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Section I - Summary Program Description:

The New Jersey Department of Children and Families (DCF), Division of the Children’s System of Care (CSOC), Office of Integrated Health & Wellness (OIHW) administers this contract for clinical treatment of child survivors of sexual abuse.  

The contracted program provides trauma-informed, evidence based & informed psychological treatment for child survivors of sexual abuse and their non-offending family members.   

The goal of the program is to eliminate sexual abuse trauma symptoms, improve daily functioning, process sexual abuse trauma, prevent sexual revictimization, improve family functioning, and help the child and family utilize effective coping skills related to the sexual abuse. 

Treatment modalities incorporated into the program include individual therapy with the youth and family therapy with the non-offending parent.

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

[bookmark: _Hlk151375729]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 an executed copy as a PDF document with the title heading: Required Performance and Staffing Deliverables.  
 
A. [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: 

Child sexual abuse remains a critical issue in New Jersey, with concerning statistics highlighting its prevalence.  According to the Prevent Child Abuse New Jersey - Enough Abuse Campaign[footnoteRef:2], 1 in 4 girls and 1 in 6 boys will fall victim to child sexual abuse before the age of 18.   [2:  https://www.preventchildabusenj.org/what-we-do/programs/enough-abuse-campaign/] 


Providing a trauma-informed approach to victims of child sexual abuse is crucial as it plays a vital role in the recovery process and helps address long-term consequences of the abuse. Child sexual abuse is a serious public health problem and an adverse childhood experience (ACE).  Child sexual abuse can have short-term effects such as anxiety, depression, falling behind in milestones, and increased risk of victimization. Child sexual abuse can also have long term consequences including post-traumatic stress disorder (PTSD), depression, substance use, and relationship issues. 


2) The goals to be met by this program are:  
[bookmark: _Int_hqaXTkJ0]To eliminate sexual abuse trauma symptoms, improve daily functioning, process sexual abuse trauma, prevent sexual revictimization, improve family functioning, and help the child and family utilize effective coping skills related to the sexual abuse. 
3) The prevention focus of this program is:
To reduce risk of future sexual victimization.  Treatment includes development of coping skills, and psychoeducation related to sexual abuse, health/development, and relationships.  
B. Target Population - The below describes the characteristics and demographics the contractors must ensure the program serves.  

1) [bookmark: _Hlk155606491]Age: 
3 – 17

2) Grade:
N/A

3) Gender: 
All

4) Marital Status:
N/A

5) Parenting Status: 
N/A

6) [bookmark: _Hlk167275181]Will the program also serve the children of the primary service recipient? 
Children are the primary service recipients. 

7) DCF Child Protection and Permanency (CP&P) Status:
CP&P In Home Case; CP&P Out of Home Case; CP&P Adoption/KLG 

8) Descriptors of the primary service recipient: 
The program service recipients are youth ages 3 up to and including age 17 who have been victims of sexual assault or sexual abuse. Many of the victims are at risk of revictimization and exhibiting symptoms of trauma because of the sexual abuse that occurred.

Please check below:
☐  This program serves only CP&P involved youth 
☐ This program serves both CP&P involved youth and youth from the community 


9) Descriptors of the Family Members / Care Givers / Custodians of the primary service recipients also required to be served: 
The non-offending parent/caregiver and significant others are included in treatment with the child as clinically indicated. Parents/caregivers are educated to help improve behaviors and coping skills, as well as provide safety to their children.  

10) Other populations/descriptors targeted and served by this program: 
Services are provided to all youth regardless of their religion, race, culture, language, disability and/or sexual orientation.

11) Does the program have income eligibility requirements? 
No. Clients referred by and actively involved with CP&P are not to be charged or billed through insurance. Clients referred by CP&P will not be charged, or insurance billed, if CP&P closes their case before treatment is complete. If the agency chooses to bill the client’s insurance for non-CP&P referred and non-CP&P involved client’s, the anticipated revenue must be reflected on the agency’s Budget, Annex B. The provider agrees to accept all clients who are otherwise eligible for the service regardless of insurance, income, or ability to pay.

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, those delivering the services. 

1)	The level of service increments for this program initiative: 
The level of service will be measured by (1) number of unduplicated youth and their families served, (2) number of treatment hours delivered.  

2)	The frequency of these increments to be tracked: LOS will be reported quarterly on the DCF Level of Service Report Form. For this purpose, the Contracted Monthly LOS will be Direct Client Service Hours calculated based on the clinician’s time on the contract. The DCF Level of Service Report Form also collects Unduplicated Year to Date Families and Clients Served.

3)	Estimated Unduplicated Service Recipients: 
Each full-time clinician to carry a caseload of 16 unduplicated youth (primary service recipients) at any given time; 32 unduplicated youth/families annually.  Each full-time clinician will have 1,150 hours of face-to-face direct client service availability annually.


4)  	Estimated Unduplicated Families: 
32 unique families per full-time clinician per year.

5) 	Is there a required referral process?  Yes  
      	
6)	The referral process for enabling the target population to obtain the services of this program initiative: 
If referred by CP&P, the Local Office CP&P caseworker, in collaboration with the Resource Development Specialist (RDS), will submit a referral to the program provider in accordance with the providers established referral process. The referral will include family composition, reason for referral, language spoken, reason for CP&P involvement, other relevant services the family is receiving, related CP&P history, screening summary, investigation summary, case plan, and related psychological evaluations as applicable.  Upon receipt and review of the referral, the provider agency will accept or reject the referral and communicate with the CP&P caseworker and/or RDS the status. The provider agency will contact the caregiver to initiate services with accepted individuals within three business days of receipt of referral. Documentation of the initial phone call and all subsequent communication should be clearly documented in the record.

7)	The rejection and termination parameters required for this program initiative: 
Provider may reject referrals for services that fall outside the scope of the program. Youth may be discharged from the program prior to their successful completion if youth does not attend regularly and cannot be reached by provider after multiple attempts to reengage. Efforts to reengage youth and caregiver prior to discharge are required and must be documented in the clinical record. If a different level of treatment is needed, the youth will be referred to an appropriate service provider, and a warm hand-off is offered when possible. For youth referred by CP&P, any concerns about regular attendance, need for additional/ different treatment, and potential discharge must be communicated with CP&P regularly via secure email.

8)	The direct services and activities required for this program initiative:
The primary direct service is counseling for victims of child sexual abuse and their non-offending parent/caregiver. Therapeutic modalities are customized to address individualized treatment needs.  

Both child and parent/caregiver complete standardized, validated assessments relevant to the child’s presenting concerns. Assessments completed are dependent on the clinical need and selected by the provider agency. Examples of such assessments can include, but are not limited to:
[bookmark: _Hlk197507203] 	
· A validated depression assessment tool such as the Children’s Depression Inventory (CDI) or the Patient Health Questionnaire (PHQ9).  
· A validated trauma assessment tool such as the Child PTSD Symptom Scale for DSM-5 (CPSS-5) or the Child and Adolescent Trauma Screen 2 (CATS-2) Child and Caregiver versions.
· A validated suicide screening tool such as the Columbia Suicide Severity Rating Scale (C-SSRS) or Ask Suicide Screening Questions (ASQ).

Individualized treatment plans drive each youth’s treatment. Progress is assessed regularly, and the treatment plan is updated regularly. If applicable, a safety plan will be created to ensure the youth’s/family’s safety.

A strong predictor of the child’s recovery from the abuse is a high level of parental and family understanding.  Counseling and other support services are important to enable caregivers of abused children to cope with the emotional trauma of their child's abuse and optimize their ability to assist their child in the healing process. Parent/caregiver participation is expected.  Efforts to engage parent/caregiver, and barriers, are to be documented in the treatment record.       

9)	The service modalities required for this program initiative are: (indicate any evidence-based practices, DCF program classifications, and non-evidence-based practices that are required.)

a) Evidence Based Practice (EBP) modalities: 
The program utilizes licensed master level clinicians who have undergone, or are participating in, specialized training for working with sexually abused children. Treatment modalities incorporated into the program include play therapy, individual therapy, and family therapy. Play therapy is for the youngest victims (3 to 5-year-olds) including family therapy with the non-offending parent to educate and to ensure a safe environment for the child. For older children and adolescents, clinicians utilize trauma informed psychotherapies, such as trauma-focused cognitive behavioral therapy.

Describe below the treatment modalities utilized by the program and/or plans to implement evidence-based practices within the contract term:   
												
  
b) Other/non-evidence-based practice service modalities:
Provider shall offer case management by coordinating with other systems (e.g., school, legal, DCPP), as needed. Case management is provided from a philosophy of wraparound services that assesses the whole person’s biopsychosocial functioning and supports the youth/family. Case management services may also help the youth and their family link to services to address needs associated with social determinants of health. 




10) 	The type of treatment sessions required for this program initiative are: 
Every youth and parent/caregiver unit receives a comprehensive intake assessment and therapeutic interventions via individual and family therapy with the non-offending parent. Treatment is delivered in-person and duration varies based on clinical need.

11) 	The frequency of the treatment sessions required for this program initiative are:  
The frequency of treatment depends on several factors, including the severity of the trauma, the youth’s age, and the individual needs of the youth. For example, the standard for TF-CBT is weekly sessions for a duration of 12 to16 sessions, but clients can stay in treatment longer, up to 26 weeks, if they have experienced multiple or more complex traumas. Sessions are typically up to 90 minutes including work with youth and their non-offending caregiver, if applicable.
12)	Contractors are required to communicate with Parent/Family/Youth Advisory Councils, or to incorporate the participation of the communities the contractors serve in some other manner:
Interagency communication is instrumental to the effectiveness and success of this program. Clinicians may need to work with CP&P, CMO, Children’s Advocacy Centers (CACs), the prosecutor's office, and other treatment providers to coordinate care. Communication with CP&P and other treatment providers should be clearly documented in the client’s record.
13)	The professional development through training, supervision, technical assistance meetings, continuing education, professional board participation, and site visits, required for this program initiative are:
The licensed mental health clinicians engage in continuing education regarding trauma informed practices, child abuse, sexual abuse, and related topics.  Provider agencies are encouraged to support staff development in evidence-based practices, such as TF-CBT, and clinicians shall receive training in identifying, understanding, and incorporating the unique needs of individuals into the treatment plan. Clinicians will have ongoing supervision by a licensed professional as per regulations in their field.

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:  Clinicians/providers may be requested to testify in court, and/or to certify their records by CP&P, for youth referred by CP&P.




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

[bookmark: _Hlk155608576]1)	The program initiative’s service site is located in: 
						

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

3)	The program’s hours of operation are: 
						  

[bookmark: _Hlk136438454]4) 	The program initiative’s required service delivery setting is:
The program is housed in a secure building with accessible, safe, and sufficient space to conduct individual and family therapy while ensuring confidentiality. 

5)	The hours, days of week, and months of year this program initiative is required to operate: 
Services are available at times that are convenient to youth and families (i.e. after school, evenings, and weekends).

[bookmark: _Hlk155608743]6) 	Additional procedures for on call staff to meet the needs of those served twenty-four (24) hours a day, seven (7) days a week? 
Program staff are not on-call 24/7. Youth and families are provided with information for emergency/crisis services at the time of intake.

7)     	Additional flexible hours, inclusive of non-traditional and weekend hours, to meet the needs of those served? 
Hours of operation are flexible to accommodate school aged youth and working adults. Evening hours are available to accommodate the needs and schedules of the youth and their families.

[bookmark: _Hlk155607217]8) 	The language services (if other than English) this program initiative is required to provide:  
The program meets the linguistic and cultural needs of youth and their families. Clinical services for youth and family members with limited English proficiency will be provided in the family’s primary language and/or may use technology solutions to support communication.

9)	The transportation this program initiative is required to provide:
Transportation is not a required component of the program. However, program accessibility must be considered and strategies to assist the youth and parent/caregiver with transportation challenges shall be incorporated into operations in order to remove treatment barriers. 

10)	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:
Clinicians have a graduate level degree in psychology, counseling, social work and/or marriage and family therapy.  Clinicians must be licensed in their respective fields; these include Licensed Social Workers (LSW), Licensed Clinical Social Workers (LCSW), Licensed Associate Counselors (LAC), Licensed Professional Counselors (LPC), Licensed Marriage and Family Therapists (LMFT), and Licensed Psychologists (Ph.D. or Psy.D.). Clinicians will have ongoing supervision by a licensed professional as per regulations in their field.

Clinicians, counselors, and supervisors within the program will maintain professional licensing. 

State the number of full-time clinicians (FTE) for this program: 			

11)	The legislation and regulations relevant to this specific program, including any licensing regulations: N/A

12)	The availability for electronic, telephone, or in-person conferencing this program initiative requires:
In addition to in-person therapeutic services staff also have the ability to communicate with families via telephone and electronic methods that include texting, email, and video calling through the use of laptops and Wi-Fi capabilities.

Treatment services are delivered in-person. Telehealth/virtual interventions are permissible under extenuating circumstances, and when clinically appropriate, to best meet the needs of the youth and their families (i.e. medical and weather emergencies). Justification for virtual services is documented in case notes.

13) 	The required partnerships/collaborations with stakeholders that will contribute to the success of this initiative:
The program engages in community outreach in the service area to market the program and develop a pool of appropriate referral sources. Providers accepting self-referrals and community referrals will outreach to schools, pediatricians, and Children’s Advocacy Centers. Relationships are also established with other mental health treatment providers for the purpose of bidirectional referrals, in cases in which a youth needs another level of care. Program shall maintain a log of communication with system partners regarding marketing/outreach efforts.

Ongoing marketing to DCP&P offices in the assigned region is required. Program should request at least annually to present at Local Office staff meetings. To this end, an ongoing relationship with the Resource Development Specialist(s) in the assigned region is necessary. Frequency of contact with the RDS is monthly, at minimum, to discuss program capacity and potential referrals from DCP&P. Program shall maintain a log of general communication with DCP&P for marketing/ outreach purposes.

14)	The data collection systems this program initiative requires: 
DCF quarterly data reporting via a platform as determined by DCF.

Provider agency’s HIPAA-compliant Electronic Health Record (EHR).

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

Validated assessments are required only if they are relevant to the child’s presenting concerns.  Which assessments are completed are dependent on the clinical need of the youth.

· A validated depression assessment tool such as the Children’s Depression Inventory (CDI) or the Patient Health Questionnaire (PHQ9).  

· A validated trauma assessment tool such as the Child PTSD Symptom Scale for DSM-5 (CPSS-5) or the Child and Adolescent Trauma Screen 2 (CATS-2) Child and Caregiver versions.

· A validated suicide screening tool such as the Columbia Suicide Severity Rating Scale (C-SSRS) or Ask Suicide Screening Questions (ASQ).

In addition, a validated assessment tool such as the Columbia Impairment Scale (CIS) or the Child and Adolescent Functional Assessment Tool (CAFAS) can be used to measure the youth’s functioning and performance at home, in school, and in social settings. 

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:
Mental health assessment tools will demonstrate a change in symptoms pre and post intervention.

2)	The outcomes required of this program initiative: 
a) Short Term Outcomes: 
· Youth will experience a decrease in anxiety and depression, feel an increased sense of safety, and will have improved coping skills at home, in school, and in social relationships. 

b) Mid Term Outcomes: 
· 75% of youth will maintain relief from symptoms related to anxiety, depression, and PTSD,
· 75% of youth will continue to improve functioning and performance at home, in school, and social relationships; and reduce feelings of shame or self-blame. 

c) Long Term Outcomes:
· 75% of youth will successfully complete treatment. Youth who complete treatment will exhibit emotional resilience, increased awareness, assertiveness, and self-esteem to prevent revictimization, and have a decreased rate of chronic depression, substance use, and interpersonal difficulties.
· 90% of youth will not be revictimized while receiving services.

3)	Required use of databases: 
Provider agency HIPAA-compliant electronic health record. 

4)	Reporting requirements: 
Program will submit data, as requested by DCF, such as census reports, demographics, identifiable aggregate data on youth/ family engagement and service utilization.  

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 DFCP Program Lead. Contractors are expected to complete all other financial reporting in accordance with DCF Policy. 


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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