarize its performance in achieving certain 
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measurement qualities and outcomes (Note #3). In 
addition, to illustrate how each instrument structures a 
worker’s assessment of risk, a sample question related 
to substance abuse is provided. Each instrument was 
assessed on the following criteria:  
 
Predictive Validity:  The ability of some measure to 
predict a particular outcome. Often the ability of an 
instrument to accurately classify cases into low, 
medium or high risk groups is assessed.  
 
Convergent Validity: The degree to which a measure 
of a factor corresponds to other measures of the same 
or similar factors (providing evidence that the measure 
is assessing what it is intended to assess). While 
convergent validity does not describe the ability of an 
instrument to predict maltreatment, others argue that 
convergent validity is relevant to risk and safety 
assessment.23 

Inter-rater Reliability: The degree to which a tool 
results in similar decisions on similar cases, when 
those cases are assessed by different workers.24 
 
Outcomes: Use of a risk assessment instrument may 
affect certain outcomes. For example, if a newly 
implemented risk assessment instrument improved the 
ability of workers to assess risk, and workers then 
removed children who were at highest risk, one might 
expect to see fewer recurrences of maltreatment.  
 
Racial/ethnic Group Differences: Given the well-
known discrepancies in child welfare outcomes for 
children and families of color, it is important to 
consider how the use of an instrument affects different 
racial/ethnic groups. A risk and safety assessment 
instrument should be equally valid with different 
racial/ethnic groups.  
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Figure 1: The Washington Risk Assessment Matrix (WRAM)
 
I.  INSTRUMENT DESCRIPTION 
 
Type of Instrument: Consensus-based. 
 
Development: The WRAM was developed by 
Washington State social service agency in 1986. Its 
composition is constantly evolving based on new research 
evidence.  
 
Decision Point: The instrument is used at the initial 
investigation. 
 
Domains and Items: 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.  
 
Use and Scoring: To use the instrument, social workers 
assess and rate the level of risk that they perceive for each 
item on a scale from 0-6. An overall risk score is tabulated 
by adding all the ratings. Based on these ratings, families 
are categorized into six 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). Appendix A of the 
full report provides a copy of the instrument.  
 

 
 

  SAMPLE QUESTION: SUBSTANCE ABUSE 
 
  The WRAM provides the following behavioral  
  descriptors to aid workers in assessing the risk factor  
  of “Substance Abuse”:  
 

• No risk (0) =  “No past or present substance  
          abuse” 
  
• Low risk (1) = “History of substance abuse but  

          no current problem”  
 
• Moderate risk (3) = “Reduced effectiveness 

due to substance abuse or addiction”  
  
• High risk (5) = “Substantial incapacity due to  

             substance abuse or addition” 
 

 

II. INSTRUMENT PERFORMANCE 
 
Predictive Validity: In tests of predictive validity, the 
WRAM did not perform very well. In one study, 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. 25 
Other studies using different analytic techniques and 
outcomes have produced similar findings.26 The authors of 
one of these studies concluded that the performance of the 
instrument “…might be characterized as generally poor.”27 
 
Convergent Validity: Only a few of the items on the 
WRAM have been tested for convergent validity and 
results are mixed. In one study, nine of the 37 items on the 
WRAM were tested against other measures of the same 
constructs or ideas and four positive associations were 
found.28 
 
Inter-rater Reliability: In one reliability study, the 
WRAM performed poorly. In this study, four raters were 
asked to assess risk on the same 80 cases using the 
WRAM 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. Using a special 
procedure that corrects for agreements due to chance, a 
“kappa” score for the WRAM was calculated. Kappa 
varies from –1 to +1; a kappa of 0 would mean the 
performance of the tool was no better than chance. 
According to the authors of the study, kappa’s in the range 
of .50-.60 are generally considered acceptable; the 
WRAM kappa was 0.18.29 
 
Outcomes: No studies were found that assessed the 
effects of WRAM on case outcomes. 
 
Racial/Ethnic Group Differences: Findings from several 
studies assessing the utilization of the WRAM with 
different racial/ethnic groups are mixed. One study found 
that African American and Native American families were 
more likely to be assigned to the highest risk level with 
WRAM than their numbers in the population would 
suggest, while Asian American families on the other hand 
were under-assigned to the highest risk level.30 However, 
another study found that approximately equal percentages 
for African American and white families were classified 
into each risk level by social workers using the WRAM.31
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Figure 2: The California Family Assessment and Factor Analysis (CFAFA, or the “Fresno Model”) 
 
I. INSTRUMENT DESCRIPTION 
 
Type of Instrument: Consensus-based. 
 
Development: 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. 
 
Decision Point : The instrument is to be used throughout 
the life of a case. 
 
Domains and Items: The instrument 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.  
 
Use and Scoring: 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. 
Appendix B of the full report provides a copy of the 
instrument.  
 

II. INSTRUMENT PERFORMANCE 
 
Predictive Validity: In tests of predictive validity, the 
CFAFA did not perform well. In one study, 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. 32 
Another study of the CANTS 17B using different analytic 
techniques and outcomes produced similar findings. The 
authors of that study concluded that the performance of 
the instrument “…might be characterized as generally 
poor.”33 
 
Convergent Validity: No studies assessing the 
convergent validity of the CFAFA were found. 
 
Inter-rater Reliability: Like the WRAM, the CFAFA 
performed poorly in a reliability study. Four raters asked 
to rate the same 80 cases using the CFAFA instrument 
classified families into the same risk groups just over 16% 
of the time; about 45% of the time, three out of four 
workers did so. The kappa for the CFAFA was 0.184, 
indicating poor reliability. 34 
 
Outcomes: No studies were found that assessed the 
effects of CFAFA on case outcomes. 
 
Racial/Ethnic Group Differences: Findings from a 
single study of the use of the CFAFA with different 
racial/ethnic groups indicate that the CFAFA classified 
African American and White families equitably into each 
risk level.35

 
 

 
   SAMPLE QUESTION: SUBSTANCE ABUSE 
 
   The CFAFA provides the following behavioral descriptors to aid workers in assessing the risk factor of   
  “Substance Abuse”:  

• Low risk (1) = “Alcohol is consumed only in moderation and caretaker is in control of his/her actions”  

• Moderate risk (3) = “Caretaker is currently experimenting with or using several substances; use tends to 
episodic with no serious consequences or significantly reduced ability to parent; drug/alcohol abuse is not 
physically/psychologically addictive at this time, but pattern of misuse may be escalating”   

• High risk (5) = “Caretaker’s life revolves around the use or attainment of drugs or alcohol, endangering the 
child; substance misuse poses risk to family’s financial resources and negatively affects caretaker’s ability to 
meet basic needs of child”  

 



 

 6

 

Figure 3: Child at Risk Field System (CARF) 
 

I. INSTRUMENT DESCRIPTION: 
 
Type of Instrument: Consensus-based. 
 
Development: CARF is one of the first risk assessment 
instruments to focus on safety as distinct from risk. It was 
developed by ACTION for Child Protection. 
 
Decision Point: The instrument is to be used throughout 
the life of a case. 
 
Domains and Items: 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. 
 
Use and Scoring: 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. Appendix C of the full report provides a copy of 
the instrument. 
 

II. INSTRUMENT PERFORMANCE 
 
Predictive Validity: The performance of CARF on tests 
of predictive validity was mixed. 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.36  
 
Convergent Validity: CARF did not perform well in a 
test of convergent validity. Two domains tested were not 
found to be associated with any of eight clinical measures 
of related constructs. Another domain was found to be 
positively associated with only one out of seven measures 
of a similar construct.37 
 
Inter-rater Reliability: No studies were found on the 
reliability of CARF. 
 
Outcomes: CARF had no discernable affect on outcomes. 
In a study comparing substantiation rates before and after 
the implementation of CARF, no differences were found. 
No difference in “before and after” substantiation rates 
were found for most types of abuse although physical 
neglect was found to be somewhat more likely to be 
substantiated subsequent to implementation of CARF.38 
 
Racial/Ethnic Group Differences: No studies were 
found on the use of CARF with different racial/ethnic 
groups.

 
 
 

 
  SAMPLE QUESTION: SUBSTANCE ABUSE 
 
  No questions on the instrument relate directly to substance abuse, but several questions relate to family  
  functioning: 
 

• What are the pervasive behaviors, feelings, and levels of adaptation apparent in the parent (s)? 
• What is the history of the adults (parents, caretakers) in the family (recent/past)?  
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Figure 4: The Child Emergency Response Assessment Protocol (CERAP)
 
I. INSTRUMENT DESCRIPTION 
 
Type of Instrument: Consensus-based. 
 
Development: 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.”  
 
Decision Point : The instrument is to be used throughout 
the life of the case. 
 
Domains and Items: The CERAP is a single list of 14 
items. All types of maltreatment are considered together. 
 
Use and Scoring: 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. Appendix D of the full report 
provides a copy of the instrument.  
 

 

II. INSTRUMENT PERFORMANCE  
 
Predictive Validity: Findings regarding the predictive 
validity of the CERAP are mixed. One study found that at 
initial investigation neither the overall safety assessment 
nor the number of safety factors identified was associated 
with subsequent referral within 60 days. However, when 
assessed within five days of case opening, both the overall 
safety assessment and the number of safety factors were 
associated with subsequent referral within 60 days in 
bivariate statistical tests, although these associations did 
not persist once other variables (prior reports, caregiver 
problems, and service receipt) had been controlled for.39 
 
Convergent Validity: No studies were found that 
assessed the convergent validity of the CERAP.   
 
Inter-rater Reliability: No studies were found that 
assessed the reliability of the CERAP.   
 
Outcomes: Several studies have found improved 60 day 
maltreatment recurrence rates after implementation of 
CERAP.40  Reductions have been maintained for six years 
following implementation.41 Several alternative 
explanations for the reductions (e.g., increased use of out 
of home placement, other agency policies, and the 
possibility of a nationwide trend) were ruled out in a 
follow-up study.42 
 
Racial/Ethnic Group Differences: No studies were 
found that assessed the use of the CERAP with different 
racial/ethnic groups.

 
 

 
  SAMPLE QUESTION: SUBSTANCE ABUSE 
 
  The CERAP asks the worker to note the presence or absence of the following condition in assessing the risk factor 
  of   “Substance Abuse”:  
 
 “Any member of household’s alleged or observed drug or alcohol abuse may seriously affect his/her ability to  
   supervise, protect, or care for the child.” 
 

• Risk Factor Present = Child unsafe, safety plan needed 
• Risk Factor Not Present = Child not unsafe due to this risk factor 
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Figure 5: CRC Actuarial Models for Risk Assessment 
 
I. INSTRUMENT DESCRIPTION 
 
Type of Instrument: Actuarial. 
 
Development: A number of different versions of a 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. 
 
Decision Point: The instrument is used at the initial 
investigation. 
 
Domains and Items: The risk assessment instrument 
includes two subscales of ten items each; one subscale 
assesses risk of neglect and the other risk of physical or 
sexual abuse. 
 
Use and Scoring: 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. 
 
 
 

 
  SAMPLE QUESTION 
 
  The CRC Risk Assessment asks the worker to note the 
  presence or absence of the following conditions in  
  assessing the risk factor of “Substance Abuse”:  
 
 “Primary caretaker has historic or current alcohol or  
  drug problem”  
 

• Not applicable =  0 points   
• Alcohol (current or historic) =  1 point    
• Drug (current or historic) =               1 point   

(points for factor are summed)
 

 
 

II. INSTRUMENT PERFORMANCE 
 
Predictive Validity: The CRC risk assessment instrument 
has performed well in tests of predictive validity. The rate 
of subsequent maltreatment was higher for families in the 
high risk group than for families in the moderate risk 
group, and higher for the moderate risk group than for 
families in the low risk group. This was found to be true 
for subsequent maltreatment within 6 months,43 18 
months,44 and 24 months.45 
 
Convergent Validity: No studies were found that 
assessed the convergent validity of the CRC risk 
assessment instrument.   
 
Inter-rater Reliability: The CRC risk assessment 
instrument performed fairly well in reliability studies. 
Four raters considering the same 80 cases assigned 
families to similar risk groups over half of the time; 85% 
of the time, three out of four workers did so. The kappa 
score for the CRC Risk Assessment instrument was 0.562, 
indicating moderate reliability.46 In a second study, most 
workers scored families within a “…small and not 
excessively skewed” range of 4 points; somewhat lower 
consistency was realized when scores were combined for 
an overall risk score.47 
 
Outcomes: One study found improvement in outcomes 
following the implementation of an array of CRC 
instruments that included the risk assessment. Compared 
to a demographically matched set of counties that did not 
implement the CRC instruments, counties implementing 
the array of instruments had lower referral rates, 
substantiation rates, removal rates, and fewer injuries than 
comparison counties.48 
 
Racial/Ethnic Group Differences: Findings from studies 
that assess the use of the CRC instruments with different 
racial/ethnic groups are mixed. Equitable results were 
found for important areas: studies found that the 
instruments classify approximately equal percentages of 
all ethnic groups into each risk level,49 that rates of 
recurrence for different risk categories are consistent 
across ethnic groups,50 and that the association of scores 
with subsequent maltreatment does not differ by ethnic 
group.51 However, some differences were seen: studies 
have found white families were somewhat more likely to 
be coded higher risk on some items than families of 
color,52 that risk ratings of ethnic groups varied,53 and 
distinctions between maltreatment rates by risk category 
were somewhat smaller for Native American families.54 
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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, 
“…workers manipulated the quantitative indices in order 
to be consistent with their clinical judgments,” rather 
than using the risk assessment instrument to guide their 
decisions. 55  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.56 And several studies of risk 
assessment implementation found that risk assessment 
forms were often missing from case files or 
incomplete.57 
 
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.58 There is some 
consensus that the successful implementation of risk 
assessment instruments requires: 1) high quality  and 
comprehensive training,59 2) supervisory and 
management support,60 and 3) the involvement of 
supervisors and direct line staff in the planning and 
implementation process.61 
 
Use Across the Life of a Case 
Since a family’s risk may change over time, it is 
important that risk be periodically reassessed.62 
Available research suggests that decisions in child 
welfare at these various points in the life of a case are as 
likely to be vulnerable to error as are decisions regarding 
the assessment of risk at intake.63 In addition,  
caseworkers have difficulty revising their assessments of 
families once they have been made.64 Therefore, a 
structured instrument could help workers attend to 
critical factors that would indicate changes in risk.  
However, there are those who assert that using the same 
instrument to assess risk at different points of time in a 
case is unwise.65 The factors that predict maltreatment at 
one point (e.g. at investigation and prior to services) may 
not be the same as those that predict subsequent 
maltreatment at some other point in time. Unfortunately, 
there is very little research regarding the reliability or 

validity of instruments used at other points in the life of 
a case.66 
 
Liability Issues 
While legal liability in CPS work has long been a 
concern,67 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 model, concerns have been 
raised about the potential increases in the risk of legal 
liability for workers and agencies.  
 
Opinions about the issue differ. Some analysts think 
mandating the use of risk assessment instruments 
increases an agency’s potential liability. 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.”68 By making the use of a risk assessment 
instrument a part of agency policy (rather than leaving 
its use to the worker’s discretion) a worker’s right to 
claim immunity may be reduced.69 Secondly, some argue 
that liability could depend on the extent to which a risk 
assessment instrument is utilized. If a county or state has 
required the use of a risk assessment instrument and a 
worker fails to use the instrument correctly or does not 
use the instrument at all, these actions could be 
interpreted as negligence or failure to follow agency 
policies.70 And third, liability may depend upon the 
validity of the tool. Use of un-tested instruments and/or 
inconsistent worker training on risk assessment may 
increase an agency’s vulnerability.71 A contrasting 
opinion is that worker discretion and the good-faith 
conduct of job duties will continue to protect workers 
from potential lawsuits. In this case, the use of risk 
assessment instruments would neither improve nor 
worsen a worker’s legal liability.72 
 
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 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.73 A 
workgroup comprised of county representatives and state 
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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 6). 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 

 
Overall, the available research suggests that the actuarial 
risk assessment models appear to have greater predictive 
validity and inter-rater reliability than the consensus-
based models. The better predictive validity of the 
actuarial instruments may be related to 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. 
 
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.74 
 
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. Therefore, conclusions about the 
risk assessment instruments should be considered 
preliminary and in need of further study. 

 
Implications for Practice 

 
Some of the 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 unclear75 and a number of 
researchers have argued that they have often been 
confused.76 
 
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.77 Even the CRC actuarial instrument contains 
numerous items that require clinical judgment to score,
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Figure 6: Recommended Statewide Safety Assessment System for California
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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.”78 
Therefore, clinical judgment can never be 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.79 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.”80  

 
Conclusion 

 
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. 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.  
 
Notes  
 
1.    It is not clear which approach is more commonly 

used, as there is no national database regarding risk 
assessment approaches used by states. As of 1996, 
one report found 15 states used the Illinois CANTS 
17B model or some derivation, 4 used the CARF 
system, and 4 used WARM or some derivation, all 
consensus-based models. 81 However, an increasing 
number of states are using the actuarial model 
developed by the Children’s Research Center. 

2.    Studies were excluded if they did not assess a 
particular instrument. In addition, only instruments 
for which there were at least two studies conducted 
are included in this Executive Summary.  

3. Comparisons between instruments are challenging: 
not all instruments have been assessed for their 
validity, reliability, outcomes, or use with various 

racial/ethnic subpopulations; and existing studies use 
different research strategies and different definitions 
of “maltreatment recurrence. 
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