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Introduction

When child protective services becomes involved, those families engaged as active 
participants in planning for themselves have greater success in creating safety and stability. 
This revised guide integrates information to support concurrent planning within the context of 
overall practice, from the time a report is received, through investigation, permanency work, 
and achievement of the long term goal, including reunification, adoption or Kinship Legal 
Guardianship.  This guide is a result of ongoing efforts to improve practice by integrating 
the opportunities for teaming throughout a family’s involvement with the agency.  This is 
particularly important for children entering placement so that they may achieve permanency 
expeditiously. Staff from all levels of the New Jersey Division of Child Protection and 
Permanency participated in this revision, and their skill, insight and effort are evident 
throughout.

Beginning in 1974 with the passage of the Child Abuse Prevention and Treatment Act 
(CAPTA), the federal government has shaped child welfare practice, setting standards and 
requirements for states designed to assist them in achieving positive outcomes for children 
and families. The Adoption Assistance and Child Welfare Act (P.L. 272) in 1980, the Adoption 
and Safe Families Act (ASFA) in 1997, the Fostering Connections to Success and Increase 
Adoptions Act in 2008, and other related legislation, all focus on child safety and permanency 
planning.  In addition, the federal government initiated a review process within each state, the 
Child and Family Service Review, to assess the progress of children within the child welfare 
system.  The results have pointed states to best practices in child welfare that are strength 
based and family focused, that look for solutions with families, and are supported by teams 
that allow children to achieve safety, permanency and well-being. In New Jersey, our own 
Qualitative Review (QR) and Child Stat continues this process.

Elements of each new law have refined our practice, at first requiring that reasonable efforts 
to prevent placement be made, and that there is movement towards timely reunification if 
placement occurs.  The Adoption and Safe Families Act highlighted the need for permanency 
and stability for children who are in care.  Under ASFA, timely resolution of permanency is 
paramount, and a permanent home, preferably through adoption, must be secured for children 
who cannot be reunited with their birth families. Among the many provisions of Fostering 
Connections, are those that support school stability, intensive efforts to locate relatives, and 
extending services to adolescents to assist in their transition to adulthood.

In its intent to eliminate children remaining in foster care for long periods without permanency, 
ASFA made it clear that sequential planning with families was not effective in reducing 
length of stay in foster care, or the number of moves a child experienced during placement 
episodes. Prior to ASFA, children waited longer to achieve permanency and parents had no 
timeframe for making the changes necessary in their lives. New Jersey adopted concurrent 
planning practice prior to adopting its current practice model and saw improvements in these 
areas. This guide has been revised to align and integrate practice around concurrent planning, 
teaming and safety.

As federal laws have been adopted, New Jersey has reformed practice by attempting to 
meet families where they are and engage them in the goal of making meaningful change. 
Identifying the needs and areas where change is necessary for the family to function safely, 
parents and their team plan the activities and services that support achievement of jointly 
identified goals.  If placement cannot be avoided, this same team plans concurrently for what 
is needed for reunification, while simultaneously preparing for the alternate permanency goal 
if reunification is not possible.  The process begins at the initial response, continues with 
thorough assessment, and includes the informal and formal supports identified by the family. 
Child safety and well-being are paramount, and as the team moves through its work with 
the family, the opportunity for open discussion of progress, strengths and challenges creates 
clarity and the opportunity for positive outcomes for children and families.
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Report/Referral Accepted at Centralized Screening

Assigned at Local Office for either: 
Child Abuse/Neglect Investigation or Child Welfare Assessment

Begin/Accelerate Family Engagement Process
(within 72 hours of placement if not already in process)

First Placement-Best Placement Practice Model
Goal is to place child as quickly as possible with a family willing to adopt if reunification efforts fail

• If child must enter care quickly, resource family and staff acknowledge that the placement is made 
under emergent circumstances and the long-term permanency plan is undecided. 

• Worker/Supervisor continue family engagement process to gather comprehensive family history, to 
emphasize the importance of permanency to the child and to encourage relatives to consider both 
short and long-term arrangements for child’s care; parents are advised that all relatives must be 
named at this stage for placement consideration. 

• Worker reviews all available information concerning the child’s medical needs, emotional needs, 
behavior, and developmental functioning / coordinate with CHEC exam. 

• Worker arranges diagnostic assessment for child whose needs are not already well known and shares 
results with current resource family.

• Unit Supervisor and Worker conference within 0-30 days of placement to determine whether family 
circumstances match the poor prognosis Indicators for family reunification.

• If indicators suggest a poor prognosis for family reunification, decision is confirmed with Casework 
Supervisor and the resource family chosen is one who can both support the work with birth family 
and offer a permanent commitment to the child, if adoption becomes necessary. 

• Family selection must be finalized within 60-90 days of placement to assure resource family is able 
to meet child’s short and long-term needs. 

• If necessary, ongoing effort maintained to locate a resource family comfortable with concurrent 
planning so that child reaches a potentially permanent home as quickly as possible. 

• The Adoption Worker and Recruitment Specialist begin child specific recruitment as soon as it is 
known that child will require a select adoptive home and one is not readily available.

At placement, Permanency Worker responsible for:
• Seeking a resource family following First Placement-Best Placement model. 
• Establishing frequent parent-child visitation throughout placement. 
• Completing a full family assessment (if not yet completed) and individualized case plan to help 

parent to remedy risk to child. 
• Full disclosure to parent(s) that permanency within 12 months is the primary goal (all permanency 

options - including adoption – to be discussed.) 
• Educating parent(s) to fact that the choices they now make will determine whether or not child 

can return to their care. 
• Tight coordination with the court to identify kin, establish case plan, insure parental notification of 

need to actually remedy the conditions that led to placement. 
• A record of family background and medical history must begin for child’s Life Book in accordance 

with N.J.S.A. 9:3-41.1, and to support adoption licensing regulations, if this becomes necessary. 

In first year of placement, Permanency Worker is responsible for:
• Close adherence to case plan to help parent reunify their family. 
• Helping maintain family bonds through high quality parent-child and child-sibling visitation           

arrangements. 
• Continuing family engagement process to solidify reunification or discuss alternate                      

permanency plan*. 
• Providing candid, honest feedback to parent(s) regarding behavioral choices with a focus on 

outcomes, not promises or plans. 
• Re-stressing the primacy of permanency in parent contacts and court hearings. 
• Utilizing the 5th month Internal Review as a concurrent planning checkpoint to gauge progress 

towards family reunification and re-assess whether child is in a potentially permanent family. 
• Utilizing a 10th month conference to determine whether the family situation warrants an ASFA 

exception or an adoption goal. If adoption, conference with DAG and assign to paralegal. 
• Identify Adoption Worker and introduce to child.

B. Structured Decision Making ProcessA. Structured Decision Making Process

Family/Community Support is Sufficient
Maintain Child at Home

Outcome: Child is Safe

Workflow Overview
Flow Chart

Outcome: Child Requires Safety Plan or Placement

Child Requires Placement
Concurrent Planning Begins

Continued on page 5
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Continued from page 5

• Permanency decision reached at 12-month permanency hearing. 
• Case responsibility is transferred to an Adoption Worker immediately following the permanency     

hearing if the agreed upon goal is adoption.

*If parental situation has not shown improvement, adoption discussions should be strengthened         
between the 9th and 12th months of child’s placement *If parental situation has shown solid             

improvement but requires a little more time, the need to file an exception to TPR is considered.

Working with Families
Intake

Intake workers are the initial point of contact 
with a family. They are the first to engage 
them about the concerns that brought 
the family to the attention of the agency.  
They meet the family where they are, and 
assess the safety of 
the children in the 
home. What are the 
worries and con-
cerns, the strengths 
and challenges?
  
There are many 
requirements for 
the investigation 
process that must 
be met concerning 
timeframes, information gathering and 
findings.   Workers and supervisors are the  

History - what is the family’s story? 
What is their history of involvement 
with the Division? What collateral 
information must be considered in 
assessing them?

How can the core conditions of 
empathy and respect support the 
investigation process?

For Discussion – 

key to completing quality investigations. Their 
ability to be open and thorough, to understand 
a family’s history, and to broadly consider 
all aspects of their functioning can make the 
difference in understanding what occurred.  

Supervisors support their 
staff by asking critical 
questions.  They help 
staff to understand and 
determine how best to 
plan with the family. 
The pre and post-investi-
gation conferences that 
prepare, review, analyze 
and de-brief are im-
portant components of 

intake supervision, and help to ensure the 
quality of the work.

Practice Considerations for Intake

Allegation and response requirements reviewed, prior history discussed (# and type of 
previous reports and findings) in view of current report.

Response timeframes, good faith efforts, CWS vs. CPS, coordinated response (police, 
prosecutor, etc.) and SPRU follow-up.

Coordinate with IAIU if appropriate.

Document the conference.

Pre-Conference 
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* The Indian Child Welfare Act (ICWA) requires that members of federally recognized tribes have special inquiries and 
  handling as determined by their tribal affiliation.

Investigation

(Who/When/Where)
Family Composition (including fathers/paternal relatives.)
Identifying Information (name, DOB, SSN, race/ethnicity, addresses and relationship.)
Awareness of safety for non-offending parent in DV cases (see page 63.) 
Separate interviews of all parties, and observation of children who are developmentally    
unable to speak, due to age or disability.

Observation of family home (location, condition, etc.)
Response to safety factors addressed.
Take pictures and obtain video evidence.
Assessment of safety and risk, (with safety protection planning, if required. see appendix.)
Consideration of mental and physical health, substance abuse, domestic violence, physical 
and sexual abuse, and overall well-being.
Consultation with Child Health Unit, Domestic Violence Liaison, CADC, LCSW as appropriate. 
CARI, Promis Gavel information, CIC.

Offer of Initial FTM, prepare the participants.
Exploration of family supports and relative resources.
Linkage to services and activities to meet immediate needs.

Check back with:
Original reporter.
The school or childcare (attendance, grade, progress, special education needs?)
The medical  provider (injuries, chronic health concerns, routine care, medication use,         
including contact with the prescribing physician if there are allegations of medication abuse.)
Mental health or  specific sources  (police, neighbors, other service providers, etc.) for that family.
Coordinate with IAIU if appropriate.

Are there special circumstances (tribal*, international, religious, cultural, etc.) that affect 
case handling?

Engage and Interview

Observe and Assess

Teaming and Planning

Collateral Information

Case Dispostition

Aggravating and mitigating factors identified, findings are consistent with 
investigation information (see page 107).
Identify whether abuse or neglect occurred by statutory definition of abuse and neglect.
Inform by certified and regular mail, of findings/appeal, case opening/closing, and 
ensure that all investigation and related activities (Investigation/Child Welfare 
Summary, SDM tools, case plan, collaterals, etc.) are documented.

Placement - See page 19 - 47 for detailed activities regarding children in placement.

Transfer Conference/Record Review at Closing

What is the nature and extent of maltreatment?

What circumstances accompany maltreatment?

How does the child function day to day? (Behavior, peer relations, school performance, 
independence, attachments, communication & social skills, mental/physical health.)

Discipline – Parental concept and purpose of discipline, cultural practices, context.

How does the parent manage daily living? (Mental/physical health, substance use, 
employment, judgment, problem solving, communication, social & coping skills.)

Review, discussion and interpretation of verbal and written information received, and 
additional follow-up required. How does this inform decision making regarding findings, 
case opening, child/caregiver strengths and needs, etc.? 

Legal/Law enforcement – Status of any police/prosecutor/court involvement in investigation, 
legal authority for placement, need for litigation.

Document the conference.

Post-Conference 

Determination of Findings
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Working with Families
In Home

When children remain with their families, 
workers collaborate with them to ensure 
safety and stability. They become accountable 
allies, helping to identify strengths and 
supports to address 
the needs and 
challenges that are 
present. In reducing 
risk and enhancing 
safety, the likeli-
hood of placement 
is reduced. 

As families are supported by community 
and family connections, they are able to 
create a team that can sustain them in the 
long term. Using the planning process to 

What were the original reasons for the 
involvement of the agency?

What activities will enhance individual 
and family functioning?

How can we engage the family?

For Discussion – 

Key Events
Teaming with family and Monthly Minimum Visitation Requirements (MVR) 

keep all those involved with the family 
aware of goals and family progress, the 
result is a coherent approach to the family’s
needs, and a customized plan matched 

to their current 
situation.

The ability to un-
derstand the long 
term view and 
to prioritize, track 
and adjust while 
working with a 

family is important. The core conditions of 
respect, empathy and competence and the 
use of solution-focused strategies will help 
establish an effective working relationship.

Review current investigation, history, safety assessment and any safety protection plans, 
collateral information, evaluations, reports from service providers and court orders. Note risk 
level and MVR frequency.

Practice Considerations for Permanency

Upon Transfer to Permanency 

Teaming and Planning

Assessment

Request closed records and any additional, updated information, if not already done.

Review family genogram, family composition and relationships, and family 
agreement and case plan.

Discuss questions or concerns at supervisory conference. 

Meet the family. Listen to their story. Discuss the current situation to discover what is working 
and not working. Review the current plans and activities. 

When is the next meeting scheduled? If they originally declined, attempt to re-engage to 
encourage both teaming and planning. Are there others who should be included in addition 
to those already involved?

On regular visits, discuss the issues that originally involved the agency in the life of the family, 
and the progress and challenges in that area. What services and supports are in place, and are 
they sufficient? (Of the right frequency, intensity, etc.). Is adjustment needed? 

Assess child and family well-being on an ongoing basis.

What is the family’s living situation? (Utilities, food, basic needs, housing, employment).

What is the educational status of the children? (Enrollment, attendance, progress, special 
needs).

What is the family’s health/mental health status? (Routine medical/dental care, 
immunizations, chronic conditions, medications, health insurance for children, involvement 
in the Children’s System of Care, etc.).

Are there additional factors identified that were not previously disclosed or recognized – e.g. 
domestic violence, substance abuse, etc. Arrange consultation regarding special factors as 
needed.
 
Assess the impact of trauma on family members, involve LCSW as needed.
 
Assess family/community supports.
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Safety Protection Plans
Circumstances within a family may change. If at investigation or during ongoing work 
with a family, there are factors which create an unsafe situation, a safety protection plan 
may be created to maintain the child in his or her home (see page 78). When safety is 
of concern, the Safety Protection Plan must be designed to have an immediate positive 
impact on the child. CP&P views the Safety Protection Plan as a short term alternative 
to court action. Each Safety Protection Plan must be individually crafted, based on 
the applicable safety factor(s) and the circumstances of the child. 

Safety Protection Plan interventions include one, or a combination of, the following:
Direct intervention by the CP&P Worker or other CP&P staff as a safety resource, to 
achieve an immediate, positive impact on the child or the child’s circumstances. 

Parent/caregiver uses appropriate resources - neighbors, relatives, or other individuals 
in the community as a safety resource. 

Use of community agencies or services as safety resources. 

The alleged perpetrator leaves the home, temporarily or permanently, either voluntarily        
or in response to legal action. (See policy CP&P-VIII-B-6-600, “Use of Safety      
Protection Plan Requiring Special Protocol”). 

The non-abusing parent/caregiver moves to a safe environment with the child, where 
the alleged perpetrator has no access to the child. 

Other - The parent/caregiver or Worker identify a unique intervention that does not 
fit within options 1-5. 

Safety protection plans MUST be conferenced with DAG within five days. When 
considering the use of a Safety Protection Plan to allow the child to remain in the home, 
questions to consider include, but are not limited to:

Is it reasonable to expect the safety factor(s) identified will be eliminated in a short 
period of time;

Is it reasonable to expect that the child’s exposure to the safety factor can be       
effectively managed and sufficiently minimized to assure the child is safe and may 
remain in the home until the safety factor is abated. 

Implementation of a safety plan requires the approval of the case work supervisor and 
involves actions to manage the threats to the safety of the child. They may include, but are 
not limited to, the following:

Crisis intervention     

Transportation Services

Resource acquisition

Financial help    

Homemaker Services

Emergency medical or mental health care  

Substance Abuse Intervention

Supervision/Monitoring    

In-home Health Care

Day Care or After School Care   

Housing assistance/advocacy
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Working with Families
Within Five Days of Placement

If a child cannot remain safely at home, even 
with a safety protection plan, out of home 
care is required. The activities that occur 
at placement offer opportunities to engage 
the family, identify relatives and friends 
who may pro-
vide support, and 
begin the forma-
tion of a team, 
if one is not in 
place. Placement 
has a significant 
impact on par-
ents and children. 
The identifica-
tion of needs and strengths, as well as assess-
ment and planning, especially concurrent 
planning, must begin immediately, At every 

What are the safety and risk concerns, keeping 
in mind child well-being?

Who will raise the child if the parents are unable 
to do so – concurrent goal?

How can we facilitate placements to preserve 
homes that are willing to take large sibling 
groups?

For Discussion – 

Key Events
Pre-placement Physical, Call Mobile 
Response 72 hour Pre-Placement 
Conference, Family Team Prep, 
School Stability/Best Interest 
Determination. 
 
Initial Court Hearing, Initial Visit, and 
Initial MVR with Child. 

Resource Family Selection, Provision 
of Placement Documentation and 
initial joint assessment with Resource 
Family Unit.

stage of placement, there are decision points 
and discussions required between worker 
and supervisor, as well as tasks to ensure 
the health and well-being of the child.  All 
children should be assessed regarding per-

manency, including 
the identification 
of family supports 
and connections. 
Although emergent 
placements may 
be made, the goal 
is to provide chil-
dren with a setting 
that will meet their 

needs in both the short and long term, and 
allow them to remain safely with siblings, 
extended family, or a well-matched foster 
parent if they cannot be reunified with their 
parents. (First placement, best placement).

The 72 hour conference occurs either prior 
to placement, or no later than 72 hours after
a child enters care.  The Family Team 
Meeting Prep should begin in conjunction 
with this conference, to prepare for the 
initial FTM to be held within the first 30 
days of placement. Information regarding 
school progress to assist with decision 
making concerning school stability, and 
whether it is in the child’s best interest to  
remain in his or her current school should be 
gathered at this time. *This chart designates the standard permanency timeline, however individual case situations may require expedited permanency action.

10-12 Months* Preparation for Permanency Determination

• Determine whether family situation warrants an adoption case goal.
• If adoption, conference with DAG to review grounds for guardianship and assign to paralegal

for guardianship complaint. Identify Adoption Worker to ensure a smooth transfer after           
permanency hearing.

• Schedule psychological evaluation of child (depending on age.)
• Determine whether a bonding evaluation is required for litigation.

Permanency Hearing

• Permanency goal is established - exception to TPR must be filed by 15th month –or- 
• Goal of adoption is formally established (foster care, kinship care or select.)
• Assign to an Adoption Worker.

Concurrent Planning Timeline - Working with Familes Out of Home

Entry – 4th Month* Family Engagement and Early Placement Process

• Explain Concurrent Planning and child’s need for permanency to birth family.
• Explain Concurrent Planning to resource family, including need to support reunification plan.
• Provide a preliminary overview of adoption and subsidy supports so that resource family knows 

what would or would not be available to child in future.
• Focus on achieving First Placement/Best Placement to meet child’s needs.
• Obtain birth certificate, certified birth records, social security card.
• Assure child’s caregiver is licensed as an approved resource family.
• Ensure that any required waivers are obtained. 
• Ensure that life book work has begun to reinforce that the child’s placement experience is            

important no matter what the final permanency outcome.

5th - 6th Month* Coordinate Permanency Focus with Internal Review

• Gather family background information in case a Child Summary is needed later. 
• Complete 20-page CP&P Form 14-177, Family Medical History, with family. 
• Meet with resource parent(s) to assess family commitment to permanency, explain adoption    

process and review supports available in subsidy program. 
• Assess quality of care child is receiving and re-visit whether placement will meet both short and      

long-term needs. 
• If placement commitment is questionable, begin process to move child to a potentially            

permanent home (may require child specific recruitment.) 
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Participants - 72 Hour Conference
The parents, the caseworker, the supervisor, the casework supervisor, and other interested parties. 

All parties are to meet to discuss the need for safety and how the situation 
will need to change for the child to return home.

Review efforts and services provided to prevent placement.

Discuss the impact of placement upon the family, and begin a discussion 
with parents and any potential caregivers regarding child’s need for 
permanency within 12 months (explore relatives, including those that 
reside out of state or out of country). Send out the 5-58 Thirty Day 
Notification to Relative of child’s OOH placement.

Discuss any immediate needs and determine if there are emotional, 
behavioral or cognitive protective capacities that offer opportunities for 
creating change to expedite reunification.

Discussion of concurrent planning with families, and the need to have 
both plans progressing simultaneously.

Document the conference.

Specific to the 72 Hour Conference

Begin the process of getting to know the family. Listen to their story and 
explore what relative resources and informal supports they may have. Ask 
open ended questions that offer the chance to share important information. 
Begin to gather information regarding the parents’ strengths and needs. 
Discuss the child’s need for stability and permanency, as well as timeframes.

Read available information about the family, including family history on 
both parents and child specific information, as well as available information 
from existing educational, medical and mental health records prior to the 
conference.   

Begin completion of the  Structured Decision Making (SDM) tools as part 
of the assessment process.

Practice Considerations Within 5 Days of Placement
Explain to child what is happening  and why, as appropriate to the child’s age and developmental 
level, in the interest of full disclosure. 

Complete pre-placement physical and obtain report. Complete the mental health screening tool. Provide 
to Medical Unit. Share any available information regarding health or mental health concerns.

Provide placement kit to Caregiver: foster parent ID letter, Medicaid Card, clothing check, medical 
information, Children’s Bill of Rights.

Ensure that Child Health Unit has the necessary information to refer for CHEC / CME exam.

School Stability - Best Interest Determination - Arrange pre-school, child care and school transfers, if 
necessary, or interim transportation.

Obtain information on all relatives, including fathers and their extended families. (CP&P 26-82)  

Determine if child falls under the jurisdiction of the Indian Child Welfare Act, or may have international 
family connections.

See parent within 5 days of placement, complete full disclosure check list (CP&P 26-90), and share 
parent handbook. 

Begin preparation for the Family Team Meeting – listen to the family’s story, identify formal  
and informal supports that may need to be part of the team, and focus on the family’s 
strengths, protective capacities and needs.  Complete resource family application. 

Seek a resource family using First Placement-Best Placement model and refer to Placing Children 
with Kinship Caregiver Policy/Presumptive. Determine what placement plans are least restrictive for 
the child. Complete resource family application. * Required for 72 hour conference.

Identify services that are needed for family’s immediate needs to work towards reunification. 
Begin case planning and linkage to services. * Required for 72 hour conference. 

Arrange and conduct 5 day parent/child visit and develop visitation plan.  Observe family interaction  
during visit. Identify or confirm date/location for FTM, if arranged. * Required for 72 hour conference. 

Complete 5 day MVR – Conduct safety assessment and discuss child’s adjustment to placement. 
Assess resource parent strengths and needs. Begin life book conversation and discuss full disclosure 
elements appropriate to the child’s situation.

CPRB - Notice Of Placement. 
Legal - Order to Show Cause - Note any non-negotiables for case planning.

Obtain a signed copy of the Children’s Bill of rights.
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Education Stability Decision Tree 

PLACEMENT
Child remains in school while 
best interest is determined

5 days
2 days

Best Interest determination 
and transportation

Child remains in 
same school

Immediate written 
notificationto all parties 

including the current 
district and foster parent 

school district

Continue transport 
for 5 days after 

school is notified

Resource Family School

Immediate notifications to all parties. 
Notice must include actual date to 

make application with court

Application to Court CP&P 
continue to 

provide transportation

No Application

Decision 
becomes 

final. Resoure 
parent enrolls 
child in school 

of resource 
parent

Final Judicial Decision Notify 
schools and enroll in school 

ordered by judge

Provide transportation if 
child is to remain in same 
school for the first five days 

after notification

1. Best Interest
+

2. Safety or Detriment

EXCEPTION
Child enrolled in school of 

resource parent

Immediate enrollment 
including notice to school 

district of residence

Notice to parent and
law guardian
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Full Disclosure Checklist  
(For Working With Birth Families) 

Their rights and responsibilities.

Their children’s urgent need for them to be involved in planning, visitation 
and decision making about what will happen to them.

Your role as a representative of the agency.

The role of the Resource Family Parent.

Their understanding of the circumstances that caused placement as well 
as the “official” reasons for placement.

Permanency planning timeframes and the range of permanency 
planning options. 

Strengths, opportunities and resources that may exist as potential options 
to resolve issues that brought the family to the agency’s attention.

The developmental need of children for safety, connections to family & 
culture, and continuity of care.

The agency’s desire to give first consideration to potential adult relative 
care providers and assess their capacity to serve as placement and 
possible permanency resource.

Relative placement funding/licensing options.

Past involvement or present barriers to permanency planning, or other 
case specific issues.

An agreeable visitation plan and expectations of visitation.

Case planning, progress, and need for additional assessments/
evaluations of the plan.

Have you talked to the birth parents/family about:

Full Disclosure Checklist  
(For Working With Children) 

Shared reasons for parents’ difficulties in clear and yet general terms.

Clearly let children know they deserve to have the things they need 
right now.

Listened to their questions and let them serve as a guide to what they 
might be thinking or need to hear.

Helped the child tell his or her story in a safe way.

Conveyed information in a way that does not present the parent as a 
bad person.

Considered whether there is anything the child feels responsible for or 
might not understand. 

Been brief, concrete and honest.

Used Life Books to help children piece together where they are, how 
they got there and where they are going.

Told children why they are unable to return home when and if 
reunification has been ruled out.

Other case specific concerns.

Receive child’s rights with child. Distribute copies and place copy of 
signature page in file.

Have you:
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Their rights and responsibilities as foster, adoptive or kinship parents. (involvement 
with visitation, school, court, and transportation needs.)

Your role as a representative of the agency.

Children’s developmental need for safety, connections to family and culture and 
continuity of care.

The child’s urgent need for ongoing visitation with birth parents and siblings.

The child’s emotional need to be involved in planning and decision making about 
what will happen to them (as age appropriate).

Permanency planning timeframes and the range of permanency planning options 
available to agency and Family Court. 

The agency’s desire to give first consideration to potential adult relative care 
providers and assess their capacity to serve as placement and possible 
permanency resource.

Sufficient background information as to why the child is in out-of-home care to equip 
the resource parents to provide for the child’s daily safety and well-being.

All available information in regard to the child’s develpmental milestones, 
medical background, CHEC exam results, trauma history (if any) and academic 
experiences.

Sufficient family and social history to allow the resource parents an opportunity to 
reach an informed decision about a permanency commitment to the child, if needed.

Relative placement funding/licensing options (if appropriate.)

Any concerns about the resource family parent and/or quality of child care that 
may be present in the home.

Discuss the Family Team Meeting process and court. Is the caregiver interested in 
having/participating, if applicable a Family Team Meeting?

Other family specific issues.

Share Children’s bill of rights.

Send out the 5-58 to all family members notifying of the child’s OOH placement.

Full Disclosure Checklist  
(For Working With Resource Families) 

Have you talked to the resource family parents/family about:

Working with Families
Within Thirty Days of Placement

During the first thirty days of placement, 
the investigation process may continue, and 
initial efforts to team with the family and to 
create a case plan occur. This is an important 
opportunity to gather information and 
build on the initial 
involvement with 
the family. How 
a family is asked 
to engage in plan-
ning and services 
is crucial - is there 
an invitation to 
participate in joint 
planning coupled 
with an explanation of the process? 
What are the non-negotiables? What is the 
family’s goal? If Family Team Meetings are 
declined, or the parent is unavailable, what 
additional efforts are made to collaborate 

What are the needs identified and the 
behavioral changes/outcomes required 
to address the safety and risk concerns 
that led to placement?

How can the parents build on their 
strengths and use their supports?

For Discussion – 

Key Events
Initial FTM – within 30 days of placement 

with them to the extent that their 
circumstances allow?  Is the importance 
of visitation and the role it plays in 
reunification made clear? Especially if the 
case has been opened prior to removal, how 

will the work with 
the family change? 
How thorough is 
the assessment of 
family needs and 
how well are their 
strengths under-
stood? Has the 
collateral informa-
tion been request-

ed and reviewed? What services provide the 
best match for the identified needs of both 
the parent and child? How has the child 
adjusted to care, and are there any immediate 
concerns that must be addressed?

Staff conference to be held within 30 days of a child’s placement.
 
Incorporate this conference with formal transfer conference from Investigation to Permanency, 
if children were placed during investigation. 

30 Day Staffing
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Participants

Purpose

Supervisor and caseworker must be present.

To ensure that the family and the agency are jointly creating a comprehensive and relevant 
case plan that addresses the issues that caused placement and begins concurrent planning for 
the children in care.

Review the MVR schedule for child, resource family and parent, and 
ensure that two contacts for parent and child occurred during the first 
month of placement and are planned for the second month.

If the resource worker completes the MVR, resource worker completes 
contact activity note in New Jersey Spirit.

Discuss the SDM tools completed. What strengths and needs have been 
identified? What other assessment information has been gathered, and 
what does the historical record review reflect?   

Discuss the case plan. Was an initial FTM held? What are the identified 
goals, action steps/tasks, and the criteria of success?  What could go wrong? 
Were parents/youth involved in developing the case plan and visitation 
plan?  Do the identified services match the underlying needs that must be 
addressed in order for the children to return home safely?

Review the Safety Assessment (CP&P 22-5 & 22-6) to ensure time-frames 
of all concerns are being met.

If placed with a relative, follow relative care policy.

Discuss family circumstances and whether there are factors that present 
barriers to family reunification.  Reassess the appropriateness of the child’s 
current placement in view of this discussion.  Initiate a change to a more 
appropriate placement if warranted.

Review the health and mental health information for the child/ren. 
Discuss recommended follow-up with the Child Health Unit and clinical 
consultant as needed.

Practice Considerations Within First 30 Days of Placement

Engage the family and conduct the preparations for a Family Team Meeting within two weeks of 
placement.  Encourage participation of the formal and informal supports that the family identifies, 
suggesting possible participants after listening to their story.  Ask if the family has any international or 
tribal connections.

Speak to the parents and identified supports to prepare for the meeting. Review the CP&P record and 
relevant collateral information.

Conduct the initial meeting within 30 days of placement. If the family declines, plan collaboratively as 
possible with them outside of a formal meeting.

Plan for follow-up meetings as family needs and circumstances require, keeping in mind the 
benchmark of quarterly meetings for children in placement.

Use the information from the meeting and the review to complete the initial case plan with the family. 
Complete a visitation plan with the parents and assure ongoing visitation between parents and 
children at least weekly, as well as sibling visits. Ensure all visitation documentation is entered in 
NJ SPIRIT.

Coordinate closely with the family and the court to identify kin, establish a service plan, and ensure 
parental notification of the need to resolve the conditions that led to placement. 

What are the transportation arrangements; what after school activities is the child/youth involved in or 
projected to be involved in and what are the transportation needs for these activities. 

Engage other providers and partners as appropriate (CADC, DVL, LCSW, 
CHU, and Resource Unit)

Discuss school progress. Is the child classified? Has the child remained in his/
her home school? If not, is the child receiving the school services they need? 
How are attendance, adjustment and progress?

Prepare for the 45-day Child Placement Review Board (CPRB) enhanced review.

Review the most current court order. What is the parent’s progress, and has the 
agency done all that was required?
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Search for missing parents and relatives via formal search process. Follow-up on information 
obtained to locate missing family members. Provide 30 day notification as required by the Fostering 
Connections Act. (CP&P 5-58) 

Send for Birth Certificate, Birth and Medical Records, School Records and Social Security Cards.

Complete any required educational stability activities as outlined previously within 0-5 days of placement. 

Refer parents for non-negotiable evaluations and services as indicated in the court order. 

Continue to explore relatives as placement resources and determine which relatives will be best able 
to meet the needs of the children in the long and short term.

Update goals, legal status on each family member on NJ SPRIT. Ensure that all other documentation 
is complete. 

Take pictures of the children and their parents. Provide copies to the parents, retain copies for the 
record, and use a copy to begin the child’s Life Book. 

Assure that the resource family and all other adults in the household are fingerprinted and that 
background checks have been completed and reviewed.

Complete the entire resource family application and submit it to the Resource Family Unit so that the 
home can be studied, approved and licensed, if that has not already been done.

Complete and review results of the mental health screening tool, and CME or CHEC, if available. 
Follow-up with needed services. Conference any mental health or medical needs with the nurse 
consultant, clinical consultant or involved providers. Arrange any recommended follow-up.

When medical, mental health and educational records are obtained, initiate completion of medical 
history (CP&P 14-177), with the family providing the background and medical history.

Refer to EIP in conjunction with the foster parents if the child is less than 3 years of age and a victim 
of substantiated abuse/neglect, or a child potentially in need of services.

Prepare for the 45-day Child Placement Review Board (CPRB) enhanced review.

Complete two monthly visits with child/ren during their first two months in placement.

Practice Considerations Within First 30 Days of Placement Working with Families
Within Ninety Days of Placement

At ninety days, family participation in 
services and planned activities is underway. 
The investigation has been completed, the 
findings have been shared, and searches 
for missing parents or relatives may have 
located important 
people in the life of 
the family. Ideally 
there have been 
parent-child and 
sibling visits, in-
home visits with 
parents, children 
and caregivers, and 
collateral information has been obtained 
and reviewed. The family and members 
of their team, including the permanency 
worker, are beginning to work productively 
together, and services are in place to address 
identified needs. The initial FTM has been 
completed.  During monthly contacts, the 
connection between the changes required to 

What is the progress made towards 
reunification?

Is permanency within the resource 
home achievable if reunification is not 
possible?

For Discussion – 

Key Events
FTM – between day 30 and day 90 of placement

achieve reunification and the progress made 
is assessed. Tracking and adjustment is done, 
and the addition of members to the team is 
explored. Parents are encouraged to move 
forward in their efforts, and scaling questions

may help them to 
express how they 
are feeling. The 
use of miracle 
and scaling questions 
may yield additional 
information.

In the interest of full disclosure, the 
importance of permanency for children 
and the concept of concurrent rather 
than sequential planning are discussed 
with parents and caregivers.   The range of 
permanency options, including an overview 
of adoption and KLG and relevant subsidy 
supports, are presented.

Formal conference to involve the Casework Supervisor in permanency plans for children 
who have now been in placement for three months. 

90 Day Staffing 
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Practice Considerations Within First 90 Days of Placement

Follow-up on all referrals to service providers for parents.

Obtain evaluations and reports from providers. Review and share information. Plan with the family 
to make adjustments or initiate additional activities or services recommended.

Continue to explore relatives - Identify relatives and send 30 day notification to relatives of child’s 
out of home placement. (CP&P 5-58).  Rule out relatives who cannot be resources (CP&P 5-52).

Assess the caregiver’s ability and interest in providing a permanent plan for child and document 
in NJ SPIRIT.

Follow up on progress of the resource family home study, fingerprint results, and licensing 
process, if applicable.

Obtain all approved waivers on relative or kinship homes and submit to the Resource Home Unit. 

Finalize resource family selection by assessing whether they are able to meet the short and      
long-term needs of the child.  Assess any opportunities to place siblings together.

Transitional plan for youth 14 years or older is due.

Required Participants

Purpose

Casework Supervisor, Supervisor and Caseworker.  Based on the Casework Supervisor’s 
request, the Area Concurrent Planning Specialist, DAG, RDS, Resource Family Worker, 
nurse consultant or other participants will be included as appropriate.

Use of the family reunification assessment (see page 101), comprehensive family assessments 
and case review for indicators of progress towards reunification and to see where case plan 
adjustments may be needed.  Assess both the progress made towards achieving permanency 
and the appropriateness of the child’s current placement as a potentially permanent home.

Assure ongoing visitation with parents/siblings and formulate or adjust the written visitation plan. 
Include other types of interaction as appropriate – attendance at school conferences, medical 
appointments, church or sports events, and phone calls.

Organize visits to allow parents to practice protective capacities and parental activities. 
Set timeframes for reconsideration of visitation plans and activities, including sibling visits. 
Document visits in NJ SPIRIT including direct worker observation, visit logs, etc.

Provide feedback to parents regarding progress. (Full Disclosure) 

Reinforce importance of permanency for children in parent contacts and court hearing. 
Complete concurrent planning guide to assess for expedited permanency.

Explain concurrent planning, including a general overview of adoption and subsidy supports to 
caregivers. Provide written information and review the KLG vs. Adoption Form. (CP&P - 4-18, 
Rev. 4/10)

Continue to work with the child on the life book. (Life Book resources on NJ SPIRIT)

Follow up on services for the child as indicated. Review school progress, including attendance 
and academic performance, progress in counseling, visitation, etc. and adjust accordingly.

Assure birth certificates, birth records, photographs, medical records, school records, CHEC 
results and social security cards have been requested and received, certified and filed in case 
record; verify the accuracy of names and other identifying information; verify that all match both 
legal and agency documents.  Assure that caregiver has this information.

Continue thorough documentation of all parties’ progress with the case plan and/or court order, 
all visits, other contacts and collateral information. 

Review and complete the reunification assessment, caregiver strength and needs assessment 
(on biological parents), at three months from entry into placement, keeping in mind all information 
obtained from the family, documented  history and collateral information.

Update the family agreement and case plan as necessary. 

Assure ongoing compliance with court order by agency, parents and child.

Practice Considerations Within First 90 Days of Placement
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Reunification
New Jersey Family Reunification Assessment is completed in NJ SPIRIT for open cases, 
where at least one child is in out-of-home placement and the goal is to reunite the child 
with the family. The assessment is also done when a household, which was not involved in 
the removal, is being considered as a reunification resource. Use this tool when a child is 
in out-of-home placement to:

In establishing conditions for reunification, the situation that precipitated the child’s 
removal from the home, and the overall assessment and progress of the parents in resolving 
those circumstances, must be considered.  Issues of parental capacity, attitude and behavior 
must reflect the change that has resulted from their participation in services, not mere 
attendance or compliance. The parent must have an enhanced capacity to protect and care 
for the child, ideally with the ongoing involvement of the informal and formal supports of 
the family team that has been created. Collateral information and observations from visits, 
as well as the parent’s ability to manage any special needs that the child may have, should 
be part of the evaluation and planning for the child’s return.

See the reunification assessment on page 101. 

Evaluate and determine a Visitation Plan; 

Conduct a reunification assessment in the parent’s/caregiver’s home; 

Develop or revise a Permanency Plan. 

No later than three (3) months from the date of placement; 

Every three (3) months while a child continues in placement; 

Prior to any court hearing, to review the permanency goal and/or progress toward 
achieving case plan goals and objectives; 

At any time a child is being considered for return home. 

Complete the Family Reunification Assessment: 

Working with Families
Within Four to Eight Months of Placement

The review held at the fifth month provides 
an objective view of the family situation. 
What’s going well? What has gone wrong? 
How has the child adjusted to placement? 
The fifth month review gives an opportunity 
for all parties to 
review the child’s 
health and well-
being. Is there any 
medical or school 
follow-up needed? 
Have the recom-
mendations from 
the CHEC or CME been followed? How is 
he or she progressing in school? Are there 
any concerns with visitation? Are siblings 
placed together or visiting each other? Is 
there a need for discussion of an alternate 
permanency plan?

The parent’s understanding of what is 
necessary to have the child returned and 
what needs to be done so that reunification 

What progress has been made in 
addressing safety and risk concerns?

What adjustments are required in the 
reunification plan?

For Discussion – 

Key Events
Two FTMs should occur between day 90 and day 240 of placement

may occur is also addressed. How are the 
services and informal supports helping the 
parent to make the changes necessary? What 
is their understanding of next steps, and 
how will the team plan to move forward? 

What goals have 
been identified for 
the next FTM? Is 
the long term view 
clear?

This interval is 
where the assess-

ment of the family is updated. The child 
is re-screened for mental health needs via 
the Mental Health Screening Tool. The 
SDM tools, including the reunification 
assessment, are completed. The work of the 
family to prepare for reunification continues. 
If progress is limited, efforts to engage the 
family and assess other services or supports 
that might be integrated into the plan to 
improve the outcome are explored.

Formal internal review conducted by the Administrative Placement Reviewer (formerly 
Regional Reviewer) who serves as an independent consultant to all parties.

5-Month Enhanced Review (Regional Review)
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Participants

Purpose

Parents, Administrative Placement Reviewer, Area Concurrent Planning Specialist, Supervisor, 
Caseworker, child (depending on age and appropriateness), caregiver, and any other interested 
parties.  The Casework Supervisor, Adoption Supervisor, and Resource Family worker may 
attend as necessary.

NOTE: This review may occur in conjunction with a Family Team Meeting with the permission and 
agreement of the family and the reviewer.

Focus on progress made in achieving the goals reflected in the case plan.  Review the 
completion of key permanency tasks (such as searches for missing parents); evaluate parental 
participation and progress towards reunification; assess the effectiveness of services already 
provided and identify adjustments needed to meet the needs of the child, family or resource 
family; review the appropriateness and stability of the child’s placement and verify that the 
home is licensed.  This review is also meant to facilitate the identification of cases for early 
reunification, early Adoption or Kinship Legal Guardianship.

Use this review as a concurrent planning checkpoint to gauge progress toward family 
reunification and re-assess whether the child is in a potentially permanent home.

Ensure that case record includes birth certificates, birth records, Social Security card 
and health and education information on the child.   

Determine if the current home is the best placement for this child - does it meet both 
the child’s short and long term needs?

Discuss the status of the resource home. Is the home licensed and approved? Was 
a waiver needed and completed?  If the placement is questionable, not appropriate 
or will not meet licensing requirements or the caregivers are not willing to provide 
a permanent plan, the process to identify another potentially permanent placement 
must begin.

Review the Activities within 4-8 months of placement to ensure required activities 
have been completed.

Review the Activities within 10 months of placement to identify the permanency 
activities that are required in the next 5 months.

Practice Considerations Within 4 to 8 Months of Placement
Review court orders and discuss progress of parents in terms of litigation requirements including 
court ordered evaluations and services.

Obtain initial assessments and reports from service providers, schools, mental health and medical 
resources, and update on an ongoing basis. Read and evaluate the information. As appropriate, 
discuss  with providers, office consultants in the appropriate fields (medical, mental health, substance 
abuse, domestic violence) and supervisor or casework supervisor. Update the assessment of the 
family and plan with them to adjust services accordingly. File copies of all information received in the 
case record.

Complete the Reunification Assessment Caregiver Strength and Needs Assessment 
(for the biological parents) by 6 months from placement.

Assess quality of care child is receiving in their current home and their willingness to commit to 
a potential permanent plan to be sure that  placement will meet both short and long-term needs of 
the child. 

Begin to explore other placement alternatives that can meet the child’s short and long term needs if 
child needs to move; a child specific recruitment plan may be required. Consider DAG conference 
to obtain PRE-Adopt placement approval if case circumstances warrant.

Observe visits and note the quality and nature of the interaction. For visitation completed by 
other parties, note the frequency of parent, child, and sibling contact, and how the visit is described. 
Document all information in NJ SPIRIT weekly.

Gather fuller family background and medical information about the birth family.  Ensure child’s 
medical history (CP&P 14-177) is complete.

Re-assess the child’s mental health needs using the mental health screening tool (see page 109). 
If there is a need for any formal medical, educational or psychological evaluations that remain 
outstanding, make appropriate referrals. 

Reinforce the importance of permanency for children in all discussions with parents and at periodic 
court hearings.

Discuss permanency with relatives and resource parents. Assess resource family commitment to 
permanency, explain adoption process and review supports available within the subsidy program, 
document accordingly. 

Ensure rule out letters are sent and documented.

Ensure an updated photo of the child is in the record.
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Expand each child’s life book with additional photos, some discussion of why they are in 
placement, their experiences while in care, and background on their birth family. 

Prepare family for regional review, and ensure parents and all interested parties are invited. 
Update case plan with family in conjunction with review. Supervisor and caseworker 
attendance is mandatory.

What progress has been made regarding non-negotiables? What issues are best addressed 
at the next FTM? Provide honest feedback to parents regarding the outcomes to date for all 
services and activities. (Full Disclosure).

Practice Considerations Within 4 to 8 Months of Placement

Continued from page 32

Working with Families
Within Ten Months of Placement

At the tenth month, families with children 
in care are reaching a critical decision point. 
The progress of the parents and the abil-
ity of their team to 
support and sustain 
them may create 
circumstances where 
reunification is 
viable. Visitation, 
parenting supports, 
and other activities 
to ensure the long term safety and stability 
of the home are intensified to bolster the 
likelihood of successful reunification.

What is the permanency plan for the 
children?

What is necessary to put the plan in 
place and have it happen?

For Discussion – 

Key Events
FTM - between day 240 and day 300 of placement

Ten Month Placement Review

Ten Month Family Discussion (may be held in conjunction with FTM) 

Pre-Permanency Hearing Litigation Conference

If a lack of progress has made continued 
placement likely, the ten month family 
discussion offers an opportunity to redouble 

reunification efforts 
or to look at formal-
izing the alternate 
permanency plans 
that are in place. 
The decision to seek 
termination of pa-
rental rights or an 

ASFA exception is made, and the 
preparation for completion of adoption or 
Kinship Legal Guardianship begins.

The Pre-Permanency Hearing Litigation Conference which is held at the tenth month of 
placement identifies outstanding permanency tasks which must be completed prior to the 
permanency hearing.  Once the goal of adoption has been established, the case must be 
assigned to an Adoption Worker within 5 days.

Pre-Permanency Hearing Litigation Conference
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Ten Month Placement Review

Step One - Family Discussion

This is a critical decision-making time in which the Division must prepare for the Permanency 
Hearing and either: 

1. Approve an ASFA exception based on the improved circumstances of the parents and 
likelihood of family reunification or 

2. Recommend the termination of parental rights for the purpose of adoption. Because 
so much hangs in the balance, this is a two step process which begins with a Family 
Engagement/Family Team Meeting in which all relevant parties are strongly encouraged 
to participate.

The family discussion is conducted by the Casework Supervisor in order to assess case 
progress in regard’s to the child’s permanency plan.

Participants: Casework Supervisor, Supervisor, Caseworker, Parents, child (depending 
on age and appropriateness), caretaker, and any other interested parties (as appropriate). 
The Area Concurrent Planning Specialist may attend, if needed.

Purpose: Review is meant to assess the likelihood of family reunification within the 
timeframes recommended by state and federal law (ASFA).

Hold a frank and focused discussion with the parents and family concerning their 
progress in remedying the conditions that led to their child’s placement.

Assess parent’s readiness to resume child’s care based on the progress to date.

If parents have made significant progress - and family reunification is likely - discuss 
accelerating parent-child visitation.

If family reunification is likely, discuss openly what type of support and/or monitoring 
will be needed during the child’s transition home; adjust the service plan accordingly. 

If reunification seems unlikely based on the parent’s lack of signicant progress, 
this is the time to discuss the permanency plans available to the child (usually 
adoption or Kinship Legal Guardianship). 

Discuss with family and child(ren) that child is entitled to attend the permanency 
hearing.

Step Two - Litigation Conference
The litigation review is arranged and conducted by the Area Concurrent Planning 
Specialist in order to prepare for the Permanency Hearing.

Participants: Area Concurrent Planning Specialist, Casework Supervisor, Supervisor, 
Caseworker, PRS and/or Gaurdianship DAG, and others (as appropriate).

Purpose: Review is meant to establish the agency’s recommended permanency goal in 
preparation for the Permanency Hearing typically held at the 12th month of placement.

Review parent’s progress in remedying conditions that lead to placement and determine 
if case goal should remain family reunification.

Review the case record for required documentation to support the case goal.

List any remaining tasks to be completed by the Permanency worker prior to the 
Permanency Hearing.

Determine whether a family situation warrants an adoption goal; if so, discuss with 
DAG whether there are sufficient grounds to file a guardianship petition. 

Prepare for possible case transfer to an adoption worker and assignment to a paralegal. 
If adoption is the recommended case goal, an adoption worker is assigned as the 
co-worker (assignment coordinated between the Concurrent Planning Specialist and the 
adoption Casework Supervisor). Plans set for permanency worker to begin introducing 
the role of the adoption worker to the child and caregiver, however case responsibility 
remains with the permanency worker until goal is formally determined through the 
Permanency Hearing. 

Review the Practice Considerations at 10 months of placement.

Review Practice Considerations for Adoption if the goal is changed to adoption at the 
permanency hearing.
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Practice Considerations Within 10 Months of Placement

Adjust and strengthen case plan and service provision based on ongoing teaming with the family, 
their progress, the results of the 5-month review, and court reviews. With the agreement of the 
family, conduct the ten month family discussion in conjunction with the FTM.

Assess parental progress with services and track and adjust accordingly. Document planning and 
other activities thoroughly and accurately, especially concerning parental change.

Obtain periodic updates from providers and informal supports regarding changed behaviors and 
achievement of goals. Work with the team on how their continued involvement can support the 
family, even when the agency is no longer involved. 

Assess the permanency of the child’s placement in terms of the caregiver’s ability to meet child’s 
needs and their willingness to commit to potential permanent plan. 

Continue to monitor the child’s adjustment to placement and assess whether any additional 
supports or services are needed.

Assess the visitation plan in view of progress towards reunification. Adjust the frequency, duration 
or location of visits accordingly. Document each child’s visits with parents and siblings, noting the 
interactions and participants.

Ensure that all case documentation is thorough, accurate and up-to-date, and that assessments, 
reports and evaluations are discussed at the 10 month pre-permanency hearing litigation 
conference. Identify the goal to be presented at the permanency hearing.

Complete any outstanding assessments of birth relatives and document results in case record.

Complete the reunification assessment (in consultation with the resource worker) and caretaker 
strength and needs assessment at 9 months from date of placement (CP&P 22-27, see appendix).

Discuss permanency Hearing and any special arrangements or considerations the child or young 
person may need.

Discuss child’s attendance at permanency hearing and any special arrangements, notifications 
that are needed.

Working with Families

When reasonable efforts toward family 
reunification are unsuccessful and despite 
the offer of and/or provision of services, the 
parents are unable to resume the care of their 
child, the preferred permanency goal for that 
child is adoption.

The role of the Adoption Worker is to bring 
about the adoption of that child by his/her 
caregivers (Kin or Resource Family), or by 
Selected Adoptive Parents. While establish-
ing a working relationship with the child, 
birth parents and caregivers, the worker 
gathers information, assesses plans for the 
child, and provides for services, support and 
understanding for all involved in the adop-
tion process.  Ongoing Family Team Meet-
ings with birth parents, adoptive parents and 
children (if appropriate) are valuable tools in 
this effort.
  
A trusting, open and compassionate rela-
tionship between the child/ren and adoption 
worker is essential.  The adoption worker 
assists the child/ren through a complex, 
confusing and often emotional process.  
Best practice is the standard throughout this 

process, with the goal of helping a child to 
understand how he or she entered care, why 
return to his or her parents is not possible, 
and assisting in the transition to a permanent 
adoptive family. Each child’s situation is 
unique, and the components required must 
be tailored to the situation of the particular 
child. The supervisor and worker should 
regularly conference to discuss new infor-
mation, progress and questions as they arise 
to ensure the best possible outcome.

Adoption is the preferred permanent place-
ment plan, as it provides children with the 
highest level of legal and emotional security. 
Kinship Legal Guardianship (KLG) can only 
be selected as the permanency goal when it 
is determined that Adoption is not feasible 
or likely, and is not in the best interest of the 
child. In selecting KLG as the permanency 
goal, CP&P has the obligation to affirm that 
KLG serves the child’s best interests based 
on an assessment of individual case factors 
and/or an evaluation of the child’s specific 
needs. KLG subsidy is approved through the 
office of Adoption Operations.

Adoption
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Upon receipt of the case, the following tasks need to be completed by the supervisor 
(within 5 days of the permanency hearing or the goal being changed to adoption):

Practice Considerations for Adoption

Assign adoption worker as secondary worker with a case participant assignment to each child with 
a goal of adoption.

Open an adoption planning window for each child with a goal of adoption.

If goal is select or type undecided, open a child specific recruitment plan. Fill in page 1 and save.  
Make a secondary assignment to the child specific recruiter without a case participant assignment.

Verify case plan correctly reflects adoption goal.

Factors to Consider When Deciding Adoption Vs. KLG:
Child’s age and legal status - older, legally free children be considered for KLG (KLG 
for children under the age of 12 requires Area Director approval). HOWEVER, all 
efforts to find an adoptive home have been exhausted.

Recommendation of professional, i.e. therapists.

Would termination of parental rights do more harm than good?

Child’s relationship with caregiver. 

Informed input from children - keeping in mind that children frequently feel they do 
not wish to be adopted based on lack of knowledge or fear of the unknown. 

Caregiver’s feelings after receiving full disclosure regarding the child and the 
advantages/disadvantages of adoption and KLG. 

Upon case assignment, the following tasks must be completed by the worker:

Read case record in its entirety, review supervisor’s assignment dictation. 

Schedule MVR within mandated timeframe.

Review visitation plan between parent, relatives and/or siblings; ensure proper services are in 
place.  Make referrals if necessary.

Ensure court-ordered services are in place.

Determine status of caretaker’s home with OOL/Resource Unit.

If child/ren have a Select Home goal, begin to gather required materials to send to Adoption 
Operation Exchange Unit to begin the matching process.

At first MVR (with Caregiver):

At first visit (with Child/ren):

Explain worker’s role and what caregiver can expect throughout the TPR process.  Reinforce that 
work with the birth parents toward reunification remains an ongoing process. 

Explore caregiver’s commitment to the child/ren.

Obtain names of doctors, dentists, specialists, therapists; ask if additional services are needed.

Ensure Lifebook work has been initiated. Review Lifebook work to date.

Determine child’s understanding of why he/she is not with his birth family.  Clarify any misconceptions/
misunderstandings. 

Ask child about school, living with this family, interests/hobbies; get to know the child.
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The Lifebook

The Litigation Process

Lifebook and identity work is ongoing and should have been initiated at placement.  A child’s 
Lifebook is a tool which can enable a child to understand circumstances of his placement in 
age-appropriate stages.  There are many guides to creating Lifebooks; some are available on 
New Jersey Spirit.

All adoption cases are litigated, and as such, require diligent attention to elements of the 
various court orders.  The adoption worker and supervisor must review and comply with 
any provisions that require CP&P action.  All referrals for court ordered services must be 
made upon receipt of the court order.

Once the Guardianship Petition has been filed, the worker must continue to provide 
services to the parents and ensure proper documentation, certifications and reports are              
provided to the court. Regular communication between adoption staff and the DAG is critical. 
Based on the evidence provided by CP&P, the court may terminate parental rights, or continue 
reunification efforts. The parents may choose during this process to voluntarily surrender 
their parental rights. Surrender may be either general or identified. A general surrender 
allows CP&P the ability to decide where the child will be adopted.  In an identified surrender,
the individual(s) identified by the parent must adopt the child or the surrender is vacated 
and their parental rights are reinstated. Identified surrenders may be taken only in situations 
where the child is placed in a licensed Resource family home..

At first visit (with Birth Parents):

Engage parent and discuss their understanding of how the child came into care and the goal of 
adoption.

Discuss what the parent can expect through the TPR process.

Explain child’s need for safe, secure and permanent home; and discuss ASFA timeframes.

Determine the parent’s understanding of the difference between TPR, Identified and General 
Surrender.

The Consent Process
When parental rights are terminated, the agency becomes the legal guardian of the child, 
and must consent to their adoption by a particular caretaker. The information gathered 
and reviewed in order to do this is the consent package.

In assembling the necessary documents and information, there are many timeframes that 
must be considered. This package should be completed and submitted to the local office 
manager within 60 days of a child becoming legally free.  Components of the consent include 
an approved subsidy package, a copy of the Judgment of Guardianship, documentation 
regarding the child’s adjustment, relationships, feelings about adoption, a pre-adoption 
medical, dental, Family Medical History, Child Summary, copy of the caretaker’s Homestudy 
and current license (see policy for complete list).

The Subsidy Process

Following the Adoption Finalization

Subsidy is not automatic and is reserved for children with documented special needs 
(behavioral or medical), and for those children belonging to a race for which adoptive homes 
are not readily available.  The adoption subsidy is designed to cover only a portion of the 
cost of raising a child and should be viewed by the adoptive family as partial assistance.  
It is a federal program and rates are determined according to guidelines established for that 
program.

Subsidy is a part of the consent process.  It may include ongoing assistance through monthly 
board payments, medical insurance, or other identified services, such as day care. The 
determination of whether or not a child is subsidy eligible needs to be discussed early on 
in the process. The discussion with the caregivers regarding subsidy needs to be ongoing.    
All subsidy requests need to be approved by Adoption Operations prior to the submission of 
the consent package (see form 14-228 in the Forms Manual).

After the adoption is finalized, the case record for those child/ren adopted needs to be 
processed for closure, and a copy of the subsidy file must be sent to the Subsidy Unit 
of Adoption Operations within 45 days of finalization (see form number 14-228 in the 
Forms Manual).
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Working with Resource Families

A licensed resource family is a family who is licensed and provides foster, adoptive, or kinship 
care for a child needing out-of-home placement. A licensed resource caregiver is responsible 
for parenting children placed in their care. All out-of-home placements are required to be 
placed with a licensed resource family. If a potential provider can not meet the requirements 
specified in NJAC 3A:51, alternate plans for the child are necessary. 

The Federal Preventing Sex Trafficking and Strengthening Families Act of 2014 is designed 
to promote well-being and normalcy for youth in resource care by allowing resource caregiv-
ers to use their best judgment, in making day-to-day decisions regarding the youth in their 
care. The law promotes participation in age-appropriate activities and experiences that allow 
for the healthy development and well-being for youth in placement.

Roles within the Resource Family Support Unit

Oversees the work of the RFSW, the trainer, and 
the facilitator

Ensures that all unit members are crossed trained 
 
Develop, supports, and retains resource families 

Develops and implements a retention plan for the 
local office

Ensures that the local office has a rubust pool of 
resource homes to meet the needs of the children

Ensures resource families have obtained their pre-
service and in-service trainings

Provides feedback to the assigned RFSW

Teams with the worker assigned to the child, the 
Child Health Unit, and RFSW to make sure that each 
child is placed in a resource home that can best 
meet their needs

Resource Family Support Supervisor
 

Resource Family Support Worker (RFSW)

Resource Family Recruiter (recruiter)
(supervised by ORF)

Resource Family Trainer (trainer)

Resource Family Placement Facilitator 
(facilitator)

For more information regarding the roles within this unit please see CP&P IV-B-6-200

By day 30, the RFSW has sent for necessary references for all household members 
and completes a home visit.  The visit includes a review of SAFE Questionnaire 
One, a completed home inspection using the Checklist of Standards.  Applicants 
should have already begun or are registered for pre-service training.  

A supervisory conference is scheduled and completed. 

The Resource Family (RF) Supervisor reviews and approves the cleared, 
completed application, sends a copy to the Office of Licensing (OOL), and has 
an initial conference with the assigned Resource Family Support Worker (RFSW).

The RFSW contacts the applicant(s) to schedule an appointment to review the 
home study process.

Resource Family 150 Day Licensing Timeline

D
AY

 1
 - 

7
D

AY
 7

 - 
30

On or before day 60, the RFSW conducts the next home visit and interviews 
the applicant(s) as outlined in the SAFE home study model.  If a CARI/CHRI 
waiver is needed, it is prepared and submitted to the appropriate authorities. 

A supervisory conference is scheduled and completed.

On or before day 90, a follow-up visit is made to the home to conduct 
interviews and ensure all obstacles/issues have been addressed as per the 
SAFE home study model.  The RFSW completes the SAFE home study report 
utilizing all information gathered from references, questionnaires, and 
interviews with the applicant(s) and all household members.  

A supervisory conference is scheduled and completed. 

The RF Supervisor reviews/approves the SAFE home study and sends the Home 
Study Assessment Packet (HSAP) to the OOL within 2 days.

By Day 60 the RFSW submits CP&P 5-12, LO Manager 60 Day Review of Home 
Study form, to the LOM for review and signature. (DCF Policy II D 1802.5)

D
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 3
0 

- 6
0
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 6
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- 9
0

90
 - 
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0
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ON-GOING HOME STUDY PROCESS
All adults who reside or frequent the home should schedule a 
live-scan fingerprint appointment as soon as possible.

The resource family applicant(s) complete Questionnaire One of the 
SAFE assessment. All household members must be interviewed during 
at least one visit. Applicant(s) ensure all necessary documentation 
and references are secured as required. (personal, school/daycare, 
medical, employment, financial statement, criminal dispositions, 
marriage certificates, birth certificates, vehicle registration, etc.)

If a new household member moves into the home, additional time 
may be required.

Applicant(s) complete the required pre-service training:
Kinship training: 18 hours (6 sessions)
Non-kinship training: 27 hours (9 sessions)

The applicant must be available for a home inspection and interview 
by the OOL inspector.

Within 5 days of receipt of the HSAP, OOL reviews it and notifies the Resource 
Family Staff of the outcome.

Within 20 days of receipt of the HSAP, the OOL inspector contacts the family 
and the inspection is completed.

The OOL inspector and the RSFW conduct a joint inspection of the home. 

The inspector submits the inspection results to the OOL Supervisor within 7 days 
of inspection.  The OOL Supervisor reviews for compliance within two days.

D
AY

 1
00

 - 
12

0

K
ey

A recommendation for an application to be withdrawn or denied can be made at 
any time during the home study process. These recommendations must be made as 
early in the process as possible.

If a re-inspection 
determines that 
Level 1 Violations 
can not be abated, 
enforcement by the 
OOL Administrative 
Unit begins, to 
determine the 
appropriateness of 
denial.  DAG, LOM, 
Chief, etc. may be 
consulted, as needed.

RFSW

OOL

Applicant
Enforcement

The inspection report is completed. If Level 1 Violations exist, the family and 
RFSW are advised of the violations.  Re-inspection is completed within 30 days.

12
0 

- 1
50

Important Terms
Kinship - refers to a relative or family friend who has a bond with the child.  

Presumptive Eligibility - refers to a situation where a kinship caregiver meets the requirements 
according to the presumptive eligibility policy based on the joint initial assessment.  Therefore, 
eligible for resource family care payment, on behalf of the child/children in their care, based on 
the initial assessment, until the home study is completed. Please see CP&P policy 

Child Abuse/Neglect Substantiation (CARI) and/or Criminal History (CHRI) Waiver - this 
is a mechanism for approving a pending or existing licensed resource family which would oth-
erwise be denied or revoked. A waiver is required for all adult household members or frequent 
overnight guests who have a child abuse/neglect substantiation and/or who have been convicted 
or pled guilty to a criminal offense. The criminal offenses include felonies, disorderly persons, 
DUI and DWI. A waiver request may be considered by the local office for a criminal conviction 
or CARI substantiation on a case by case basis.  More information about the waiver process can 
be found under CP&P-IV-B-2-300.

ASFA Disqualifier - When an applicant, or any adult residing in the household, is found to have 
a criminal conviction for a crime outlined in N.J.S.A. 30:4C-26.8d the person is permanently 
disqualified regardless of the amount of time that has passed. 

Five Year ASFA Disqualifier - When an applicant, or any adult residing in the household, is 
found to have a criminal conviction for a crime outlined in N.J.S.A. 30:4C-26.8e the applicant 
is disqualified until five years have passed since the person was terminated from probation or 
parole, or was released without probation or parole from a correctional facility. 

Structured Analysis Family Evaluation (SAFE) - is a comprehensive set of tools that the 
RFSW uses throughout the home study process to assist with the evaluation of a prospective 
resource family home.

Withdraw - This term describes the voluntary decision of the applicant to not move forward with the 
home-study and licensing process. Withdraw can only be considered if the child is not in placement.

Denial - This term is used during the home study process when the RFSW makes the decision 
that the applicant is not in substantial compliance with regulations as specified in Chapter 3A:51  
Manual of Requirements for Resource Family Parents. If denied, alternate plans are needed for 
the child in placement.

Annual Inspection - The OOL inspector completes an annual interview with all household 
members in the resource home and a full physical site inspection.
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Renewal - The OOL inspector completes an annual interview with all household members in 
the resource home and a full physical site inspection.  To renew the license the following is also 
needed: a new Resource Family Licensing Application, updated medical exam and corresponding 
reference for all household members and frequent overnight adult guests, and current CARI & 
CHRI checks for all adults in the household or frequent overnight guests.

Office of Licensing (OOL)  - The licensing and regulatory authority of CP&P. OOL licenses 
and regulates resource family homes, child care centers, youth and residential programs, and 
adoption agencies.

Resource Family Inspector - Is an OOL representative who will visit and assess the resource 
family home for compliance with the Manual of Requirements for Resource Family Parents.

Institutional Abuse Investigation Unit (IAIU) - This is the unit that is assigned to investigation 
allegations of abuse and neglect in out of home settings including resource homes. The outcome 
of the IAIU investigation could impact the licensing of a resource home.
For more information on Placing Children with Kinship Caregivers please see CP&P IV-B-2-125
For more information on the Resource Home Application Process please see CP&P IV-B-2-150
For more information on denying, suspending, revoking or refusing to renew a license please see NJAC-3A:51

Teaming with and around Resource Parents
Resource Team Meetings (RTMs) are conferences that are held to determine how to move 
forward when there are concerns about a specific resource home. The Resource Family Support 
Worker, the Resource Unit Supervisor, the Office of Licensing Inspector, the Institutional 
Abuse Investigator, the Institutional Abuse Supervisor, and the caseworkers and supervisors 
assigned to the children in the home take part in the RTM.

Disruption Meetings - any time the local office is considering moving a child from a resource 
home there must be a conference to determine what could be done to stabilize the placement.

Resource Family Impact Team Meetings are conferences where a full qualitative review of the 
resource home takes place. The team which includes the Local Office Manager, the RFSW, the 
RFSW supervisor, the Resource Casework Supervisor, the Area Resource Family Specialist, the 
Office or Resource Families Case Practice Specialist, and the Office of Licensing Inspectors.  

Family Team Meetings (FTMs) can be held with resource families to help address questions and 
concerns. Resource families may also be invited to FTMs as a support to the children in their care 
and their families. Families should be encouraged to invite resource parents to their FTMs. If the 
family does not feel comfortable inviting the resource parent then the child’s caseworker should 
collaborate with the resource parents to identify their view of the child’s strengths and needs.

Adolescence is the crucial time period where a young person is transitioning from childhood 
to adulthood.  Regardless of the permanency goal or the unit that the adolescent is assigned 
to, the following practice should be incorporated into work with adolescents.

When working with adolescents the goal is to help them successfully transition to adulthood. 
It is important to help young people become self-sufficient while at the same time 
understanding that people are inter-dependent. The Youth Thrive Protective Factor 
framework can assist CP&P staff as well as the adolescents they work with to focus on 
certain area that if increased would decrease risk factors. See page 52 for information 
regarding Youth Thrive.

The CP&P staff must have a good assessment of the young person in order to help them 
reach their goals. This includes knowing the young person’s CP&P history as well as 
getting to know the young person and asking him/her to share their history and goals. 
There are tools which can help with this assessment. Some of these tools including the 
Casey Life Skills Assessment and the Transitional Plan for Success can be accessed via 
the DCF Intranet under the Adolescent Services Tab.

Entering care or changing placements can be a traumatic event. For this reason CP&P 
is to insure that Mobile Response is dispatched to assess a young person entering a new 
placement. Mobile Response is accessed by calling Perform Care at 877-652-7624.

Many of the young people that are involved with CP&P have experienced trauma. The 
Clinical Consultant can review the case and help determine what evaluations and services 
would best meet the young person’s needs.

Some of the young people that are involved with CP&P struggle with substance abuse 
and other un-healthy behavioral expressions. These young people can access services 
through Perform Care by calling 877-652-7624.

Working with Adolescents (ages 14 - 21)
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Some of the young people that are involved with CP&P have experienced domestic 
violence.  The Domestic Violence Liaison who can help assess the young person and 
determine what services might be helpful.

Legal permanency (reunification, adoption, and Kinship Legal Guardianship) should 
be pursued when working with adolescence even if the goal is changed to Independent 
Living, Individual Stabilization, or Other Long Term Specialized Care.

CP&P should work with adolescents to help them develop and identify life-long 
connections including caring adults who will support them. A permanency pact can be 
used to formally define the roles of caring adults. More information about Permanency 
Pacts can be accessed on the DCF Intranet under the Adolescent Services tab.

CP&P can continue to work with young people age 18-21 if the young person has not 
achieved legal permanency or if the young person is eligible to re-open their case. The 
worker and the young person would complete the Voluntary Service Agreement  (CP&P 
form 10-10).  It is important to note that this practice should change when working with 
young people age 18-21 as services are voluntary and assisting them in becoming 
interdependent is even more critical. It is important to strike a balance between providing 
constructive support and assistance versus expecting young adults to do everything on 
their own.

The Office of Adolescent Services is an office within the Department of Children and 
Families which can assist the local office to ensure that young people are getting the 
support that they need. They have developed a timeline to assist staff in determining 
when certain tasks should be complete with adolescents. The timeline can be found on the 
DCF Intranet under the Adolescent Services Tab. OAS can be reached at 609-888-7100.

Case Conferencing
Througout the life of the case

Case conferencing is an essential role of supervisors and Casework Supervisors. Con-
ferences help develop the skills of workers and supervisors. Case conferences  help to 
insure that the families we serve are getting the correct services and interventions so 
that they can meet their goals. Conferences should focus on a family’s protective factors 
as well as challenges and concerns. Please see pages 52-53 for information regarding 
protective factors.

Case conferences are held on a regular basis (minimally one time per month) so that the 
supervisor can be made aware of the progress/lack of progress that the family is making 
and provide the worker with guidance. As discussed earlier in this guide there are con-
ferences that occur at specific intervals. For example, when a family is open in intake 
there is a pre-conference, a post-conference, and a closing or transfer conference. When 
a family is open in permanency and the children are in placement case conferences take 
place within 72-hours, at 30 days, at 90 days, at 5 months, and at 10 months. There are 
specific things to be discussed at each of these conferences as outlined on page-page of 
this guide.

Case conferences should be held on a regular basis so that the supervisor can be made 
aware of the progress/lack of progress that the family is making and provide the worker 
with guidance. A case conference should be held any time that a significant event occurs 
in the life of the family or a safety factor is identified. The Casework Supervisor should 
be included in the conference when the risk level is high or very high, when there is 
a critical incident, when there is a child death or near fatality, when there is a safety 
protection plan, an emergency removal or a hospital hold, when there is an unusual or 
questionable circumstance, or when the worker and supervisor do not agree on a finding 
or case goal.

The families that come to the attention of DCPP often have complex situations. The 
agency is fortunate to have a wide variety of professional consultants who can team 
with the casework staff. A variety of conferencing models known as Best Practice Case 
Conferencing Models have been developed. The conferencing models utilize the expertise 
of DCF staff as well as our consultants. Please see the best Practice Case Conferencing 
Toolbox on page 51.
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Knowledge of adolescent development and the impact 
of trauma on the brain

Social connections

Cognitive, social, and emotional competency

Concrete support in times of need

Youth resilience 

YOUth Thrive
The 5 Protective and Promotive Factors

When there are concerns regarding substance abuse it is important to gather as much 
information as possible. Information can be gathered by:

Interviewing the household members to determine if there is a history of substance use 
and if there are signs of substance use now (change in sleeping patterns, change in 
attitude, loss of job etc.)

Interviewing neighbors where appropriate (example: if the referral indicates that 
there are strangers coming in and out of the house all night long a neighbor could 
confirm/disprove this)

Obtaining local police checks, Promise Gavel, and CIC checks

Obtaining collateral information from the child’s school and doctor

Obtaining collateral information from the caregiver’s doctor where appropriate 
(example: the parent is prescribed psychotropic medication or opiates etc.)

Please see CP&P-II-E-1-300 Risk of Harm Due to Substance Abuse for requirements for investigation

The caseworker should refer the caregiver for a substance abuse evaluation if there are 
concerns about substance abuse. This is done by completing CP&P form 11-46.  After 
completing the evaluation the CADC will provide written recommendations.

If a caregiver is referred to substance abuse treatment based on the substance abuse evaluation 
the caseworker must provide the treatment program with a copy of the case plan. The 
caseworker, the treatment provider, the caregiver, and the family’s support system should 
work together throughout the treatment process. 

Please see CP&P-V-B-1-200 Case Handling Protocol for Referrals of CP&P Clients to Substance Abuse 
Treatment Programs for more information regarding partnering with treatment agencies and clients.

Practice Considerations
Working with families when there is concern of substance abuse
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Once the caregiver completes the recommended treatment there are several factors to consider 
before closing the case including but not limited to; the relapse plan, the support system, 
feedback from the treatment program, and the age and development of the child.

Closing the case is prohibited if the caregiver: has been referred for a substance abuse 
assessment and the assessment has not been completed; has been scheduled for substance 
abuse treatment and has not initiated treatment; is engaged in substance abuse treatment, or if 
there are unresolved child protective service or child welfare concerns. A Casework Supervisor 
must approve a case closure when the caregiver has completed or failed to engage in CP&P 
recommended substance abuse treatment. 

Please see CP&P-III-C-8-300 Case Closure in Cases with Substance Abuse Disorder

Medication Assisted Treatment (MAT) is sometimes used for individuals struggling with 
opiate addiction. MAT uses medication in conjunction with other forms of treatment. 

For more information on MAT please see page 57-61 of this guide titled Medication Assisted 
Treatment-Frequently Asked Questions

What is an Opioid Use Disorder?
Opioids are a derivative (either natural or synthetic) of opium, a drug manufactured from 
the poppy plant.  They slow the body’s autonomic nervous system functions, including 
heartbeat and breathing.  Opioids reduce the intensity of pain signals to the brain and 
cause the brain to induce or increase pleasant feelings (euphoria).

Illicit opioids are drugs such as opium itself, and heroin.  Prescription medications containing 
opioids include Codeine, Hydrocodone, Oxycodone, Hydromorphone, Morphine, Propoxyphene, 
Fentanyl, and Methadone.  These drugs are commonly known by their brand names.

Opioid use disorders may develop due to use, misuse, or overuse of these drugs.  Genes, 
temperament, and personal circumstances may put some people at higher risk for opioid 
use disorders.

Opioid dependence or addiction is characterized by:

an increased, long-lasting reward value associated with using opioids;

strong desire (craving) for opioids;

increasing difficulty to control opioid use (use is compulsive, continuing despite the 
harm);

increasing tolerance to opioids, resulting in the need to use greater amounts;

permanent change in brain chemistry where withdrawal creates a strong drive to resume 
using.

Opioid addiction is a chronic disease, not unlike diabetes or heart disease.  It is a medical 
condition that persists throughout an individual’s life.  While it cannot be cured, opioid 
use disorder can be managed with the proper treatment, enabling the individual to regain 
a healthy and productive life.

Medication Assisted Treatment
Frequently Asked Questions
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What is Medication Assisted Treatment?
Medication Assisted Treatment (MAT) uses medication in conjunction with outpatient 
counseling, residential treatment, behavioral therapies, and supportive recovery programs.

Opioid addiction is a chronic bio-psycho-social disease. Substance abuse counseling, mental 
health treatment, recovery support services, and self-help groups can successfully treat 
the disease’s psychosocial aspects. MAT addresses the disease’s biological aspects, 
including withdrawal symptoms, drug craving, and relapse.  It helps the normalization of the 
individual’s physiological function, which was disrupted by substance addiction. When these 
physiological symptoms are successfully treated, an individual can focus on other aspects 
of treatment.

When is MAT appropriate?  What are the admission 
criteria for MAT treatment?
MAT may be considered if an individual has unsuccessfully attempted detoxification or other 
modalities of substance use disorder treatment that do not utilize MAT.  Minimum standards 
for admission include the following: current addiction to an opioid drug or medication; onset 
of addiction at least one year prior to admission (program physician may waive requirement 
of one year history of addiction in certain circumstances, i.e. release from incarceration); 
individual meets criteria listed in the DSM-5 (Diagnostic and Statistical Manual of Mental 
Disorders); program physician ensures individual has voluntarily chosen MAT; individual 
provides informed written consent to treatment.

No person under 18 may be admitted to maintenance treatment for opioid use disorder unless a 
parent, legal guardian, or designee of the appropriate State authority provides written consent.

Is MAT substituting one drug for another? 
No.  Taking medication for opioid dependence is similar to taking medication for other 
chronic diseases.  Used properly, the medication does not create a new addiction.  It helps 
individuals manage their addiction and maintain their recovery.  Medication need not, in all 
instances, be a long-term component of treatment.

What is Medication Assisted Treatment?
There are three medications currently used for opioid detoxification and maintenance:
 

Methadone 

Buprenorphine (Suboxone, Zubslov) 

Naltrexone (Vivitrol) 

Methadone is an opioid agonist.  Opioid agonists activate certain opioid receptors in the 
brain, producing both a physiological response and a psychological response through a 
“time released” action that sustains the stability of abstinence and euphoria.  Because it 
does not bind to all receptors, it allows for natural endorphin production.  Methadone is 
taken daily and only prescribed and dispensed to treat opioid use disorder by a licensed 
Opioid Treatment Program (OTP).

Buprenorphine, a partial opioid agonist, works similarly to methadone.  It activates 
certain opioid receptors, but blocks others from activation.  It sustains the stability of 
abstinence, but unlike methadone it produces no feelings of euphoria.  Buprenorphine 
prevents opioid withdrawal by producing mild agonist effects.  It prevents larger opioid 
doses from producing greater effects (“ceiling effect”).  Buprenorphine is taken daily 
and only prescribed by physicians certified in Addiction Medicine with a Drug Addiction 
Treatment Act of 2000 (DATA 2000) waiver.

Naltrexone, an opioid antagonist, is a post-withdrawal medication.  It binds to opioid 
receptors with higher affinity than agonists but does not activate receptors. This effectively 
blocks the receptor, preventing the body from responding to opioids and endorphins.  
It reduces cravings and acute reinforcing (“reward”) effects.  Administered by injection, 
the onset of the therapeutic effect is rapid and remains effective for four weeks. 
This aspect of Naltrexone assists with adherence to treatment. However, treatment is 
time-limited and requires opioid abstinence. For individuals not motivated to abstain 
from opioids, Naltrexone is less effective. Naltrexone is prescribed and administered 
by a Physician, Advanced Practice Nurse (APN), or a Physician’s Assistant (PA).
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What is a “take home”?  Why and when do people 
receive them?
A “take home” is unsupervised medication the patient can take home or to their living 
environment.  “Take home” medication is regulated by federal and state government.

An individual’s eligibility for “take home” medication is mostly determined by their 
commitment to treatment.  Eligibility considerations include absence of drug and alcohol 
use, regular clinic attendance, absence of behavioral problems, absence of known criminal 
activity (especially drug-related), a stable home environment, and assuring medication 
will be stored safely.  Other considerations include the length of time an individual has 
been on MAT and the benefit of rehabilitation over diversion.

The “take-home” schedule is a slow, carefully administered six part process.  It begins with 
the first ninety days of treatment and may involve one weekly dose.  After achieving three 
years of stability, the individual may receive up to thirty days of medication to take home.

Diversion control is maintained through a “take home” agreement, safely storing medication, 
returning calls to the clinic, accounting for all used and unused doses, and a physician’s 
monitoring of the New Jersey Prescription Monitoring Program (PMP).

How long does someone stay on MAT?
In certain situations, especially involving less serious opioid use disorders, MAT may 
be a transition to abstinence, fostering a drug-free lifestyle in conjunction with a twelve 
step recovery focus. These include short-term (less than 30 days) and long-term (30 to 
180 days) detoxification programs.

MAT is also used for maintenance treatment in instances of chronic opioid dependence, 
and can be indefinite, depending on the individual’s circumstances.  MAT may continue 
for as long as an individual, physician, and clinical team believe the medication is assisting 
treatment and recovery.

How do you know when someone is ready to stop MAT? 
Before starting the medically supervised MAT withdrawal process, the individual’s 
readiness is assessed.  The assessment examines the individual’s long-term abstinence 
from opioids and other mood-altering substances, commitment to continued abstinence, 
self-motivation, treatment success, psychiatric and medical stability, social and economic 
stability, and existing support network.  During the withdrawal process, the individual is 
reassured they may return to MAT, if necessary and appropriate.  Pregnant women may 
not withdraw from methadone, either voluntarily or involuntarily, except when deemed 
medically necessary by the program’s medical director.

My client is on MAT but still using illicit drugs.  Why?  
What is the program doing to address this?
In these situations MAT programs may adopt a “harm reduction” public health approach.  
While acknowledging some people may not be ready to address their use of other 
substances, the “harm reduction” approach recognizes that MAT reduces certain public 
health risks associated with opioid use, such as diseases from sharing needles.

Although MAT is specific to opioid and alcohol use disorders, it is important to help 
individuals set goals to recover from all substance use.  It is important to communicate 
and coordinate specific treatment goals and permanency planning timelines with the 
MAT provider.  These goals should be encouraged through motivational counseling, 
therapies, and other supports to engage the individual in the treatment process.  It may 
be necessary to intensify treatment, including additional medication, or referring the 
individual to a higher level of care.  An individual should be discharged only when 
they’ve achieved their treatment goals or when MAT is no longer clinically indicated.

Poly-substance use is common among individuals in opioid use disorder treatment, 
including MAT.  Other substances typically accompanying opioid use include alcohol, 
marijuana, benzodiazepines, and cocaine.
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What does recovery look like?  What is its impact on 
permanency planning?

MAT has many benefits.  The agonist effects of both methadone and buprenorphine 
prevent aversive withdrawal symptoms, greatly increasing treatment retention. There 
is evidence methadone reduces non-opioid substance use and criminal behavior and 
improves health outcomes, employment, and social functioning.

MAT decreases the risk of relapse.

Treatment and maintenance intensity and duration vary among individuals.  Relapse – often 
likely and part of recovery – also varies in duration and intensity.  An individual’s recovery 
from opioid use disorder will likely not conform to ASFA timeframes.

What do I do if a parent presents as being high while 
on MAT?  What could be causing this?  What do I do if I 
think MAT is not working for a client? 
Call the clinic immediately and discuss the matter with the provider.  If your call is not 
successful or calling is not an option, contact the Office of Clinical Services at 609-888-7111.

My client is using and just learned she is pregnant.  
Do I send her to a detox program?
No. Consult with a CPSAI CADC and/or contact the Office of Clinical Services to discuss 
MAT (specifically methadone) and pregnancy.  Methadone is considered the “gold standard” 
for opioid use treatment for pregnant women.  It has been extensively studied and deemed 
safe.  While opiate abstinence syndrome in the newborn is possible, the risk is outweighed 
by the benefits of methadone, including a lower neonatal morbidity and mortality rate 
among mothers and children; protecting the fetus from repeated withdrawal episodes 
in-utero; decreasing risk of obstetric and fetal complications; decreasing infection, which 
can be transmitted to child; and improving overall health and wellbeing.

Sometimes a caregiver’s mental health issues can impact their ability to parent. Some signs 
of mental health issues are: extreme sadness/irritability; feelings of extreme highs or lows; 
excessive fears; social withdrawal; dramatic changes in eating or sleeping habits; strong 
feelings of anger; delusions; hallucinations; inability to cope with daily activities; suicidal 
thoughts, and homicidal thoughts.

When there are allegations that a caregiver is suffering from a mental health disorder 
the CP&P caseworker must carefully and thoroughly assess the situation. This is done 
by seeing the home, interviewing all household members and getting information from 
appropriate collateral resources including the child’ school, the child’s pediatrician, the 
caregiver’s medical professionals, the police, and others.

Children can also experience mental health issues that can affect their ability to function. 

When a caregiver or child is displaying symptoms of a mental health disorder the CP&P 
staff should conference with the Clinical Consultant. The Clinical Consultant may review 
the case record and can also determine whether the individual has obtained services from the 
Children’s System of Care by searching in CYBER. Based on the information obtained, the 
Clinical Consultant can make recommendations regarding evaluations and services.

All children in the state of NJ with mental health concerns, emotional issues, or behavioral 
issues may access services through the Children’s System of Care.  The caregiver can access 
services on behalf of the young person by calling 877-652-7624.

When a child enters placement they will have a CHEC evaluation which is a comprehensive 
medical evaluation including a mental health assessment. The CHEC evaluation may yield 
recommendations for further evaluations and/or services.

CP&P has access to the Office of Clinical Services. This office has a team of psychiatrists and 
psychologists that are available review clinical records and offer consultation.

Practice Considerations
Working with Families when there are Mental Health Concerns
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CP&P Domestic Violence (DV) Protocol at a Glance

Definitions
Domestic Violence is a pattern of coercive behavior used y the batterer to establish 
control and fear in a relationship against an intimate partner. 

Coercive control is often established using threats, isolation, and deprivation of 
individual rights interspersed with acts of physical and/or sexual violence and 
can often be identified by using the Duluth Model Power and Control Wheel.

NOP is defined as any person defined as a victim of Domestic Violence.

Batterer is a perpetrator of domestic violence as demonstrated by behavior not 
self disclosure or diagnosis.

Safety in the Field
“A teamed response is required in cases that involved ongoing domestic violence 
situations where the alleged batterer resides in the home. A teamed response is 
preferred if the batterer does not reside in the home.”

Notations of situations which may present risk t the personal safety of CP&P staff 
may be found in the “Documentation of Response Box” in NJ SPIIRIT.

Engagement/Interviewing
Order of Interview in DV cases should be:

The non-offending parent however if the worker has a reason to believe 
that this will cause risk to the child, begin with the child

The children beginning with the child who is the alleged victim, then the 
siblings, and then the other children in the home

The person who is the batterer

When DV is present or suspected it is vital to interview the NOP and the children 
separate from the batter. This can be accomplished in entirely different sessions.

The NOP should be consulted about safe engagement/interview of the batterer.

“Under no circumstance should information from the separate sessions with the 
NOP and the children be revealed to the batterer.

Case Plans
Separate case plans must be developed with the batterer and the non-offending 
pattern and her child/children. The batterer shall not have access to the NOP’s 
case plan.

Cessation of the abusive behavior should be included in the batterer’s case 
plan; this assists the worker in identifying who is responsible for the battering.

Placement
The child should remain in the care of the NOP whenever possible.

Placement with a known batterer is inappropriate.

Kinship placement with someone in the batterer’s family must be cautiously 
considered, involve your DVL to assist you with assessment.

Ongoing Screening and Safety
Domestic Violence Screening should continue at each contact with the family.

The screening should include identifying indications of coercive control, child 
endangerment, and isolation.

Context and content of the DV may impact the response and decision of the 
NOP. CP&P workers should develop ongoing safety around this reality.

Safety planning should be accomplished with the NOP around CP&P involvement. 
This should be accomplished minimally with every changes in the CP&P case i.e. 
court appearance, Family Team Meetings, Court discover process, change in  
visitation requirements for the batterer.

Special Legal Considerations
An order of Protection may e sought by CP&P, using Title 9, to have a batterer 
restrained from the home.

A Risk Assessment may be ordered by the court before visitation provisions are 
set with DV is present. It is imperative to involve your local DVL or DV program to 
assist with this assessment.
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Recommended Services
Batterers Intervention, Domestic Violence Services, Assistance in helping NOP 
prohibit offender from the home

Specialized services for children including PALS. This program is also appropriate 
for children in a resource home that previously witnessed DV in their own home.
Batterers should be recommended for criminal or court- mandated batterer in-
tervention programs not anger management.

NOT ALLOWED:
Mandating restraining orders, couples counseling, general anger management 
programs, or mediation., forcing the NOP to leave the home.

Family Team Meetings
The batterer should not be in family team meetings with the non-offending 
parent/caregiver

Involve your DVL to assess any special circumstances of the possibility of safe 
considerations when a FTM might include both parties.

Documentation
A worker must consider the safety and confidentiality of the NOP in all 
documentation.

Keep a NOP address confidential and redacted from the verified complaints or 
any other documents that may e accessible for the batterer.

In a DV allegation, the NOP should rarely be coded as the  perpetrator

Document the specific  behaviors of the batterer that pose a risk to the NOP and 
children

When documenting an NOP response, be careful to accurately assess the impact 
of the violence. Document the potential risk of retaliation and harm by the batterer.

Safety Planning with Adults
Identify your partner’s use of force so that you can assess the risk of physical danger to 
you and your children before it occurs.

Identify safe areas of your house where there are no weapons and there are ways to 
escape. If arguments occur, try to move to those areas.

Don’t run to where the children are, as your partner may hurt them as well.

If violence is unavoidable, make yourself a small target. Dive into a corner and curl 
up into a ball with your face protected and arms around each side of your head, fingers 
entwined.

If possible, have a phone accessible at all times and know what numbers to call for help. 
Know where the nearest public phone is located. Know the number to your local shelter. 
If your life is in danger, call the police.

Let trusted friends and neighbors know of your situation and develop a plan and visual 
signal for when you need help.

Teach your children how to get help. Instruct them not to get involved in the violence 
between you and your partner. Plan a code word to signal them that they should get help 
or leave the house.

Tell your children that violence is never right, even when someone they love is being 
violent. Tell them that neither you, or they, are at fault or are the cause of the violence, 
and that when anyone is being violent it is important to stay safe.

Practice how to get out safely. Practice with your children.

Plan for what you will do if your children tell your partner of your plan or if your partner 
otherwise finds out your plan.

Keep weapons like guns and knives locked away and as inaccessible as possible.

Safety Planning
When Domestic Violence is Present
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Make a habit of backing the car into the driveway and keeping to fueled. Keep the 
driver’s door unlocked and others locked- for a quick escape. 

Try not to wear scarves or long jewelry that could be used to strangle you.

Create several plausible reasons for leaving the house at different times of the day or night.

Safety Planning with Children
The most important thing to do when grown-ups fight is to stay safe!

Stay out of the fight. Safe places where you can go_________________________________

Always look out for your siblings. My sibling (s)___________________________________

Find a phone. Phone number __________________________________________________

Everyone remember that fighting is never a child’s fault!!!!!!

Think about something to do to feel better ________________________________________

You are brave!

Did you know... 

It’s okay to express ANY feeling, as long as you don’t hurt yourself, hurt anyone else, 
or break things.

It’s okay to say NO to someone who wants to get in your personal space.

It’s okay to keep safe distances from people who make you feel uncomfortable.

It’s okay to ask for help!

Each family is unique. If they reveal that a parent is incarcerated, the need to engage and 
understand their situation becomes crucial. If a child is not in placement, the family may 
benefit from additional information or resources to assist in coping with the absence. If the 
child is entering care or is already in placement, the regular permanency work that occurs 
must take into account this additional element. 

The absent parent’s contact information and any additional information about them should be 
gathered.  If the contact information is unknown, then a search using identifying information 
such as full name, date of birth, and last known address will be necessary. Locating a parent 
is important in terms of establishing paternity, discovering potential family caretakers, 
and in providing information about case planning, the child, and legal proceedings to the 
incarcerated parent. Once the parent is located, contact via phone, visit or letter should be 
made. Social Service Departments within the facilities are usually able to assist.  

Once the incarcerated parent is located it is imperative that they are served with all court 
complaints and court orders, are afforded the opportunity to obtain legal representation, and 
are able to participate in scheduled hearings regarding their children.

As the social stigma and shame associated with incarceration sometimes make it difficult to 
discuss, child welfare workers should be sensitive to the feelings of family members. There 
may be a reluctance to provide particulars, such as the type of offense or terms of the sentence. 
There may be anger or dismissal, with comments such as “He’s not around.” Children may 
not be aware that their parent is in prison.  The Deputy Attorney General assigned to the 
matter may help determine if documents such as Judgments of Conviction, police records, 
etc. will be useful in assessing the parent’s original situation, and whether the type and 
magnitude of the offense should preclude contact with the child. For example, a history of 
serious crimes against children, or sexual abuse, may mean that contact is not in a child’s 
best interests. If the matter is litigated within the family court, any conditions imposed by the 
court regarding contact must be followed.

Practice Considerations
for Children with Incarcerated Parents
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Some inmates may have committed crimes that may have less impact on their ability to 
have positive relationships with their children.  This may be especially true for those at the 
end of their sentences, who have successfully completed substance abuse or other treatment 
programs, or for those in minimum security or transitional re-entry facilities. In these 
situations, inclusion in the FTM process via phone or by providing written information, 
activities that support planning for reunification, such as visitation or counseling, should 
be explored.  The usual conferences that occur should include information pertaining to the 
incarcerated parent.

The question of the nature of the incarcerated person’s current relationship with the child, the 
age and special needs of the child, the geographic locations involved, and the involvement of 
the child’s caretaker and siblings are all factors to consider in planning contact and service 
provision. All facilities in NJ have information posted on the NJ Department of Corrections 
website. All facilities vary in their visitation and contact arrangements. If visiting a parent or 
arranging a visit for a child, this information, and the assistance of the Department of Social 
Services within the facility, should be used to make a visitation plan. Tips for visitation or 
maintaining contact can be found online.

Whether a parent is housed at a minimum security, maximum security, state, federal or county 
institution, they can be approached about relative resources, medical history, and background 
information. 

How Do We Know We Are Doing Well?

The Quality Review (QR) is a process by which we assess our practice and identify strengths 
and areas needing improvement.  Reviews are conducted every other year in every county 
and consist of an in-depth case review method and practice appraisal process to find out how 
well children and families are doing and how well they are being served. Cases are reviewed 
to determine child and parent/caregiver status, recent progress, and related system practice 
and performance results.

I. Questions Explored via the QR 

Questions about how children and families are doing include:

Is the child safe from manageable risks of harm caused by others or by him/herself? 
Is the child in a safe, stable home?

Are the child’s basic physical and health needs met?

Is the child doing well in school? Is the child making academic progress?

Is the child doing well emotionally and behaviorally?

Are the parents/caregivers able and willing to assist, support, and supervise the child 
reliably on a daily basis?

Is the child making progress in key life areas and are parents/caregivers satisfied 
with services being received?

Positive answers to these questions show that children and families are being effectively 
served. When negative patterns are found, improvements can and should be made to 
strengthen frontline practice, local services, and results. 

Quality Review

7069



Questions about how well the service system is working include:

Do the child’s parents/caregivers, CP&P caseworker, and service providers share a 
“big picture” understanding of the child and family situation, their identity, strengths 
and needs so that sensible supports and services can be planned?

Do these “practice partners” share a long-term view of how services will enable 
the child and family to function successfully in their daily settings (e.g., home and 
school)?

Does the child and family have a sensible service plan that organizes   supports, services, 
and interventions to be provided and that includes informal and community supports 
as well as service providers?

Are needed supports and services provided in a timely, competent, and culturally 
appropriate manner?  Are services of sufficient intensity to achieve positive results 
for the child while strengthening the functional  capacities of the family?

Are the child’s caregivers getting the training and support necessary for them to be 
effective parents and maintain a safe and stable home for the children?

Are the child’s and family’s services being coordinated effectively across settings, 
providers and agencies?

Are the supports and services provided reducing risks and improving safety and 
family functioning?  Is a sustainable support network being built with and for the 
family?

Are services and results monitored frequently with timely adjustment to reflect changing 
needs and life circumstances? Are services effective in improving well-being and 
functioning while reducing risk? 

II. What’s Learned through the QR 

The QR involves case reviews, observations, and interviews with key stakeholders. Results 
provide rich information to inform planning for improvement. Information gathered includes:

Findings which profile local practice and results, and which suggest recurrent themes 
and patterns when considered across children and families reviewed.

Understanding of contextual factors that affect daily frontline practice in the geographic 
areas being reviewed.

Quantitative patterns of child and family status and practice performance results, based 
on key measures.

Noteworthy accomplishments and successes.

Emerging issues and challenges in current practice situations explained in local context.

Critical learning and input for next-step actions and for improving program design, 
practice, and working conditions.

Systemic issues that affect outcomes or practice that require resources or attention above 
the local level.

The results of the QR inform program improvement plans developed locally to build on the 
strengths and address any areas needing improvement.  
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Structured Decision Making
Safety Assessment (In-Home)

Caregiver leaves child with a person unwilling to provide care.

Child is fearful of caregiver, other family members, or other people 
living in or having access to the home.

Caregiver is verbally hostile when talking to or about the child and/
or has extremely unrealistic expectations for the child’s behavior.

Caregiver demonstrates poor planning for child’s care.

Caregiver has left the child with someone but the caregiver has not returned according 
to plan.

Caregiver did not express plans to return for the child.

Caregiver has been gone longer than the person keeping the child expected/or is 
willing to wait.

Caregiver makes inadequate and/or inappropriate babysitting or child care 
arrangements or demonstrates very poor planning for the child’s care.

Child cries, cowers, cringes, trembles, or otherwise exhibits fear in the presence of 
certain individuals or verbalizes such fear.

Child exhibits severe anxiety (for example: nightmares, insomnia) related to situations 
associated with a person in the home.

Child has reasonable fears of retribution or retaliation from caregiver.

Describes child as evil, stupid, ugly, or in some other demeaning or degrading manner.

Curses and/or repeatedly puts child down.

Below are the definitions of each item to be assessed when making 
a safety assessment. 
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Caregiver caused serious physical harm to the child or has made 
a plausible threat to cause serious physical harm.

Caregiver’s explanation for the child’s injury or physical condition is 
inconsistent with the nature of the injury or condition.

Scapegoats a particular child in the family.

Expects a child to perform or act in a way that is impossible or improbable for the 
child’s age and/or developmental status (for example: babies and young children 
expected not to cry, expected to be still for extended periods, be toilet trained or eat 
neatly, expected to care for younger siblings, expected to stay alone).

Child is seen by either caregiver as responsible for the caregivers’ problems.

Caregiver did not express plans to return for the child.

Uses sexualized language to describe child or in name calling (for example: whore, 
slut, etc.).

Other than accidentally, caregiver caused serious abuse or injury (for example: shaken 
baby syndrome, fractures, poisoning, suffocating, shooting, burns, bruises/welts, bite 
marks, choke marks, etc.)

An action, inaction, or threat that would result in serious harm (for example: threats to 
kill, starve, lock out of home, etc.)

Plans to retaliate against child for CPS investigation.

Caregiver has used torture or physical force, which bears on no resemblance to 
reasonable discipline.

Caregiver fears he/she will maltreat child and/or request placement.

Caregiver denies knowledge of a child’s injury or condition and such denial appears 
implausible.

Caregiver’s explanation for how an injury occurred is contrary to the nature of the 
injury. (i.e., linear welt marks on the thigh are explained as child tripped on the 
sidewalk and fell)

Caregiver refuses access to the child, or there is reason to believe 
that the caregiver is about to flee, and/or the child’s whereabouts 
cannot be ascertained.

Caregiver has not, will not, or is unable to provide care and 
supervision necessary to protect the child from potentially 
serious harm, including harm from self (child) or other persons 
living in or having access to the home.

Medical statements from a physician indicate that an injury could be the result of 
abuse, but caregiver denies abuse.

There are significant discrepancies between explanations given by the caregiver, the 
child other household members, and/or other collateral sources of information.

Facts related to the condition, incident, and injury, as observed by CPS and/or 
supported by medical or other professionals, contradict the caregiver’s explanation.

Caregiver has previously fled in response to a CPS investigation.

Caregiver has removed child from a hospital against medical advise.

Caregiver has a history of keeping child at home, away from peers, school, or other 
outsiders for extended periods.

Caregiver is highly transient.

Caregiver hides the child or refuses access.

Caregiver does not or cannot attend to the child so that care goes unnoticed or unmet 
(for example: although the caregiver may be present, the child can wander outdoors 
alone, play with dangerous objects, play on unprotected window ledge, or be exposed 
to other serious hazards).

Caregiver leaves child alone. (time period varies with age and developmental stage)

Caregiver’s whereabouts are unknown.
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Caregiver has not, will not, or is unable to meet the child’s 
immediate needs for food, clothing, shelter, and/or medical or 
mental health care.

Child sexual abuse/exploitation is suspected and circumstances 
suggest that child safety may be an immediate concern.

Caregiver does not or is unable to protect the child from violence in the home, criminal 
activity, and/or other harmful behaviors between adults or children in or having access 
to the home.

Caregiver cannot control the behavior of a child living in the home, including immediate 
and/or impending serious harm to himself or others. (e.g., substance abuse or provocative 
behavior)

No food provided or available to child, or child starved or deprived of food or drink for 
prolonged periods.

Child without minimally warm clothing in cold months.

No housing or emergency shelter; child must or is forced to sleep in the street, car, etc.; 
housing is unsafe, without heat, etc.

Caregiver does not seek treatment for child’s immediate and dangerous medical 
conditions or does not follow prescribed treatment for such conditions.

Child appears malnourished.

Child has exceptional needs and/or behaviors which caregivers cannot/will not meet.

Child is suicidal and caregivers will not take protective action.

Child shows effects of maltreatment, such as serious emotional symptoms and lack of 
behavior control or serious physical symptoms.

Access to child by possible or confirmed perpetrator continues to exist.

It appears that caregiver or others have committed rape, sodomy, or has had other sexual 
contact with child.

Caregiver or others have forced or encouraged child to engage in sexual performances or 
activities.

The child’s physical living conditions are hazardous and immediately 
threatening.  Based on the child’s age and developmental status, 
assess whether physical living conditions are hazardous and 
immediately threatening, such as:

Caregiver’s behavior is violent or out of control.

Leaking gas from stove or heating unit.

Dangerous substances or objects stored in unlocked lower shelves or cabinets, under 
sink or in the open, including regulated or illicit drugs and/or drug 
paraphernalia.

Lack of water or utilities (heat, plumbing, electricity) and no alternate provisions 
made, or alternate provisions are inappropriate. (for example: stove, unsafe space 
heaters)

Open, broken, or missing windows, without screens or guards.

Exposed electrical wires.

Excessive garbage or rotted or spoiled food that threatens health.

Serious illness or significant injury has occurred due to living conditions and these 
conditions still exist. (for example: lead poisoning, rat bites)

Evidence of human or animal waste throughout living quarters.

Guns or other weapons are not locked.

Extreme physical or verbal, angry or hostile outbursts at child.

Use of brutal or bizarre punishment. (for example: scalding with hot water, burning with 
cigarettes, forced feeding)

Domestic violence is likely to place the child at risk of harm.

Use of guns, knives, or other instruments in a violent way.
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Caregiver’s drug or alcohol use seriously affects his/her ability to 
supervise, protect, or care for the child. Caregiver has misused 
a drug or alcoholic beverages to the extent that control of his 
or her actions is lost or significantly impaired.  As a result, the 
caregiver is unable, or will likely be unable to care for the child, 
or has harmed the child, or is likely to harm the child.  Examples 
such as:

Caregiver’s involvement in criminal activity seriously affects his/her 
ability to supervise, protect, or care for the child.

Violently shakes or chokes baby or young child to stop a particular behavior.

Behavior that seems out of touch with reality, fanatical, or bizarre.

Behavior that seems to indicate a serious lack of self-control. (for example: reckless, 
unstable, raving, and explosive)

Caregiver’s behavior outside the home (drugs, violence, aggressiveness, hostility) 
creates an environment within the home which threatens the child’s safety (e.g., drug 
parties, association with gangs, drive-by shootings).

Adult uses child to sell or transport drugs.

Drug transactions occur in the home.

Caregiver drives with child in the vehicle while under the influence of drugs or alcohol.

Caregiver is involved or engaged in criminal activity, and such involvement places the 
child in serious danger of immediate harm.  As a result, the caregiver is unable, or will 
likely be unable, to care for the child, or has harmed the child, or is likely to harm the 
child.

Caregiver’s emotional stability, developmental status, or cognitive 
deficiency seriously impairs his/her ability to supervise, protect, or 
care for the child.

Other factors that place the child in immediate and/or impending 
danger of serious harm. Examples of other factors:

Caregiver’s refusal to follow prescribed medications impedes ability to parent the 
child.

Caregiver’s inability to control emotions impedes ability to parent the child.

Caregiver acts out or exhibits distorted perception that impedes ability to parent the 
child.

Caregiver’s depression impedes ability to parent the child.

Due to cognitive delay the caregiver lacks the basic knowledge related to parenting 
skills such as:

Not knowing that infants need regular feedings:

Failure to access and obtain basic/emergency medical care:

Proper diet; or

Adequate supervision.

Household member has past convictions regarding violent behaviors and acts toward 
others (e.g., assault and battery, homicide, sexual assault or rape, or criminal acts 
involving weapons).

Previous involuntary termination of parental rights.

Previous death of a child due to abuse or neglect.

Previous criminal conviction for child abuse or neglect.

Previous criminal conviction for child abuse or neglect in another state or jurisdiction.

Known CPS history/pattern of repeated incidents of serious maltreatment.
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Child Safety Assessment
Out of Home Placement

CP&P is required to assess the safety of each child for whom it has legal authority to place 
out of home.  The responsibility to assess safety extends to children placed within the State 
of New Jersey as well as to New Jersey children out of state. 

When children are placed in a resource home safety is assessed using CP&P form 22-6.

When children are placed in a congregate care setting safety is assessed using CP&P form 
22-10.

Every time that the child’s worker or the resource family unit worker interacts with the 
child they must assess the child’s immediate safety and wellbeing.

When a child is placed in a resource home in the state of New Jersey the assigned caseworker 
or SPRU worker completes CP&P form 22-6 at the time of placement. The assigned 
caseworker completes the form again within 5 days of placement/re-placement, and at 
every MVR.

When a child is placed in a resource home out of state the assigned caseworker completes the 
22-6 on the day of placement and every six months after.

When a child is placed in a congregate care setting or independant living setting the assigned 
caseworker completes CP&P form 22-10 within one month of placement, every six months 
after, when the child calls the caseworker in crisis, and when the youth is on leave from 
placement.

The resource family suport worker completes CP&P form 22-6 when following up with a 
corrective action plan, during the annual re-evaluation, and when requesting a waiver for 
exception to population limits.

The Office of Licensing completes CP&P form 22-6 annually during the 1 year licensing 
inspection and during the 3 year licensing renewal.  

IAIU and SPRU investigators complete CP&P form 22-6 when investigation abuse/neglect 
in a resource home.

The Office of the Public Defender Conflict Investigation Unit completes this form when in-
vestigating a CP&P employee, and employee’s relative, or other conflict matter.
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In addition to assessing safety, the level of risk must also be determined:

Structured Decision Making
Risk Assessment (In-Home)

10099



Structured Decision Making
Reunification Assessment (Out of Home)
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Investigative Findings Decision Making Tree

Investigator determines whether or not a preponderance of evidence indicates 
that a child is abused or neglected as defined in N.J.S.A § 9:6-8.21.

Absolutely Substantiating Circumstances (NJAC 10:129-7.4)
1. The death or near death of a child as a result of abuse or neglect; 

2. Subjecting a child to sexual activity or exposure to inappropriate sexual activity or materials;

3. The infliction of injury or creation of a condition requiring a child to be hospitalized or to 
receive significant medical attention; 

4. Repeated instances of physical abuse committed by the perpetrator against any child;

5. Failure to take reasonable action to protect a child from sexual abuse or repeated 
instances of physical abuse under circumstances where the parent or guardian knew or 
should have known that such abuse was occurring; or

6. Depriving a child of necessary care which either caused serious harm or created a 
substantial risk of serious harm.

If Yes If No

Investigator determines whether one or more
of the absolutely substantiating circumstances
specified in N.J.A.C. 10:129-7.4 exists.

Investigator determines whether there is 
any evidence that a child was harmed or 
placed at risk of harm.

If Yes If No

The Abuse or 
Neglect is 

Not Established

The Abuse or 
Neglect is 
Unfounded

If Yes

If No Consider both the Aggravating and Mitigating Factors in N.J.A.C. 10:129-7.5

If Mitigating Factors Prevail

If Aggravating Factors Prevail

The Abuse or Neglect is 
Established

The Abuse or Neglect is 
Substantiated

Mitigating Factors
1.  Remedial actions taken by the alleged perpetrator before the investigation was 
concluded; 
2.  Extraordinary, situational, or temporary stressors that caused the parent or guardian 
to act in an uncharacteristic abusive or neglectful manner; 
3.  The isolated or aberrational nature of the abuse or neglect; and 
4.  The limited, minor, or negligible physical, psychological, or emotional impact of 
the abuse or neglect on the child.

Aggravating Factors
1.  Institutional abuse or neglect; 
2.  The perpetrator’s failure to comply with court orders or clearly established 
     or agreed-upon conditions designed to ensure the child’s safety, such as a 
     child safety plan or case plan; 
3.  The tender age, delayed developmental status or other vulnerability of the child; 
4.  Any significant or lasting physical, psychological, or emotional impact on the 
      child; 
5.  An attempt to inflict any significant or lasting physical, psychological, or 
      emotional harm on the child;
6.  Evidence suggesting a repetition or pattern of abuse or neglect, including 
     multiple instances in which abuse or neglect was substantiated or established; and
7.  The child’s safety requires separation of the child from the perpetrator.
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Mental Health
Screening Tool
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Visitation
Documentation Guide & Relative Documentation Guide 
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