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Section I - General Information

A. Summary Program Description:

The Department of Children and Families (DCF), Division of Family and Community Partnerships (FCP), Office of Family Preservation and Reunification (FPR), administers this contract for the Supportive Visitation Services (SVS) innovative parent-child visitation model in twenty-one (21) counties assigned to nine (9) regional SVS programs. 

The SVS model offers therapeutic and supportive visitation occurring in the presence of a mental health professional or specially trained professional, respectively, who is actively involved in supporting the attachment and behavior change in the parent-child relationship. The SVS model is designed to provide these services on a continuum, recognizing that most families will require less frequent therapeutic support and more frequent supportive, supervised, or unsupervised visits as they work toward reunification with their child. The SVS model also includes up to six months of after-care services supporting the family after reunification of the child. 

The DCF SVS program based on this model will be provided exclusively to parents with children of any age up to age 18, who are in placement through the Division of Child Protection and Permanency (CPP). This SVS program will   strengthen familial interactions and improve the success rate of reunification of children with their families. Families with CPP case goals of Reunification, Kinship Legal Guardianship (KLG), or adoption can participate in the SVS program.  

[bookmark: _Hlk112838205][bookmark: _Hlk52780967]Section II - Required Performance and Staffing Deliverables

NOTE: After reviewing the required deliverables listed below, contractors must sign the statement at the bottom of this Section II to signify acceptance of all of them.  

Please submit a complete copy of the content of Section II – Required Performance and Staffing Deliverables, starting with this page and ending with your signed Statement of Acceptance, as a single PDF document with the title heading: Required Performance and Staffing Deliverables

A. [bookmark: _Hlk169769895][bookmark: _Hlk112340695]Subject Matter - The below describes the needs the contractor must address in this program, the goals it must meet, and its prevention focus. 

1) The need for this program as indicated by data regarding the health and human services issues and parent and community perceptions is: 

DCF’s vision is that all New Jersey residents either are or become safe, healthy and connected.  Since its creation in 2006, DCF has designed and managed a strong, statewide network of core services, including child protection and child welfare services, children’s behavioral health care, programming to support children with intellectual and developmental disabilities and their families, community-based family strengthening services, specialized educational programming, services and programming to support women, and more. Over 100,000 New Jersey constituents are impacted by these services each month. DCF, as demonstrated by our Strategic Plan, is committed to providing high-quality, evidence-based or evidence-informed services to individuals and families in New Jersey.   

Over the last seven years, New Jersey’s rate of foster care placement per 1,000 children has declined to less than one-third of its 2014 level (2.5 per 1,000 in 2014, compared to 0.8 per 1,000 in 2021). Today, New Jersey has the lowest rate of foster care placement in the country. Placement rates vary based on age. New Jersey’s placement rate for infants under 1 is 4 times higher than the placement rate for any other age group (4.2 per 1,000 compared to 0.5 – 0.8 per 1,000 for other age groups). In 2021, 55% of children entering foster care were aged 5 years or younger and 27% were infants under the age of one year . Between 2014-2021, about 80% of the children who entered foster care did so for the first time and 20% entered for at least a second time. The length of stay in out of home placement is rising, however, and is most acute for infants, and for children entering care for at least a second time.  In 2016, a typical child’s entering out of home care for the first time spent 11.4 months in placement; in 2021 that number rose to 16.7 months, and for infants, 20.8 months. Supportive Visitation Services (SVS) is an innovative set of clinically supported parent-child visitation services which aims to reduce children’s time in foster care and decrease recidivism within the child welfare system by reducing parenting stress and improving child behavioral health, ensuring connections between children and their parents is strengthened and preserved. 

DCF’s vision of the family strengthening system is rooted in the Protective Factor’s Framework. In the forefront, it is comprised of the natural connections between families and their extended family, friends, and community. Secondarily, it includes a myriad of concrete supports and social, health and education services, all existing outside of the child protection system, aimed at helping family’s function at their best. When the elements of this system work together, families and communities are supported to thrive safely together and state intervention through the child protection system is reserved for rare situations in which a child is unsafe or at risk of harm.

If a family experiences a maltreatment episode, and especially if a child has experienced out-of-home placement, a permanent removal from his or her family of origin and/or a guardianship arrangement, the healing process for the child, youth and family is complex. The involved children and families often benefit from support through this process, including the ability to visit with parents, siblings, and/or interested relatives.  When it is in the best interest of the child, this visitation shall be immediate and regular. The tenets of Supportive Visitation Services (SVS) are rooted in the research, which indicates that quality parent-child visitation leads to: 
a.	Increased likelihood of reunification. Children were almost ten times more likely to reunify with regular visits, as recommended by the court (Davis et al., 1996[footnoteRef:2]). [2:  Davis, I., Landsverk, J., Newton, R. &Ganger, W. (1996). Parental visiting and foster care reunification. Children and Youth Services Review, 18(4/5), 363-382. https://doi.org/10.1016/0190-7409(96)00010-2] 

b.	Shorter lengths of stay in out-of-home placement. Children who do not visit with their family spend almost three times as much time in out-of-home placement (Mech, 1985[footnoteRef:3]). [3:  Mech, E. V. (1985). Parental visiting and foster placement. Child Welfare: Journal of Policy, Practice, and Program, 64(1), 67–72.] 

c. 	Decreased likelihood that the child will re-enter care (Farmer, 2006[footnoteRef:4]). [4:  Farmer, E. (2006). Family reunification with high-risk children: Lessons from research. Children and Youth Services Review, 18 (4/5), 287-305.] 

d.	Stronger parent-child attachments. Children with higher levels of attachment had few behavioral problems, were less likely to take psychiatric medication, and were less likely to be termed “developmentally delayed” (McWey & Mullis, 2004[footnoteRef:5]).  [5:  McWey, L. & Mullis, A. (2004). Improving the lives of children in foster care: The impact of supervised visitation. Family Relations, 53(3), 293-300. https://www.jstor.org/stable/3700347] 

e.    The visitation environment itself plays a crucial role in supporting positive family interactions (Haight, Black, Workman, et al., 2001[footnoteRef:6]).  [6:  Haight, W., Black, J., Mangelsdorf, S., Giorgio, G., Tata, L., Schoppe, S., & Szewczyk, M. (2001). Making visits better: The perspectives of parents, foster parents and child welfare workers. Children and Family Research Center, School of Social Work, University of Illinois at Urbana-Champaign.] 

f.    Research has shown that home-like and other supportive settings are preferable (Haight, Black, Mangelsdorf, et al., 2001).

In alignment with New Jersey’s Strategic Plan and Prevention Strategy, DCF has determined to adopt an evidence-informed visitation model, Supportive Visitation Services (SVS), to be implemented statewide. The design of the SVS program was informed by the implementation of the SVS-pilot program implemented over eight years in four New Jersey counties. During this time, DCF conducted an internal process evaluation that included quantitative data collection and analysis, as well as qualitative data collection based on interviews with families and staff involved with SVS. Highlights and lessons learned from that evaluation include the following:

· Up to one third of visits included the resource parent as a support to the child and parent, a practice that should occur more often to develop and strengthen the relationship between the resource parent, biological parents, and child(ren);
· 45% of families received a combination of therapeutic and supportive visitation services that illustrates the importance of tailoring service delivery to meet the unique visitation needs of families along the visitation continuum;
· 90% of visits occurred outside of the Division of Child Protection & Permanency (CPP) Local Offices. Typically visits occurred in the community, in the caregiver’s home or provider agency, and
· Lastly, the SVS model, infrastructure and commitment of trained, dedicated staff allows for meaningful visitation between caregivers and their children. 

Importantly, SVS services are delivered along a continuum, allowing families to remain with the same service provider as they receive different levels of visitation support, rather than having to receive services from multiple providers.

2) The goals to be met by this program are:

The goal of the SVS program is to provide safe and effective visits through collaborative planning to strengthen family well-being, increase parenting knowledge and practice, increase the likelihood of reunification, increase family function and resilience, increase social supports, improve permanency outcomes, reduce the length of stay in out-of-home placements, decrease maltreatment post reunification, and decrease occurrences of re-entry into care.

The SVS program aims to address concerns and support family goals with a focus on improving communication and developing the parent’s ability to identify and appropriately redirect the child’s challenging behaviors. This comprehensive approach aims to minimize the risks of trauma, emotional abuse, neglect, physical abuse, sexual abuse, family separation, and reliance on foster care. 

Program components include:
a) An Initial Intake Assessment to inform the clinical impression and to identify strengths, challenges, motivation, and potential clinical goals.
b) A family visitation plan detailing visitation services and goal areas:
i. Strengths and challenges, 
ii. Family need and child development considerations, and
iii. Requirements to move to a less restrictive visitation supervision level.
c) Visitation services that include a pre-Visit preparation and post-visit debriefing to ensure visits are planned and purposeful, and family time is a quality experience. 
d) Aftercare support to families for up to 6-months post reunification.

3) The prevention focus of this program is: 

The SVS program is designed to enhance family well-being by addressing conflicts, fostering effective communication, and empowering parents to manage challenging behaviors in their children. This comprehensive approach aims to minimize the risks of trauma, emotional abuse, neglect, physical abuse, sexual abuse, family separation, and reliance on foster care.

B. Target Population - The below describes the characteristics and demographics of those the program must serve.  

1) Age:
Adults with children up to and including age 17.

2) Parenting Status:
For parents/caregivers of children up to and including age 17, who are in out of home placement and are involved in the child welfare system. 
 
3) [bookmark: _Hlk167275181]Will the program also serve the children of the primary service recipient?
Yes
 
4) DCF CPP Status:
CPP Out of Home Case Families with case goals of reunification, adoption, KLG, are eligible to participate in the program.  

5) Descriptors of the primary service recipient:
The primary service recipients for SVS programs are CPP-involved families whose children, ages birth up to and including age 17, are in out-of-home placement.  

6) Other populations/descriptors targeted and served by this program initiative: N/A

C. Activities - The below describes the activities this program initiative requires of contractors, inclusive of how the target population will be identified and served, the direct services and service modalities that will be provided to the target population, and the professional development and training that will be required of, and provided to, the staff delivering those services. 

1) The level of service increments for this program initiative: 
Service increments for this program initiative are measured in unduplicated families, direct service (visitation) hours, and transportation hours. 

2) The frequency of these increments to be tracked: 
Daily open cases may be tracked at any point in time.

3) Estimated Unduplicated Service Recipients: N/A

4) Estimated Unduplicated Families: 
The estimated number of unduplicated families, and visitation and transportations hours are based on model fidelity, needs data, and specified by county below:

	Region 1: Atlantic, Burlington, Cape May
	Counties
	Estimated Unduplicated Families
	Visitation Hours
	Transportation Hours

	
	Atlantic
	46
	7,188
	5,391

	
	Burlington
	33
	5,142
	3,856

	
	Cape May
	17
	2,596
	1,947

	
	TOTAL
	96
	14,926
	11,195



	Region 2: Cumberland, Gloucester, Salem
	Counties
	Estimated Unduplicated Families
	Visitation Hours
	Transportation Hours

	
	Cumberland
	22
	3,444
	2,583

	
	Gloucester
	42
	6,490
	4,867

	
	Salem
	10
	1,597
	1,198

	
	TOTAL
	74
	11,532
	8,649



	Region 3: Camden
	Counties
	Estimated Unduplicated Families
	Visitation Hours
	Transportation Hours

	
	Camden
	86
	13,380
	10,000

	
	TOTAL
	86
	13,380
	10,000



	Region 4: Monmouth, Ocean
	Counties
	Estimated Unduplicated Families
	Visitation Hours
	Transportation Hours

	
	Monmouth
	35
	5,391
	4,044

	
	Ocean
	35
	5,441
	4,081

	
	TOTAL
	70
	10,833
	8,124



	Region 5: Hunterdon, Mercer, Somerset, Warren
	Counties
	Estimated Unduplicated Families
	Visitation Hours
	Transportation Hours

	
	Hunterdon
	3
	449
	337

	
	Mercer
	52
	8,137
	6,103

	
	Somerset
	12
	1,847
	1,385

	
	Warren
	6
	998
	749

	
	TOTAL
	73
	11,432
	8,574



	Region 6: Middlesex, Union
	Counties
	Estimated Unduplicated Families
	Visitation Hours
	Transportation Hours

	
	Middlesex
	44
	6,789
	5,092

	
	Union
	39
	6,140
	4,605

	
	TOTAL
	83
	12,929
	9,697



	Region 7: Essex
	Counties
	Estimated Unduplicated Families
	Visitation Hours
	Transportation Hours

	
	Essex
	103
	16,124
	12,093

	
	TOTAL
	103
	16,124
	12,093



	Region 8: Morris, Sussex, Passaic
	Counties
	Estimated Unduplicated Families
	Visitation Hours
	Transportation Hours

	
	Morris
	13
	2,097
	1,572

	
	Sussex
	5
	6,490
	4,867

	
	Passaic
	42
	849
	636

	
	TOTAL
	60
	9,435
	7,076



	Region 9: Bergen, Hudson
	Counties
	Estimated Unduplicated Families
	Visitation Hours
	Transportation Hours

	
	Bergen
	18
	2,796
	2,097

	
	Hudson
	42
	6,490
	4,867

	
	TOTAL
	60
	9,285
	6,964



Assigned county-based slots will be allowed flexibility to ensure the needs of the families within the region are met. Additional information on staffing requirements and caseload size can be found in D. Resources, 9. Staffing Requirements. 

With approval from the DCF Program Lead, multiple SVS Visitation Specialists may be needed to participate in visits due to case circumstances (i.e., close supervision of parent or children is required or family includes a large 
sibling group). Level of service increments, specifically estimated duplicated families and visitation hours, will be adjusted for each SVS Visitation Specialist’s in-person visitation time. Instances will be discussed on a case-by-case with the FPR Program Lead.

5) Is there a required referral process?  
Yes
    	
6) The referral process for this program initiative (the required referral process for enabling the target population to obtain the services of this program initiative)? 
Contractors will receive referrals from the CPP Local Office Resource Development Specialists (RDS), or another gatekeeper located within their region. There may be circumstances when in the best interest of the child referrals may be reassigned to a different region. These discussions will occur in consultation with the DCF Program Lead and CPP prior to making the referral. The following documents are to accompany the referral:
· Completed SVS Referral Form 
· DCF Parent-Child Visitation Planning Tool
· CPP Case Plan/Family Summary and other supporting documents, if applicable (i.e., verified complaint for custody, most recent court orders, prior mental health evaluations etc.). 

Contractors will contact the CPP caseworker within 24 hours of receiving referral to review and obtain additional information. The family will be contacted within 48 hours of receiving referral to schedule an initial intake assessment. If the agency is at capacity, they must maintain a waiting list and communicate with CPP regularly on service availability. 

7) The rejection and termination parameters required for this program initiative: 
This is a voluntary service. Nevertheless, repeated and consistently missed or cancelled visits could allow, but should not automatically call for, termination or suspension of the service. Considerations of termination or suspension will be discussed with CPP. Contractors shall communicate termination parameters with families at the time of enrollment. 

Contractors will communicate with CPP regularly on the receipt of, acceptance or rejection of program referrals. 

8) The direct services and activities required for this program initiative:
SVS services and activities are built upon seven (7) principles that guide the practitioner’s decisions and ensure consistency, integrity, and sustainable effort across all practitioners (Fixsen et al., 2013[footnoteRef:7]; Metz et al., 2011[footnoteRef:8]). The guiding principles are as follows: [7:  Fixsen, D., Blase, K., Metz, A., & Van Dyke, M. (2013). Statewide implementation of evidence-based programs. Exceptional Children, 79(2), 213-230]  [8:  Metz, A., Bartley, L., Fixsen, D., & Blase, K (2011). A guide to developing practice profiles. National Implementation Research Network, Chapel Hill,NC.] 

· Collaborative — services are provided in partnership with families and communities.
· Supportive — services are strength-based, trauma-informed, family-centered, and collaborative.
· Flexible — services are based on evolving family needs and are enhanced or refined as needed.
· Family-driven — services are based on family goals and schedules, underlying needs and child development considerations.
· Community-based, least restrictive — services are provided in the least restrictive, safe setting, preferably the family’s home or in the community.
· Promotes well-being — services mitigate safety concerns, enhance family relationships, communication, and bonding by utilizing trauma-informed practices for parents, caregivers, and children.
· Trauma-informed — services address underlying trauma utilizing trauma-informed care.

a) Assessment and Planning: 
i. Initial Intake Assessment — The Initial Intake Assessment is completed in-person with the family and child(ren), as appropriate, and the Therapeutic Visitation Specialist to provide time for the family to tell their story and gather information the parent(s) would like to share. The biopsychosocial assessment and Caregiver Survey is completed, and a clinical impression is formed to identify strengths, challenges, motivation, and potential clinical objectives.  The biopsychosocial assessment and Caregiver Survey can be found in the updated SVS Program Manual.  These objectives are then elaborated upon in subsequent visitation planning meetings and incorporated into the family’s visitation plan. 
ii. Pre-Visitation Plan Visits — The first 2-4 weeks of service delivery provides an opportunity for ongoing assessment and planning with the family. Observations during these visits are used to complete the Rose Wentz Matrix and re-assess the most appropriate visitation level by completing the DCF Parent-Child Visitation Planning Tool. The Rose Wentz Matrix and DCF Parent-Child Visitation Planning Tool can be found in the updated SVS Program Manual.  During this time, visits will be determined based on existing visitation plans, if applicable, or court orders in consultation with CPP, and shall occur in the least restrictive setting that ensures the safety of all participants. 
iii. Visitation Planning Meeting (VPM) — Occurring within one (1) month of the initial intake assessment, the initial VPM includes visit participants and relevant stakeholders, and offers a collaborative environment to finalize the family’s visitation plan and provide a clear description of the services the family is receiving. VPMs are the cornerstone of SVS services and will occur every three (3) months from the initial VPM. Subsequent VPMs include a discussion of the family’s visitation strengths and challenges, visitation goal attainment and/or whether families would benefit from a different level of intervention/supervision, CPP case plan or service updates, and family and natural supports. 
iv. SVS Visitation Plan — Utilizing assessments, observation, and input from the family, CPP, and other relevant stakeholders at the VPM, the assigned visitation specialist completes the SVS Visitation Plan. The plan details the impact of the separation, visitation goals, supervision level, location, frequency and duration, participants, activities, and materials to bring to the visit. The SVS Visitation Plan is reassessed at least every three (3) months during Visitation Planning and updated as needed by the assigned visitation specialist. 

b) Continuum of Visitation Services: The contractor shall deliver a continuum of visitation services to meet the unique needs of each family, ranging from least restrictive supportive to more intensive therapeutic interventions.

There are three (3) primary parts of every successful visit:
i. Pre-Visit Prep — The preparation time before a visit is an important time with parents to discuss anticipation of any behavioral or emotional challenges that could arise and to plan strategies to address those challenges. Preparation may occur on the phone or during transportation and shall include input from the parent, and ideally the child, about the activities planned, supplies to bring to the visit, and how they will spend their quality family time together. 
ii. The Visit — the stage that consists of family time. Reference below for more about the types of visitation services.
iii. Post-Visit Debrief — Involves an exchange of reflections on the visit and strength-based feedback from the visitation specialist. Debriefs shall begin with engaging the parent/caregiver/child(ren) to elicit their thoughts about how the visit went, including self- reflections on the visit. Solution focused questions can also be used to engage the parent/caregiver in planning for strategies to address visitation challenges.

The visitation continuum includes the following visitation services:
i. Therapeutic Visitation is appropriate when the family requires a significant level of clinical interventions to address behavioral, developmental, relational and/or safety needs.  Facilitated by the Therapeutic Visitation Specialists, therapeutic visits typically focus on the promotion of parent-child attachment, emotional regulation, and demonstration of parent competencies, and uses trauma-informed therapeutic approaches to assist and support family members. 
ii. Supportive Visitation is appropriate for families who may not need a significant level of clinical support as provided in a therapeutic visit, but would benefit from coaching, mentoring and skill development by a specially trained professional. Facilitated by the Supportive Visitation Specialist, supportive visits typically focus on enhancing parental skills by goal setting, modeling, mentoring, reinforcement and feedback and reflection. 
iii. Supervised Visitation is appropriate for families who may need support to ensure visit safety, but do not require significant levels of intervention. Facilitated by a relative, family friend, or the contractor’s Visitation Aide, visits typically focus on reinforcing clinical gains and skills attained in more intensive visitation levels. The contractor shall communicate with DCP&P to ensure visit supervisors are appropriate, provides oversight and monitoring of visits, and attends at least one visit monthly to ensure families are safe and stable. 
iv. Unsupervised Visitation are unsupervised visits.  The contractor shall provide oversight and monitoring and attend at least one visit monthly to ensure families are safe and stable.

c) Post-Reunification Support (Aftercare Services):  Supporting the family through the transition home, the goal of aftercare services is to assist the family with the challenges of reunification and ultimately prevent repeat maltreatment and re-entry into out-of-home care. At the time that reunification is determined, the Visitation Specialist working with the family, the family and DCP&P collaborate to develop an aftercare plan for ongoing services once the family has been stabilized in the home. The North Carolina Family Assessment Scale for General Services and Reunification (NCFAS-G+R) will be utilized at the time of reunification and case closure to gather and organize information that will assist in identifying needed changes as well as strengths that can be mobilized to assist the family (protective factors). Results of the assessment will be used to develop the goals and intervention strategies in the aftercare plan. Intervention strategies include teaching skills, connecting to resources, and providing concrete assistance. During this time Visitation Specialists may continue to serve as a liaison between the family and DCP&P as well as other providers to ensure coordination of care. Referrals and linkages will be made, as needed, to other community resources (e.g., WIC, SNAP, EI, childcare, etc.) that address specific needs and promote wellness and stability within the family.               
          
Aftercare services may continue for up to six (6) months and will gradually decrease from weekly to bimonthly (every two weeks) and then monthly as determined by the family’s needs and progress.

9) The service modalities required for this program initiative are: 

a) Evidence Based Practice (EBP) modalities:
SVS aims to reduce children’s time in foster care and decrease recidivism within the child welfare system - experiences that have been consistently linked to poor mental, behavioral, and physical health outcomes. Services are intended to support improved parenting skills, family functioning, and nurturing and attachment, which are linked to reduced parenting stress and improved child behavioral health. 

Contractors shall select one or more evidence-based parenting curriculum that aligns with the race, ethnicity, culture, and languages of the communities you are seeking to serve. The selected parenting curriculum does not replace any of the required program activities or required tools, rather it provides a supplemental tool to go beyond simply providing parenting information and offers parents exposure to skill-building experiences to build confidence in their ability to parent their children. 

As most evidence-based, evidence-informed curriculums have associated costs for items such as tools and training, contractors shall reserve a portion of their budgets for costs associated with use of the evidence-based parenting curriculum. DCF will review and approve all proposed curriculum after award and prior to the execution of the contract. 

Suggestions of evidence-based, evidence-informed curriculums include, but are not limited to: The Positive Parenting Program, Active Parenting, Strengthening Families (SFP), Parents as Teachers, and Nurturing Parenting. 

More information regarding evidence-based curriculums for consideration can be found on the Clearinghouse websites:

	Clearinghouse
	Website

	California Evidence-Based
Clearinghouse
	https://www.cebc4cw.org/search/by-program-name/

	Title IV-E Prevention Clearinghouse (FFA)
	https://preventionservices.acf.hhs.gov/

	National Registry of Evidenced Based Programs and Practices
	https://www.samhsa.gov/resource-search/ebp



Evidence-based parenting curriculum(s) selected and approved by DCF for use by contractor: 		

b) DCF Program Service Names: 

Supportive Visitation Services (SVS)

c) Other/non-evidence-based practice service modalities: N/A


10) The type of treatment sessions required for this program initiative are: 

Assessment and planning, continuum of visitation services, and post-reunification support. 

11) The frequency of the treatment sessions required for this program initiative are:  

SVS tailors visitation services based on assessment tools, DCF Parent-Child Visitation Planning Tool, and a family’s requests and availability. Frequency of visits may vary from family to family, but best practice indicates that visits shall be frequent and as long as possible, unless harmful to participants and/or requested otherwise. Children’s age and development shall be considered when determining visitation frequency and duration. 

Estimates are based on an average of one to two (1.5), two-hour (2-hour) visits per week. 

· Infants/Toddler —ages birth through five (5) years old are recommended to have shorter, more frequent visits.
· Younger, school-aged children —ages six (6) through 12 years old are recommended to have longer, more frequent visits.
· Adolescent/young adults —ages 13 through 17 years old are recommended to have longer, less frequent visits.

12) Contractors are required to communicate with Parent/Family/Youth Advisory Councils, or to incorporate the participation of the communities the providers serve in some other manner: 

Contractors shall participate in advisory councils/boards in their local community/area of service. Programs are required to incorporate participation of the community in which they serve. For example, contractors shall partner and collaborate with libraries, community centers, schools, museums, zoos, parks, and any child friendly locations to facilitate community visitation. Contractors also shall collaborate with community agencies to ensure successful care coordination for families (e.g. County Boards of Social Services, Child Care Resource & Referral Agencies, Family Success Centers, housing resources, food banks, etc.). 

Specific advisory councils and boards include but are not limited to: 
a) Connecting NJ/ Family Connects NJ Advisory Board 
b) County Councils for Young Children 
c) Human Service Advisory Council 
d) Children’s Interagency Coordinating Council 
e) Comprehensive Emergency Assistance System/ Continuum      of Care (CEAS/COC)

13) The professional development through staff training, supervision, technical assistance meetings, continuing education, professional board participation, and site visits, required for this program initiative are:

Program Directors will support the quality execution of the SVS program through staff coaching and supervision. Individual and/or group clinical supervision shall be provided by licensed staff clinician through weekly meetings.  

Contractors shall use the SVS Program Manual as a guide for successful implementation and to achieve desired outcomes. It is critical that all contractors adhere to the practice and service standards outlined in the manual to ensure SVS program fidelity, and ultimately, benefit from the successful outcomes enjoyed by children and families who participate in SVS programs and throughout the SVS provider network. The updated SVS Program Manual will be provided to contractors as part of program installation.

DCF will provide required model-specific training through the DCF Learning Management System, as well as supplemental training as indicated below:

a) SVS Training for Visitation Specialists and Staff. Program staff will learn about the SVS Model, service delivery process, how to help families thrive and succeed, and why the support matters. 
b) SVS Supervisors Training. In this training, the SVS Program Director (Clinical Supervisor) and Regional Coordinator will learn the responsibilities and skills required of their respective roles and build their capacity to support NJ SVS Visitation Specialists in their work with children and families.
c) Coaching to the Practice Model. In this training, the SVS Program Director (Clinical Supervisor) and Regional Coordinator will become familiar with the Child Welfare Skills-Based Coaching Model as a framework to develop and strengthen staff knowledge, skills, and competencies necessary to implement the program's Practice Model. Attendees will learn how to apply the Child Welfare Skills-Based Coaching Framework in practice. 
d) Car Seat Training. Required for all staff transporting children, the occupant protection course was developed in partnership with the New Jersey Division of Highway Traffic Safety. Upon completion, participants shall demonstrate competencies related to DCF Policy and NJ Statutes for Transporting Children and proper restraint selection. This training involves classroom and outdoor hands-on practice installing child restraints.
e) Consultations and Ongoing Training. Program staff will receive technical assistance and support, program consultation, guidance on program management and other supportive services, as indicated.  This technical assistance and support will be facilitated by DCF Program Leads and occur during scheduled programmatic meetings and site visits. 

Other required trainings sponsored by DCF may include, but is not limited to, documentation training, mandated reporting training, and NJ FamilyCare/Medicaid-specific trainings. 

Contractors shall allocate dollars in their budgets for the following required and supplemental trainings to occur every three years:

a) North Carolina Family Assessment Scale for General Services and Reunification (NCFAS-G+R) Tool Training. The National Family Preservation Network, developer of the NCFAS-G+R Assessment Scale, will provide a five-hour virtual, live training for Program Directors and Regional Coordinators. The training will cover the benefits and history of the NCFAS-G+R tool, components of the domains/subscales and rating system, how to assign ratings at intake and closure with case studies and using the tool to develop a service plan. Contractors shall allocate $70 per person to participate in the NCFAS-G+R Tool Training.  
b) North Carolina Family Assessment Scale for General Services and Reunification (NCFAS-G+R) Trainer Certification. The National Family Preservation Network, developer of the NCFAS-G+R Assessment Scale, will provide a three-hour virtual, live training for Regional Coordinators to be Certified Trainers of the NCFAS-G+R Tool. The training will equip Regional Coordinators with the skills needed to provide effective NCFAS-G+R Training to Visitation Specialists and other program staff, as needed.  Contractors shall allocate $75 per person to participate in the NCFAS-G+R Trainer Certification.  
c) Ongoing Professional Development. Contractors are encouraged to provide in their budgets for the provision of trainings required to maintain licensure for applicable staff as well as additional local training offered through local conferences, universities, and various other institutions to meet the specific needs of families served.

Additional costs associated with NCFAS licensing fees can be found in Section D, Resources #14.

14) The court testimony activities, which may address an individual’s compliance with treatment plan(s); attendance at program(s), participation in counseling sessions, required for this program initiative are: 

Visitation Specialists may be called upon/subpoenaed to testify in court by Public Defenders representing Parents, or Deputy Attorneys General representing DCF. Documentation of progress toward goals, attendance/participation in visits will be submitted to DCP&P regularly and may be used to inform court reports.

D. Resources - The below describes the resources required of contractors to ensure the service delivery area, management, and assessment of this program.  

1)	The program initiative’s service site is required to be located in: The state of New Jersey. The contractor’s service site (i.e., primary office, headquarters, etc.) can be in any of the counties in the covered region.  

Therapeutic visits may occur within the home-like setting of a provider’s office. For this reason, the contractor must have, or enter into a formal agreement to utilize, a physical location for these visits that is easily accessible to, and within a reasonable distance from, the families they serve. 

2)    The geographic area the program initiative is required to serve is: 

Each program is required to serve one of the regions listed below. All counties listed in each region must be served. 

	Region
	Counties 

	1
	Atlantic, Burlington, Cape May

	2
	Cumberland, Gloucester, Salem

	3
	Camden

	4
	Monmouth, Ocean

	5
	Mercer, Somerset, Hunterdon, Warren

	6
	Middlesex, Union

	7
	Essex

	8
	Morris, Sussex, Passaic

	9
	Bergen, Hudson





 
3)    The program initiative’s required service delivery location is: 

Visit location is based on assessment, DCF Parent-Child Visitation Planning Tool, and family’s request. Visitation location shall be in the least restrictive setting possible, including the family’s home, kin or resource parent’s homes, and/or in-community locations. Visits shall only occur in the contractor’s or DCP&P’s office when visitation safety and/or risk factors exist and can’t otherwise be safely mitigated. 

Visit locations by level of restrictiveness include;
a) Least Restrictive: Family Home, Kin, or Resource Parent’s Home
b) Community Settings: Park, Library, etc.
c) Most Restrictive: Contractor’s Office or DCP&P Local Office

4)    The hours, days of week, and months of year this program initiative is required to operate: 

This program initiative is required to operate 12 months a year during which visits shall be scheduled to accommodate families' schedules.   Contractors shall have weekend, after school and evening hours to ensure accessibility to the service.

5)   Additional procedures for on-call staff to meet the needs of those served twenty-four (24) hours a day, seven (7) days a week? 

No.

6)	Additional flexible hours, inclusive of non-traditional and weekend hours, to meet the needs of those served? 

Yes. Programs shall be operational to meet the needs of youth and families being served. This is inclusive of non-traditional evening and weekend hours.

7)	The language services (if other than English) this program initiative is required to provide:  

The program shall have the ability to meet the linguistic and cultural needs of youth and their families.  Clinical services for caregivers and their children with limited English proficiency must be provided in the Family’s primary language; contractors may retain per diem staff to meet this requirement, provided that per diem staff are fully trained in the SVS model. 


8)	The transportation this program initiative is required to provide:  

Transportation is an essential component of a visitation program. The contractor’s assistance with the transportation ensures visits occur regularly and consistently, thereby promoting stability and a sense of connection for the child. 

Consistency with staff providing transportation is ideal and in the best interest of the children. Involvement of resource parents and DCP&P staff in providing transportation is encouraged and demonstrates collaboration and teamwork around the care of the child. Transportation for parents may be provided and/or arranged, if needed. 

Contractors shall provide transportation within their region and from surrounding areas that are within one-hour, one way from the location of the visits. When transportation requires more than one hour of travel, the contractor may consult with the DCF Program Lead to coordinate travel arrangements provided by others, such as resource parents and DCP&P staff, or to reassign the family to a neighboring SVS provider agency. 

Contractors shall maintain accurate and current records including drivers’ information and vehicle fleet information (ex. copies of drivers’ licenses; driver’s abstract; vehicle insurance and inspection records), as well as ensuring that staff are familiar with state law and best practices for transporting children safely. Vehicles shall be equipped with proper car seats and other safety equipment as required by law.

9)	The staffing requirements for this program initiative, including the number of any required FTEs, ratio of worker to youth, shift requirements, supervision requirements, education, content knowledge, credentials, and certifications:

Staffing requirements include a Program Director (Clinical Supervisor), Regional Coordinator, Therapeutic Visitation Specialist, Supportive Visitation Specialist and Visitation Aide. The specific education, license, experience, skill, and training requirements are outlined in the table below.

   Program Staffing Requirements and Caseload Size:
	# of Staff per Team
	Caseload Size

	1 FTE Visitation Program Director (Clinical Supervisor)
	---

	.5 FTE Regional Coordinator
	---

	5 FTE Therapeutic Visitation Specialist
	832 hours/annually/staff

	5 FTE Supportive Visitation Specialist
	832 hours/annually/staff

	4 FTE Visitation Aides 
(Transporter/ Visitation Specialist)
	1,600 hours/annually/staff


   Note: One or more SVS teams will be employed within a region.

As applied to this program, one full time equivalent (FTE) employee of a contractor shall be scheduled to work 35-40 hours per week.  Employees scheduled to work 17.5 to 20 hours per week are 0.5 FTEs. Visitation Specialists may be scheduled to work full-time or part-time hours that add up to the required total number of FTEs. The use of per diem staff is limited to Visitation Aides or per diem staff utilized to meet family language needs and will be submitted to DCF for review and approval.

The number of staff FTE’s based on estimated number of families, visitation hours and transportation hours are specified by region below:

Number of Program Staff FTE’s per Region:
	Region
	FTE Visitation Program Director
	FTE Regional Coordinator
	FTE Therapeutic Visitation Specialist
	FTE Supportive Visitation Specialist
	FTE Visitation Aide

	1
	2
	1.5
	9
	9
	7

	2
	1.5
	1
	7
	7
	5

	3
	1.5
	1
	8
	8
	6

	4
	1.5
	1
	6.5
	6.5
	5

	5
	1.5
	1
	7
	7
	5

	6
	1.5
	1
	8
	8
	6

	7
	2
	1.5
	9.5
	9.5
	7

	8
	1
	1
	5.5
	5.5
	4

	9
	1
	1
	5.5
	5.5
	4



Contractors shall ensure the above individuals:
a) attend initial and on-going training sessions; 
b) have agency cell phones, transportation, and a computer;
c) document notes in shared files that are stored securely, and
d) receive travel expense reimbursement (mileage) for travel/visits that occur outside of an agency vehicle. 







Position Descriptions & Credentials: 
	Position
	Responsibilities
	Education/ Experience/ Skills/ Certifications & Training

	Visitation Program Director (Clinical Supervisor)




	· Day-to-day operations of agency’s SVS Program; recruiting, selecting, coaching, supervising, and assessing therapeutic and supportive visitation Specialists and drivers.
· Provides clinical oversight, and supervision of visitation staff.
	· Master’s Degree in Social Work, Counseling, or related field preferred.
· Valid professional license (LPC, LCSW)
· Minimum of 5 years of work experience providing mental health services including at least 2 years providing mental health or therapeutic services to children, adolescents and/or families.
· Valid NJ Driver’s License and clean driver’s abstract.


	Regional Coordinator




	· Provides coordination and oversight, and supervision of Visitation Aides.
· Facilitates or co-facilitates onboarding and staff training, as specified, alongside Program Director
· Support the Program Director in ensuring Medicaid billing is timely and complete. 
· Track the receipt of SVS Caregiver Surveys.
· Track Referrals and Maintain Waitlists per County.
· Maintain Visitation Aides weekly schedules.
· Maintain visitation rooms schedule.
· Maintain VPM schedule.
· Maintains the fleet.
	· Bachelor’s Degree in Social Work, Counseling, or related field preferred.
· Minimum of 1 year experience with children and families, particularly families involved with the child welfare system and/ or affected by trauma preferred but not required.
                OR
· Associate degree in related field with a minimum of 3 years of experience with children and families, particularly families involved with the child welfare system and/ or affected by trauma preferred but not required.

· Knowledge of trauma and effect on children and families  
· Experience/willingness to work with culturally diverse populations. 
· Valid NJ Driver’s License and clean driver’s abstract

	Therapeutic Visitation Specialist






	· Completes initial intake assessments, assessment tools, visitation plans and completes visitation documentation and reports.
· Facilitates therapeutic parent-child visitation in the least restrictive setting.
· Facilities parent debriefings before and after visits, visitation planning meetings.
· Transports children and/or parents, as needed.
	· Master’s Degree in Social Work, Counseling, or related field preferred.
· Valid professional license (LPC, LAC, LSW, CSW). May be in process of obtaining licensure.
· Knowledge and ability to use therapeutic approaches.
· Minimum of 1 year experience with children and families, particularly families involved with the child welfare system and/or affected by trauma.
· Experience/willingness to work with culturally diverse populations.
· Valid NJ Driver’s License and clean driver’s abstract.



	Supportive 
Visitation Specialist



	· Supports parent-child visitation for families in their homes or communities.  
· Completes and updates visitation plans, documents visits, completes reports, facilitates parent debriefing before and after visits and visitation planning meetings. 
· Transports children and/ or parents, as needed. 
	· Bachelor’s Degree in Social Work, Counseling, or related field preferred.
· Minimum of 1 year experience with children and families, particularly families involved with the child welfare system and/ or affected by trauma preferred but not required.
                OR
· Associate degree in related field with a minimum of 3 years of experience with children and families, particularly families involved with the child welfare system and/ or affected by trauma preferred but not required.

· Knowledge of trauma and effect on children and families  
· Experience/willingness to work with culturally diverse populations. 
· Valid NJ Driver’s License and clean driver’s abstract.


	Visitation Aide





	· Transports children and/ or parents to and from visitation locations.  
· Ensures safety of passengers, maintains vehicle. 
· Supervises visits, as needed.
· Documents transportation encounters and visits. 
· Communicates with visitation specialists, parents, resource parents, children, etc. 
	· Valid NJ Driver’s License and clean driver’s abstract. 
· Minimum of 1 year experience with children and families, particularly families involved with the child welfare system and/ or affected by trauma.  
· NOTE: Thirty (30) semester hour credits from an accredited college, which must include twelve (12) semester hour credits in the behavioral sciences, may be substituted for the experience listed above.




10)	The legislation and regulations relevant to this specific program, including any licensing regulations:

In accordance with the federal Adoption and Safe Families Act (ASFA), DCF is required to make reasonable efforts to facilitate and encourage visitations between children in foster care and their parents or other family members, unless it is not in the best interest of the child.  

CPP Policy IV.A.5.100 Parent, Child and Sibling Visitation: CPP-IV-A-5-100.pdf (nj.gov), reinforces visitation best practices by calling for quality, weekly visitation in the least restrictive, most comfortable setting possible.

NJ Rev Stat § 9:6B-2.1 (2022) New Jersey Siblings’ Bill of Rights is designed to ensure that siblings who are in foster care or are separated due to other circumstances have the right to maintain their relationships.  

Contractors must have the demonstrated ability, experience, and commitment to enroll in NJ FamilyCare/Medicaid, and subsequently submit claims for reimbursement through NJ FamilyCare/Medicaid and its established fiscal agent, Gainwell Technologies, within prescribed timelines.

Contractors must adhere to all applicable federal and state laws and regulations governing the Medicaid program, including those outlined in N.J.A.C 10:49 and N.J.A.C. §30:4D-12(d). The Department of Human Services will issue a newsletter to advise Medicaid/New Jersey FamilyCare (NJFC) Fee-for-Service (FFS) providers of the SVS program to include but is not limited to enrollment as a FFS provider, requirement for fingerprint-based background check and request payments for covered SVS services.  

11) The availability for electronic, telephone, or in-person conferencing this program initiative requires:

CPP and referred families shall be able to connect with the contractor via all modes of communication, including electronic, telephone, and in person. Staff will need laptops with internet and encryption capabilities while in the field.

Teaming and meaningful collaboration with families, DCF and other community providers is an essential function of the SVS program:

a) In-person or virtual conferences shall occur between the contractor, DCF Office of Family Preservation and Reunification, and CPP. These conferences shall occur monthly during initial implementation and then at least quarterly, ongoing.   
b) During the inception of the program, contractors shall send weekly emails to local CPP offices to inform them of slots available for new referrals. 
c) In addition to facilitating Visitation Planning Meetings, contractors shall attend, were possible, and actively participate in CPP case conferences, Family Team Meetings (FTMs), and/or other Child and Family Team Meetings (CFTs), as available. When applicable and appropriate, the VPM, FTM and CFT Meetings may combined to support families and children in a singular, multidisciplinary team meeting. 

12)  The required partnerships/collaborations with stakeholders that will   contribute to the success of this initiative:

Contractors shall create and maintain strong, meaningful relationships with the following stakeholders to ensure success of the program:
a) DCF’s Division of Child Protection & Permanency (CPP) and Division of Family and Community Partnerships, Office of Family Preservation & Reunification (DFCP, OFPR)
b) Community human service agencies
c) Local community-based service providers
d) Other SVS programs


13)   Data Collection Systems this program initiative requires:

Details from each visit shall be documented in the contractor’s Electronic Health Records (EHRs) and DCF’s NJS case recording system, including but not limited to, clinical and transportation notes, pre/post visit debriefing and all other collaterals. Contractors shall reference the SVS Program Manual, Section 4, Administrative Operations, Documentation Guidance.

Allowable NJ FamilyCare/Medicaid-services billed to any claim will be entered into the NJ FamilyCare/Medicaid Management Information System (MMIS). 

Contractors shall collect and report on the following data elements including but not limited to family/child-level data, services and visit-level data and other programmatic qualitative and outcome-related data elements. They shall use a DCF-approved data collection and reporting system.

14) The assessment and evaluation tools this program initiative requires:  

In accordance with the SVS model, the following family-centered assessment tools shall be completed with/by caregivers to determine areas of strength and to measure progress.

a.	Initial Intake/Biopsychosocial Assessment. Completed with the parent and child(ren), as appropriate, the assessment provides current and historical information on the family’s background and current functioning, use of treatment services such as behavioral, mental health and substance and a set of clinical impressions and recommendations to identify strengths, challenges, motivation, and potential clinical goals. 

b.	Child and Parent Visit Plans: An Online Interactive Guide, formerly the Rose Wentz Matrix. Contractors shall utilize the matrix as part of the initial intake assessment to inform the development of a purposeful and progressive visit plan. The purpose of the matrix is to focus attention on what children need from visits and define best practice standards. Additional information on the matrix is available at: https://www.wentztraining.com/products/tools. 

c.	SVS Caregiver Survey. The SVS Caregiver Survey is a self-assessment questionnaire that incorporates two tools (1) the Protective Factors Survey (PFS-2) to assess protective factors, particularly nurturing and attachment, family functioning/resilience, and social supports; and (2) the Parenting Skills Ladder to assess parenting knowledge and practices (Pratt et al., 2014). The SVS Caregiver Survey is completed at enrollment, every three (3) months while in the program, and at discharge.

     Additional information about the Protective Factors Survey (PFS-2), a product of the FRIENDS National Center in collaboration with the University of Kansas Center for Public Partnerships and Research, can be found at https://friendsnrc.org/evaluation/protective-factors-survey/. 

d. North Carolina Family Assessment Scale for General Services and Reunification (NCFAS-G+R). The NCFAS-G+R includes a total of 11 domains intended to be used by the assigned visitation specialist to identify protective capacities and child vulnerabilities. The family-centered assessment tool be administered prior to reunification and at discharge to assess the most needed types of services, measure change in child and family functioning and measure child welfare outcomes of safety, permanency, and well-being. Additional information about the NCFAS-F+R, a product of the National Family Preservation Network, can be found at https://www.nfpn.org/assessment-tools/ncfas-g-r-package/. Contractors shall allocate in their budgets $150 per staff member as a one-time cost to purchase the NCFAS-G+R license. 

e. SVS Family Satisfaction Survey. The SVS Family Satisfaction Survey is a short, anonymous survey administered electronically to all active SVS participants twice per year. The survey can be completed at the VPM. The survey is confidential, and responses are submitted directly to NJ DCF.

Deficiencies in quality, timeliness, or service shall be documented and improvement plans shall be developed.

E. Outcomes - The below describes the evaluations, outcomes, information technology, data collection, and reporting required of contractors for this program. 

1. The evaluations required for this program initiative:

Contractors shall engage in a process of participatory and collaborative evaluation planning activities with DCF, this includes participation in data collection, reporting, and continuous quality improvement processes to ensure high-quality service delivery and improved outcomes for families. 

The NJ DCF Evaluation Plan for SVS is aimed at: 
a) Gaining insight: the evaluation of the Supportive Visitation Services (SVS) program identifies the activities and elements of the model that define best practice in supportive visitation.
b) Improving practice: evaluation findings illuminate challenges and strengths of the model, will allow the model implementers to make mid-course adjustments to improve practice, and provide data for continuous quality improvement and staff training.
c) Assessing effects: the evaluation assesses the extent to which intervention activities were implemented as planned and document the level of success in accomplishing program objectives.

Contractors may be required to allocate renumeration for families engaging in various research activities over the entirety of program implementation as indicated by DCF.

1. The outcomes required of this program initiative: 

The SVS program has clearly defined long and short-term goals.

The short-term goals include increased parenting knowledge and practices, increased nurturing and attachments, increased family functioning/resilience, and increased social supports. 

The longer-term goals include family well-being, shorter lengths of stay in out-of-home placement, increased reunification, decreased maltreatment post-reunification, and decreased re-entry into out-of-home placement.

1. Required use of databases: 

Contractors shall use a DCF approved data collection and reporting system, NJ Spirit, and the NJ FamilyCare/Medicaid MMIS system.

1. Reporting requirements: 

a) Documentation - Contractors shall provide consistent and accurate documentation of observations from each visit in NJ SPIRIT, DCF’s case reporting system, within reasonable timeframes, not to exceed 5 business days. Clinical notes, transportation notes, pre and post visit debriefing notes and all collaterals shall be entered into the agency’s selected EHR. Written collateral reports shall be provided every three (3) months or at the request of CPP. Reports include but are not limited to: a summary of all supervised contact with the family during that period, attendance, tone and content of visits and interactions between parents and children, strengths and deficits evidenced during visits, progress toward the family’s visitation goals, and recommendations.

Contractors shall reference the SVS Program Manual, Section 4, Administrative Operations, Documentation Guidance.

b) SVS Monthly Provider Data Reports—Contractors shall share data monthly with NJ DCF for program monitoring, evaluation and continuous quality improvement (CQI) purposes. 

c) SVS Caregiver and Family Satisfaction Surveys—Contractors shall support caregivers and family members in submitting satisfaction surveys at regular intervals during service delivery, at minimum biannually. 

d) Significant events and changes—Contractors shall notify DCP&P staff in a timely manner when any significant events occur, or important information is learned by staff during visits. See Department Policy CON-A-1.11.2027[footnoteRef:9] regarding reporting significant events in timely manner. The DCF Program Office may also be included in communications. [9:  CON-I-A-1-1.11.2007.pdf] 


Expenditures—Contractors shall complete and submit quarterly expenditure reports (ROE) 15 calendar days after the end of each fiscal quarter to their identified DCF Business Office and the other reports specified in Section VI - Reporting Requirements for Contractors. 

F:   Signature Statement of Acceptance: 

By my signature below, I hereby certify that I have read, understand, accept, and will comply with all the terms and conditions of providing services described above as Required Performance and Staffing Deliverables and any referenced documents.  I understand that the failure to abide by the terms of this statement is a basis for DCF’s termination of my contract to provide these services.  I have the necessary authority to execute this agreement between my organization and DCF.			

Enter the name of the [region, county, municipality] the contractor will serve. 
		

Name: 		
Signature: 		
Title: 		
Date: 		
[bookmark: _Hlk62632694]Organization: 		
Federal ID No.: 		
Charitable Registration No.: 		

Unique Entity ID #: 		

Contact Person: 		

Title: 		

Phone: 		

Email: 		

Mailing Address: 		
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