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Reimagining Child Welfare Services: 
New York State’s Child Welfare Modernization Vision 

and Title IV-E Prevention Services Plan 
Introduction  

New York State’s child welfare system is at an inflection point. The New York State Office of 
Children and Family Services (OCFS) has been charged with charting a course — bold and 
innovative — designed to transform and modernize New York State’s child welfare system by 
building upon our strong history of preventive services and forging new pathways to achieve 
family and child well-being. The contributions we make to family strengthening and prevention as 
a child welfare system must further evolve from a system that focuses on child protective services 
and removal as a primary intervention strategy to one that focuses on prevention strategies to 
keep children safely at home. New York State’s Title IV-E Prevention Services Plan, submitted 
herein pursuant to the Family First Prevention Services Act (FFPSA or Family First), sets forth 
our vision for transformation, describes our aspirational goals, and details the steps we will take 
over the course of the next five years to fundamentally change the way child welfare at the state 
and county levels work with other governmental agencies, not-for-profit providers, community 
based organizations, and philanthropic partners to engage with families and strengthen 
communities so parents and children can thrive together as a family. This plan articulates our path 
to becoming a family and child well-being system of the 21st century.  

New York State’s bold vision for modernizing child welfare is centered on strengthening and 
investing in parents, families and  communities, and intentionally tackling inequities and disparities 
in the social determinants of health – poverty; lack of affordable, quality child care; education  
barriers; housing instability; food insecurity; lack of affordable, quality physical and mental health 
care; intimate partner violence; maternal depression; family mental illness; substance use 
disorder; and discrimination – which are identif iable root causes that bring families to the attention 
of child welfare. We know the child welfare system cannot address these social and psychosocial 
needs alone, yet the families we serve need us to be familiar with and provide robust resources 
to address these issues. If we do not change our approach, we are destined to achieve the same 
outcomes. New York State is ready to chart a new course. With access to new Title IV-E federal 
prevention funding, a continued state commitment to open-ended prevention funding (62/38) and 
realigned state funding, deepened government partnerships, and a public health perspective, we 
can transition from a child-centric system to a family and child well-being system. We know, and 
the data tell us, that a child’s connection to their family is paramount to healthy family bonds and 
provides the foundation upon which safety, permanency, and well-being can truly be achieved. 
To that end, we have begun to reimagine our system to be one in which we:  

(1) embrace listening to parents, youth, and kin caregivers as they tell us what they want and 
need,  

(2) marshal our own resources and the resources across the public platform and in communities 
to address those needs from a public health perspective,  

(3) embrace diversity, equity, inclusion, and accessibility (DEIA) recognizing the disparate impact 
our policies have had on people with varied racial, ethnic, gender, socio-economic status by 
providing opportunities for individuals to gain access to a wide range of resources and services 
across all sectors, 

(4) deploy evidence-based practices designed to strengthen and support families, and 
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 (5) invest in community-based programs which reflect the communities they serve. 

Implementation of Family First is a key step toward achieving New York State’s goal of a family 
and child well-being system. However, Family First is the floor – it is not our ceiling. New York 
State knows Family First does not go far enough. We cannot wait for a call to the New York 
Statewide Central Register of Child Abuse and Maltreatment (SCR) and begin to “fix” a family 
during crisis or wait for a youth’s behaviors to bring them to the attention of the juvenile justice 
system before supporting the youth and family. Using a public health lens, we must meet families 
where they are and have the capacity to rapidly engage with culturally relevant supports and 
resources that are within reach of families. While Family First is focused upon secondary and 
tertiary prevention1, New York State is building a more robust system, centered upon culturally 
responsive and accessible primary prevention services coupled with the concrete and economic 
supports available to families upstream, well before contact with or entry into the child welfare 
system is ever contemplated. 

Children do well when their parents, caregivers, families, and communities are healthy and stable. 
OCFS believes that a child’s connection to their parents, family and community is paramount and 
provides the context in which safety, permanency, and greater well-being should occur. A child 
welfare system of the 21st century recognizes parent, youth, family, and community well-being as 
foundational to any effort to reduce the incidence of child maltreatment, abuse, and neglect. 
Moreover, meaningful prevention efforts must center upon addressing the social and economic 
needs of families and their networks of natural supports well before involvement with social 
services is necessary.  

For too long, the child welfare system has focused its efforts and resources into fixing perceived 
individual deficits that contribute to child abuse and maltreatment, but research shows child abuse 
and maltreatment have multiple, complex causes including poverty-related neglect. In 2019, 57% 
of New York State’s child protective services reports were substantiated based on maltreatment 
rather than abuse2. Our goal is to significantly reduce, if not eliminate, the need to call the SCR 
by meeting families’ needs long before the crises emerge. New York State is committed to 
implementing Family First, fully leveraging this opportunity to use Title IV-E dollars in a manner 
designed to keep children safely in their homes, to keep their families intact, and to reduce the 
need for foster care. Family First is one core lever at the center of a broader array of strategies 
designed to transform child welfare in New York State.  

Plan Overview 

This document serves several purposes. It is both blueprint and vision: a description of New York 
State’s plan, in partnership with our diverse stakeholders for growing and enhancing preventive 
services under Family First and an invitation to ourselves and our state and federal partners to 
think bigger, to push beyond the opportunities currently afforded under Family First, and to create 
a more comprehensive, interdisciplinary, upstream approach to child protective services and 
foster care. Section 1 outlines New York State’s goals setting forth the three core bodies of work 
being undertaken to support this vision. Sections 2-8 dive deeply into Family First implementation 
and lay out the primary components of New York State’s Title IV-E Prevention Plan.   
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Section 1: New York State’s Vision for Child Welfare Modernization 

Guiding Principles 

Surrounding and guiding New York State’s transformation are three guiding principles intended 
to keep families and communities at the forefront of the work, shaping how questions are asked, 
how solutions are pursued, and the criteria by which outcomes are evaluated:  

• Race Equity and Gender Identity – advancing a child welfare system where all children 
and families, regardless of race and Sexual Orientation, Gender Identity and Expression (SOGIE) 
have the same opportunity to reach their potential 

• Social and Economic Well-Being – promoting and supporting a trauma-informed system 
where basic human needs are met  

• Parent and Youth Partnership – authentically and effectively sustaining the involvement 
of parents, youth and when applicable, kin in our shared outcomes 

 

I. CURRENT SYSTEM TRANSFORMATION EFFORTS 

a. Theory of Change 

Poverty-related factors such as food insecurity, housing instability, and lack of quality, affordable 
child-care and health care should not be reasons why a family comes to the attention of child 
protective services (CPS). Therefore, New York State will leverage a vast array of prevention 
services, including economic and concrete supports, to provide families with the resources and 
services they need so children can remain safely at home and families are supported. New York 
State will work with intention to reduce disproportionality and disparity in the child welfare system. 
New York State will remain data informed, partner with those with lived experiences, sister state 
agencies, not-for-profit providers, and philanthropic community as we advance policies and 
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practices that strengthen communities and strive to provide economic stability and concrete 
supports for families.  

While New York State is fully committed to implementing Family First, there must be an 
acknowledgement that many, if not all, of the approved evidence-based programs (EBPs), are 
not designed to serve the culturally, racially, and ethnically diverse children and families of New 
York State. Indeed, guidance from the Administration for Children and Families (ACF), Information 
Memorandum 21-04, allows states to make eligible adaptations of approved programs reviewed 
in the Title IV-E Prevention Services Clearinghouse (Clearinghouse). While New York State 
appreciates and welcomes the ability to make adaptations, we question whether the use of EBPs, 
which are not backed by scientif ic evidence to demonstrate effectiveness for diverse populations, 
is the best strategy to serve our children and families.  

b. New York State Logic Model 

New York State is committed to utilizing the opportunity presented by Family First to increase the 
number of children and families that receive an EBP, thereby reducing the number of children at 
risk of removal from their homes and/or entering foster care. While our theory of change is our 
“North Star” for a child and family well-being system, the logic model presented below provides a 
road map as to how our vision and goal to improve outcomes to support family and child well-
being will be achieved.  
Figure 2: New York State Logic Model – Preventive Services  

Target Populations   

The state and its partners intend to increase the number of children and families receiving Family First 
and other needed preventive services by expanding the availability of services to the following target 
populations: 

Family First: Wave 1 

• Pregnant and parenting youth in foster care. 
• “Candidates for foster care” defined as: 

o Children with an open preventive services case (aka Child Welfare Track families) 
o Children eligible and receiving Healthy Families New York home visiting services  

 
Family First: Wave 2 

 All of  the above, and expansion of “candidates for foster care” to include: 

• Children who meet the criteria for opening a preventive services case that are identified and 
served by community-based providers or sister state agencies outside the formal child welfare 
system (aka Community Prevention/Light Touch families)  

 
Public Health Model 

• “No Track” families with economic, concrete, or other preventive service needs served through 
primary prevention programs without opening a services case, with outcomes monitored at the 
program level 
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Interventions: Family First  

Interventions include (but are not limited to): 

Wave 1: 
• Brief  Strategic Family Therapy (BFST) 
• Family Check-Up (FCU) 
• Familias Unidas 
• Functional Family Therapy (FFT) 
• Healthy Families America (HFA) 
• HOMEBUILDERS 
• Motivational Interviewing (MI) 

• Multisystemic Therapy (MST) 
• Nurse-Family Partnership (NFP) 
• Parent-Child Interaction Therapy (PCIT) 
• Parents as Teachers (PAT) 

 

Wave Two: 

• Additional interventions TBD 
  
Proximal Outcomes  

Parents and children will experience improved family functioning as they achieve the desired outcomes 
indicated by the provided service. These outcomes include, (but are not limited to): 

• Improved child social, emotional, and 
behavioral functioning 

• Increased child safety 
• Improved child cognitive functioning 
• Improved child physical development and 

health 

• Increased adult emotional and mental 
well-being 

• Improved positive parenting practices 
• Reduced parent substance use 
• Improved protective factors 

 

 

Distal Outcomes  

The number of children and families served with Family First EBPs and primary prevention programs will 
increase, leading to a reduced number of children removed from their homes, fewer child protective 
services (CPS) contacts, and reduced foster care entries. Outcomes to be monitored include the 
following: 

• Number of pregnant and parenting youth in foster care provided a Family First EBP each year 
• Number of  children served on Child Welfare, Healthy Families New York (HFNY), and 

Community Prevention track each year 
• Number and percentage of children named as an alleged or substantiated victim in a CPS report 

(both Traditional and FAR) after receiving preventive services/Family First EBP 
• Number and percentage of children entering foster care af ter receiving Family First EBP or 

preventive service 
 

c. Building Upon New York State’s Momentum 

As New York State continues its transformation into a system oriented upon strengthening 
families, we are building on ample recent progress. At the center of New York State’s long-
standing approach to prevention is a primary prevention strategy and service array, including but 
not limited to, family resource centers (FRCs), parenting education programs, home visiting 
programs, and domestic violence services. OCFS depends on its valued partners to plan and 
deliver preventive services in each local department of social services (LDSS) and in the 
community through direct state administered contracts (e.g., HFNY, FRCs etc.), and as we adapt 
our strategy, these partnerships will be more important than ever. Throughout state fiscal years 
(SFY) 2019 - 2021, the state and local share (not including federal funds) in such primary 
prevention programs exceeded $195 million. 
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The wide availability of secondary preventive services to families with known child welfare contact 
is equally important in preventing further child abuse and maltreatment and reducing the need for 
foster care. In 2020, 134,4063 reports were accepted by the New York State Statewide Central 
Register of Child Abuse and Maltreatment (SCR), and 6,3494 children were admitted into foster 
care. For these children and their families, New York State’s innovative child welfare financing 
approach supports LDSSs in purchasing an array of preventive services aimed at keeping 
children safe at home or shortening their time in out-of-home care. In 1979, New York State was 
the first state in the nation to provide open-ended state reimbursement for child preventive 
services. In addition, in June 2002, New York State passed a landmark legislation package known 
as Child Welfare Financing Reform (CWF). The package uncapped state funding for preventive, 
child protective, adoption, after care, and independent living services and capped state 
reimbursement to LDSSs for foster care services. The premise underlying CWF is that it is 
important to provide a reliable, uncapped source of funding for child welfare that enables LDSSs 
to invest in services that promote family stability and permanency for children in safe, home-based 
settings. While foster care is a component of all child welfare systems, New York State believes 
that the provision of services to alleviate imminent risk, the need for foster care, or reduce the 
time in foster care is critical to family preservation efforts. Under CWF, New York State   splits the 
cost of funding with LDSSs for preventive services for families with open child welfare services 
cases.  New York States pays 62% incurred costs and the LDSS pays 38%. Throughout the state 
fiscal years 2019-2021, New York State and LDSSs invested over $3.4 billion (not including 
federal funds) in secondary preventive services. This enabled LDSSs to provide over 80,0005 
children and their families with preventive services in 2020.  

Outcome data speak to the effectiveness of CWF and New York State’s approach to reducing 
imminent risk and preventing a child’s entry into foster care. While the number of New York State’s 
children reported to the SCR each year showed a modest increase (6%)6 between 2002 and 
2019, the number of children admitted into foster care dropped substantially. In 2002, nearly 
15,000 children entered New York State’s foster care system compared to just over 8,000 in 2019, 
a decline of 46%7. With the onset of the pandemic, CPS reports declined nearly 1% between 2019 
and 2020, and foster care admissions declined by 21%8. Annual outcome metrics have repeatedly 
shown that less than 6% of children authorized to receive preventive services enter foster care 
within 12 months9.  As a result, New York State currently has one of the lowest foster care 
admission rates nationwide (1.5 children for every 1,000 in 2020)10. This is a tremendous 
achievement and well-positions New York State to further reduce imminent risk and entry into 
foster care through Family First implementation and supports the approach New York State aims 
to implement as described in this plan.  
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Family First builds upon all of New York State’s success in supporting prevention – primary, 
secondary, and tertiary – to support families and reduce entry and re-entry into foster care. Family 
First will allow New York State to expand the number of families served through preventive 
services, improving the quality and effectiveness of offered program models and strengthen our 
partnerships with communities and across systems to identify and reach families earlier. Through 
Family First, more families will be identif ied and served through formal partnerships with 
community-based programs and other public agencies, reducing the need for families to interface 
with the child welfare system. This approach is necessary in New York State as we know that 
most children entering foster care have not received preventive services. Of the 6,349 children 
admitted into foster care in 2020, 60% (3,824) did not receive prevention services in the 12 months 
prior to their admission11. OCFS’s current investments and strategies have had a significant effect 
in reducing imminent risk of foster care, but they have not been sufficient or deployed where and 
when many families need them the most. We will expand our capacity and partnerships to 
strengthen families and meet their needs to further reduce imminent risk of entry into foster care.  

The New York State Kinship Navigator Program 

In those instances where foster care is needed, OCFS believes in the importance of kinship and 
relative support as a key strategy to reduce the need for non-relative foster care. A robust and 
meaningful kin-first culture leads to the very best outcomes for children and families. Research 
shows that when out-of-home placement is deemed a needed intervention, placing a child with a 
relative lead to stronger family bonds between the parent and child, fewer placement disruptions, 
shorter lengths of stay, and reduces the impact of trauma12. Indeed in 2018, New York State 
expanded its definition of who qualif ied as a relative to access kinship support to include a person 
who has a positive relationship with the child, including, but not limited to a stepparent, godparent, 
neighbor, or family friend. 
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OCFS has a rich history of supporting the New York State Kinship Navigator. The New York State 
Kinship Navigator is an information, referral, education, and advocacy program for kinship 
caregivers in New York State. The navigator seeks to assist kinship caregivers in providing 
stability and permanency to a child they are caring for by providing information on financial 
assistance, legal information, and referrals to other services and supports to address issues that 
caregivers face when raising child. 

The Kinship Navigator’s county resources assist kinship caregivers by providing access to 
resources available in their specific county to meet the needs of the children they are caring for. 
The Kinship Navigator maintains a website with relevant resource information for caregivers as 
well as the ability to elevate concerns and request additional resources for the relative children in 
their care. Each county displays kinship, legal, aging, youth, and any other services that are 
available in that county, along with program descriptions and contact information.  

To date only one kinship navigator program has been approved by the Clearinghouse. OCFS will 
implement in New York State this model in Wave 2 of the prevention plan as a strategy to support 
children in relative care.  Additionally, OCFS will continue to partner with the New York State 
Kinship Navigator on a New York State specific model that is aimed at improving services to 
support kinship caregivers who are caring for children outside of the child welfare system.  It is 
New York State’s goal that this model will meet the Clearinghouse requirements. This will be done 
through a separate Kinship Navigator Plan.  

d. A Renewed Focus on, and Understanding of, Well-being 

A decade ago, as a child welfare system, New York State embraced well-being as an organizing 
framework. At that time, the prevailing narrative in child welfare was that the responsibility for the 
well-being of children resided in other systems – such as education and health – with limited 
responsibility for child well-being assumed by the child welfare system. The Health and Human 
Services/Administration for Children, Youth and Families (HHS/ACYF) well-being framework 
created the impetus for New York State to provide new services and supports to improve the 
social and emotional well-being of children.  

Today, New York State is crafting a new vision for how we will support families and children over 
the next five years and beyond. This will include promoting not just child well-being but also 
parent, family, and community well-being by focusing, with intention, on the needs of the entire 
family and its network of natural supports before child protective services or foster care placement 
are considered. New York State will further support parents and other caregivers and invest in 
communities knowing that children will thrive when their homes are strong and supported.  

As with safety and permanency, well-being is not just the responsibility of child welfare and 
LDSSs; rather, the entire community plays a role. OCFS will be asking much of ourselves, our 
LDSSs, our provider network, and our public partners, asking them to help us craft a vision 
together and do the hard work of operationalizing it. Our business model and the family service 
eco-system can change to meet the demands of the 21st century, to be more responsive to what 
parents, families, youth, and communities have been asking from us for years: a trauma-informed, 
inclusive, accessible, culturally responsive system that supports, strengthens, and empowers 
families and their natural supports so that children can thrive. 
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e. Critical Role of Federal Partners and Investments 

The state’s perspective and understanding of what is required to support families has evolved 
over the past several years beginning with the passage of Family First and its emphasis on 
prevention and furthered by recent unprecedented events including national calls for race equity, 
gender inclusivity, our personal and collective experiences during the pandemic, and the powerful 
voices of constituents and community members. Many of these same experiences have been 
cited by the Children’s Bureau as the rationale for emphasizing prevention and bringing to bear 
public-private, as well as community-family driven partnerships and resources to strengthen 
families and prevent child abuse and neglect. We embrace federal leadership and support as 
states begin this critical journey of transforming child welfare from a foster care-oriented system 
to one defined by prevention and family strengthening and empowerment.  

Thus, as we join with our federal partners in this important endeavor, we invite them to ensure 
that New York has the flexibility necessary to robustly leverage Title IV-E funds through Family 
First to serve families in need “upstream” before child welfare is alerted through a child protective 
service report to the SCR or a youth enters the juvenile justice system. In addition, we invite our 
federal partners to infuse Community-Based Child Abuse Prevention (CBCAP) and Title IV-B with 
the additional resources and flexibility that are needed to eliminate racial inequity and disparity 
through expanded upstream family-supporting, community-strengthening services.  To the extent 
that these investments result in a reduction in foster care entries, we hope to retain and reinvest 
those savings in further upstream services, completing a feedback loop that fuels progressively 
deeper investments in families while keeping children safely out of foster care.  

New York State is well-positioned to continue our existing investment and make new investments 
in prevention to augment federal resources to address the often poverty related root causes of 
imminent risk and foster care entry. We intend to allocate state funds as a down payment on 
investing in families to meet their needs before a crisis occurs. We expect this initial investment, 
paired with a flexible federal investment, will result in:  

• reducing avoidable foster care entries across the state 

• eliminating racial disproportionality in foster care. and 

• increasing the well-being of parents, children, families, and communities.  

f. New York State’s Transformation Policy and Practice Strategies  

At the top of New York State’s modernization wheel is OCFS’s current suite of transformative 
strategies. These recent and emerging policies and practices predate and complement our 
developing Family First implementation efforts, and support the shared goals of amplifying family 
voice, reducing unnecessary foster care admissions and shortening the length of stay in foster 
care. In visioning a New York State child and family well-being system, we have collected the 
perspective of different stakeholder groups. We are listening to our partners and their calls for us 
to collectively address root causes of family needs, imminent risk of foster care entry, and to take 
a public health approach to child abuse and maltreatment prevention. This approach recognizes 
that the health and well-being of individuals and communities depends on multiple systems at the 
community and societal level which leverage existing resources before child abuse and 
maltreatment happens.13 These resources can include concrete supports for families, such as 
clothing, housing, quality affordable child care and food, as well as economic support.  
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We have learned a great deal in the last decade about these root causes and possible solutions 
and find ourselves with renewed energy to move from child protection as the primary intervention 
strategy to prevention programs and concrete economic supports that move us ever closer to a 
family and child well-being system.  

Today, we seek to strengthen families in a variety of ways far before placement into foster care 
is contemplated. We aim for the next generation to experience a continuum of care without the 
fear that has plagued child welfare involvement in the past. The following will be the key strategic 
cornerstones of our approach to ignite and operationalize the system transformation we envision:  

• Realigning policy to support and drive the transformation  

• Strengthening partnerships to form a public health approach  

• Promoting race equity  

• Prioritizing economic and concrete supports for families  

• Expanding and aligning evidence-based preventive services  

Examples of these policy and practice strategies designed to put children and families first 
include:  

• Prevention Investment and Reimbursement: With its reimbursement to counties for 
preventive services (i.e., 62% state share/38% local share reimbursement not including 
federal funds), New York has long been a national leader in family support and prevention, 
offering robust funding for preventive, child protective, adoption, aftercare, and 
independent living services statewide.  

• Block-Granting Foster Care Financing: New York has a long-standing policy of capping 
funds for foster care, limiting the state’s investment in out-of-home interventions, while 
making flexible funds available for prevention. 

• Community Optional Preventive Services (COPS): COPS funding is provided by a state 
and local partnership to fund community services that support youth and families with 
emerging needs before a serious problem develops. Rather than serving youth at 
immediate risk for placement, a key goal is to reduce the need for foster care and keep 
children with their families and communities. COPS-funded programs rely on communities 
to know what their families need, placing key decision-making in the hands of each 
individual community. LDSSs offer a wide range of services and COPS serves as a model 
for delivering community-based resources to children and families.  

• Workforce Recruitment and Retention Workgroup:  A strong, stable, and professional 
workforce is paramount to a family and child well-being system.  Since 2019, OCFS, in 
collaboration with the New York State Civil Service and local civil service partners, LDSSs 
commissioners and directors, University at Albany School of Social Welfare, and the New 
York Public Welfare Association (NYPWA) have convened to improve worker recruitment, 
selection, and retention.  Three key areas of focus include qualif ications and 
competencies, testing, and a statewide media campaign.   

• Parent Advisory Board (PAB): OCFS’s PAB gives a voice to parents, foster (kin and non-
relative) and adoptive parents and kinship caregivers in our policy making process. 
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Members provide feedback on their experiences in child welfare contribute to policy 
alignment and implementation of state and federal initiatives to improve safety, 
permanency and well-being for children and families. Members are compensated for their 
time.  

• Parent Advocates: OCFS is developing a program that will amplify the voice of parents 
and caregivers with experience child welfare experience by incorporating them within New 
York State’s child welfare structure. This effort is divided into two key components: 

1. Policy Family Advisors (Advisors): The Advisors will be located within OCFS 
working side by side with the existing state workforce as we provide oversight, 
monitoring and set the policy and regulatory framework with New York State’s 
state supervised county administer child welfare system.  

2. Family Peer Advocates (Advocates): Advocates will model the structure of the 
Policy Family Advisors but will be embedded within LDSSs. The Advocates, 
who have lived experiences with the child welfare system, will assist 
caseworkers to understand the needs of families, and parents to understand 
the child welfare system.  We believe the implementation of a statewide parent 
advocate structure will improve child and family well-being by keeping families 
together, reducing the need for removals, or when a removal is deemed 
necessary, hasten a child’s return from an out-of-home placement. 

• Youth Advisory Board (YAB): The OCFS YAB is comprised of young adults between the 
ages of 18-24 who have lived experience in foster care. Members are recruited from 
LDSSs and voluntary authorized agencies (VAs), apply for the position, and are chosen 
by OCFS staff and approved by the commissioner. Youth are compensated for their time 
and contribute actively to OCFS policy and programmatic decisions.  

• Warm Line Support for Families: OCFS is in the process of establishing a new phone 
line to proactively support families and provide information on services to reduce the 
number of families entering the CPS system through a report to the SCR.  

• Family Assessment Response (FAR): FAR is New York State’s differential response 
program. Families referred to the SCR for certain types of CPS allegations may be 
reassigned to the FAR track. FAR does not require an investigation or findings related to 
the allegation. OCFS is encouraging the use of FAR statewide, thereby allowing LDSSs 
to utilize this less intrusive and more supportive pathway to strengthen families. 

• CarePortal: CarePortal is a technology platform that connects children and families to 
resources in their communities.  A child welfare caseworker or other agency worker enters 
the need of a family – whether it be a crib or a new washing machine – into the 
CarePortal.  The CarePortal then alerts local churches and community members to that 
need, allowing them to respond in real-time. CarePortal strengthens families and may 
prevent children entering foster care. There are currently several counties in New York 
State who are using the CarePortal and partnering with non-profits, churches, local 
businesses, and other entities in their counties to provide resources to families and 
children in need.  OCFS is working with CarePortal to implement this resource statewide. 

• SCR Reform: The SCR reform includes a two-pronged policy change to reduce system 
overreach in the lives of families. First, beginning in 2022, indicated reports for child abuse 
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and maltreatment older than eight years will no longer be considered “relevant and 
reasonably related to employment.” This may reduce secondary employment restrictions 
(e.g., not being able to work with children), which can have the effect of perpetuating the 
cycle of families’ inability to adequately resource their needs. Second, we are raising the 
level of evidence required to substantiate an investigation.  

• Blind Removal Policy: OCFS is deeply committed to advancing and affirming practices 
of equity and inclusion and to uphold the values of our agency on behalf of the children 
and families of New York State. The goal of the Blind Removal Process is to eliminate 
bias in decision-making during the CPS removal process, decrease the overall number of 
children being removed from their homes, and build a more equitable system of care. The 
Blind Removal process is a strategy to reduce racial disparity and disproportionality in 
child welfare by removing all family demographic information from decision-makers to 
prevent implicit bias from impacting a removal decision. OCFS developed an 
Administrative Directive (20-OCFS-ADM-19) to introduce a way implicit bias can be 
mitigated. The directive covers; assessment, training, data review and process change 
activities that must be present to ensure fidelity to a blind removal process.    Ongoing 
training in the mind science of bias and extensive support activities have been developed 
and continue throughout the state.   

• Kin-First Firewall Policy: The statewide Kin-First Firewall policy requires a “second look” 
when a child is removed from their home, seeing that all steps have been taken to make 
their f irst foster care placement a kinship placement that is safe, appropriate, and in the 
child’s best interests. The policy requires a review to verify that all viable relatives and 
significant adults in a child’s life have been explored to achieve a kinship placement before 
a non-kinship placement is made. 

• Expansion of Family Resource Centers (FRCs): New York State’s FRCs provide services 
to strengthen families and increase protective factors that can reduce risk of child abuse 
and maltreatment. FRCs utilize an approach that is family-centered, strengths-based, and 
responsive to community needs. They also serve as a hub of local inter-agency and 
community collaboration to support families across the child welfare continuum. OCFS 
plans to open FRCs in more counties statewide and partner with sister state agencies 
such as the New York State Education Department (SED), Office of Mental Health (OMH), 
Office of Addiction Services and Supports (OASAS) to build upon the FRCs and create 
Family Opportunity Centers (FOCs) so that more families of young children can participate 
in FRC services in an inviting community location. Recent research showed that FRCs in 
New York State make a real difference in families’ lives. Families who attended FRCs 
showed statistically significant improvements in protective factors, and the most 
vulnerable families showed the greatest improvements. Testimonials from participants 
revealed that the services FRCs provided had real, tangible impacts for children and their 
families.14 Families need spaces close to home that support their growth, with 
opportunities to develop strong relationships with other parents.  

• Mobile Crisis Response: Efforts are underway to expand Mobile Crisis Response in 
collaboration with the OMH to respond not only to children in foster care but also to families 
and children receiving preventive services. With new mobile crisis vans, designated to 
serve areas of the state with fewer mental health supports, families involved in child 
welfare will have ready access to skilled professionals to help stabilize emergency 
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situations. These supports have the potential to keep children safely in their homes, 
thereby reducing foster care placements, reinforce natural supports in the community, and 
stabilize placements at risk of disruption. 

• Status Reform: In 2020, New York State ended the use of detention for status offenders 
and narrowed the options for out of home placement for youth who are deemed a Person 
in Need of Supervision (PINS). The reform included expansion of Supervision and 
Treatment Services for Juveniles Program (STSJP), which can provide services to youth 
who are at risk of PINS as well as delinquency and court involvement. STSJP provides 
resources to support family mediation, respite and supports to families so that youth can 
be diverted from court and successfully stay in the community    

• Anti-trafficking Investments: OCFS's efforts to address human trafficking over the last 
decade include raising awareness, providing training and technical assistance, developing, 
and implementing the Safe Harbour: NY program, and guiding the implementation of the 
federal Preventing Sex Trafficking and Strengthening Families Act (P.L. 113-183). Safe 
Harbour: NY is a program that implements a system-level approach within existing child 
welfare and allied youth-serving systems to create a more effective and efficient response 
to youth who have experienced commercial sexual exploitation or trafficking, or who are 
vulnerable to it. As of 2020, all LDSSs within New York State receive funding to support 
anti-trafficking efforts. 

In addition, New York State has boosted its investment in economic supports to families with 
children, and the impacts of these programs are already being felt across the state. OCFS’s 
transformation will build toward a broader landscape of economic and concrete supports that 
these policies have created: 

• Raising the minimum wage to increase investments in families: As part of the 2016-17 
State Budget, a statewide $15 minimum wage plan was enacted, to be phased in over five 
years. Raissian & Bullinger (2017)15 found that increases to the minimum wage were 
associated with a decline in overall child maltreatment reports, particularly neglect reports. 
Even a $1 increase in the minimum wage was associated with reduced neglect reports by 
almost 10% and was especially impactful for children under age 12.16 
 

• Paid family leave enhancements: New York State has implemented the most 
comprehensive family leave policy of any state. Employees have access to up to 12 weeks 
of protected, paid time off to bond with a new child, care for a family member with a serious 
health condition, to assist loved ones when a family member is deployed abroad on active 
military service. Moreover, as of 2021, working families benefitted from increased wage 
replacement up to 67% of their average weekly wage, reflecting New York State’s 
commitment to strengthening family connections and building up their f inancial security. 
 

• Child Care: New York is actively investing in efforts strengthening the child care system 
and increasing access to child care for low-income families.  On an annual basis, New 
York allocates over $800 million to support low-income families through the child care 
subsidy program. Recent changes to the subsidy program to reduce the financial burden 
associated with child care and better serve the most vulnerable families have included 
raising the statewide definition of very low income to 200% of the Federal Poverty Level, 
and eliminating co-payment requirements for certain categories of families (children in 
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foster care, child care provided to families in receipt of protective or preventive services 
or when a child lives with a person other than their legal guardian). In SFY 2021-22 New 
York administered the Essential Worker Scholarship grant opportunity, funded through the 
federal Coronavirus Response and Relief Supplemental Appropriations Act, to provide 
supplemental funding to cover the child care costs of essential workers for up to 12 weeks. 
This program provided scholarships to over 42,000 children over a 12-week 
period.  During this same time period, New York also awarded $900 million to almost 
15,000 eligible child care providers through the Child Care Stabilization Grant, which was 
made available through the federal American Rescue Plan Act, provided financial relief to 
child care providers to help cover unexpected business costs associated with the COVID-
19 pandemic, and helped stabilize their operations so they may continue to provide care. 
The Child Care Stabilization Grant represents an unprecedented opportunity and 
investment to effectively stabilize the child care sector. Future plans for supporting the 
child care sector include long-term business improvement trainings with Early Care and 
Learning Council and other partners for ongoing efforts until 2023.  
 

• Recognizing that there are areas of the state with a lack of supply of child care, further 
limiting families’ choices, NYS is investing $100M to address so-called “Child Care 
Deserts.” These funds will directly address shortages in child care slots, as well as bring 
online quality early childhood programs in parts of the state hardest hit by COVID-19. 
Child care providers and their staff are primarily women and people of color, making this 
funding opportunity a chance to partner with these leaders and entrepreneurs and make 
impactful investments that can make real change for families and communities.  
 

II. PARTNERSHIPS AND A PUBLIC HEALTH APPROACH  

New York State is committed to establishing an integrated interagency public health approach to 
serving and strengthening families. The second spoke of New York State’s child welfare 
modernization wheel takes a public health approach designed to tackle complex social needs and 
promote parent, child, and family well-being by focusing on prevention, cross-system 
collaboration, and community supports. Simply stated: when systems collaborate, parents and 
families benefit, and children thrive.  

OCFS’s intention to push toward a public health approach, consistent with Family First, will be a 
major driver of this expansion. As shown in Figure 4 below, most families receiving preventive 
services are tertiary prevention cases; these families receive preventive services after a CPS 
investigation, family court contact, or foster care discharge to protect against future maltreatment 
and/or foster care entry. Under the New York State Title IV-E Prevention Plan, New York State 
will leverage federal dollars to expand the use of evidence-based programs to families before they 
become known to CPS. This push toward secondary prevention services, will leverage 
relationships with sister state agencies and community-based providers to assess the needs of 
the families they serve and to make connections to preventive services when appropriate. 
Experience tells us that many families served by our sister state agencies and community 
providers have needs that place them at serious risk for child maltreatment and/or foster care and 
intervening early with these families may reduce the need for tertiary services provided by child 
welfare.  By creating a community-based pathway to preventive services, New York State hopes 
to reach and serve more families in community-based settings. Families served through this 
model receive services and supports funded by federal, state, and/or local dollars but do not need 
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to have a preventive case opened with an LDSS to be enrolled, creating opportunities for families 
to benefit from services without fear of over surveillance and unnecessary net widening.  At the 
base of New York State’s preventive services continuum is our public health model that includes 
initiatives that provide for families to have access to the basic resources they need to enhance 
parent, child, and family well-being. New York State hopes to grow this base through the 
expansion of a public health model and targeted reinvestment in primary preventive programs. 

  

 

OCFS will deepen connections with our sister state agencies to promote upstream delivery of 
services and support to families who could benefit from services coming through any “door.” We 
know from experience that families at imminent risk of foster care entry seek assistance from 
other systems before they come to the attention of child welfare; therefore, to achieve a family 
and child well-being system, OCFS will engage in cross-system planning and collaboration, 
reducing the need for crisis-driven interventions later. New York State plans to bring services 
further upstream through community pathways, leading an effort to improve coordination with 
other sister state agencies, leveraging our collective resources and enhance service delivery.  

Our sister state agencies, not-for-profit providers, community-based organizations, advocates, 
and philanthropic partners bring expertise and a track record of innovation in their f ields to 
strengthen families; we hope to both learn from their promising practices and use Title IV-E 
prevention funds to support the evidence-based programming they already provide to prevent the 
serious risk of placement of children into foster care. For example, OASAS has demonstrated 
success with peer supports in substance abuse recovery. OCFS is implementing a similar peer-
support approach with parent advocates. We are exploring which Family First evidence-based 
model may meet our needs in the future and how we could utilize the lessons learned from 
OASAS’s peer support programming across the state. We also envision a formal Family First 
partnership with the New York State Office of Temporary and Disability Assistance (OTDA) as a 
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pathway for families to receive evidence-based services when families are showing signs of 
economic strain and imminent risk. The OMH is committed to developing meaningful systems-of-
care networks to meet the mental health needs of individuals, especially children in their local 
communities. SED continues to work closely with OCFS to improve the educational outcomes of 
children and youth in foster care in addition to working with child welfare to develop a robust 
service provision, which would meet family needs without having to contact child welfare to find 
services for families. Through these partnerships, family well-being will be at the center of our 
service continuum. 

OCFS can also partner with sister state agencies, such as the New York State Department of 
Health (DOH), to serve children and families, including Family First candidates, by building and 
increasing cross-system capacity to implement Clearinghouse-approved evidence-based 
practices (e.g., Nurse Family Partnership, HFA). We additionally plan to deliver Motivational 
Interviewing (MI) through the continuum of child welfare as a case management tool, and along 
with our sister state agency liaisons to address mental health, substance abuse and parenting 
needs to promote that families experience consistency in how they are engaged and motivated 
to accomplish their prevention plan goals.  

Leveraging research and evaluation capacity will be essential for planning and monitoring Family 
First, so to that end we will explore university and foundation partnerships.  

a. A Public Health Approach to Eliminating Racial Disparities in Child Welfare 

It is critical to approach racial disparities and inequities in the child welfare system through a broad 
public health approach lens. Our nation and our state’s historic structures have under-resourced 
and divested in communities and families of color. Child welfare policy has furthered that 
divestment through disproportionate CPS investigations and reliance on foster care, deploying 
these as primary interventions, rather than investing, empowering, and strengthening families. 
Over 50% of African American children experience a CPS engagement by their 18th birthday in 
the United States,17 and they are placed into foster care disproportionally. Nationally, Black 
children make up 14% of the general population but are 23% of children in foster care.18 In New 
York State, while black children represent 16% of the general population, they represent 25% of 
CPS investigations and 45% of children in foster care.19 We separate far too many children of 
color from their families, homes, communities, and culture. OCFS has made notable progress 
shifting resources from foster care to prevention, but more must be done. Family First, with our 
broader vision, provides critical new tools for us to eliminate disparities and disproportionality. We 
plan to further promote equity through our partnerships and intentional investment in communities 
and families of color.  
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 When planning our investments, fear of a fiscal disallowance from the federal government, often 
related to a lack of clear guidance, inconsistencies across regions, and shifting priorities, holds 
us back from investing more deeply. This too often drives us and other states to invest narrowly 
and meekly, thereby limiting transformation and maintaining the status quo. As a result, we do 
not have the reach necessary to strengthen families sufficiently to prevent child abuse and 
neglect, reduce entry into foster care, and promote well-being, especially with families of color. 
We thus believe it would be a recapitulation of past deprivation to deploy Family First narrowly to 
protect our child welfare system rather than investing in families. We would yet again be creating 
policy conditions that foster disparity and racial inequity. We are rising to this moment to address 
the structural racism embedded in our own state system and call upon our federal partners to 
engage with and help us to achieve safety, permanency, and well-being more swiftly for all 
children and families in New York State.  

Concerns regarding potential over surveillance of families and increased entry into foster care as 
a result of prevention service expansion will be monitored closely as we move forward. As 
preventive services have expanded in New York State in the past decade, our foster care entry 
rate has decreased and is one of the lowest in the country—we believe this is the direct result of 
our investments in prevention and family-centered ways in which we deliver these services. 
Family First services will be offered in a similar manner and, we believe, with even more positive 
results. We also look to the Clearinghouse to review and include interventions that have proven 
effective with minority populations and meet the needs of children and families of color. Our plan 
seeks to identify one or more locally/community-developed practices and build the evidence for 
review by the Clearinghouse. 

We believe that Congress and our federal partners will support our efforts to expand prevention 
services to reduce disparity and disproportionality, including Family First prevention services. We 
echo their intent to put families first and prevent foster care entry and would like to act accordingly 
by deploying federal funding streams, augmented with our own investments, to deliver services 
in the communities and with families that need them most. This investment will not be without 
accountability. Throughout this work, we will use continuous quality improvement and other 
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strategies to closely track whether and how our supports to families have the intended effect to 
maximize family well-being and limit disproportionality, while generating lessons learned for other 
jurisdictions and the field. We will also collaborate across public, private, federal, state, and local 
levels to reduce disparities and achieve meaningful and lasting change. 

Meeting the Needs of American Indian Children and Families 

Being culturally responsive requires us to work intentionally with our Native American partners. 
New York is committed to meeting the unique needs of American Indian children and families by 
seeing that services are provided in a manner consistent with the Indian Child Welfare Act (ICWA) 
of 1978 (25 U.S.C. Sec. 1901 et seq.) and implementing state statutes.  

American Indian children are provided prevention services by local prevention programs. 
Currently in New York, only one tribe of nine, St. Regis Mohawk, has a state/tribal Title IV-E 
agreement with the state pursuant to Social Services Law section 39 and to Chapter 436 of the 
Laws of 1997, to operate foster care, adoption, and CPS services.  

LDSSs must inquire whether a child who is referred to the SCR or being placed into foster care 
is or may be an American Indian child. For all American Indian children, the LDSS must notify the 
child’s tribe with an invitation to partner in the initial and ongoing assessments of the family and 
the development and implementation of the family’s prevention plan.  

Furthermore, the LDSS will see that preventive services to American Indian children and families 
are provided in a manner consistent with active efforts as described in state and federal law. 
These requirements reaffirm the state’s commitment to meeting the unique needs of American 
Indian children and families by seeing that services are provided in a manner consistent with the 
ICWA of 1978 (25 U.S.C. Sec. 1901 et seq.) and implementing state statutes. 

The OCFS Office of Native American Services hosts meets six times a year, two tribal consultation 
meetings and four regional meetings. These meetings allow OCFS to collaborate with and 
address the needs of the Tribal Nations in a respectful and culturally aware manner. The tribal 
consultation meetings allow a platform for the nine Tribal Nations to meet and discuss with various 
state stakeholders the policies and practices that may inadvertently affect their child welfare 
programs and allows OCFS to address their community and family needs holistically.  Regional 
meetings allow OCFS and Tribal Nations to focus on child welfare issues and programming.  
 

b. Prioritize Economic and Concrete Supports for Families  

Emerging research demonstrates that poverty, loss of income, and material hardship are the 
greatest predictors of child welfare involvement.20 Economic hardships like utility shutoffs, food 
insecurity, diff iculty paying for housing, and material economic stress are associated with 
increased risk of child welfare involvement among high-risk families.21 Many families experiencing 
these hardships become involved in child welfare because of concerns that the children’s primary 
needs are being neglected; however, a caregiver’s ability to overcome significant hardship is 
seldom enhanced by being investigated and supervised. In New York State, 57% of CPS findings 
statewide relate to “neglect only.”22 Intervening upstream to address families’ economic and 
concrete needs is likely to reduce intrusive involvement by CPS and reduce unnecessary reports 
of maltreatment that place additional strain on struggling families. 
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Recent research shows that even modest economic and concrete supports are associated with 
reduced child maltreatment and involvement with child welfare.23 In a recent study related to the 
provision of additional funding through differential child support operations, Cancian et al.24 found 
that mothers were 10% less likely to have a screened in maltreatment report when provided as 
little as $100 per year in additional monthly child support payments. Rostad et al.25 found that for 
families with open child welfare cases and receiving home-based services, those offered financial 
support (averaging $314 per family) were less likely to experience a child maltreatment report 
during the first year of services. The study also found that provision of concrete supports worth 
approximately $3,300 could avert one maltreatment report and receiving any concrete supports 
(vs. no support) reduced subsequent maltreatment reports by nearly 17%. In sum, the evidence 
is compelling: economic and concrete supports represent a core lever for strengthening families. 
Further, an increase in income can have far reaching positive impacts on child development and 
family well-being as a whole.26 

New York State seeks to invest in provision of concrete supports (including child care, housing, 
and economic) while forming the partnerships necessary to improve access to these benefits and 
reach families in need early — and OCFS hopes that our federal partners will engage with us in 
how to operationalize and propel our efforts. OCFS also seeks to implement programs and 
services that address the economic and concrete needs of families as a prevention strategy given 
the growing evidence that in doing so there are associated reductions in mental health needs, 
child maltreatment, and involvement with child welfare. OCFS encourages our federal partners to 
engage with us and other interested states on the policy, programmatic, and evidence-building 
pathways necessary to achieve the adult well-being outcomes described in the Title IV-E 
Prevention Services Clearinghouse.27 Additionally, we encourage evidence-based program 
model developers to include and test economic and concrete supports as core components of 
interventions as several do so already (e.g., Homebuilders, Intercept, Incredible Years). 

OCFS will also explore testing a Universal Basic Income Pilot as part of its broader efforts to 
further address the conditions that bring families to the attention of child welfare. Since the 
creation of Temporary Assistance to Needy Families (TANF) in 1996, financial assistance to poor 
families has declined immensely – for every 100 families in poverty, the number receiving TANF 
basic assistance has dropped from 68 when the program was first created in 1996 to just 23 in 
2019,28 and New York State’s basic assistance has dropped from 79 families to 42 families.29 The 
first statutory goal of TANF is to provide assistance to needy families so that children may remain 
in their homes. This is a shared goal with child welfare that presents an opportunity to join together 
in innovative solutions as the provision of cash assistance is showing promise in other states to 
improve mental health outcomes, employment outcomes, and financial stability outcomes. OCFS 
is interested in testing whether Universal Basic Income specifically can improve parental stability 
(e.g., reduce maltreatment) and reduce involvement with child welfare. New York State seeks to 
work with families who have open Family Assessment Response (FAR) differential response track 
case with identif ied risks to child safety and well-being that are poverty-related including food and 
housing instability and job insecurity. We have identif ied potential federal and private funding 
sources to provide the economic support for families, the casework families request, and the 
evaluation to bolster our hypothesis that even modest increases in income can keep children out 
of the child welfare system. Further, we have begun discussions with our partners at OTDA and 
the Center for Guaranteed Income Research (CGIR) at the University of Pennsylvania to create 
an Economic Support pilot.  
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c. Supporting Expansion of Preventive Services Statewide 

At the center of New York State’s envisioned transformation sits Family First, the legislation 
around which the state’s broader transformation is built. Family First brings federal funding to 
evidence-based substance abuse, mental health, and parenting services, allowing for their 
expansion statewide to serve New York State’s most vulnerable children and families. We invite 
our LDSSs to join with us to realize our broader vision, with Family First at its core.  

To realize our plans for Family First, OCFS proposes a new type of partnership with local 
jurisdictions—whereby LDSSs will be active partners in identifying local needs and infrastructure 
while OCFS proactively creates opportunities for LDSSs to adopt new EBPs and to expand 
collaborations with sister state agencies. OCFS will partner with LDSSs to understand and 
address the challenges and barriers to implementing Family First EBPs in every LDSS in the 
state, affording LDSSs the technical and logistical supports they need to make Family First a 
success.  

Individual LDSSs, especially those that are small or rural, too often face a critical lack of 
infrastructure, capacity, and resources to stand up EBPs. The scale of investment required to 
start up and maintain EBPs is simply unattainable in some local jurisdictions, placing Family First 
seemingly out of reach.  

To address this challenge, New York State will draw on lessons learned from its centralized 
administration of HFNY in the past decade by establishing a Center for Excellence (CfE) to 
provide statewide implementation support and promote the success of Family First EBPs. The 
center will provide technical assistance and support with training, fidelity monitoring, and 
continuous quality improvement (CQI) for Family First EBPs. As with HFNY, this will be 
instrumental for standardizing implementation, ensuring fidelity to the model, and achieving strong 
outcomes. The CfE will include a collaboration between OCFS and a statewide partner with 
expertise in implementation, CQI, and evaluation. The CfE will contribute to the capacity and 
expertise required to realize the potential of Family First in New York State. 

OCFS proposes forming an adjunctive regional collaborative approach to support implementation 
of a sub-set of Family First EBPs with expansion possible over time. OCFS plans to initiate 
contracts for two to three well-supported EBPs with opportunities available regionally while local 
capacity is being built for independent procurement and implementation. This regional approach 
would serve as hubs for supports, technical assistance, or resources from OCFS and the CfE 
while offering a forum for regional partners to collaborate on planning, contracting, implementing, 
and CQI for Family First EBPs. Regional collaboratives could engage with local community 
members and families to obtain input and direction, facilitate sharing of services by smaller 
LDSSs, and be charged with leveraging technology to expand availability and enhance service 
delivery regionally. OCFS will partner with LDSSs to study existing and past regional 
collaborations to inform the format, functioning, and potential expansion of a regional Family First 
approach.  

New York State’s infrastructure for Family First will facilitate cross-region collaboration and 
dissemination of resources and best practices throughout the state while enhancing EBP 
implementation, f idelity, and continuous quality improvement. We are committed to promoting 
feasibility and successful implementation, so that Family First can thrive in New York State.  
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d. Building Toward Success 

While we approach our vision with urgency, we must also be intentional and disciplined in our 
efforts. With this in mind, we imagine a systematic, phased approach to build out our 
transformation. Our five-year transformation plan will roll out in overlapping waves, not discrete 
phases, gradually moving family engagement and supports further upstream while deepening 
cross-system partnerships over time. The planned waves are described below and will evolve as 
we learn more through implementation and continuous quality improvement.  

The Title IV-E Prevention Plan articulated in the remaining sections of this plan reflect the initial 
approach in our waved implementation, a relatively narrow scope for which we request approval, 
which will be expanded over time.  

Throughout these implementation waves, New York State’s pathways to Family First services will 
expand. While initially families with child welfare open preventive cases will be served, in the 
second wave families identif ied by sister state agencies will also be eligible so long as there is an 
open preventive case.  

New York State envisions Family First as a strategy to expand our public health approach that 
supports family and child well-being, as we know that factors related to imminent risk of foster 
care entry can emerge quickly and are best addressed in the community-based programs where 
families turn to for support.  

III. New York State Title IV-E Prevention Plan 

The third spoke of New York State’s Child Welfare Modernization Wheel is the state’s Title IV-E 
Prevention Plan for which New York State is currently seeking federal approval. The details of 
this plan are outlined in Sections 2-8 of this document and encompass activities spread across 
two overlapping implementation waves. To help paint the broader New York State modernization 
vision, highlights of the plan are introduced in Figure 6, below.  
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Family First brings federal funding to evidence-based substance abuse, mental health, and 
parenting services. New York State intends to utilize this new funding opportunity in coordination 
with the state’s plan for the use of Title IV-B funds to expand the menu of EBPs used across the 
state within these three domains and to grow the number of children and families able to benefit 
from their availability prior to child welfare involvement, gradually pushing services further 
upstream. 

Implement and Claim for Well-Supported EBPs provided to families known to child welfare - The 
first wave of Family First implementation will focus on maximizing immediate service and claiming 
opportunities. As described in Section 3 later in this plan, several LDSSs already contract for, or 
are in the process of contracting for, Family First EBPs provided to children and families with open 
preventive cases. Approval of the New York State plan will allow LDSSs to claim federal dollars 
for these services and to leverage savings to expand EBP infrastructure to include new service 
opportunities and/or investments in additional EBPs. 

Build State Supports - New York State is a state-supervised, county administered child welfare 
system. As such, selection, implementation, and evaluation of preventive services programs has 
historically resided with LDSSs. Recognizing that implementation of EBPs can be costly and 
challenging, particularly in more rural areas with fewer provider resources, OCFS will make state 
level investments in EBP implementation. OCFS will apply for approval to use the Healthy 
Families America Child Welfare Protocol, plan and complete a statewide roll-out of MI for all child 
welfare workers, and initiate time-limited state procurement for a subset of EBPs to attract EBP 
providers to under resourced areas, making these EBP services more accessible for all LDSSs. 

Build Pathways to Candidacy and Enroll “Light Touch” Families - New York State currently serves 
over 40,000 families a year through the provision of preventive services. Most of these families 
are offered preventive services following contact with CPS or family court, or at foster care 
discharge to prevent re-entry. Under Family First, OCFS intends to build and broaden pathways 
to preventive services for families before they become known to child welfare. We know from 
experience that families at imminent risk of foster care entry often seek assistance from other 
systems (e.g., housing, public assistance, education) and community health providers before 
coming to child welfare’s attention. Through cross-system planning and collaboration, OCFS will 
work with our sister state agencies and community-based providers to connect these families to 
Family First EBPs at point of initial contact.   

Create Cross-Sector Partnerships - Creation of cross-sector partnerships is key to building and 
strengthening pathways to candidacy and offers additional benefits of improved service delivery. 
OCFS’s sister state agencies and community-based organizations bring expertise and a track 
record of innovation in their f ields to strengthen families; OCFS hopes to both learn from their 
implementation experiences and use Title IV-E prevention funds to support the evidence-based 
programming they already provide. For example, OASAS has demonstrated success with peer 
supports in substance abuse recovery and is sharing lessons learned as OCFS develops its own 
program of family peer advocates. Our sister state agencies have provider networks with 
experience with several Family First EBPs (e.g., Motivational Interviewing, Nurse Family 
Partnerships,) which may help to align and expand service networks. OCFS, OASAS and DOH 
have been collaborating on the implementation of plans of safe care (POSC) for infants born 
affected by substance abuse and their caregivers. Additionally, OCFS, OASAS, DOH, OTDA, 
OMH and the Office for People with Developmental Disabilities (OPWDD) meet monthly to 
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discuss the work each of our agencies is doing, and to address challenges that may overlap each 
of our agencies.   

Cross-sector partnerships also support OCFS’s commitment to adopting a public health 
approach. Public health models tackle complex social needs and promote community, parent, 
child, and family well-being by focusing on prevention, cross-system collaboration, and 
community supports. When systems collaborate, parents and families benefit, and children thrive. 
For example, OCFS engaged our state education partners (SED) after an increase in educational 
neglect calls during the COVID-19 pandemic. In October and November of 2020, two joint 
webinars were held, followed by the issuance of joint guidance in February 2021. This outreach 
provided clear guidance to the field on what will and will not be accepted as educational neglect, 
expectations of school districts to call in a report of educational neglect as a last resort and utilizing 
points of contacts (POCs) within both systems to identify family needs and provide supports and 
services they need before abuse or maltreatment occurs.  

Regional Collaboratives - Development of New York State’s vision for prevention and family-
strengthening and its Title IV-E prevention plan has been, and will continue to be, a collaborative 
effort. To realize OCFS’s plans for Family First, OCFS proposes a new type of partnership with 
local jurisdictions, whereby families, LDSSs, and provider agencies will be active partners in 
identifying local needs and infrastructure while OCFS proactively creates opportunities for LDSSs 
to adopt new EBPs and to expand collaborations with sister state agencies. Through the formation 
of regional collaboratives, including families, providers, LDSSs, state agency partners, and a 
state- supported CfE, New York State will address the challenges and barriers to implementing 
Family First EBPs in every LDSS in the state, affording LDSSs the technical and logistical 
supports they need to make Family First a success. 

Center for Excellence (CfE) and State Facilitated Evaluation and CQI - OCFS will support the 
establishment of a CfE to provide technical assistance and support with training, f idelity 
monitoring, and meeting continuous quality improvement (CQI) and evaluation requirements for 
Family First EBPs. The CfE will assist LDSSs in identifying programs well-suited to local needs, 
study the impacts of selected EBPs and assist the state in better aligning its preventive supports. 
Central to this work will be the application of a race/equity lens, to determine that selected 
programs are effective with minority populations and meet the needs of children and families of 
color, without exacerbating disparities (e.g., over surveillance of families, increased CPS, and 
foster care contact). The CfE will also assist OCFS in developing and implementing a statewide 
plan to support the evaluation of programs that New York State would like to see added to its 
preventive services continuum.  Under Family First, states must have a federally approved 
evaluation plan in place for promising/supported EBPs to enable IV-E claiming. The CfE will work 
with local and state partners to identify and prioritize EBPs for consideration for state-facilitated 
evaluation efforts and will provide technical assistance to LDSSs wishing to build the evidence 
base surrounding programs unrated by the Clearinghouse.   

New York State is committed to reimaging child welfare services. The full preventive and family 
support continuum we envision—a family and child well-being system—relies on collective efforts 
to deepen local, state, and federal partnerships and collaboration, increase resource integration 
and joint accountability, and a sharing of power and decision-making with parents and youth with 
lived experience. As described in the remaining sections of this document, this work begins with 
the implementation of our five-year Title IV-E Family First Prevention Services Plan.  
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Section 2: Eligibility and Candidacy Identification (pre-print section 9) 
 
The remaining body of this document (Sections 2-8), dives into the details of the third spoke of 
the modernization wheel and constitutes the Title IV-E Prevention Plan for which New York State 
is seeking approval, in addition to our request for greater flexibility to provide upstream services 
and supports to families and communities.  
 
Pursuant to Family First, states can claim Title IV-E prevention services funds for any approved 
services provided to: 

• children in foster care who are pregnant or parenting, 
• candidates for foster care, and 
• the caregivers of children in either of the above groups. 

 
To be considered a “candidate for foster care”, a child must be under 18, at imminent risk of foster 
care placement or re-entry, and be able to be safely retained in the home of their parents or 
caregivers with provision of mental health, substance abuse disorder, or in-home parenting skills 
evidence-based services. 
 
Overview of New York State Target Population 
 
Figure 7 – Waves 
 

 
 
As shown in Figure 7, New York State intends to target three groups of children and their 
caregivers for inclusion in its Title IV-E Prevention Plan. In addition to children in foster care who 
are pregnant or parenting, candidates for foster care will be identified through two tracks in Wave 
1: 1) Child Welfare Services, and 2) Healthy Families New York (HFNY). In Wave 2, the definition 
of “candidate for foster care” will be expanded to include children identif ied through our to-be- 
developed Community Prevention track.   
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Child Welfare Services Track: This track includes all children in an open preventive services case 
who are living in a community-based setting. In New York State, LDSSs open preventive services 
cases when a child is considered at serious, or imminent risk of foster care entry, or re-entry, due 
to one or more of the following case circumstances:  

 
• Risk to health and safety of the child-this standard typically applies when a child has been 

referred to CPS and allegations of child maltreatment have been substantiated. 

• Parental refusal- Parents or caretakers have refused to maintain the child in home or are 
considering surrendering the child.  

• Parent unavailability- Parents or caretakers are unavailable due to hospitalization, arrest, 
detainment, death, or unknown whereabouts. 

• Parental service need- Parents or caretakers have a condition that impairs ability to care 
for the child. 

• Child service need- Child has physical, mental, behavioral, or other special needs for 
supervision or services that cannot be adequately met by parents or caretakers without 
services. 

• Pregnancy- Mother is pregnant or has given birth and is unable to adequately provide care 
for unborn or infant child. 

For children recently discharged from foster care, imminent risk of re-entry is considered to exist 
if any of the following case circumstances are present:  

• Family court contact, 

• Unplanned discharge, or 

• Recurrence of the reason for placement. 

Any child meeting the above criteria would be considered eligible for Family First preventive 
services under New York State’s proposed child welfare “candidate for foster care” track.  This 
includes children who come to the attention of child welfare services who are living with kin outside 
of the formal foster care system (e.g., 1017 direct placements made by Family Court), children 
with active family court cases related to delinquency or person-in-need of supervision cases, 
children served on the state’s differential response track following an SCR report, and children 
whose caregivers voluntarily seek assistance from a LDSS. This track is well-established, with 
New York State providing preventive services to around 40,000 children each year. In the initial 
stages of Family First, LDSSs will focus on connecting and enrolling these known families to the 
Family First EBPs approved for use in the state’s prevention plan. 

Healthy Families New York: New York State children who meet the criteria for enrollment in the 
state’s Healthy Families America (HFA) program, referred to as Healthy Families New York 
(HFNY), will be categorically approved as “candidates for foster care”, regardless of whether the 
child enters under the program’s “Signature” or “Child Welfare” Protocol (see Section 3 for more 
information on these two protocols).  All families referred to HFNY will be screened for program 
eligibility using a five-item tool administered by HFNY staff.  If a family answers yes to one or 
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more items or unknown to three or more items, and the targeted candidate child is between birth 
and 3 months of age (Signature Protocol) or between birth and less than 24 months of age (Child 
Welfare Protocol) the targeted candidate child will be considered eligible for HFNY services. 
OCFS staff will have access to HFNY screening tool results and will confirm FFPSA eligibility for 
any HFNY- identif ied candidate for whom a preventive services case has not been opened by the 
LDSS, before Title IV-E preventive funds may be claimed. If the family enters prenatally, the 
targeted child/family will be considered eligible for Title IV-E at the time of the candidate child’s 
birth.  Screening criteria include: 

1. late (after 12 weeks of pregnancy), no or poor compliance with prenatal care; 

2. primary caregiver is unmarried (single, separated, divorced, widowed); 

3. primary caregiver is under age 21;  

4. inadequate income (TANF or Medicaid, employed without insurance, or family financial 
concerns); and 

5. child welfare referral 

Community Prevention Track:  In Wave 2, New York State intends to expand its criteria for 
“candidates for foster care” to include children identif ied directly by sister state agencies and/or 
contracted community-based provider agencies that do not have an active preventive services 
case with their local LDSS but meet the criteria for preventive services set forth in the Preventive 
Services Manual.  This pathway to candidacy remains under development, and New York State 
will submit an amendment to its Title IV-E Prevention Plan when plans are finalized.  Current 
planning discussions are exploring using a web-based module, like the Family Assessment 
Service Plan (FASP) used with families on the Child Welfare track, to assess eligibility and 
document the child-specific prevention plan. The primary difference between children served on 
the Community-Prevention track and those served on the Child Welfare services track would be 
the case manager.  Community-Prevention track families would not have an open preventive 
services case with the LDSSs; rather these “light touch” families would be served in community 
settings and have a community-based provider responsible for case management and ongoing 
safety and risk assessment. OCFS state staff would have access to Community- Prevention track 
families case records to determine eligibility, monitor case practice, and collect needed federal 
reporting elements, but families’ records would not be accessible to LDSSs. 

Eligibility Documentation 
 
Child Welfare Services Track: New York State’s CCWIS system, CONNECTIONS, will serve as 
the system of record for all children with an open preventive services case receiving a Family First 
EBP.  Within CONNECTIONS, a Family Assessment and Service Plan, or FASP, is created for 
every child with an open services case.  Included within the FASP is a programmatic eligibility 
section. When selecting preventive services as a program choice the caseworker must select 
which criteria makes the child eligible for preventive services at the time the FASP is being 
completed. The criteria to be selected includes any one or more of the following case 
circumstances: 
 

• Health and safety of the child 
• Parental refusal or surrender 
• Parent unavailability 
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• Parent service needs 
• Child service needs 
• Pregnancy or parenting  
• Family court contact 
• Unplanned discharge 
• Recurrence of reason for placement 

  
HFNY:  If a child is referred to HFNY services by an LDSS and a preventive services case is also 
opened by the LDSS, the child will be treated as a child welfare services track candidate and 
eligibility and monitoring for Family First will be documented through the FASP. HFNY service 
delivery will be documented in the HFNY Management Information System (MIS). For children 
served solely by HFNY, with no open preventive services case, the HFNY MIS will serve as the 
system of record. Results of the five-item screen will be captured in MIS and will be made 
available to OCFS HFNY state staff responsible for determining eligibility and monitoring.  

All children up to age 24 months and their caregivers who are receiving Healthy Family NY 
services are categorically eligible per New York State’s definition of “candidate for foster care”.   

For families also receiving preventive services, eligibility is automatically done by the local 
department of social services.  For families receiving Healthy Family NY, without a concurrent 
preventive services case, OCFS will review the eligibility screen completed by HFNY staff and 
confirm FFPSA eligibility.   

The New York State Office and Children and Family Services (OCFS) funds, manages, 
coordinates and provides oversight of Healthy Families New York programs. OCFS contracts with 
all funded programs to provide Healthy Families services. OCFS Program Contract Manager’s 
monitor program performance on best practice standards, performance targets, and performance 
indicators, conduct at minimum annual site visits to assess program and contractual compliance 
with requirements, and provide quality assurance and technical assistance to programs.  

Healthy Families New York programs receive feedback from OCFS following a site visit that 
identif ies areas of strength and areas needing improvement. In some instances, a Program 
Improvement Plan is required and follow up on improvement is tracked through quarterly 
reporting. Healthy Families New York program also receive technical assistance in a variety of 
ways (calls, virtually, in person) to help support program implementation and performance. In 
addition to the above, with the implementation of the HFA Child Welfare Protocols, OCFS will also 
monitor the implementation of the Child Welfare Protocols by site to promote fidelity to the model 
and review appropriateness of assessments and the child’s prevention plan leading to eligibility. 
Healthy Families New York programs will also be required to code family data in such a way that 
it can be analyzed and reported separately.      

  
Community Prevention Track/Wave 2: Plans for Wave 2 candidacy are still in progress, and OCFS 
will submit a plan amendment prior to implementing this track. As noted above, OCFS is exploring 
creating a separate data collection module within our CCWIS system to support the eligibility and 
service plan documentation for Community-Prevention families.  Module components would likely 
mirror the structure and content of the eligibility and service plan screens developed for use in 
open preventive services cases but would have firewalls to limit who can access and view case 
records. Access would be restricted to those with a need to know/direct case involvement, such 
as community providers and state oversight staff.   



32 
 

Section 3: Title IV-E Prevention Services (pre-print section 1; Attachment III) 
 
Planning and Development 
 
Development of New York State’s Title IV-E Preventive Services Plan has been a multiyear, 
collaborative effort. OCFS staff spearheaded planning activities, with significant collaboration and 
input gathered from partners statewide, including LDSSs, preventive service and not-for-profit 
providers, youth and parent advisory boards, sister state agencies, advocates, and national 
experts such as Chapin Hall, Casey Family Programs, and Redlich Horwitz Foundation. Key 
activities that helped to shape the content and timeline of this plan are described below. 
  
LDSS and Voluntary Agency Provider Surveys 

Under New York State’s state-supervised, county-administered child welfare system, LDSSs are 
responsible for selecting and purchasing the preventive services that best fit the needs, 
composition, and culture of their community. To better understand how Family First might fit into 
and impact this existing structure, in 2019, OCFS conducted an environmental scan of existing 
evidenced-based preventive services available across the state. The purpose of the survey was 
to gather information on specific program models, including current LDSS usage, available 
providers, and existing system infrastructure. Two complementary surveys were created, one for 
LDSSs and one for preventive providers. The surveys captured prior and existing capacity for 
every program approved and/or under review in the Clearinghouse at the time the survey was 
released. Respondents were also invited to write in any utilized or desired preventive programs 
not specifically listed on the survey. Survey questions included, but were not limited to, whether 
the listed EBP had been offered in the past, was currently being offered, and/or was a program 
of interest for future offerings. If a program currently existed, respondents were asked to provide 
information on their satisfaction with the program and available infrastructure and capacity.  

Findings from the survey and follow-up discussions with respondents indicated that while there 
were pockets of EBP availability across the state, several LDSSs had little to no EBP availability. 
Where infrastructure did exist, it tended to be present for those programs rated as well-supported 
(e.g., Healthy Families New York, Multi-Systemic Therapy (MST), Family Functional Therapy 
(FFT), Nurse Family Partnerships) and in more populous areas. Many LDSSs were interested in 
adding programs to their continuum but noted barriers to service acquisition. Both LDSSs and 
providers indicated that finding and keeping qualif ied staff, particularly those with the ability to 
address clinical needs, was diff icult, especially in rural LDSSs. Similarly, a mismatch between 
implementation costs and target numbers was also noted. Programs such as MST and FFT were 
seen as potentially beneficial but too expensive to support in areas with lower caseloads.  

 
Initial Needs Assessment 
 
To better understand the needs of families utilizing preventive services, OCFS extracted 
information on child and caregiver strengths, needs and risks from the FASP for a statewide 
sample of mandated preventive services cases authorized in 2019. A child and/or caregiver were 
classified as having a parenting, mental health, and/or substance abuse service needs based on 
responses to specific FASP items. For example, if a caregiver was identified as having unrealistic 
and developmentally inappropriate expectations for a child, a parenting need was flagged. 
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Similarly, a child rated as having moderate or serious mental health problems was classified as 
having a mental health need.  

Next, need profiles were created at the state, regional and county level. Profiles included 
estimated counts of preventive candidates by age group and associated need type (e.g., 
parenting, mental health, substance use), and were paired with information on EBP availability 
obtained from the LDSS survey. Profiles were then shared with each LDSS and their preventive 
planning teams during the regional planning forums described below to assist them in assessing 
service alignment and potential gaps. 

At the state level, OCFS’s review of these initial profiles suggested that parenting and 
child/adolescent mental health needs had large potential client pools, and that multiple areas had 
minimal or insufficient EBP coverage in these areas, presenting ample opportunity for expansion.  

Regional Planning Forums 

In August of 2020, OCFS worked with Chapin Hall to convene a series of informational meetings 
and regional planning forums with LDSSs and their preventive planning partners. Prior to each 
forum, OCFS provided each LDSS with their own county-level needs profile and the needs profiles 
for their designated region, and all regional members. LDSSs were encouraged to review their 
data with local service providers and planning partners prior to the meetings and were asked to 
come prepared to speak about the needs and strengths they perceived in their current service 
array, as well as barriers and challenges to implementation.  

Each regional forum had the same format: a morning session where OCFS data experts 
presented data to help LDSSs understand the estimated number of Family First candidates in 
their region and their service needs, followed by 2-3 smaller facilitated discussions with LDSS 
partners. The purpose of the facilitated discussions was to obtain LDSS input on key aspects of 
Family First implementation planning, especially selection of Family First EBPs. The discussions 
were guided by a structured set of questions, exploring service gaps and needs, barriers and 
challenges in service delivery, existing preventive services, support and capacity needs, and 
regional/organizational collaboration opportunities. To encourage open and honest input, OCFS 
elected to have Chapin Hall, an external entity, facilitate the discussions. 

Following the regional forums, Chapin Hall completed a comprehensive analysis of the 
discussions and shared with OCFS key findings and recommendations to guide selection of EBP 
services and implementation. 

Feedback from Advisory Groups 

OCFS convenes monthly Family First meetings with partners on its Statewide Implementation 
Team (SIT), eliciting rich discussions and key decisions related to many aspects of Family First. 
The SIT is comprised of leadership from LDSSs, voluntary agencies (VAs), the Office of Court 
Administration, the Council of Family and Child Caring Agencies (COFCCA), and advocates. 
OCFS looks to its valued partners on the SIT as a sounding board when considering and 
developing policies and practices aimed at improving child welfare services and safely reducing 
the use of foster care. Many of the SIT members, in turn, obtain input and share information with 
their local implementation teams and constituent groups, and work to assist OCFS in the 
implementation of policies and system change. Voices of parents, youth and communities are 
amplif ied in OCFS policy decisions through this vital mechanism. 
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Feedback through the SIT has been formative throughout the development of New York State’s 
prevention plan. SIT members provided critical input on the state’s target population, EBPs 
selection, implementation considerations, and the broader vision for transformation. OCFS has 
also engaged its Parent Advisory Board and Youth Advisory Board to share information about 
Family First and its system transformation and to seek their input and direction.  

Stakeholder Review of Draft Implementation Plan 

A complete working draft of New York State Title IV-E Prevention Plan was distributed broadly 
statewide prior to OCFS finalizing its submission.  Included on the distribution list were: LDSSs, 
VAs, parent and youth advisory board members, Office of Court Administration staff, advocacy 
agencies, and administrative leaders in sister state agencies. Stakeholders were given a month 
to review and asked to provide feedback on the draft using a questionnaire, which included both 
structured questions and open-ended comments section.  Responses and recommendations 
were received, reviewed by OCFS, and used to revise and improve the final Title IV-E Prevention 
Plan. 

Lessons Learned 

Several themes emerged from the planning and analytic efforts described above, which were 
instrumental in shaping the selection of EBPs and implementing the work plan put forth in this 
Title IV-E Prevention Plan. These themes included: 

a. Service characteristics: LDSSs and partners preferred EBPs that (1) could address the needs 
of more than one individual in the family system; (2) address complex and inter-related 
challenges; (3) serve families in-home; (4) incorporate strategies to promote engagement and 
reach families with barriers to EBP participation; and (5) offered intensive services to address 
youth behavioral challenges. 

  
b. Need areas: Parenting, child behavior, and adolescent mental health services were 

repeatedly identif ied as high need/high interest areas addressable under Family First. 
 

c. EBPs in use: Stakeholders advocated for the inclusion of EBPs already in use in larger 
LDSSs, to leverage existing capacity and allow jurisdictions with EBP experience to share 
best practices and lessons learned with LDSSs starting EBPs for the first time. 

 
d. Maximize impact: Even with Family First and state resources, resource constraints were seen 

as a barrier, leading stakeholders to advocate for a systemic assessment of the achievability 
of implementing new EBPs, considering constraints and versatility of each model, as well as 
supports that would be required to build capacity statewide. 

 
e. Targeted supports: State supports should address greatest challenges for LDSSs in 

implementing EBPs and focus on building LDSSs’ capacity. Statewide contracting was voiced 
as a strategy to ease the burden of implementation on under-resourced LDSSs. 

 
f. Continued need for 62/38 reimbursement: While Family First creates new opportunities for 

federal funding for preventive services, many stakeholders noted that families need more than 
parenting, substance abuse, or mental health services to prevent foster care, (e.g., programs 
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addressing domestic violence, trauma) and urged New York State to continue its robust 
commitment to sharing costs for preventive services falling outside the scope of Family First.   

 
g. State-supported research and evaluation: Adding to the list of programs intended to serve 

populations known to be disproportionality impacted by foster care (e.g., families of color, 
LGBTQIA+ youth) was also raised as a priority, with calls for state-supported research and 
evaluation activities to contribute to the research base on what works best with these 
populations. 

 

Estimation of Wave 1 Target Population and Needs 

Pregnant and Parenting Foster Youth: Information on the number of foster care youth that are 
pregnant and/or parenting and therefore eligible to participate in Family First preventive services 
is not readily extractable from the existing state system. While CONNECTIONS captures 
information related to pregnancy in an extractable data field, information on male and female 
foster care youth’s parenting status is not currently uniformly collected; it may appear in progress 
notes, a family relationship matrix, and/or placement matching criteria. Explorations across these 
fields indicate that approximately 140 of youth in foster care were expecting or parenting on any 
given day in the past two years. Changes to CONNECTIONS to standardize data collection and 
improve identif ication of parenting youth are underway. 

Child Welfare Track: To determine the potential volume of children eligible for consideration for 
Family First services through the child welfare services track during Wave 1, OCFS updated its 
initial 2019 needs assessment in early 2021. Sample criteria were expanded to include all children 
with a preventive case opening across a multi-year period to better capture OCFS’s finalized 
candidacy definition and identify trends. As shown below, findings suggest around 42,000 children 
enter preventive services each year. Need for parent skills training is high, with caseworker’s 
indicating parenting challenges in over 80% of opened cases. The second most needed service 
was mental health, with 45% of all children identified as experiencing moderate or serious mental 
health problems, along with 16% of their caregivers. Among older adolescents the need for mental 
health services was even more pronounced, with 70% of children between the ages of 12 to 18 
scoring as having mental health challenges. These findings complemented concerns raised 
during regional prevention planning meetings, where multiple LDSSs voiced a need for mental 
health services specifically designed for adolescents and their caregivers. Five percent of children 
with opened preventive services cases had a caregiver with an identif ied substance abuse issue, 
another area where local services are often unavailable. 
 
Table 1: Estimation of Child Welfare Track Candidates and Needs 
Average Number 
of Children with 
Preventive Cases 
Opened Annually: 
2018-2020 Need 

Estimated # of Candidates 
with Need 

# % 

42,123 
Parenting 35,352 84% 
Parent Mental 
Health 6,536 16% 
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Parent Substance 
Use 3,685 9% 
Child Mental 
Health 18,988 45% 
Child Substance 
Use 2,040 5% 

Bureau of Research, Evaluation and Performance Analytics.  FFPSA Needs Assessment.  Internal 
Analysis.  Data as of 6/2/2021. 

HFNY:  New York State HFNY programs currently serve approximately 5,700 target children and 
their families each year. Programs are funded by OCFS through contracts with local providers. 
Programs accept referrals from a wide array of community partners, with the most referrals 
coming from hospitals, health clinics, and Women, Infants, and Children program (WIC).  Under 
Family First, OCFS hopes to expand the number of HFNY sites to include the 21 counties not yet 
served by a HFNY program, and to add additional opportunities to existing sites where demand 
exists.  While only a small number of HFNY referrals currently come from child welfare services, 
OCFS anticipates that these numbers will grow with the implementation of the Child Welfare 
Protocols at all HFNY sites (see EBP Selection and Rationale below for more details). Feedback 
from LDSSs partners indicates that many families who could benefit from HFNY services are 
currently not referred, as the target child is older than 3 months (the upper age limit for HFA 
Signature Protocol) when LDSSs becomes involved.   

Evidence-Based Practice Selection and Rationale 
 
Based on the lessons learned from our planning efforts, New York State has selected 11 EBPs 
to be included in the first wave of Family First implementation. This list represents the preventive 
service models for which New York State intends to claim IV-E funds for but is not intended to 
represent the full continuum of preventive service models that LDSSs may choose to incorporate 
in their local preventive plans.  In addition to the programs listed below, LDSSs may continue to 
utilize 62/38 reimbursement for any preventive services program identif ied as meeting local 
needs. As discussed under implementation supports, OCFS will work with LDSSs to explore how 
to best build the evidence base surrounding programs not included in Wave 1.  This will help 
position the state to meet the evaluation requirements needed to amend the state’s Prevention 
Plan in Wave 2 to include supported/promising EBPs and assist unreviewed programs in gaining 
the research base needed to be considered for review by the Clearinghouse. 
 
All 11 programs for which New York State is currently seeking approval in Wave 1 are rated as 
well-supported in the Clearinghouse and have an existing infrastructure or interest in at least one 
LDSS in the state. They target identified needs, including parenting and adolescent mental health 
and behavioral needs. Additionally, many of the programs reflect service characteristics identified 
as desirable by LDSSs and providers, including working with complex and inter-related needs, 
serving families in-home, incorporating engagement strategies, and targeting youth with complex 
behavioral needs. The selected programs are: 

• Brief Strategic Family Therapy (BSFT) 
• Family Check-Up (FCU) 
• Familias Unidas 
• Functional Family Therapy (FFT) 
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• Healthy Families America (HFA) 
• Homebuilders (HB) 
• Motivational Interviewing (MI) 
• Multisystemic Therapy (MST) 
• Nurse Family Partnership (NFP) 
• Parent-Child Interaction Therapy (PCIT) 
• Parents as Teachers (PAT)  

 
Information on EBP manuals, target population, and intended outcomes for each of these selected 
models are summarized in Appendix A, with additional justif ication provided in Section 6. In the 
interest of clarity and transparency, additional information on how four of our selected models will 
be operationalized is provided below. The Title IV-E Prevention Services Clearinghouse 
Handbook of Standards and Procedures, Version 1 (2019) states that EBP programs that adhere 
to the approved manual and involve modest changes to program processes may be viewed as 
the same as the original model (Section 4.1.6, pages 14-15, and Exhibit 4.1). New York State is 
seeking approval to claim for services delivered in a manner consistent with this described 
standard. Specific program models falling under this umbrella include: 
 

• New York City’s Functional Family Therapy- Therapeutic Case Management (FFT-TCM) 
and Functional Family Therapy-Child Welfare (FFT-CW) programs.  While children 
between 10-18 years of age are provided with FFT-TCM and FFT-CW services on the high-
risk track by New York City’s Administration for Children’s Services, only those children 
ages 11-18 will have their services claimed for under Family First and only after these 
evidence-based programs have been reviewed and rated by the Family First Prevention 
Clearinghouse as being well-supported, supported or promising. Both programs adhere to 
the most recent approved manual for FFT and apply the core change mechanisms, fidelity 
monitoring, and clinical approach as standard FFT. Please see Attachments A and B for 
letters attesting to these facts from the model purveyors.  
 

• New York City’s Multi-Systemic Therapy- Substance Abuse (MST-SA) and Multi-Systemic 
Therapy -Prevention (MST PRV). MST-SA and MST-PRV rely on the same manual as MST 
and do not change the relevant content from training or implementation. Both programs fall 
under the category of “making small changes to increase the cultural relevancy of the 
intervention (without changing program components)”, as noted in the Title IV-E Prevention 
Services Clearinghouse Handbook of Standards and Procedures (Section 4.1.6, pages 14-
15, and Exhibit 4.1). The model purveyor, MST Services, has provided a letter of support 
further explicating these points and affirming that the above information is accurate. See 
Attachment C.  Claims for reimbursement of the costs of this evidence-based service will 
only be made after the Family First Prevention Clearinghouse has reviewed and rated it as 
being well-supported, supported, or promising. 
 

• Healthy Families New York (HFNY)-Child Welfare Protocol. Healthy Families America 
(HFA) is recognized by the Clearinghouse as a well-supported, home-visiting program. 
Included under HFA are two sets of protocols: 1) the “Signature HFA Model,” which accepts 
referrals from any source and enrolls families identif ied prenatally or within the first three 
months of the targeted child’s birth, and 2) the “Child Welfare Protocol,” which is limited to 
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families referred by child welfare services and accepts families with a target child who is 
less than 24 months old. New York State currently has state-funded HFNY programs in 41 
counties, including New York City’s five boroughs, that operate under the Signature HFA 
Model.  As part of its Prevention Plan, New York State is seeking approval to claim for both 
the Signature HFA Model and the HFA Child Welfare Protocol.  New York State intends to 
add the Child Welfare Protocol across existing sites already implementing the Signature 
Protocol, and bring on new HFNY programs, offering both protocols, in un-served areas. 
HFNY is a core component of New York State’s child abuse prevention efforts, and 
currently serves approximately 5,700 families statewide per year under the Signature HFA 
Model. Yet, gaps still exist. During planning conversations, many LDSSs reported that they 
could not take advantage of the existing HFNY slots for the families on their caseloads, as 
the targeted child was often older than 3 months when the family became known to child 
welfare services. Adding the Child Welfare Protocol to existing HFNY sites will help New 
York State address the demonstrated statewide need for parenting services for caregivers 
with young children. 
 

• Motivational Interviewing (MI). MI is currently approved in the Clearinghouse as a well-
supported EBP for adults with substance use issues. However, research suggests that it is 
also effective at improving outcomes in other need areas, including when it is utilized in 
conjunction with other treatments and services. MI is a flexible engagement strategy or 
practice that can be used in a variety of settings and contexts, with various target 
populations, and to produce a wide range of behavioral changes.  
 
Consistent with other jurisdictions, New York State requests approval from the Children’s 
Bureau to utilize MI as a foundational EBP across our preventive services spectrum with 
any child/family meeting candidacy requirements. Under this broad approach, MI would be 
a tool to bring about desired change for families dealing with mental health, parenting, and 
substance abuse issues when used as: 1) a stand-alone evidence-based preventive 
service and 2) in conjunction with other EBPs, to promote greater service uptake and 
improved outcomes, 3) a case management and engagement service provided by 
caseworkers to families receiving preventive services, including families not otherwise 
enrolled in a FFPSA approved EBP. Under New York State’s plan, an LDSS may choose 
to contract with a trained provider for MI services, alone or in conjunction with another EBP, 
or directly incorporate MI as part of preventive casework practice, with the goal of using MI 
to increase a family engagement and participation in preventive services. OCFS intends to 
seek FFPSA reimbursement for MI services provided directly by LDSS caseworkers and 
caseworkers in sister public agencies like OTDA, via a memorandum of understanding or 
contract, where joint planning and service delivery is being provided to candidates and their 
families. While caseworkers may be engaging families through the use of MI at the point of 
intake, claiming for MI will not occur until the child’s prevention plan is developed and 
approved and MI is included in the plan as an evidence-based service that the child/family 
will benefit from.  

 
Implementation Plan  
 
New York State proposes a phased in approach for Family First participation. In Wave 1, New 
York State will focus on leveraging existing infrastructure to expand the use of well-supported, 
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EPBs in active preventive cases, while simultaneously building the infrastructure needed for 
expansion through the establishment of regional collaboratives and a CfE. In Wave 2, OCFS will 
utilize the collaboratives and CfE to expand both pathways to candidacy and the menu of Family 
First programs available across the state.  
 
State Level Implementation Supports 

1. Building a Trauma-Informed Infrastructure. ACYF-CB-PI-18-09 states that approved 
EBPs must be provided in a trauma-informed context. Under section 471(e)(4)(B) of the 
Act, trauma-informed is described as when services or programs are provided “under an 
organizational structure and treatment framework that involves understanding, 
recognizing, and responding to the effects of all types of trauma and in accordance with 
recognized principles of a trauma-informed approach and trauma-specific interventions to 
address trauma’s consequences and facilitate healing”. While many of the EBPs selected 
for inclusion in New York State’s prevention plan incorporate trauma-informed practices 
within the treatment model, this does not guarantee that those clinical services are being 
provided within an agency that has adopted a trauma-informed structure across their 
program operations. Under Family First, OCFS will require all FF EBP providers to be 
trauma-informed at the system level and will provide LDSSs with guidance on how to 
incorporate trauma-informed criteria into their local procurement contracts. OCFS’s 
Bureau of Training and Development will work with the proposed CfE to set the criteria, 
which will likely require providers to document their adherence to a trauma-informed model 
(e.g., Sanctuary, CARES, etc.) or complete a series of trauma trainings recognized and/or 
sponsored by OCFS.  

2. Expansion of HFNY. New York State will work with HFA to obtain state-level approval 
to offer HFA’s Child Welfare Protocol at all state-funded sites. OCFS funds, and 
participates in, an extensive central administrative infrastructure for HFNY that provides 
on-going and model-specific training, quality assurance, technical assistance, oversight, 
information management system, evaluation, and continuous quality improvement 
resources. To comply with child welfare protocol requirements, OCFS will expand funded 
trainings to include child welfare basics, motivational interviewing in the context of the 
HFNY model, (engaging families involved with the child welfare system), and reflective 
supervision; modify policies and best practice standards; expand curriculum options; 
adjust caseloads; and make changes to the management information system and CQI 
practices. Each site will eventually be expected to serve a combination of HFA Signature 
Protocol families and families referred by child welfare services under the Child Welfare 
Protocol as local readiness and funding allows with no cost to LDSSs.  

3. State funded EBPs. In response to rural counties’ concerns regarding the challenges of 
establishing a sufficient funding base and target population size to support EBP 
implementation, OCFS has set aside funds from the federal Family First Transition Fund 
to establish time-limited, regional, state-administered contracts. Providers would be 
expected to offer services to a multi-county area, with guaranteed payment for a time-
limited period, in hopes of generating sufficient volume to motivate agency providers to 
make infrastructure investments.  All costs for the selected EBP(s) would initially be 
covered by the state, with opportunities allocated based on county need and volume. CfE 
and regional collaboratives will play a central role in selecting which of the EBP(s) from 
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the state’s list of approved programs to implement and will work with LDSSs and providers 
to develop a plan for transitioning service procurement to individual LDSSs or regional 
collaboratives at the end of the state funded period. 

4. Motivational Interview (MI) Training. OCFS’s Bureau of Training and Development is 
currently developing an in-house MI curriculum that could be offered to all caseworkers, 
case managers, and preventive service providers across the state. This would include 
staff in LDSSs, provider agencies, and sister state agencies that interface with candidate 
children and their families, such as OTDA. By establishing a centralized, state funded, 
infrastructure for MI training, OCFS hopes to make the adoption of MI feasible for all 
LDSSs and their contracted preventive providers. 

5. Regional Collaboratives. OCFS staff will interface with CfE, LDSSs, provider agency 
staff and families with lived experience to develop regional collaboratives focused on 
Family First implementation. These entities will serve as a forum for building local 
collaborations focused on planning, contracting and implementation of Family First EBPs 
that are informed by and responsive to family and community voice. Regional 
collaboratives will help to shape future EBP selection and prioritization of CQI and 
evaluation resources, facilitate sharing of services by smaller LDSSs and be charged with 
evaluating strategies for enhancing regional service delivery. Specific strategies to be 
explored include telehealth options for EBP delivery and other ways to leverage 
technology to better meet community needs and/or expand service delivery capacity. 

6. Center for Excellence (CfE). OCFS will contract with an external entity to provide LDSSs 
and regional collaboratives with technical assistance, training support, f idelity monitoring, 
and continuous quality improvement activities.  The CfE will serve as a one-stop resource 
for information on EBP models, costs, and training requirements, procurement, and model 
contract templates, and CQI resources. As detailed in Section 6, the CfE will also play a 
significant role in CQI and evaluation activities, facilitating the collection and interpretation 
of f idelity, satisfaction, and intermediate outcome measures, documenting the 
effectiveness of any utilized telehealth approaches, and helping to build the evidence base 
for programs not rated as well-supported by the Clearinghouse.  

7. OCFS Data Support.  OCFS will provide data and technical support to assist LDSSs, 
regional collaboratives and CfE in assessing preventive needs and outcomes. OCFS will 
release annual data on LDSSs candidacy populations, needs and strengths as captured 
by the FASP/preventive service plan process.  As detailed further in Section 6, information 
on the number of candidates experiencing child protective and foster care involvement 
post-service delivery will also be provided. 

Monitoring Activities 

LDSSs and county youth bureaus are required by state statute to develop and submit to OCFS 
local, multi-year plans for the provision of child welfare services and the allocation of resources. 
Plans include a section devoted to preventive services that will be expanded to capture Family 
First implementation activities. LDSSs will be required to list each of the Family First EBPs they 
intend to use, the target populations to be served, and information about their approach to CQI 
and fidelity monitoring to improve service delivery. Plans are updated annually and submitted to 
OCFS for review and approval.  
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For each EBP included in their county plan, LDSSs will be required to complete, sign, and return 
to OCFS a Family First Preventive Services Attestation Form. In the form, LDSS will be required 
to do the following: 

• List the name(s) of the contracted provider and number of opportunities procured 
• Affirm that the selected EBP will be provided to model fidelity, using the manual approved 

by the Clearinghouse, and delivered in a trauma-informed environment 
• Attest that the LDSS, or contracted provider, will make available to the CfE/OCFS upon 

request examples of the fidelity and short-term outcome data.  
  
OCFS’s plans for monitoring, CQI and evaluation are described in Section 6.   
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Section 4: Child-Specific Prevention Plan (pre-print section 4) 

The process and system used to develop child specific prevention plans will vary according to a child’s 
candidacy track.  Pregnant and parenting youth in foster care and candidates identified via the child 
welfare services track will have active cases with LDSSs; the child-specific preventive service plan for 
these children and youth will be housed within CONNECTIONS, the state’s CCWIS system.  
Candidates entering on the HFNY track will have their cases managed by HFNY using approved HFA 
protocols and case planning tools.   

Pregnant and Parenting Youth in Foster Care and Child Welfare Services Track 

The FASP, developed by the caseworker (also known as the case planner), with the 
parents/caregivers, and children, where appropriate, clearly identifies the desired outcome, what 
needs to change in the family and the services that are designed to achieve that change. It provides 
the family, caseworkers, supervisors, and other service providers with a clear blueprint of who is going 
to do what to achieve the child and family’s goals. 

Within the FASP is the Service Plan section, which details the child’s specific prevention plan. It 
includes the needs and goals of the child and family and the strategies that will be put in place to 
prevent the child’s removal from the home, and the list of services that address the criteria noted in 
the Programmatic Eligibility section of the FASP.  

The FASP is completed and revised regularly throughout the case to provide an accurate reflection 
of the case circumstances and the child-specific service needs. The Initial FASP is completed in 
CONNECTIONS within 30 days of the case initiation date, the Comprehensive FASP is within 90 
days, and the Reassessment within six months, and every six months thereafter. 

Developing Child-Specific Prevention Plans and Connecting Families to Services  

Each child’s individual service needs are addressed in the Service Plan section of the FASP for 
every preventive case. Child-specific prevention plans will be developed by LDSS caseworkers 
in collaboration with the family as part of the established service planning process. The diagram 
below illustrates the process.  
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Figure 8: Business Process for Development of Child-Specific Prevention Plans 

 

 

Based on information collected and the completion of the Strengths, Needs, and Risks 
Assessment Tool within the FASP, the following information is used in deciding what preventive 
services are needed: 

• The presenting problem and referral source 

• The family’s relevant service history, including actions taken in the past to meet the 
family’s needs, such as a summary of casework contacts, service referrals, services 
provided, court involvement 

• The current functioning of the family, such as family members’ interaction, their ability to 
cope with stress, family strengths, and the caregiver’s capacity to care for children 

• Support currently available to the family 

• The family’s need for services and its ability to benefit from the provision of services 

• A permanency planning goal for each child for whom services are authorized 

• Program choice consistent with the assessment of the family’s needs 

• Placement information, including appropriateness of placement determination and 
parenting plan, if a youth is pregnant or parenting and is receiving foster care 

The above information is analyzed and discussed with the family by the caseworker with an eye 
towards selecting services that will help remediate the circumstances that are placing the child at 
risk of removal or to assist the pregnant or parenting youth in foster care to prepare for or to care 
for their child. This process will be the same in determining the appropriate evidence-based 
services under Family First for children and caregivers experiencing substance abuse, mental 
health, and parenting issues. When selecting services, the availability of the service in both 
location and hours of operation are taken into consideration, especially for working caregivers. 
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The 12-month eligibility period for Family First services will initiate when the initial FASP is 
completed. Caseworkers are required to help coordinate the appropriate services, including 
facilitating a warm handoff to the provider and assisting the family in setting up appointments if 
needed.  
The caseworker provides ongoing monitoring and coordination of the child specific prevention 
plan, contained within the FASP, by staying in frequent and regular contact with both the service 
providers and the family to support service provision and assess progress made and/or help 
identify any adjustments needed to the services. Ongoing assessment of the need for the service 
is done through casework contacts with the family and the provider of the service. 
Needed services and eligibility determination will be reviewed as part of the Family Assessment 
and Service Plan Reviews process done at the 90-day and six-month time frame, and every six 
months thereafter while the case is open for preventive services. During Family Assessment and 
Service Plan Reviews, the family and service providers discuss progress to date, and what 
changes to the services may be needed to keep the child safely in the home. The provision of the 
Family First evidence-based services will be coordinated with any additional services provided to 
the family as to not overwhelm the child/caregiver. These forums will be leveraged as key 
touchpoints for monitoring progress and ongoing appropriateness of FF services.  
At the 12-month point, each child’s eligibility will be re-assessed to determine if the child’s risk 
level of entering foster care remains high.  If the risk remains high, a new child’s prevention plan 
will be developed noting which Family First evidence-based services will be provided. 
 
The Role of the Case Manager  

The case manager, who is separate and distinct from the case planner/caseworker, plays a key 
role in the approval of the FASP. The LDSS assigns a case manager for each case. In New York 
City, although eligibility for preventive services is determined by the Administration for Children’s 
Services (ACS), the case manager role is assigned by the private agency providing preventive 
services.  

There is one case manager for each family receiving preventive services, even when the 
household is receiving multiple child welfare services, such as foster care, preventive services, 
child protective services, and/or adoption services.  

In general, case management includes the following activities, as defined by state regulations: 
• Determining or approving a determination of eligibility for services 
• Approving and supervising a Service Plan and coordination of services that are both 

related to Family First and other services provided through the IV-B plan 
• Authorizing the scope, type, and duration of services 
• Monitoring casework contacts 
• Maintaining information, including a case record for each family receiving services 
• Preparing and filing reports 

The case manager provides oversight of the case and reviews the FASP, which upon approval of 
the case manager becomes effective. When preventive services are mandated by a court order, 
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the case manager must follow the appropriate orders of the court in planning and authorizing 
services to be provided. 

In general, the case manager assigns responsibilities for case planning and makes sure that all 
participants in the case are actively involved in the assessment and Service Plan functions. This is 
especially important when services overlap or when a case is being transferred from one service area 
to another. The case manager will also monitor the integration of Family First evidence-based services 
within the prevention unit to promote a full continuum of services is available to all families needing 
assistance.  

Healthy Families New York Track 

HFNY home visitors, who are reflective of the communities they serve, work with their supervisors to 
use the responses from the Family Resilience and Opportunities for Growth (FROG) scale and other 
HFNY screening tools to create an individualized preventive service plan (i.e., HFNY Family Service 
Plan) that documents the family’s (1) protective factors and strengths, (2) risk factors and areas for 
support, (3) planned interventions (e.g., reflective strategies, screenings, referrals, activities, 
observations, family goals, curriculum use), and (4) follow-up on planned interventions.  OCFS will 
work with all HFNY programs to promote that they are culturally competent, and that the services and 
materials provided to the families is in the language used by the family. 

During the initial assessment and in ongoing contacts with families (e.g., home visits, groups, etc.), 
home visitors assess needs, risks, and safety factors, and provide information and referrals to health 
care and other community resources as appropriate. When referrals are made, home visitors follow-
up with the family or the referral source (with signed consent), as necessary, to support the connection 
and promote follow-through.  As other challenges/risks are identified in the family, the individualized 
service plan in updated.  

HFNY is designed to provide on-going services to families up to the targeted child’s fifth birthday.  
Families who meet the enrollment criteria for HFNY will be considered to remain candidates for foster 
care up until the target child is no longer program eligible.  For candidates who remain active in HFNY 
services longer than 12-months, an updated service plan at the 12, 24, 36, 48-month mark will serve 
as the new FFPSA prevention plan.    
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Section 5: Monitoring Child Safety (pre-print section 3) 

During Wave 1, New York State will leverage the existing safety and risk monitoring tools already 
built into child welfare services and HFNY daily operations to monitor and oversee the safety of 
children receiving Family First preventive services.     

Pregnant and Parenting Youth in Foster Care and Child Welfare Services Track 

The safety of children in preventive services and foster care cases, as in all child welfare work, is 
of paramount importance. For Family First, caseworkers and supervisors will use the same 
process and tools that are currently in place for all preventive services and foster care cases to 
assess and monitor the safety and risk of children receiving a Family First EBP through either the 
Child Welfare Services or Pregnant and Parenting Youth in Foster Care Tracks. By using the 
same tools that workers are already trained on, the safety and risk of children receiving Family 
First Services will be consistent with current practice and the implementation of Family First 
services will not be delayed.  

It is the responsibility of all child welfare caseworkers and supervisors to continually assess the 
immediate safety and the risk of abuse or maltreatment of all children in the case throughout the 
time the family’s case is open for preventive services and while in foster care. All caseworkers, 
those at the LDSS and those with whom the LDSS contracts with, are responsible for developing 
the FASP and must use the Safety Assessment and the Risk Assessment Profile (RAP) tools that 
are embedded in the FASP. These tools include assessments related to substance use, mental 
health, and parenting in meeting the child’s needs.  

While helping a child, youth, and family to implement the child specific prevention plan, the caseworker 
must simultaneously focus on the immediate safety of all children in the home and the future risk of 
abuse and maltreatment. This occurs during every contact with the family and pregnant and parenting 
youth in foster care, even when other topics are being discussed. Information gathered from the child, 
youth, family, and from other sources serves to apprise the caseworker of the family’s functioning and 
current circumstances that impact the parent’s ability to care for their children inclusive of ongoing 
safety and risk assessment.  

Minimum Frequency of Casework Contacts  

While conducting casework contacts, the caseworker is required to assess the safety and risk to 
each child in the home, or to the pregnant or parenting youth in foster care, using the safety and 
risk factors outline below. The caseworker records in the progress notes any concerns observed 
or discussed. More formal safety and risk assessments are completed each time the FASP is 
completed (Initial within 30 days, Comprehensive within 90 days, and Reassessment at six 
months, and every six months thereafter) as detailed further below. Based on the safety and risk 
factors identif ied by the caseworker, more preventive services may be needed, and the FASP is 
updated accordingly. Caseworkers will continuously be assessing the child and caregiver to 
determine if they would benefit from any of the evidence-based services noted in the state’s 
prevention plan and if so, make the necessary referrals.  

There must be at least 12 casework contacts with a child and/or family receiving preventive 
services within each six-month period of services. The first six-month period of services begins at 
the case initiation date (CID) or at the initiation of preventive services. Subsequent six-month 
service periods are calculated from the Service Plan due date.  
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At least six of the 12 casework contacts must be made by the case planner or by a caseworker, 
as assigned by the case planner. 

• Four of these casework contacts must be individual, face-to-face meetings with the child 
and/or the family.  

• Two of these contacts must take place in the family’s home. 

No more than two of the remaining six contacts in any six-month period may be made by 
supportive service providers. 

For youth in foster care who are pregnant or parenting, casework contacts are required at least 
twice within the first 30 days of placement, with at least one of the contacts in the foster home, 
and then monthly thereafter. At least two of the monthly contacts every 90 days must be at the 
child's placement location.  

Assessing Safety  

Caseworkers identify any presenting safety factors and determine what actions or immediate 
interventions are needed to protect the child, family, or community to establish safety. The Safety 
Assessment is completed as part of each FASP, which is completed initially when the case is 
being opened, at 90 days, at six months and every six months thereafter.  

Both the safety decision and the safety planning process are informed by the individual, family, 
and community strengths that surround the family, and the entire process utilizes the application 
of critical thinking skills to reduce worker bias and errors in decision-making. 

Documenting the Safety Assessment within the FASP 

The Safety Assessment is included in the FASP in the CONNECTIONS system. It helps guide 
and support the caseworker’s professional judgment. It is also the place where the safety 
assessment process, including the safety decision and safety plan, if needed, are documented 
by the caseworker, and reviewed/approved by the supervisor. Non-protective safety issues are 
summarized in a narrative form in CONNECTIONS.  

Safety Factors  

The Safety Factors listed below are included in the safety assessment within the FASP and are 
used by caseworkers when conducting safety assessments. Safety factors are behaviors, 
conditions, or circumstances that have the potential to place a child in immediate or impending 
danger of serious harm. These include specific parent/caretaker behaviors, conditions in the 
home, family dynamics, history, and other circumstances. The caseworker uses all available 
information to assess whether any of the safety factors are currently present in the child’s living 
situation. Sources of information include, but are not limited to, direct observation of the family 
and the home environment, interviews with family members [including the child(ren)], and 
information gathered from credible collateral sources of information.  

New York State has defined 18 safety factors. The caseworker also has the option for “No safety 
factors present at this time.”  

1. Based on your present assessment and review of prior history of abuse or maltreatment, the 
parent(s)/caretaker(s) is unable or unwilling to protect the child(ren). 
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2. Parent(s)/Caretaker(s) currently uses alcohol to the extent that it negatively impacts his/her 
ability to supervise, protect, and/or care for the child(ren). 

3. Parent(s)/Caretaker(s) currently uses illicit drugs or misuses prescription medication to the 
extent that it negatively impacts his/her ability to supervise, protect, and/or care for the 
child(ren). 

4. Child(ren) has experienced or is likely to experience physical or psychological harm because 
of domestic violence in the household.  

5. Parent(s)’/Caretaker(s)’ apparent or diagnosed medical or mental health status or 
developmental disability negatively impacts his/her ability to supervise, protect, and/or care 
for the child(ren). 

6. Parent(s)’s/Caretaker(s)’s has a recent history of violence and/or is currently violent and out 
of control. 

7. Parent(s)/Caretaker(s) is unable and/or unwilling to meet the child(ren)’s needs for food, 
clothing, shelter, medical or mental health care and/or control child’s behavior. 

8. Parent(s)/Caretaker(s) is unable and/or unwilling to provide adequate supervision of the 
child(ren). 

9. Child(ren) has experienced serious and/or repeated physical harm or injury and/or the 
parent(s)/caretaker(s) has made a plausible threat of serious harm or injury to the child(ren). 

10. Parent(s)/Caretaker(s) views, describes, or acts toward the child(ren) in predominantly 
negative terms and/or has extremely unrealistic expectations of the child(ren). 

11. Child(ren)’s current whereabouts cannot be ascertained and/or there is reason to believe the 
family is about to flee or refuses access to the child(ren).  

12. Child(ren) has been or is suspected of being sexually abused or exploited and the 
parent(s)/caretaker(s) is unable or unwilling to provide adequate protection of the child(ren). 

13. The physical condition of the home is hazardous to the safety of the child(ren). 

14.  Child(ren) expresses or exhibits fear of being in the home due to current behaviors of 
parent(s)/caretaker(s) or other persons living in or frequenting the household. 

15. Child(ren) has a positive toxicology for drugs and/or alcohol. 
16.  Child(ren) has significant vulnerability, is developmentally delayed or medically fragile (e.g., 

on apnea monitor,) and the parent(s)/caretaker(s) is unable and/or unwilling to provide 
adequate care and/or protection of the child(ren). 

17.  Weapon noted in CPS report or found in the home and parent(s)/caretaker(s) is unable and/or 
unwilling to protect the child(ren) from potential harm. 

18.  Criminal activity in the home negatively impacts parent(s)’s/caretaker(s)’s ability to supervise, 
protect and/or care for the child(ren). 

Applying the Safety Criteria 

The caseworker applies safety criteria to each identif ied safety factor to determine whether the 
child is in immediate or impending danger of serious harm by considering: 

• The seriousness of behaviors/circumstances reflected by the safety factor 
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• The number of safety factors identified 

• The degree of the child’s vulnerability and need for protection 
• The age of the child 

The Safety Decision 

After identifying the safety factors that are present and applying the safety criteria to determine if the 
child is in immediate or impending danger of serious harm, the next step is to make a safety decision. 
A safety decision is a statement of the current safety status of the child(ren) and the actions that are 
needed to protect the child(ren) from immediate or impending danger of serious harm. The 
caseworker, in consultation with the supervisor, selects one of five available safety decisions: 

Safety Decision 1: No safety factors were identif ied at this time. Based on currently available 
information, there is no child(ren) likely to be in immediate or impending danger of serious harm. 
No safety plan/controlling interventions are necessary at this time. 

Safety Decision 2: Safety factors do exist, but do not rise to the level of immediate or impending 
danger of serious harm. No safety plan/controlling interventions are necessary at this time. 
However, identif ied safety factors have been/will be addressed with the parent(s)/caretaker(s) 
and reassessed. 

Safety Decision 3: One or more safety factors are present that place the child in immediate or 
impending danger of serious harm. A safety plan is necessary and has been 
implemented/maintained through the actions of the parent(s)/caretaker(s) and/or either CPS or 
child welfare staff. The child(ren) will remain in the care of the parent(s)/caretaker(s). 

Safety Decision 4: One or more safety factors are present that place the child(ren) in immediate 
or impending danger of serious harm. Removal to, or continued placement in, foster care or an 
alternative placement setting is necessary as a controlling intervention to protect the child(ren). 

Note: If safety decision #4 is chosen, it is necessary to document which children were placed or 
remain in foster care or an alternative placement. Also, if applicable, caseworkers must identify 
the protecting factors that allow each child(ren), if any, to remain in the home. 

Safety Decision 5: One or more safety factors are present that place or may place the child(ren) 
in immediate or impending danger of serious harm, but Parent(s)/Caretaker(s) has refused access 
to the child(ren) or fled, or the child(ren)’s whereabouts are unknown.  

The Safety Plan  

If a child is determined to be in immediate or impending danger of serious harm, the caseworker 
must develop a safety plan. This safety plan must control for the danger and protect the child from 
what is placing him or her in immediate or impending danger of serious harm for as long as the 
danger exists. This is known as managing safety. 

There are several elements of the safety plan. The plan accomplishes the following: 

• Provides a clearly defined set of actions, including controlling interventions when 
necessary, that have been or will be taken without delay to protect the child(ren) from 
immediate or impending danger of serious harm. 
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• Addresses all the behaviors, conditions, or circumstances that create the immediate or 
impending danger of serious harm to the child(ren). 

• Specifies the tasks and responsibilities of all persons (parent/caretaker, household/family 
members, caseworker, or other service providers) who have a role in protecting the 
child(ren). 

• Gives time frames associated for each action or task in the plan that must be implemented. 

• Identif ies how the necessary actions and tasks in the plan will be managed and by whom. 

The plan must be modified, or a new plan will be developed in response to changes in the family’s 
circumstances, as necessary, to continually protect the child(ren) throughout the life of the case. 
The plan must stay in place until the protective capacity of the parent/caretaker is sufficient to 
eliminate immediate or impending danger of serious harm to the child(ren) in the absence of any 
controlling interventions. 

Controlling Interventions 

A wide array of controlling interventions or activities can be included in safety plans to protect a 
child from a situation, behaviors or conditions that are associated with immediate or impending 
danger of serious harm. Without controlling interventions, the dangerous situations, behaviors, or 
conditions would still be present, would emerge, or would likely immediately return. For 
safety/controlling interventions to be part of a viable safety plan, they must be available 
immediately. Additionally, people who are integral to the plan must be capable of and committed 
to carrying out the interventions and the plan.  

Assessing Risk of Abuse/Maltreatment 

While a safety assessment is focused on the immediate or impending safety of the children, risk 
is future-oriented. OCFS regulations define risk assessment as “a process of information 
gathering and analysis that examines the interrelatedness of risk elements affecting family 
functioning and documents them in the form, manner and time prescribed by OCFS.”  

Risk Assessment Profile  

The Risk Assessment Profile (RAP) is a research-based assessment protocol designed to assist 
workers in making informed decisions regarding the level of risk of future abuse or maltreatment. 
While the initial RAP is often done by CPS investigative workers, the elements in the RAP are 
used by preventive services workers to guide and document ongoing assessments of family 
functioning. In addition, when a CPS investigative worker transfers responsibility for a case to a 
preventive services worker, the RAP will provide information about why the case was opened and 
what behaviors and conditions pose risk for future abuse and maltreatment. The RAP is 
completed as part of each FASP, which is completed initially when the case is being opened, at 
90 days, at six months and every six months thereafter. This same process will be used for 
assessing risk to children and caregivers receiving Family First services. 
The primary goal of risk assessment is to promote and support a structured, rational, decision-
making approach to child protective services case practice, without replacing professional 
judgment. 
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Risk assessment is based on a social work or rehabilitative approach to working with families. It 
deliberately bolsters the focus of child protective services beyond an evidentiary, allegation-driven 
system. 

The RAP also guides and supports professional judgment regarding: 

• the decision to keep a case open for services following case determination. 

• the appropriate selection of treatment services to reduce risk of future abuse and 
maltreatment, and 

• the decision to close a case based on risk reduction. 

During the risk assessment process, the caseworker, in consultation with the supervisor does the 
following: 

1. Gathers information on the presence or absence of a set of circumstances and behaviors 
in the parent’s/caretaker’s household(s). These circumstances or behaviors are known as 
“risk elements.” Uses the CONNECTIONS system to calculate a risk score and rating. 
Note: FAR cases use FLAG to identify, with the family, any areas of risk revealed by the 
information the family shares.  

2. Uses that risk rating and other circumstances to determine the family’s need for services 
aimed at reducing the likelihood of future abuse or maltreatment of the child(ren). 

3. Develops a Service Plan that targets the respective behaviors or circumstances in the 
parent’s/caretaker’s household(s) that have been identif ied as contributing to the risk of 
future abuse or maltreatment (risk elements).  

Risk Elements 

Risk elements are a set of circumstances and behaviors in the parent’s/caretaker’s household(s). 
Risk elements have been shown to influence the likelihood of future abuse and maltreatment. 
Response criteria are weighted based on a statistical analysis of their influence on risk and added 
together to derive an overall score. The overall score is then assigned a risk rating level ranging 
from low to very high, depending on state research findings and specifically designated policy 
considerations. When an elevated risk element is identif ied by the worker, the risk level is 
automatically raised to very high. 

Risk scores and ratings 

For an accurate risk score and rating to be obtained, the caseworker completing the RAP must 
not make assumptions or use opinion rather than the facts of the case. If the caseworker doesn’t 
have enough information to complete the RAP, they must gather that information from various 
sources. These include individuals such as family members and collaterals, as well as written 
documents such as police reports, school records, and medical f iles. 

If at least one of the eight (8) elevated risk elements is selected, the risk rating will automatically 
be very high. The risk scoring system is as follows: 
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Total Risk Score                               Risk Rating  
2 or lower Low  
3 to 6 Moderate  
7 to 9 High  
10 or above Very High  

 
 
The scoring from the RAP is an indicator that the child is at risk for future abuse or maltreatment. 
The higher the risk rating the higher probability that the child remains at risk for future abuse or  
maltreatment. To prevent future abuse and maltreatment, families in which the risk level/rating is 
high or very high should be provided services aimed at helping them make changes in their lives 
to reduce the future risk of harm to their children. Services, however, can be provided to families 
with any case risk rating, depending upon the case circumstances and the family’s receptivity. 
Eligibility for Family First preventive services will be based on the decision to open a preventive 
case, regardless of RAP score. 

 
Healthy Families New York Track 

Initial Assessment of Safety and Risk 

HFNY will use the Family Resilience and Opportunities for Growth (FROG) (Figure 9) scale to 
assess for child safety and risk for all families served under the Signature or Child Welfare 
protocol. For families that have an open preventive case the families will also be assessed using 
the Safety and Risk protocol in the FASP.  

The FROG explores the strengths and challenges that impact parents’ ability to nurture and care 
for their children. The FROG allows home visitors to identify families’ concerns, needs, risks, 
stressors, and strengths within 14 domains as they relate to the Protective Factors. Home visitors 
also administer a depression screen during the assessment process (Patient Health 
Questionnaire-2). If a participant scores a three or higher on the Patient Health Questionnaire-2, 
the Patient Health Questionnaire-9 will be administered. Home visitors also administer an intimate 
partner violence screening tool, Hurt, Insult, Threaten, and Scream (HITS) and a 3-item screen 
to identify at-risk alcohol use Alcohol Use Disorders Identification Test-Concise (AUDIT-C) during 
the assessment process. These tools may also be administered as needed during the course of 
service provision.  

 

 

 

 

 

 

 

Figure 9. FROG Scale Domains 
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Supervision 

In their weekly supervision sessions, the supervisor and home visitor review the activities that 
have been implemented, discuss the readiness of the family to address issues, reflect on the 
success of completed activities, and discuss next steps. Any challenging issues or concerns 
identif ied after the completion of the initial assessment process are added to the individualized 
preventive service plan.  

Ongoing Assessment of Safety and Risk 

Parent-Child Bonding/Attachment/Interaction: During each home visit, the home visitor observes 
parent-child interaction using CHEERS (Cues, Holding, Expression, Empathy, 
Rhythmicity/Reciprocity, and Smiles) and identifies areas of strengths, needs, and concerns. The 
home visitor uses Reflective Strategies (e.g., Strategic Accentuate the Positive, Explore and 
Wonder, Normalizing, etc.) during teachable moments to reinforce the parent’s positive 
interaction, to promote nurturing relationship skills, and to address any concerns identified through 
CHEERS observations. Twice a year, home visitors also complete the CHEERS Check-In (CCI). 
This validated tool is designed to assess the quality of the relationship between the parent and 
child and their reciprocal interactions. 
 
Developmental Delays: HFNY Home visitors assess children for developmental delays on a 
regular basis. The Ages and Stages Questionnaire is administered at least twice a year for 

•Family environment
•Perception of the child

Social and Emotional Competence

•Infant and child development
•Plans for discipline
•Child Proective Services involvement

Knowledge of Parenting and Child Development

•Positive childhood experiences
•Stressful childhood experiences
•Behavioral health
•Mental health
•General stress level

Parental Resilience

•Social connections
•Intimate partner support
•Intimate partner conflict resolution

Social Connections

•Concrete support services

Concrete Supports



54 
 

children under the age of 3 and annually for children between the ages of 3 and 5. The ASQ -
SE is administered at least annually beginning at 6 months of age. When developmental 
concerns are indicated, home visitors make appropriate referrals for services. 
 
Challenging Issues: Home visitors regularly assess for and make referrals (as needed) for any 
new challenging issues families may be facing. This may include:  

• Alcohol abuse 
• Substance abuse 
• Physical disability/Health problems 
• Depression 
• Other mental illness/disability 
• Developmental and intellectual 

disability 
• Domestic violence 
• Marital or relationship issues 
• Financial diff iculties or insufficient 

income 

• Homelessness or inadequate housing 
• Criminal activity 
• Other legal problems 
• Social isolations/inadequate social 

support 
• Stress or emotional diff iculties 
• Inadequate food, clothing, or 

household goods 
• Smoking 

Maternal Depression: The PHQ-9 is also administered again within 30 days of the first prenatal 
home visit (for prenatally enrolled families), within three months of enrollment (for families enrolled 
postnatally), and at least once within three months of any subsequent births. Home visitors 
provide activities to support parents with elevated depression screening scores and refer (with 
consent when needed) to community-based providers for further evaluation and treatment. 

Education to families on safety topics listed below: Home visitors provide education to families 
about important infant/child safety topics regularly and on an as needed basis. Home visitors may 
provide referrals to community-based services as appropriate. 

• Car Seat Safety  
• SIDS/Back to Sleep/Safe Sleep 
• Shaken Baby 
• Blunt Force Trauma 
• Post-Partum Depression (Signs and Symptoms) 
• Fire 
• Water Temperature 
• Poison 
• Water Safety 
• Who to leave the child with (safe caregivers) 

 

Data collection elements (based on participant self-report or from screening tools conducted by 
home visitors)  related to child safety and protective factors include:  

• Initiation and continuation of breastfeeding (every six months) 
• Child general health (every visit) 
• Child developmental milestones (every visit and via regular standardized screening 

tools) 
• Well-visits and immunizations (every visit) 
• Child protective and child welfare system involvement (every visit and during each six-

month follow-up) 
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• Visits to emergency department, urgent care, and hospitalizations (every visit) 
• Lead assessment and screening results (during each six-month follow up) 

 

Reporting Child Abuse and Maltreatment 

HFNY home visitors, while not legally mandated reporters in New York State receive annual 
child abuse and neglect training. HFNY policy requires all suspected cases of child abuse and 
maltreatment be reported to the SCR, including situations where it is believed that a report has 
already been made by another individual or organization.  
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Section 6: Evaluation Strategy and Waiver Request (pre-print section 2, Attachment II) 
 

As noted in Section 3, to permit LDSSs to immediately benefit from Family First EBPs while OCFS 
builds the infrastructure needed to inform and support the rigorous evaluation efforts required for 
supported and promising programs, New York State is currently requesting approval for only well-
supported EBPs. CQI efforts will begin on day one of implementation at the OCFS and LDSS 
level and will expand over time as the CfE and regional collaboratives take root. Evaluation 
activities will begin in Wave 2 and expand over time as state and local resources allow. 
  
Evaluation Waiver Justifications  
 
Family First requires that each state continually assess the degree to which the EBPs provided 
to children and their families are being implemented as intended and achieving the desired 
outcomes. To accomplish this, each EBP service submitted in a state’s Prevention Plan must 
include a well-designed and rigorous evaluation strategy. The Children’s Bureau, however, may 
waive this requirement for a well-supported EBP if the state provides compelling evidence of the 
effectiveness of the EBP and meets the CQI requirements. New York State is requesting a waiver 
of the evaluation requirements for all eleven of our selected well-supported programs: 
 

• Brief Strategic Family Therapy (BSFT)  
• Family Check-Up (FCU) 
• Familias Unidas 
• Functional Family Therapy (FFT)  
• Healthy Families America (HFA)  
• Homebuilders - Intensive Mandated Prevention Services and Reunification Services 

(Homebuilders) 
• Motivational Interviewing (MI)  
• Multisystemic Therapy (MST)  
• Nurse-Family Partnership (NFP) 
• Parents as Teachers (PAT) 
• Parent-Child Interaction Therapy (PCIT)  

All of these EBPs have empirical evidence that they improve outcomes in the domains of child 
safety, child permanency, child well-being, and/or adult well-being. Moreover, New York State is 
confident that these EBPs will continue to improve outcomes for the children and families we 
serve, as described in the section below.  

Compelling Evidence for EBP Effectiveness and Waiver Justification 

The comprehensive needs assessment conducted by OCFS showed an average of 42,123 
children at risk for foster care placement between 2018 and 2020, with needs in all three Family 
First prevention service categories.30 The most common need was for parenting services, 
followed by mental health and then substance abuse. This echoes feedback received from LDSSs 
and agency partners, who indicated a high need for increased in-home and mental health 
services. The interventions included in Wave 1 of implementation will effectively meet these 
needs. 
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Brief Strategic Family Therapy (BSFT)  
Brief Strategic Family Therapy (BSFT) uses a structured family systems approach to treat families 
with children or adolescents (6 to 17 years) who display or are at risk for developing problem 
behaviors including substance abuse, conduct problems, and delinquency. New York State’s 
analysis of the children receiving preventive services shows that approximately 65% meet the 
age criteria for BSFT.31 Initial candidacy estimations described in Section 3 indicate that 
approximately 3% of preventive cases have concurrent juvenile justice involvement (i.e., 
adjudicated as Juvenile Delinquent) or showed serious behavioral problems or criminal activity at 
home and or within the community. BSFT is an appealing intervention for New York State because 
of broad eligible age range of child and youth populations, cross-system treatment focus, and the 
flexibly of where it can be delivered, specifically in homes. One of the service characteristics 
identif ied in the regional meetings highlighted transportation as one of the common challenges to 
parents accessing available services and the in-home delivery format would address this barrier. 
BSFT is offered in New York City and additional LDSSs are interested in building the infrastructure 
to offer BSFT over the next five years. 

Evidence base justification  
The Clearinghouse rated BSFT as a “well-supported” EBP following review of five eligible studies 
that indicated favorable effects in the target outcomes of child and adult well-being. 

Child well-being outcomes 
• At least one study of BSFT has shown improved child well-being outcomes. Participation 

improved behavioral and emotional functioning by reducing externalizing behaviors. 
Results of this study also showed reductions in delinquent behaviors such as the number 
of lifetime and past year arrests and incarcerations.32  

 Adult well-being outcomes 
• BSFT has demonstrated effects in improving adult well-being outcomes. In one study, 

parents who participated in BSFT reported less alcohol use.33 In another study, significant 
overall improvements in family functioning were achieved.34  

Program delivery and fidelity monitoring 
BSFT is typically delivered in 12 to 16 weekly sessions in community centers, clinics, health 
agencies, or homes. Intervention delivery is based on the required manual: Szapocznik, J. Hervis, 
O., & Schwartz, S. (2003). Brief Strategic Family Therapy for Adolescent Drug Abuse (NIH Pub. 
No. 03-4751). National Institute on Drug Abuse. BSFT counselors are required to participate in 
four phases of training and are expected to have training and/or experience with basic clinical 
skills common to many behavioral interventions and family systems theory. Fidelity monitoring 
includes counselor completion of the BSFT Therapist Adherence Form with monitoring by a 
clinical supervisor documented using the Clinical Supervision Checklist (CEBC, Robbins et al., 
2011). 

Familias Unidas 

Familias Unidas is a multi-level, family-centered program developed to reduce risk for drug use, 
risky sexual behavior, and other problematic behaviors in Hispanic youth. The intervention is 
delivered primarily through multi-parent groups consisting of between 12-15 parents. The 
activities and group discussions in the multi-parent groups aim to improve effective parenting 
practices, help parents protect their children from harmful behaviors, and facilitate parental 
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involvement in the youth’s lives. Familias Unidas also helps parents meet with school personnel 
and plan activities involving their child’s peers, which allows parents to connect to their 
adolescent’s school and peer networks. New York State’s analysis of children and families 
receiving preventive services shows that approximately 33% of children fit the target age range 
of Familias Unidas, with a subset of this population identifying as Hispanic.35 

Evidence base justification  
The Clearinghouse rated Familias Unidas as a “well-supported” EBP following review of four 
eligible studies that indicated favorable effects in the target outcomes of child and adult well-
being. 

Child well-being outcomes 
• Studies have shown that Familias Unidas has improved child well-being in behavioral 

and emotional functioning and substance use.3637 
Adult well-being outcomes 

• Many studies have shown that families who participate in Familias Unidas have 
demonstrated improvement in both positive parenting practices and family 
functioning.38394041 
 

Program delivery and fidelity monitoring 
Familias Unidas can be delivered in a variety of settings, including in the home, in schools, or in 
community-based organizations.  The program is generally delivered over a 12-week period, with 
the family engaging in one session per week, for approximately 1-2 hours per session.  The 
sessions consist of eight multiparent group sessions along with four individual family session 
where the adolescent is included.  Facilitators must have a minimum of a bachelor’s degree and 
the appropriate program-specific training to deliver the intervention.  Facilitators adhere to 
standards in the following manual: Estrada, Y., Pantin, H. M., Prado, G., Tapia, M. I., & Velazquez, 
M. R. (2020), UM-Familias Unidas Program: For the families of Hispanic adolescents: Intervention 
manual. University of Miami. Fidelity training is provided as a part of program implementation and 
is evaluated using observational f idelity measures that assess the use of the key components of 
the intervention. 

Family Check-Up (FCU) 
FCU is a strengths-based, family-centered model for children ages 2 through 17 and their parents 
and caregivers. FCU reduces negative and coercive parenting by promoting positive family 
management techniques and addressing child adjustment problems. New York State’s recent 
assessment of preventive families’ needs indicates that over 80% of children in FCU’s targeted 
age-group had a need for parenting skills/supports.42 FCU’s broad age range, focus on both 
parenting and mental health needs within a family-based framework, and flexibility of service 
delivery location (homes, schools, community mental-health settings, etc.) makes FCU an 
appealing prevention program for New York State. Numerous LDSSs have expressed interest in 
building the infrastructure to offer FCU over the next five years. 
 
Evidence base justification 
FCU is currently rated as “well-supported” on the Clearinghouse following a review of five eligible 
studies that indicated favorable effects in the target outcome of adult well-being. 
 
Adult well-being outcomes 
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• FCU has established efficacy in improving positive parenting practices.43 44 45 46 

Program delivery and fidelity monitoring 
FCU can be conducted in a variety of settings, including homes, schools, community based 
mental health and health providers, and Native American tribal communities. FCU consists of 
three main components: an initial interview that establishes rapport and explores family strengths 
and challenges, a comprehensive family assessment that includes input from children, parents, 
teachers and observations of family interactions, and a feedback session that involves a 
comprehensive review of the assessments and discussions of possible follow-up support and 
service options. Recommended service duration is between one to four months, depending on 
the needs of the family. Master’s level clinicians deliver the intervention according to the following 
manual: Dishion, T. J., Gill, A. M., Shaw, D. S., Risso-Weaver, J., Veltman, M., Wilson, M. N., 
Mauricio, A. M., & Stormshak, B. (2019), Family check-up in early childhood: An intervention 
manual (2nd ed.) [Unpublished intervention manual]. Child and Family Center, University of 
Oregon. Fidelity is evaluated using validated assessments, and to become certified programs are 
required to meet model specific f idelity requirements. 

Functional Family Therapy (FFT)  
FFT is a trauma-informed evidence-based therapeutic intervention for at-risk families and juvenile 
justice involved youth. FFT aims to address risk and protective factors that impact the adaptive 
development of 11- to 18-year-old youth who have been referred for behavioral or emotional 
problems. New York State’s analysis of the children receiving preventive services show that 
approximately one-third meet the age criteria for FFT with a subset having concurrent juvenile 
justice involvement.47 This makes FFT an appealing intervention for New York State because of 
the emphasis on older children and youth, cross-system treatment focus, and the flexibly of where 
it can be delivered (e.g., homes, schools). FFT is currently offered in seven LDSSs in New York 
State and additional LDSSs are interested in building the infrastructure to offer FFT over the next 
five years. 

Evidence base justification 
FFT is currently rated as “well-supported” on the Clearinghouse following review of nine eligible 
studies that indicated favorable effects in the target outcomes of child and adult well-being.  

Child well-being outcomes  
• FFT has a proven track record in improving youth behavior and emotional functioning and 

reducing youth alcohol and drug use.48 49 Participation in FFT has been shown to 
significantly reduce delinquent behaviors and the likelihood of out-of-home placements 
resulting from them. 48 49 50  

Adult well-being outcomes 
• FFT also has established efficacy in improving overall family functioning by reducing 

verbal aggression between family members.49 

Program delivery and fidelity monitoring 
FFT is conducted in clinic and home settings. It can also be delivered in schools, child welfare 
facilities, probation and parole offices, aftercare systems, and mental health facilities. FFT is 
organized in multiple phases and focuses on developing a positive relationship between 
therapist/program and family, increasing motivation for change, identifying specific needs of the 
family, supporting individual skill-building of youth and family, and generalizing changes to a 
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broader context. Typically, therapists will meet weekly with families face-to-face for 60 to 90 
minutes and by phone for up to 30 minutes, over an average of three to six months. Master’s level 
therapists deliver the intervention based on the following manual: Alexander, J.A., Waldron, H.B., 
& Robbins, M.S., & Neeb, A. (2013), Functional Family Therapy for Adolescent Behavior 
Problems. American Psychological Association. They work as a part of an FFT-supervised unit 
and receive ongoing support from their local unit and FFT training organization. FFT has a 
rigorous fidelity monitoring infrastructure. Contracted therapists providing FFT must show proof 
of training and fidelity to the model, which includes three phases: clinical training, supervisor 
training, and maintenance phase. FFT has a web-based Client Services System (CSS), which is 
used to monitor program fidelity based on the Fidelity and Dissemination Adherence Scores. 
Quarterly ratings are then used to derive a Global Therapist Rating for each therapist, gauging 
therapists’ adherence to and competence in the model (CEBC). 

Healthy Families America (HFA)  
HFA is a voluntary home visiting program for new and expectant families with children who are 
at-risk for maltreatment or adverse childhood experiences. Under Family First, New York State 
will expand its current HFA program (HFNY) to include child welfare protocols, enabling the 
enrollment of LDSS referred families with a child less than 24-months old. New York State’s 
analysis of children and families receiving preventive services shows that approximately 80% of 
children under 2 years of age have a caregiver who would benefit from parenting services.51 Five-
year fatality trends also show that children under 1 year of age account for over half of all 
maltreatment-related child fatalities in New York State.52 New York State believes that one 
strategy to reduce severe physical abuse resulting in child fatalities is by expanding in-home 
parenting services to new and expectant parents. Presently, there is an established HFA provider 
infrastructure in 41 counties in New York State. 

Evidence base justification 
HFA is currently rated “well-supported” as an In-Home Parenting Skill-Based Service by the 
Clearinghouse following review of 22 eligible studies that indicated favorable effects in the target 
outcomes of child safety, child well-being, and adult well-being.  

Although no evaluation of HFA to date has focused exclusively on families enrolled under the 
child welfare protocol, Easterbrooks and colleagues reported that the mean age of the target child 
at enrollment in their evaluation of Healthy Families Massachusetts was 2.83 months old, with 
standard deviation of 3.51 (Easterbrooks, Kotake & Fauth, 2019).  This means that a good 
number of families were enrolled when the target child was older than three months. It is important 
to note that eligibility criteria vary among Healthy Families America programs. For example, New 
York limits initial eligibility to the target child’s third month of life whereas Massachusetts eligibility 
extends through the child’s first year of life.   Regardless of eligibility criteria, the HFA model was 
originally designed for families with children ages zero to five, and staff are trained to serve 
families with children covering this age range.  The minimum length of service delivery for HFA is 
three years, and families can be served for at least three years as long as the target child is less 
than 24 months old when the family enrolls, as per child welfare protocol criteria. 

Historically the number of families enrolled in HFNY via referral from child welfare has been 
minimal.  In FFY 21, only 252 HFNY referrals came from child welfare.  Yet CPS data clearly 
indicate that young children make up close to 10% of those reported to child protective 
services.  In CY 2021, approximately 24,000 children two and under were named in a report of 
suspected child abuse or maltreatment, with nearly 16,700 children falling in the three-to-24-
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month age range at intake.   Adding the child welfare protocol to existing HFNY services will make 
more children and families eligible for HFNY referral. 

 By offering the child welfare protocol, NYS seeks to expand the delivery of effective home visiting 
services to more families identif ied by LDSS who are currently ineligible. In a randomized control 
study of Healthy Families New York, it was found that for mothers with prior CPS reports, 
participation in HFNY reduced the rate of confirmed neglect by 33% and the rate of confirmed 
abuse by 77%, including an 88% reduction in the average number of acts of very serious physical 
abuse by the age of one. Indicating that HFNY has been significantly effective in allaying the risk 
of child maltreatment among families with prior CPS involvement. Furthermore, HFA has been 
shown to reduce the recurrence of maltreatment reports and increase the length of time between 
initial and subsequent reports of child maltreatment among child welfare-system involved families 
(Easterbrooks et al., 2019). The newly established HFA Child Welfare Protocol will not only 
expand the eligibility criteria to the target child’s first 24 months of life but will also expand home 
visitors’ knowledge of the child welfare system in order to improve collaboration with LDSS and 
better address the needs of child welfare involved families. It will also expand LDSS’ knowledge 
of the benefits of HFNY in order to encourage referrals to the program.  NYS believes this 
expansion will greatly enhance the state’s prevention efforts.  

 
Child safety outcomes 

• HFA has been shown to increase child safety by reducing incidents of neglectful 
behaviors, minor physical aggression, psychological aggression, and frequency of severe 
and very severe physical abuse.53 54 

Child well-being outcomes 
• HFA has proven efficacy in improving a range of child well-being outcomes. Findings show 

that participation in HFA has been shown to improve behavioral and emotional functioning 
and improvement in cognitive functions and abilities.55 56 57 58 

Adult well-being 
• HFA also has a robust set of research documenting improvements in adult well-being. 

HFA participation has been linked to enhanced parenting practices, improved 
parent/caregiver mental or emotional health, reductions in parental stress and overall 
improvements in family functioning and reductions in domestic violence.59 60 61 62 

Program delivery and fidelity 
HFA is delivered in the family’s home and providers follow the following manuals: Healthy Families 
America (2018), Best Practice Standards, Prevent Child Abuse America, and State/Multi-Site 
System Central Administration Standards. The overall goals of the program are to cultivate and 
strengthen nurturing parent-child relationships, promote healthy childhood growth and 
development, and enhance family functioning by reducing risk and building protective factors. 
HFA includes screening and assessments to identify families most in need of services, offering 
intensive, long-term, and culturally responsive services to both parent(s) and children, and linking 
families to a medical provider and other community services as needed. Enrollment begins 
prenatally and continues up to three months after birth for the signature model or up to 24 months 
of age for the child welfare protocol. Families are offered services until the child enters Head Start 
or kindergarten and receive weekly home visits at the start. Ongoing visit frequency is based on 
families’ needs and progress towards goals set collaboratively with their home visitor. All HFA 
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home visiting staff must have a minimum of a high school diploma or equivalent and are required 
to attend core training and receive supplemental wrap-around training. 

HFA has required fidelity monitoring requirements. Implementing sites utilize the HFA Best 
Practice Standards and demonstrate fidelity to the standards through annual HFNY central 
administration site visits and national model accreditation site visits every five years. There are 
152 standards, and each is coupled with a set of rating indicators to assess the site’s current 
degree of f idelity to the model (CEBC). Additionally, states implementing HFA within a multi-site 
system are also required to demonstrate fidelity to the State/Multi-Site System Central 
Administration Standards during national model accreditation site visits.  

Homebuilders-Intensive Family Preservation Services and Reunification Services 
(Homebuilders) 
Homebuilders provides intensive, in-home counseling, skill building and support services for 
families who have children (0-18 years old) at imminent risk of out-of-home placement or who are 
in placement and cannot be reunified without intensive in-home services. There are currently two 
LDSSs in New York State that offer Homebuilders, and recent state analysis of preventive cases 
indicate that over 80% of new preventive cases, or approximately 35,000 children each year, 
could be considered for Homebuilders for referral.63 

Evidence base justification 
Homebuilders is one of the oldest Intensive Family Preservation Services (IFPS) programs in the 
United States (Institute for Family Development). The intervention is currently rated “well-
supported” as an In-Home Parenting Skill-Based Service by the Clearinghouse, following review 
of three eligible studies that indicated favorable effects in the target outcomes of child permanency 
and adult well-being.   

 Child permanency outcomes 
• Participation in Homebuilders enhanced child permanency by preventing out-of-home 

placement directly after the intervention and at six and twelve months out. Additional 
research found that Homebuilders also improved reunification and family stability at the 
conclusion of child welfare involvement.64 65 

Adult well-being outcomes 
• Homebuilders has demonstrated evidence in improving adult well-being outcomes such 

as overall economic and housing stability and food security.66 

Program delivery and fidelity monitoring 
Homebuilders is delivered in the family’s home. Services are provided when and where the family 
needs them, including other community locations (e.g., school). Homebuilders is delivered 
according to the following manual: Manual: Kinney, J., Haapala, D. A., & Booth, C. (1991), 
Keeping Families Together: The HOMEBUILDERS Model. New York, NY: Taylor Francis. 
Practitioners conduct behaviorally specific, ongoing, and holistic assessments that include 
information about family strengths, values, and barriers to goal attainment. Homebuilders’ 
practitioners collaborate with family members and referents in developing intervention goals and 
corresponding service plans. These intervention goals and service plans focus on factors directly 
related to the risk of out-of-home placement or reunification. Throughout the intervention, the 
practitioner develops safety plans and uses clinical strategies designed to promote safety. 
Homebuilders’ services are concentrated during a period of four to six weeks with the goal of 
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preventing out-of-home placements and achieving reunifications. Providers are required to have 
a master’s degree in social work, psychology, counseling, or a closely related field or a bachelor’s 
degree in social work, psychology, counseling, or a closely related field with at least two years of 
related experience. The Homebuilders model includes fidelity measures designed to track specific 
indicators and performance measures (CEBC, Institute for Family Development). 

Motivational Interviewing (MI) 
Motivational Interviewing (MI) is a counseling method designed to promote behavior change and 
improve physiological, psychological, and lifestyle outcomes. MI aims to identify ambivalence for 
change and increase motivation by helping clients progress through five stages of change: pre-
contemplation, contemplation, preparation, action, and maintenance. It aims to do this by 
encouraging clients to consider their personal goals and how their current behaviors may compete 
with attainment of those goals. MI uses strategies to help clients identify reasons to change their 
behavior and reinforce that behavior change is possible. These strategies include the use of open-
ended questions and reflective listening. MI can be used to promote behavior change with a range 
of target populations and for a variety of problem areas.  

The evidence base for MI is strong in the areas of addictive and health behaviors for adolescents 
and adults and appears to improve outcomes in other domains when added to other treatment 
approaches.67 Because of this, New York State is seeking approval from the Children’s Bureau 
to use MI as a reimbursable case worker strategy to promote client engagement and motivation. 
As previously noted in section two of this plan, parental substance use disorders have been found 
to be a leading contributing factor associated with children entering care in New York State. Since 
MI’s efficacy is grounded in substance abuse treatment, using MI as a case management tool to 
engage families and enhance their motivation to participate in substance abuse services, is one 
way to reduce foster care entry. The analysis of preventive families indicates that approximately 
9% of caregivers would benefit from substance abuse services.68 In addition to using MI as a case 
management tool for families experiencing substance problems, New York State intends to offer 
training to all child welfare staff and not-for-profit preventive agencies providing Family First 
programs.   

Evidence base justification 
MI is currently rated as “well-supported” by the Clearinghouse as a Substance Abuse intervention 
following review of 75 eligible studies that indicated favorable effects in the target outcomes of 
adult well-being.  

Adult well-being outcomes: 
• MI has a robust evidence base as a substance misuse intervention. Several studies have 

demonstrated efficacy in reducing the quantity and frequency of alcohol use.69 70 71 72 73 
There is also evidence demonstrating reduced use of other illicit substances.74 

MI has been proven effective in bringing about diverse behavior changes, including improved oral 
health behaviors,75 self-management behaviors for patients with type II diabetes,76 diet and 
exercise,77 and cognitive and behavioral change among domestic violence offenders.78 
Additionally, research has demonstrated the effectiveness of MI in child welfare. Research 
demonstrates that MI may be effective in child welfare practice, including engagement of families 
in comprehensive assessments,79 juvenile corrections,80 and child protection work with alcohol-
abusing parents.81 This research also underscores the potential benefits of MI’s use by child 
welfare caseworkers for promoting client engagement and improving case outcomes.82 Moreover, 
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in a 2018 literature review of 16 articles studying the effectiveness of MI in child welfare, 12 of the  
articles suggested MI’s value for improving outcomes, including parenting skills, parent/child 
mental health, retention in services, substance use, and child welfare recidivism.83 Four 
systematic reviews and meta-analyses summarize existing literature on the effectiveness of MI.84 
85 86 87 

Program delivery and fidelity 
MI is a collaborative, goal-oriented style of communication with particular attention to the 
“language of change,” which is designed to facilitate a personal change process from start to 
finish. MI can be used as needed to enhance motivation, reinforce that motivation, and promote 
behavior change. MI can be used prior to or in conjunction with other therapies or programs. MI 
can be conducted in community agencies, clinical office settings, care facilities, or hospitals. While 
there are no required qualifications for individuals to deliver MI, training can be provided by MINT 
(Motivational Interviewing Network of Trainers) certif ied trainers. MI training by credentialed 
trainers use the practice manual, Motivational Interviewing, Third Edition: Helping People Change 
by Miller, W.R., & Rollnick, S. (2012), to standardize practice. MI has the Motivational Interviewing 
Treatment Integrity (MITI) instrument for example, as well as others, as a fidelity measure and 
uses coaching to work toward proficiency through observation, note review, or role playing 
(CEBC).  

Multisystemic Therapy (MST)  
MST is an intensive treatment for troubled youth delivered in multiple settings. This program aims 
to promote pro-social behavior and reduce criminal activity, mental health symptomology, out-of-
home placements, and illicit substance use. The target population for MST is youth, ages 12 to 
17, and for the families of youth who are (1) at risk for or engaging in delinquent activity or 
substance misuse, (2) experiencing mental health issues, and (3) at risk for out-of-home 
placement. New York State’s analysis of the children receiving preventive services show that 
approximately 33% meet the age criteria for MST with a subset having concurrent juvenile justice 
involvement.88 MST is a desired intervention for New York State because of emphasis on dual-
system youth, co-occurring mental health and substance use problems, and the flexibly of where 
it can be delivered (e.g., homes, schools). MST is currently offered in 10 LDSSs in New York 
State, and the state will explore interest in re-building the infrastructure to offer it in more LDSSs 
over the next five years. 

Evidence base justification 
MST is currently rated “well-supported” as a Mental Health Program and as a Substance Abuse 
Program by the Clearinghouse following review of 16 eligible studies that indicated favorable 
effects in the target outcomes of child permanency and child and adult well-being. 

 Child permanency outcomes 
• MST has been shown to significantly reduce out-of-home placement for problematic youth 

behavior. 89 

Child well-being outcomes  
• Numerous studies of MST show significant improvements in youth behavioral and 

emotional functioning. MST participation reduces problematic mental health symptoms 
associated with conduct problems, conduct disorder, oppositional defiant disorder, 
impulsiveness, Attention Deficit Hyperactivity Disorder, and other kinds of internalizing and 
externalizing behaviors.90 91 92 93 94 95 96 97 MST also has a proven track record for reducing 
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substance misuse and a wide range on delinquent behaviors like property offenses, 
subsequent arrests and adjudications, and violent and non-violent crimes.98 99 100 101 102 

Adult well-being outcomes 
• MST has a proven track record of improving adult well-being outcomes. Several studies 

of MST demonstrate improvements in positive parenting practices such a positive 
discipline, increased parental involvement, improvements in monitoring and supervision, 
and reductions in inconsistent discipline.103 104 105 MST has also been shown to improve 
parent/caregiver mental and emotional health and overall improvements in family 
functioning, family satisfaction, family cohesion, and family communication.106 

Program delivery and fidelity monitoring 
MST is delivered based on the following manual, Henggeler, S. W., Schoenwald, S. K., Borduin, 
C. M., Rowland, M. D., & Cunningham, P. B. (2009), Multisystemic Therapy for Antisocial 
Behavior in Children and Adolescents (2nd ed.). Guilford Press. The intervention addresses the 
core causes of delinquent and antisocial conduct by identifying key drivers of the behaviors 
through an ecological assessment of the youth, his or her family, and school and community. The 
intervention strategies are personalized to address the identified drivers. The program is delivered 
for an average of three to five months, and services are available 24/7, which enables timely crisis 
management and allows families to choose which times will work best for them. Master’s level 
therapists from licensed MST providers take on only a small caseload at any given time so that 
they can be available to meet their clients’ needs.  

MST has a rigorous fidelity monitoring infrastructure and includes measures for the therapist and 
the supervisor. The Therapist Adherence Measure Revised (TAM-R) is a 28-item measure that 
evaluates a therapist's adherence to the MST model as reported by the primary caregiver of the 
family. The Supervisor Adherence Measure (SAM) is a 43-item measure that evaluates the MST 
supervisor's adherence to the MST model of supervision as reported by MST therapists (CEBC). 

Nurse-Family Partnership (NFP) 
NFP is a home-visiting program that is typically implemented by trained registered nurses. NFP 
serves young, first-time, low-income mothers beginning early in their pregnancy until the child 
turns two. According to the analysis of children and families receiving preventive services 80% of 
children in the target population had a caregiver that would benefit from receiving a parenting-
skills based EBP.107 Though the program primarily focuses on mothers and children, NFP also 
encourages the participation of fathers and other family members. Because of the emphasis on 
young first-time parents, NFP is a well-suited intervention to serve New York State’s foster youth 
who are pregnant and parenting. Presently, there are 14 counties being served by NFP programs 
in New York State. 

Evidence base justification 
NFP is currently rated “well-supported” as an In-Home Parenting Skill-Based Service by the 
Clearinghouse following review of 10 eligible studies that indicated favorable effects in the target 
outcomes of child safety, child well-being, and adult well-being.  

Child safety outcomes 
• NFP has demonstrated effects of reducing the likelihood of Child Protective Services 

(CPS) involvement.108 
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Child well-being outcomes 
• NFP has established efficacy in improving child well-being. Several studies have found 

that participation in NFP enhances cognitive functions and abilities and physical 
development and health.109 110 111 112 

Adult well-being outcomes 
• NFP also has at least one study demonstrating that participation in NFP increases the 

likelihood of caregiver months employed after birth.113 

Program delivery and fidelity 
NFP is delivered by nurses through the core education (Nurse Family Partnership. (2020). Visit-
to-visit guidelines) about the Nurse-Family Partnership Model. New nurses learn the visit-to-visit 
guidelines, which provide a consistent content and structure for each of the 64 planned home 
visits (CEBC). The primary aims of NFP are to improve the health, relationships, and economic 
well-being of mothers and their children. Typically, nurses provide support related to 
individualized goal setting, preventative health practices, parenting skills, and educational and 
career planning. However, the content of the program can vary based on the needs and 
requests of the mother. NFP aims for 60 visits that last 60-75 minutes each in the home or a 
location of the mother’s choosing. For the first month after enrollment, visits occur weekly. Then, 
they are held bi-weekly or on an as-needed basis.  

NFP has a robust fidelity monitoring process. Nurses collect client and home visit data as specified 
by the National Program Office, and all data is sent to the Nurse-Family Partnership National 
Program Office's national database. The Nurse-Family Partnership National Program Office 
reports out data to agencies to assess and guide program implementation, and agencies use 
these reports to monitor, identify and improve variances, and assure fidelity to the NFP model 
(CEBC).   

Parents as Teachers (PAT)  
PAT is a home-visiting parent education program that teaches new and expectant parents skills 
intended to promote positive child development and prevent child maltreatment. Families can 
begin the program prenatally and continue through when their child enters kindergarten (i.e., 
prenatal to age 5). PAT aims to increase parent knowledge of early childhood development, 
improve parenting practices, promote early detection of developmental delays and health issues, 
prevent child abuse, and neglect, and increase school readiness and success. New York State’s 
analysis of the children receiving preventive services that approximately 35% meet the age criteria 
for PAT.114 Moreover, analyses also show that children ages 5 and under are more likely than 
older children and youth to enter foster care after a finding of maltreatment. New York State 
believes that one strategy to reduce foster care entries is by expanding in-home parenting 
services to parents of young children. 

Evidence base justification  
PAT is currently rated “well-supported” as an In-Home Parenting Skill-Based Service by the 
Clearinghouse following review of six eligible studies that indicated favorable effects in the target 
outcomes of child safety and child well-being.  

Child safety outcomes 
• Participation in PAT has been shown to increase child safety by reducing the occurrence 

of substantiated incidents of abuse and neglect.115 
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Child well-being outcomes 
• PAT also has demonstrated efficacy in improving child well-being. In two separate studies, 

participation in PAT was found to improve social functioning and cognitive functioning and 
abilities.116 117 118 

Program delivery and fidelity 
The PAT model includes four core components: personal home visits, supportive group 
connection events, child health and developmental screenings, and community resource 
networks. PAT is designed so that it can be delivered to diverse families with diverse needs, 
although PAT sites typically target families with specific risk factors. Families can begin the 
program prenatally and continue through when their child enters kindergarten. Services are 
offered on a biweekly or monthly basis, depending on family needs, and delivered using one of 
two age-based curriculums: PAT Foundational Curriculum is available to support families 
prenatally through age three; PAT Foundational 2 Curriculum is available to support families with 
children age 3 through kindergarten (Parents as Teachers National Center, Inc. 
(2016), Foundational curriculum; and Parents as Teachers National Center, Inc. 
(2014), Foundational 2 curriculum: 3 years through kindergarten). Sessions are typically held for 
one hour in the family’s home, but can also be delivered in schools, child care centers, or other 
community spaces. Each participant is assigned a parent educator who must have a high school 
degree or GED with two or more years of experience working with children and parents. The PAT 
National Center requires that affiliates provide annual data on their f idelity to the program model 
through an Affiliate Performance Report (CEBC). 

Parent-Child Interaction Therapy (PCIT)  
Parent Child Interaction Therapy (PCIT) PCIT is a program for three- to seven-year-old children 
and their parents or caregivers that aims to decrease externalizing child behavior problems, 
increase positive parenting behaviors, and improve the quality of the parent-child relationship. 
New York State’s analysis of the children receiving preventive services show that approximately 
26% meet the age criteria for PCIT and some of these would benefit from a structured mental 
health intervention.119 New York State currently has four LDSS offering PCIT across the state but 
intends to build the infrastructure and expand the availability of PCIT over the next five years. 

Evidence base justification  
The Clearinghouse rated PCIT as a “well-supported” EBP following review of 21 eligible studies 
that indicated favorable effects in the target outcomes of child and adult well-being.  

Child well-being outcomes 
• Several different studies of PCIT have shown that participation improves child behavioral 

and emotional functioning in areas such as child compliance, internalizing and 
externalizing behaviors, and overall reduction in problematic behaviors.120 121 122 123 124 125 
126 127 

Adult well-being outcomes  
• PCIT has demonstrated efficacy in enhancing positive parenting behaviors such as using 

encouraging commands and praise, and effective child- and parent-led play skills and 
reducing laxness and the frequency of corporal punishment.128 129 At least one study 
showed that PCIT reduced parental stress, depression, and anxiety.130 



68 
 

Program delivery and fidelity monitoring 
PCIT is delivered using a dyadic approach based on the following manual: Eyberg, S., & 
Funderburk, B. (2011) Parent-Child Interaction Therapy protocol: 2011. PCIT International, Inc. 
Parents are coached by a trained therapist in behavior-management and relationship skills. 
Parents or caregivers progress through treatment as they master specific competencies, thus 
there is no fixed length of treatment. Most families can achieve mastery of the program content in 
12 to 20 one-hour sessions. PCIT has a rigorous fidelity monitoring infrastructure with a 
prescribed clinical tool called the Treatment Integrity Checklist (TIC) (PCIT International). 

Continuous Quality Improvement (CQI) Strategy: Overview 
OCFS is committed to developing a comprehensive, multi-level CQI plan for monitoring and 
improving the state’s chosen Family First preventive programs.  For HFNY, which began 
operating in New York in 1995, a rich, state level infrastructure for supporting CQI and evaluation 
activities is already in place and will continue to operate under Family First.  For the remaining 10 
EBPs included in Wave 1, and any other EBPs to be added in Wave 2, OCFS will use the lessons 
learned from the HFNY central administration team and a national scan of CfE models, to create 
a new state-supported, collaborative infrastructure for conducting ongoing CQI.  For all EBPs, 
distal outcomes (e.g., CPS contact and foster care admissions) and federal reporting 
requirements will be monitored and reported by OCFS. Details on both CQI models can be found 
below. 
 
Continuous Quality Improvement (CQI) Strategy: HFNY 
 
Collaborative Infrastructure 
HFNY is a multi-site system, administered by a central administration that provides guidance and 
leadership to the network of HFNY programs. The partners in the HFNY Central Administration 
(CA) Team include OCFS, Prevent Child Abuse New York (PCANY), a voluntary agency provider, 
and the Center for Human Services Research, a university-based research center (CHSR). The 
CA team supports the statewide system in six functional areas: (1) policy, (2) training and staff 
development, (3) quality assurance, (4) technical assistance, (5) evaluation, and (6) 
administration. The CA team also provides the system with information and networking support, 
access to educational resources, and assistance with national model accreditation. 
  
HFNY engages in a rigorous performance management system that includes performance 
standards, performance monitoring, reporting, quality improvement, and evaluation activities. All 
HFNY program sites are required to collect and enter client-level data into a Management 
Information System (MIS). The information is regularly reviewed by local programs and HFNY CA 
to assess whether the program is being implemented with fidelity to the model, to monitor program 
performance related to key outcomes, and to improve the quality of services provided. Quality 
improvement activities are ongoing and evaluation activities are developed and implemented as 
necessary to support program improvement efforts. Figure 10 summarizes these efforts. 



69 
 

  

Figure 10. The HFNY Performance Management System 

 

CQI Activities and Assessment Tools 

Monitoring of HFNY processes and outcomes is accomplished through a variety of methods to 
obtain the most complete picture of what each program is doing.  

• Monitoring of Family Outcomes and Model Fidelity and Process Indicators: Family 
Outcomes and Model Fidelity and Process Indicators are calculated regularly for each 
program using MIS data. Family Outcomes include indicators such as immunizations, 
parent-child interaction, breastfeeding, etc. Programs are required to assess and report 
on each of these targets on a quarterly basis. Model Fidelity and Process Indicators focus 
primarily on the structural aspects of the program or areas in need of improvement (e.g., 
retention, training, prenatal enrollment, etc.). These indicators are provided to each site 
and to the CA twice a year for review. 

• Annual Site Visits: The OCFS contract managers conduct annual site visits. They review 
data, policy and procedure, program reports, and files, and they also hold conversations 
with program staff to get more detailed information about the work.  

• Quality Assurance and Technical Assistance: Sites receive quality assurance (QA) visits 
and technical assistance (TA) visits annually and may access additional supports as 
needed to address a specific need. QA and TA visits may be provided by any arm of HFNY 
CA (CHSR, OCFS, PCANY). 

• HFA Best Practice Standards Accreditation: Every five years the national HFA model 
developers assess New York State’s adherence to best practice standards at both the 
individual program level and the state multi-site system level. The evidence for these 
standards may include reports, reviews of policies and practices, and conversations with 
program staff, state system staff and families. OCFS contract managers monitor elements 
of the Best Practice Standards during each annual QA site visit.  
 

HFNY utilizes a data-driven approach to improve program processes and outcomes. Much of this 
work focuses on utilizing data from the HFNY MIS to assess program performance, to determine 
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whether the program is being implemented with fidelity to the model, and, ultimately, to improve 
the quality of services offered to families. Informal mechanisms, such as feedback from program 
staff or families, also provide essential information about programs’ strengths and challenges. 

Work in this area is primarily focused on providing quick feedback to support improvements. 
Programmed reports serve an important role in this process. Reports can be run by program 
managers, supervisors, and staff to support their day-to-day work activities, as well as by CA 
partners to provide background information on performance prior to quality assurance or other 
site visits. More formal assessments of performance occur at the state level on a quarterly 
(Performance Targets), bi-annual (Performance Indicators), and annual basis (OCFS QA site 
visits).  

Individual HFNY programs conduct their own quality assurance activities monthly and engage in 
at least one quality improvement activity each year. These quality assurance and quality 
improvement activities are reflected in the HFNY MIS. 

Additionally, HFNY CA conducts regular analyses (annually) of the HFNY CA Quality Assurance 
and Technical Assistance systems to improve the efficacy of the supports provided to the multi-
site system. Similarly, HFNY conducts biennial analyses of the cultural responsiveness and the 
overall effectiveness of the CA.  

HFNY also conducts analyses of the HFA Core Trainings provided by HFNY multi-site system 
trainers. HFNY uses the Kirkpatrick Model of Training Evaluation to evaluate the effectiveness of 
the HFA Core Trainings provided to home visitors.  

Collaboration and Communication 

Program performance is discussed at each CA meeting (held every other month). Each arm of 
CA reports back on QA or TA activities provided since the last meeting. Program challenges and 
strengths are assessed, and performance is reviewed. Additional TA or QA activities are planned 
as necessary to support program improvement. Statewide patterns in performance (both 
challenges and strengths) are identif ied during these discussions and provide the foundation for 
the development of statewide continuous quality improvement (CQI) or evaluation activities.  

Evaluation & Research 

HFNY engages in a variety of activities to understand specific aspects of program practice or 
impacts that are not part of our standard performance measures but are deemed to be particularly 
important to our various stakeholders (e.g., OCFS, program sites, families, etc.). Our evaluation 
and research activities generally focus on issues of implementation, effectiveness, cost 
effectiveness, and impact.  

Reporting 

Data from the HFNY MIS are analyzed and interpreted per the specific needs of the audience and 
the time-period of interest. Reporting serves many different functions in HFNY, ranging from 
monthly quality assurance reports to assess completion of required forms at the program level, to 
triennial reports of program services and outcomes to the New York State Legislature. 

Monthly: Program Level Quality Assurance and Workload Reports, Ticklers and Lists 
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Quarterly: Performance Targets 
Biannually: Performance Indicators 
Annually: Annual Service Review, QA Analysis, TA Analysis 
Biennially: Central Administration Analysis, Cultural Responsiveness Analysis 
Triennially: New York State Legislature Report 

Dissemination of Findings 

Results from the performance management and evaluation activities conducted by HFNY are 
used to make decisions about policy or practice changes and to improve program effectiveness. 
Dissemination can take many forms, from presentations at HFNY state system meetings to 
published manuscripts. Results are discussed at state system meetings to get feedback and 
additional context and to determine any policy or practice implications.  

 
Continuous Quality Improvement (CQI) Strategy: Child Welfare and Community Prevention 
Tracks 
 

Collaborative Infrastructure 
OCFS is in the process of developing a collaborative infrastructure to support on-going 
monitoring, CQI and evaluation of preventive services, other than HFNY, included in the state’s 
Family First Prevention Services Plan. As describe in Section 3, CQI and evaluation activities will 
be shared tasks with OCFS central and regional office staff, LDSSs, preventive providers, families 
and youth, sister state agencies, advocate groups, and representatives from local communities 
brought together through the establishment of regional collaboratives and the CfE. 

CQI Activities and Assessment Tools 

As shown in the tables below, proposed CQI activities are organized around our logic model and 
are designed to solicit a rich array of timely information on each EBP’s ability to effectively meet 
the needs of New York State’s children and families. Outlined questions will be asked across each 
EBP, with specific metrics tailored to the requirements (e.g., training/educational level) and 
targeted outcomes of each individual program. As highlighted in Appendix A, OCFS has identified 
the specific outcomes anticipated to result from each EBP and where models share a common 
target, the CfE will be used to encourage the use of the same measurement strategy/tool across 
programs to facilitate cross model comparisons and learning opportunities. Findings from each of 
these research areas will be shared regularly across the state, LDSSs and provider partners, with 
the CfE acting as a liaison to regional collaboratives to help disseminate and discuss how findings 
can be used to improve implementation efforts. 

Implementation Monitoring/Target Population 

Table 2: Implementation Monitoring: 
 Research Questions  

Potential Data 
Sources Proposed Leads 

1. What #/% of children with a newly authorized 
preventive case are referred, decline, waitlisted, 
and/or enrolled in a Family First Parenting, 
Mental Health or Substance Abuse EBP? 

Administrative Data: 
Connections/FASP; 
LDSS Records 

OCFS; CfE, 
LDSS 
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1a. Are there differences in above by 
race/ethnicity, age, or other child 
demographics? By county/region? 

2. What #/% of pregnant/parenting youth in 
foster care are referred, decline, waitlisted, 
and/or enrolled in in a Family First Parenting, 
Mental Health or Substance Abuse EBP? 

2a. Are there differences in above by 
race/ethnicity, age, or other child 
demographics? By county/region? 

3. How does available service array compare to 
needs of eligible children and families? Focus Groups, 

Case File Reviews 
CfE;  
Regional 
Collaboratives 4. Do LDSSs have the supports/resources 

necessary to successfully identify, match and 
serve FFPSA candidates? 

 

Monitoring of Family First implementation efforts will take place across all levels. At the state level, 
OCFS will utilize administrative data to produce county-specific reports that provide an aggregate 
overview of local service provision patterns based on information captured in each candidate’s 
prevention plan. Anticipated analyses will focus on comparing the potential candidate pool (e.g., 
all children with a preventive services case) to those enrolled in Family First services through both 
a race/equity and needs lens. Once formed, the CfE will be available to provide technical 
assistance to LDSSs interested in developing metrics specific to local implementation questions. 
CfE staff will also interface with regional collaboratives to collect qualitative data on stakeholders’ 
perceptions of implementation strengths and challenges.  

Interventions/Fidelity Monitoring 

Table 3: Fidelity Monitoring/Process 
Evaluation: Research Questions  

Potential Data 
Sources Proposed Leads 

1. Is selected EBP model implemented 
according to approved manual/blueprint? 

Site 
visits/observations, 
local provider case 
records reviews; 
model specific 
adherence measures; 
provider accreditation 
status 

CfE; LDSS, 
Preventive 
Providers  

2. Do program staff have required education, 
credentials, training? 
3. For EBPS with built-in adherence 
measures/CQI procedures, are required tools 
utilized? What are the documented 
outcomes?  
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3. Is treatment provided in a trauma-informed 
manner? 

4. Are children and families receiving the 
expected dosage/length of program 
participation? 

 

As stated in Section 3, LDSSs will be required to submit the Family First Preventive Services 
Attestation Form for each selected EBP that confirms each program’s adoption of a trauma 
informed approach, manual adherence, and ability to provide program-specific f idelity and 
proximal outcome measures upon request.  Once on board, the CfE will work with LDSSs to 
develop strategies and tools for verifying these attestations, such as site observation and case 
review tools that incorporate elements specifically tailored to each of the state’s chosen EBPs. 
OCFS may also fund the CfE to complete site visits and reviews across providers on a rotating 
basis, with different models selected for review each year, and/or may incorporate recommended 
measures into OCFS’s existing process for sampling and reviewing preventive cases. 

 

Proximal Outcomes 

Table 4: Proximal Outcomes: 
Research Questions Potential Data Sources Proposed Leads 
1. Child social functioning Outcomes will vary by 

model. OCFS intends to 
integrate CANS-NY into 
CONNECTIONS; 
caseworkers will be 
expected to update at 
minimum every six 
months. CfE will generate 
set of recommended 
tools/instruments for 
capturing well-being 
outcomes and assist 
LDSSs in including 
measurable outcomes in 
contractual agreements 
with providers. CfE will 
explore creation of 
child/family level data 
base for capturing subset 
of proximal outcomes 
across EBP 
providers/counties. 

OCFS, CfE 

2. Child behavioral and emotional 
functioning 
3. Child cognitive functioning 
4. Child physical development and 
health 

5. Decreased child delinquent behavior 

6. Decreased child substance use 
7. Improved child educational 
achievement and attainment 
8. Parent/caregiver mental or emotional 
health 

9. Parent/caregiver physical health 
10. Decreased parent/caregiver 
substance use 

11. Family Protective Factors 

12. Family/Child Satisfaction Surveys, Focus groups 

CfE; 
Regional 
Collaboratives 
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Responsibility for monitoring proximal outcomes will likely be shared by both OCFS and the CfE.  
As shown in Appendix A, proximal or targeted outcomes specific to each proposed EBP have 
been identif ied and will be used to monitor the immediate impacts achieved by each program. 
Many targeted outcomes (e.g., child behavioral and emotional health) are captured in specific 
items included in the Child and Adolescent Needs and Strengths (CANS) inventory. OCFS is in 
the process of redesigning the FASP and anticipates adding the New York State version of the 
CANS, (aka CANS-NY) into the required fields. This change would enable OCFS to map CANS-
NY items to many of the proximal outcomes listed for both children and their targeted caregivers. 
A new CANS-NY would be required with every new FASP (30 days, 90 days, six months post- 
case initiation, and every six months thereafter), enabling OCFS research staff to monitor change 
in a universal way across programs throughout service delivery. At the local level, the CfE will be 
asked to create an inventory of recommended instruments for measuring each targeted outcome 
that can be incorporated into local procurement contracts for all EBPs linked to that outcome and 
used to document child and caregiver functioning over time. Funding permitting, the CfE may also 
develop and manage a web-based data portal for gathering pre- and post-service measures for 
Family First EBPs. A similar model is currently used for capturing uniform outcome data from 
CBCAP-funded programs and has yielded valuable outcome data.  The CfE will also serve as the 
primary hub for collecting and analyzing stakeholder feedback and will collaborate with regional 
collaboratives to develop protocols and schedules for regularly gathering family’s and youth’s 
perceptions of EBP services.   

Distal/Long-Term Outcomes: Child Welfare, HFNY and Community Prevention Tracks 

The effectiveness of all Family First EBPs, including HFNY, at preventing future contact with the 
child welfare system will be monitored by OCFS staff using administrative records. 

Table 5: Distal Outcomes: 
Research Questions Potential Data Sources Proposed Leads 
1. #/% children/families receiving a Family 
First EBP reported to CPS within 12/24 
months of service authorization and 
prevention plan start date 

Administrative 
Data/CONNECTIONS/CPS 
and Foster Care Records 

OCFS 

2. #/% children/families receiving EBP with 
a substantiated CPS allegation within 
12/24 months of service authorization and 
prevention plan start date 
3. #/% children/families receiving EBP 
entering foster care within 12/24 months of 
service authorization and prevention plan 
start date 

4. Are there differences in above by 
race/ethnicity, age, or other child/family 
demographics? By county/region? 

 

OCFS is well positioned to gather and routinely share annual feedback on the long-term outcomes 
associated with EBP participation. OCFS already produces annual, LDSS-specific data on the 
number of children newly enrolled in preventive services each year and their subsequent contact 
with CPS and foster care services at 12- and 24-months post service authorization. Under Family 
First implementation, OCFS anticipates expanding these analyses to incorporate breakouts by 
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EBP service type, specific EBP model, and dosage to the extent practicable. Aggregate 
information is distributed to LDSSs and made available on the OCFS website. In addition, LDSSs 
can obtain child-level outcome files upon request and are encouraged to utilize these files to dive 
deeper into the potential drivers of success and/or foster care admission. For LDSSs interested 
in engaging in such a process, CfE staff will be available to provide technical assistance.   

For children served on the HFNY track, the HFNY CA team will provide bi-annual, child-level data 
files to the OCFS research team, for inclusion in long-term outcome monitoring efforts.  State staff 
will match enrolled children to the CONNECTIONS system and record any formal child welfare 
system involvement occurring after the child’s prevention plan start date. To facilitate data 
sharing, OCFS is incorporating the creation of a data exchange between CONNECTIONS New 
York State CCWIS) and the HFNY MIS into its CCWIS plan. OCFS owns both systems but they 
do not currently interface with each other.  Once built this interface will support the exchange of 
information regarding eligibility for verification purposes, enable the assignment of a shared, state-
level child identif ier across systems, and provide ready access to service and outcome data.  

 
Evaluation Strategy: Wave 2 Programs 
 
Once the CfE and regional collaboratives have been fully implemented, OCFS will utilize these 
partners to determine what, if any, additional Family First EBPs, would be beneficial to add the 
menu of programs included in Wave 2.  OCFS, CfE and regional collaboratives will work together 
to develop a plan that prioritizes the adoption and evaluation of regionally desired programs. While 
programs have yet to be definitively identified, feedback from stakeholders has identified several 
potential promising/supported models (e.g., Child Parent Psychotherapy, Trauma-Focused 
Cognitive Behavior Therapy, High Fidelity Wrap, Triple P) as well as a general call for building 
evidence for locally endorsed programs. Resources to support evaluation activities will likely be 
drawn from multiple sources, including state and federal Title IV-E administrative funds, with CfE, 
LDSSs and program providers also contributing on the ground resources to recruitment, data 
collection and CQI activities. Once required evaluation designs are in place, OCFS will submit an 
amended Title IV-E Prevention Plan for additional EBP approval as needed.  
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Section 7: Child Welfare Workforce Training and Support (pre-print Section 5) 

Pregnant and Parenting Youth in Foster Care and Child Welfare Services Track 

OCFS believes that one key support provided to the child welfare workforce was the development, 
distribution, and implementation of its Child Welfare Practice Model. It is through the 
implementation of the Practice Model that caseworkers are fully engaging families in the planning 
of the supports and services that the caregivers have identif ied as needing to keep their children 
safely in their home. This partnership clearly supports that the family knows best what they need, 
and that the child welfare system is there to provide the services and supports.  

Through the Practice Model the following core competencies for all child welfare workers were 
delineated as being fundamental to the implementation of child centered, family-focused practice. 
The Practice Model is embedded throughout New York State in our culture, policies, trainings, 
practices, and aligns with the practices and principles at the core of Family First.  

• Strength-based family engagement 
• Written and verbal communication 
• Collaboration 
• Interviewing skills 
• Assessment 
• Service planning 
• Intervention and trauma-informed practice 
• Critical thinking 
• Cultural competence 
• Implicit Bias 
• Facilitation skills 
• Transitional supports 

These core competencies and the following six principles of partnership have been embedded 
into our child welfare workforce training and technical assistance and will support the 
implementation of Family First. 

• Everyone desires respect 
• Everyone needs to be heard 
• Everyone has strengths 
• Judgments can wait 
• Partners share power 
• Partnership is a process 

Additionally, as described above, training and support for the delivery of MI will be provided to the 
workforce. MI will be embedded within the Child Welfare Practice Model as part of this Family 
First plan. As a central component of the Child Welfare Practice Model, MI will equip the child 
welfare workforce to deliver a discrete Family First evidence-based service throughout the life of 
the Family First engagement, as a key strategy to improve family functioning and reduce the 
factors associated with risk of foster care entry. MI will also be used as a Family First prevention 
service alongside other Family First EBPs to promote uptake and completion of those services 
and other prevention supports in the service array, when indicated. By integrating MI into the 
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practice model, the workforce will be supported to acquire and maintain new skills to engage and 
motivate families. 

Other Supports to LDSSs and VAs 

OCFS also provides technical assistance and supports to LDSSs and VAs through our regional 
offices. This includes holding regional quarterly meetings, informational webinars, conducting 
case reviews related to key practices, providing data packets on key child welfare outcomes, and 
support from state data leaders on interpreting and understanding their LDSS data.  

Child Welfare Workforce Training 

OCFS has the responsibility for providing and supporting training or approving training provided 
by others (NYC ACS Satterwhite Academy) to child welfare workers across the state. With the 
recent creation of the new state of the art Human Services Training Center (HSTC), caseworkers 
across the state now have access to a cutting-edge training site that includes ample classroom 
space and simulation training rooms that replicate environments commonly encountered by child 
welfare caseworkers, such as a home setting, an emergency room, a day care center, and a court 
room. The simulation training rooms, with two-way mirrors for observation and feedback, provide 
caseworkers opportunities to practice key core practice competencies.  

The cornerstone of the state’s training is the Child Welfare Foundations Program (CWFP) training 
for caseworkers. This robust training, as described in Appendix B, provides caseworkers with the 
knowledge and skills needed to work with children, youth, and families, and fully aligns with the 
skills caseworkers will need in implementing Family First. OCFS will continue to provide cross-
training of child welfare professionals and domestic violence service providers to promote the 
safety of all family members. OCFS expects the HSTC will be able to accommodate all the 
necessary additional training for caseworkers under Family First across the state.  

Training provided to LDSS staff through the CWFP, and subsequent trainings promotes the 
following key child welfare practices: 

• Conducting risk and safety assessments 
• Engaging families in the assessment of strengths, needs and the identif ication of 

appropriate services 
• Developing child-specific prevention plans 
• Identifying and determining candidate eligibility  
• Providing MI as a Family First service to promote improved family functioning and 

reduce risk of foster care entry 
• Linking families with appropriate, trauma-informed, evidence-based services to 

mitigate risk and promote family stability and well-being 
• Providing oversight and evaluation of the continuing appropriateness of the 

services 
 

Recognizing the complexities of working with families, OCFS is currently transforming our training 
curriculum to better prepare our workforce to meet the needs of children and families and enhance 
a caseworker’s competencies and skill set. Some of these trainings include: 

• Implicit bias training 
• Child and Adolescent Needs and Strengths (CANS) 
• Signs of Safety (child protective services) 
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• SCR reform 
• Safe and Together (domestic violence) 
• LGBTQIA+ for caseworkers and foster parents 
• ICWA 

Training of new caseworkers is held throughout the year, with in-service trainings being offered 
to existing staff as well.  

Key Components of CWFP 

Conducting Risk and Safety assessments 

Caseworkers receive pre-service and in-services training on the use of structured decision-
making tools to assess safety and risk. These same tools will be used to assess the safety and 
risk of all candidates for Family First prevention services. These tools are embedded in the FASP 
and updated throughout the life of the case. 

Engaging Families in the Assessment of Strengths, Needs, and the Identification of Appropriate 
Services 

As part of the pre-service training caseworkers are trained on how to engage families on 
assessing family strengths, needs and identif ication of appropriate services. The caseworker 
considers the family’s view of the situation, what they see as their most pressing needs and 
concerns, what the family believes needs to happen for them to meet the needs of their children 
for safety, permanency, and well-being, and what does the family want from the LDSS or other 
services they need. Caseworkers are also trained on solution-focus casework practices for 
empowering families and how family empowerment is useful in creating lasting change. This key 
component of the CWFP training will be critical in engaging families in determining if a Family 
First evidence-based service will best meet their needs.  

Developing Child Specific Prevention Plans 

Through pre-service training, caseworkers are trained on valuing the family’s perspective of their 
needs, willingness, and ability to change. They are taught how critical thinking skills are applied 
in child welfare to gather, analyze, and evaluate information. They are taught how the Assessment 
Analysis component within the service plan is used, in partnership with the family to inform the 
formation of the service plan, detailing the activities and services to be offered and completed to 
each the desired outcomes of keeping the child safely in the home. In-service training on the 
referral process for families to receive the Family First EBPs will be done by LDSSs. 

Identifying Candidate Eligibility 

OCFS has developed and implemented a training for caseworkers on determining candidacy 
eligibility for foster care. A similar training will be provided to caseworkers on determining 
candidacy for Family First Preventive Services. A checklist will guide caseworkers in determining 
whether a child meets the eligibility criteria as noted in Section 2 of this Prevention Plan. Child 
specific eligibility will be documented in New York State’s CONNECTIONS system. As part of 
OCFS’s monitoring and oversight responsibilities, case reviews will be conducted to assess 
accurate determinations and additional training will be provided if warranted.  

Providing Motivational Interviewing as a Family First Service 
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OCFS is planning on providing training to LDSSs on MI. Through this training caseworkers will 
learn the skills to better engage families in identifying their needs and accepting those Family First 
evidence-based services to meet those needs.   

Linking Families with Appropriate, Trauma-informed, Evidence-Based Services 

As part of the in-service training (which is usually done by the LDSS), caseworkers will be trained 
on newly implemented Family First evidence-based services available in the LDSS, as well as 
how to make referrals for the new services. OCFS will look to develop promotional materials on 
each of the new Family First evidence- based services and provide these materials to LDSSs for 
use with their staff and with families. LDSSs will be informed by OCFS of new Family First 
evidence-based services as they become approved on the Clearinghouse and how to access 
these services will be discussed during meetings held through OCFS’s regional offices.   

Pre-service training focuses on how the caseworker, working with the family identif ies which 
services are needed, and makes the necessary referrals. When necessary, the caseworker will 
help set up the necessary appointments and work on arranging for or providing transportation. 
Caseworkers maintain oversight responsibility for the case and are responsible for collaborating 
with the service provider to assure the services are occurring as noted in the service plan, and 
that the child and/or caregiver are benefitting from the services. During casework contacts with 
the family, the caseworker seeks input from the child and/or caregiver on the success of the 
service provision and if any changes are needed or additional services warranted.  

Providing Oversight and Evaluation of the Continuing Appropriateness of Services 
 
The current CWFP training prepares caseworkers on gathering sufficient information through 
casework contacts with the child, youth, caregiver, and service providers to inform successes and 
challenges in service provision as well as assessing the child’s, youth, or caregiver’s eligibility for 
preventive services, and if the case can be safely closed. This same process will occur in 
determining Family First prevention services.  

As noted in Section 4, the role of caseworker and case manager is key to providing oversight and 
evaluation of the continuing appropriateness of the services provided to the child, youth, and 
caregiver. With the development and frequent review of the FASP, the caseworker and case 
manager are continuously assessing the effectiveness of services being provided to the family 
and making modifications as necessary. 

Supervisory Training 

Ongoing coaching and support of the competencies taught in CWFP are provided by supervisors 
in the LDSS. Supervision of caseworkers is core to their professional development. To support 
on the job learning, OCFS provides to supervisors of the participating trainees an overview of the 
CWFP that includes an outline of the domains, tasks, and resources the supervisor can use with 
the worker to facilitate the skills-based practice on the job. Also, included in these sessions are 
the expectations of and the role of the supervisor in supporting the development of trainees. The 
supervisor session also includes a demonstration of the Supervisor Tool Kit and the 
accompanying resources supervisors can use in their coaching of new workers. In this online 
resource, supervisors will have access to consistent learning aids, skill assessment matrixes, and 
solution focused questions to improve casework critical thinking. It is expected that these 
resources will also enhance the learning of supervisors while simultaneously benefitting new 



80 
 

workers and the rest of the unit. Some of these online resource tools will be adapted to help 
supervisors in supporting the implementation of Family First evidence-based services. This will 
include adaptations to the solution focused questions aimed at assessing caseworkers critical 
thinking in making referrals to new evidence-based Family First services.  

Supporting Strong Trauma Informed Practice by Contracted Providers 

It should be noted that most evidence-based services will be provided by preventive agencies 
that LDSSs contract with and the training of the preventive agency staff on each of the EBPs will 
not be done by OCFS, but rather by the model developers or experts. Through the contracting 
and oversight process, LDSSs will require all preventive agencies to have policies and procedures 
in place to ensure that the staff providing the evidence-based services are certif ied in providing 
the service to the fidelity of the model, and capable of providing the required data elements for 
each child to meet the CQI and data reporting requirements. Additionally, contracts will require 
that preventive agencies provide training on trauma-informed care to all agency staff and deliver 
services in a trauma-informed manner.  

 
Healthy Families New York Track 

HFNY providers are required by HFNY policy to conduct background checks at hiring on all staff 
and ensure that requirements for HFNY Core and Wraparound trainings are met. Similarly, 
HFNY home visitors are required to receive regular observations of home visits to ensure 
effective practices. All home visitors receive weekly individual supervision (1.5 to 2 hours per 
week) that includes administrative, clinical, and reflective components. 

HFNY Core Training and Wraparound Topics 

Required training for all staff 
All staff receive orientation training regarding their role, HFA goals and home visiting 
philosophy, the site’s relationship with community resources, child abuse and neglect 
indicators, confidentiality, ethical practice, boundaries, and staff safety prior to direct work 
with families. 
Screening and assessment tools (ASQ, ASQ-SE, PHQ-2, PHQ-9, HITS, Audit-C, 
CHEERS Check In) – prior to administration 
Within 3 months  Within 6 months Within 12 months Ongoing 

training 
(annually) 

• Infant care 
• Sleeping 
• Feeding/Breastfeeding 
• Physical care of baby 
• Crying and comforting 

baby 

• Infant and child 
development 

• Language and 
literacy  

• Physical and 
emotional  

• Identifying 
developmental 
and intellectual 
delays 

• Brain 
development 

• Child abuse and 
neglect 

• Etiology of child 
abuse and 
neglect 

• Working with 
survivors of 
abuse 

• The staff and 
supervisors 
identify 
training needs 
and determine 
what additional 
training topics 
would be most 
beneficial in 
enhancing job 
performance, 
and training is 
offered 
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• Child health and safety 
• Home safety 
• Abusive head 

trauma/Shaken baby 
syndrome 

• SUIDS 
• Seeking medical care 
• Well-child visits and 

immunizations 
• Seeking appropriate 

child care 
• Car seat safety 
• Failure to thrive 

• Supporting the 
parent-child 
relationship 

• Supporting 
attachment 

• Positive 
parenting 
strategies 

• Discipline 
• Parent-child 

interactions 
• Observing 

parent-child 
interactions 

• Strategies for 
working with 
diff icult 
relationships 

• Intimate Partner 
Violence (IPV) 

• Indicators of IPV 
• Dynamics of IPV 
• Intervention 

protocols 
• Strategies for 

working with 
families with IPV 
issues 

• Effects of IPV on 
children 

• Referral 
resources for 
IPV  

• Annual child 
abuse 
training 

• Updates on 
child welfare 
policies, 
practices, 
trends in the 
community 

• Maternal and family 
health 

• Family planning 
• Nutrition 
• Pre- and post-natal 

health care 
• Pre-natal and post-

partum depression 
• Warning signs for when 

to call the doctor 

• Staff-related 
issues 

• Stress and time 
management 

• Burnout 
prevention 

• Personal safety 
of staff 

• Ethics 
• Crisis 

intervention 
• Emergency 

protocols 

• Substance 
abuse 

• Etiology for 
substance abuse 

• Culture of drug 
use 

• Strategies for 
working with 
families with 
substance abuse 
issues 

• Smoking 
cessation 

• Alcohol 
use/abuse 

• Fetal Alcohol 
Spectrum 
Disorders 

• Street drugs 
• Referral 

resources for 
substance abuse 

• Annual 
Cultural 
Sensitivity 
Training 

• HFNY Family Goal Plan 
training 

• Purpose and 
importance of the FGP 
process 

• Helping families identify 
strengths and needs 

• Supporting the family to 
set and achieve 
meaningful, measurable 

• Mental health 
• Promotion of 

positive mental 
health 

• Behavioral signs 
of mental health 
issues 

• Depression 
• Strategies for 

working with 
families with 

• Family issues 
• Life skills 

management 
• Engaging fathers 
• Multigenerational 

families 
• Teen parents 
• Relationships 
• HIV and AIDS 
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goals, and build 
independence 

• Development of FGPs 
based on the FSSs’ 
knowledge about the 
family (including the 
Parent Survey 
Assessment) as well as 
tools completed by the 
family 

• Practice writing family 
goals in ways that help 
families create 
measurable goals 

mental health 
issues 

• Referral sources 
for mental health 

 
• HFNY prenatal 

training 
• Fetal growth and 

development 
during each 
trimester 

• Warning signs: 
When to call the 
doctor 

• Activities to 
promote the 
parenting role 
during 
pregnancy and 
the parent child 
relationship 
during 
pregnancy 

• Preparing for 
baby 

• Promoting 
parental 
awareness of 
and sensitivity to 
the baby’s needs 
with a 
connection to 
what the parent 
is doing 
(reflection) 

• Role of culture in 
parenting 

• Working with 
diverse 
populations 
(age, religion, 
gender, 
sexuality, 
ethnicity, 
poverty, fathers, 
teens, gangs, 
disabilities, etc.) 

• Culture of 
poverty 

• Values 
clarif ication 

• Multi-Site 
System/Central 
Administration 

• Goals, 
objectives, 
policies and 
functions of 
Multi-Site 
System and 
Central 
Administration 

• All staff hired 
since January 1, 
2018 are 
required to be 
oriented to this. 
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Section 8: Preventive Services Caseloads (pre-print section 7) 
 
Pregnant and Parenting Youth in Foster Care and Child Welfare Services Track 

OCFS does not have the legal authority to set specific caseload standards. However, during the 
spring of 2006, the New York State Legislature directed OCFS to “contract with a national child 
welfare expert to review and recommend manageable workloads for child protective services, 
foster care and preventive services in order to allow sufficient time for each worker to meet all 
requirements and allow for comprehensive assessment of services for children and families.”  
 
In response to the legislative mandate, OCFS contracted with Walter R. McDonald & Associates, 
Inc. (WRMA), and its partner, the American Humane Association (AHA) to conduct the study and 
prepare a report for submission to the legislature. Through that study, OCFS did make case ratio 
recommendations for LDSSs and VAs to use when providing preventive services. The 
recommendation was a goal of 12-16 families per caseworker per month.  It should be noted that 
this recommendation is in line with recommended caseload standards as prescribed by the Child 
Welfare League of America. 
 
The preventive services caseload standard recommendation was shared with LDSSs and VAs 
via an Informational Letter, dated December 20, 2006, and will be maintained for Family First. A 
copy of it can be accessed on the link listed below.  

  
https://ocfs.ny.gov/main/policies/external/ocfs_2006/INFs/06-OCFS-INF-
08%20New%20York%20State%20Child%20Welfare%20Workload%20Study.pdf  

OCFS has made available to LDSSs management reports through the Data Warehouse that 
provide each worker and their supervisor with a list of the cases assigned to the worker and 
aggregate counts. The caseload reports, along with other data reports are used by LDSSs to 
support their CQI efforts with the goal of maintaining caseloads at or below the recommendation. 
These caseload reports are also systematically reviewed by OCFS and are a core component of 
our oversight and monitoring of the LDSSs.  

 
Additionally, through the support of OCFS’s data leaders, LDSSs can consult with OCFS on 
accessing their data from the state’s Data Warehouse, data analysis, and the development of 
plans for improvement.  
 
Healthy Families New York Track 

HFNY home visitors have limited caseloads with caseload size determined by the number of 
hours worked, the experience and skill level of the home visitor, the number of families served at 
each level, and any additional resource requirements of the family (e.g., families involved with 
child welfare, families with multiple births, etc.). Typical caseloads range between 10 to 20 
families, with an average caseload size of 15 families. Caseloads are limited to ensure that home 
visitors have sufficient time and resources to deliver the HFNY model with fidelity and to serve 
families most effectively. Home visitor caseloads may not exceed a caseload weight of 30 for a 
40-hour work week. 
  

https://ocfs.ny.gov/main/policies/external/ocfs_2006/INFs/06-OCFS-INF-08%20New%20York%20State%20Child%20Welfare%20Workload%20Study.pdf
https://ocfs.ny.gov/main/policies/external/ocfs_2006/INFs/06-OCFS-INF-08%20New%20York%20State%20Child%20Welfare%20Workload%20Study.pdf
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Section 9: Assurance on Prevention Program Reporting (pre-print 8, Attachment 1) 
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Appendix A 

Service, 
Description, and 
Version 

Clearinghouse 
Rating and 
Categories Target Population 

Intended Outcomes/Proximal 
Outcomes Monitored for CQI 

Rationale for 
Selection 

Brief Strategic 
Family Therapy 
(BSFT);  
Manual: Szapocznik, 
J. Hervis, O., & 
Schwartz, S. (2003). 
Brief Strategic 
Family Therapy for 
Adolescent Drug 
Abuse (NIH Pub. 
No. 03-4751). 
National Institute on 
Drug Abuse  

Well-
Supported; 
Mental Health, 
Substance 
Abuse, 
Parenting 

BSFT is designed for 
families with children or 
adolescents (6 to 17 
years) who display or 
are at risk for 
developing problem 
behaviors including: 
drug use and 
dependency, antisocial 
peer associations, 
bullying, or truancy.  

• Improved child emotional 
and behavioral functioning 

• Decreased child delinquent 
behavior 

• Decreased child substance 
use 

• Decreased 
parent/caregiver substance 
use 

• Improved family 
functioning 

BSFT was selected 
because it is appropriate 
for use with a wide range 
of children and families 
with a variety of needs, 
including adolescents 
with mental health needs. 
While there is not 
currently a large existing 
infrastructure for BSFT 
across the state, New 
York City plans to invest 
in this program under 
FFPSA, which is a 
significant proportion of 
children served within the 
state. We believe that this 
program will grow 
throughout the state over 
the next five years. 
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Service, 
Description, and 
Version 

Clearinghouse 
Rating and 
Categories Target Population 

Intended Outcomes/Proximal 
Outcomes Monitored for CQI 

Rationale for 
Selection 

Familias Unidas; 
 
Manual: Estrada, Y., 
Pantin, H. M., Prado, 
G., Tapia, M. I., & 
Velazquez, M. R. 
(2020). UM-Familias 
Unidas Program: For 
the families of 
Hispanic 
adolescents: 
Intervention manual. 
University of Miami. 

Well-
Supported; 
Mental Health, 
Substance 
Abuse; 
Parenting 

Familias Unidas is 
designed for Hispanic 
adolescents ages 12 to 
16 and their families. 

• Improved child behavioral 
and emotional functioning 

• Decreased child substance 
use 

• Improved positive 
parenting practices 

• Improved family 
functioning 

Familias Unidas was 
selected for inclusion 
because it is appropriate 
for use with families with 
mental health, substance 
abuse and parenting 
needs. Additionally, it can 
be delivered in a variety 
of settings, including 
homes, community-based 
organizations, and 
schools.  Finally, this 
program is culturally 
sensitive and specifically 
designed to serve 
Hispanic youth and their 
families, which is a 
sizeable population 
across New York State. 
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Service, 
Description, and 
Version 

Clearinghouse 
Rating and 
Categories Target Population 

Intended Outcomes/Proximal 
Outcomes Monitored for CQI 

Rationale for 
Selection 

Family Check-Up 
(FCU);  
Manuals: Dishion, T. 
J., Gill, A. M., Shaw, 
D. S., Risso-
Weaver, J., Veltman, 
M., Wilson, M. N., 
Mauricio, A. M., & 
Stormshak, B. 
(2019). Family 
Check-Up in early 
childhood: An 
Intervention Manual 
(2nd ed.) 
[Unpublished 
intervention manual]. 
Child and Family 
Center, University of 
Oregon 

Well-
Supported;  
Mental Health, 
Parenting 

FCU is designed for 
families with children 
ages 2-17 who would 
like to improve 
parenting and family 
management skills. 

• Improved child behavioral 
and emotional functioning 

• Improved child cognitive 
functions and abilities 

• Improved child educational 
achievement and 
attainment 

• Increased positive 
parenting practices 

• Improved parent/caregiver 
mental or emotional health 

FCU was selected 
because of the large age 
range of the target 
population and because it 
is approved for mental 
health and parenting 
needs. FCU can also be 
delivered in a variety of 
settings, including homes, 
schools, and health 
offices, which is a 
characteristic that our 
LDSSs indicated was 
important.  

Functional Family 
Therapy (FFT); 
Manual: Alexander, 
J.A., Waldron, H.B., 
& Robbins, M.S., & 
Neeb, A. (2013). 
Functional Family 
Therapy for 
Adolescent Behavior 
Problems. American 
Psychological 
Association  

Well-
Supported; 
Mental Health 

FFT is intended for 11- 
to 18-year-old youth 
who have been 
referred for behavioral 
or emotional problems 
by juvenile justice, 
mental health, school, 
or child welfare 
systems. Family 
discord is also a target 
factor for this program. 

• Improved child behavioral 
and emotional functioning 

• Decreased child substance 
use 

• Decreased child delinquent 
behavior 

• Increased positive 
parenting practices 

• Improved family 
functioning 

FFT was selected 
because it targets 
adolescent mental health 
and already has a large 
existing infrastructure in 
NYS, including existing 
programs in NYC. LDSSs 
cited cost as one of the 
main reasons that this 
program is not utilized 
more throughout the 
state, which makes it an 
ideal program to expand 
under FFPSA. 
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Service, 
Description, and 
Version 

Clearinghouse 
Rating and 
Categories Target Population 

Intended Outcomes/Proximal 
Outcomes Monitored for CQI 

Rationale for 
Selection 

Healthy Families 
America (HFA); 
Manuals: Healthy 
Families America. 
(2018) Best Practice 
Standards. Prevent 
Child Abuse 
America.  
 
Healthy Families 
America. (2018). 
State/Multi-Site 
System Central 
Administration 
Standards. Prevent 
Child Abuse 
America.  

Well-
Supported; 
Parenting 

Families are eligible to 
receive HFA services 
beginning prenatally or 
within three months of 
birth. Families may be 
referred by the local 
child welfare agency if 
the child is less than 24 
months of age if the 
program has been 
approved to implement 
HFA’s child welfare 
protocols. This program 
is designed to serve 
the families of children 
who have increased 
risk for maltreatment or 
other adverse 
childhood experiences.  

• Reduced child welfare 
administrative reports 

• Reduced self-reports of 
maltreatment 

• Lower scores on 
maltreatment risk 
assessments 

• Lower scores on medical 
indicators of maltreatment 
risk 

• Reduced out-of-home 
placements 

• Improved child social, 
behavioral, emotional, and 
cognitive functioning 

• Improved child physical 
development and health 

• Decreased child delinquent 
behavior 

• Improved child educational 
achievement and 
attainment 

• Improved positive 
parenting practices and 
family functioning 

• Improved parent/caregiver 
mental or emotional health 

• Decreased 
parent/caregiver substance 
use 

• Improved economic and 
housing stability 

New York State already 
has a strong HFA 
program with 44 Healthy 
Families New York 
(HFNY) sites located 
across the state. The 
HFNY program has a 
documented history of 
success in achieving 
intended outcomes with 
the target population. 
This program was 
selected with plans to 
expand by adding the 
HFA child welfare 
protocol which will 
expand the eligible child 
population to those less 
than 24 months of age 
and adding additional 
HFNY sites.  
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Service, 
Description, and 
Version 

Clearinghouse 
Rating and 
Categories Target Population 

Intended Outcomes/Proximal 
Outcomes Monitored for CQI 

Rationale for 
Selection 

Homebuilders; 
Manual: Kinney, J., 
Haapala, D. A., & 
Booth, C. (1991). 
Keeping Families 
Together: The 
HOMEBUILDERS 
Model. New York, 
NY: Taylor Francis.  

Well-
Supported; 
Parenting 

Homebuilders serves 
families who have 
children (0-18 years 
old) at imminent risk of 
out-of-home placement 
or who are in 
placement and cannot 
be reunified without 
intensive in-home 
services.  

• Reduced child welfare 
administrative reports 

• Reduced out-of-home 
placement 

• Improved child 
permanency outcomes 

• Improved parent/caregiver 
mental or emotional health 

• Improved economic and 
housing stability 

Homebuilders was 
selected for inclusion 
because it covers a wide 
population of children and 
families for parenting 
services, which came out 
in the needs assessment 
as the largest need 
category. 

Motivational 
Interviewing (MI); 
Manual: Miller, W. 
R., & Rollnick, S. 
(2012). Motivational 
Interviewing: Helping 
People Change (3rd 
ed.). Guilford Press  

Well-
Supported;  
Substance 
Abuse 
 
  

MI can be used to 
promote behavior 
change with a range of 
target populations and 
for a variety of problem 
areas and will be 
provided if the 
child/family is receiving 
preventive services 
and therefore per New 
York State’s definition 
a candidate for foster 
care. New York State is 
seeking approval to 
use MI across all three 
services areas: 
Substance Abuse, 
Mental Health and 
Parenting. 

• Decreased child substance 
use 

• Increased parent/caregiver 
mental and emotional 
health 

• Decreased 
parent/caregiver substance 
use 

• Decreased 
parent/caregiver criminal 
behavior 

• Improved family 
functioning 

• Improved parent/caregiver 
physical health 

• Improved economic and 
housing stability 

MI was selected in the 
prevention plan because 
of its potential for wide 
application with a variety 
of populations. New York 
State, along with New 
York City, plans to invest 
in MI for use throughout 
the preventive services 
array.  
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Service, 
Description, and 
Version 

Clearinghouse 
Rating and 
Categories Target Population 

Intended Outcomes/Proximal 
Outcomes Monitored for CQI 

Rationale for 
Selection 

Multisystemic 
Therapy (MST); 
Manual: Henggeler, 
S. W., Schoenwald, 
S. K., Borduin, C. 
M., Rowland, M. D., 
& Cunningham, P. 
B. (2009). 
Multisystemic 
Therapy for 
Antisocial Behavior 
in Children and 
Adolescents (2nd 
ed.). Guilford Press.  

Well-
Supported; 
Mental Health, 
Substance 
Abuse 

This program provides 
services to youth 
between the ages of 12 
and 17 and their 
families. Target 
populations include 
youth who are at risk 
for or are engaging in 
delinquent activity or 
substance misuse, 
experience mental 
health issues, and are 
at-risk for out-of-home 
placement.  

• Decreased out-of-home 
placement 

• Improved child behavioral 
and emotional functioning 

• Improved child social and 
cognitive functioning 

• Decreased child substance 
use 

• Decreased child delinquent 
behavior 

• Improved positive 
parenting practices 

• Improved parent/caregiver 
mental or emotional health 

• Improved family 
functioning 

MST was selected in the 
prevention plan because 
it has already been widely 
used in New York State, 
including New York City, 
and there is a strong 
existing infrastructure that 
can be expanded to 
previously unserved 
counties. Additionally, 
MST specifically targets 
adolescents and their 
families with mental 
health and substance 
abuse needs, which 
came out in the regional 
meetings as a significant 
need.  
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Service, 
Description, and 
Version 

Clearinghouse 
Rating and 
Categories Target Population 

Intended Outcomes/Proximal 
Outcomes Monitored for CQI 

Rationale for 
Selection 

Nurse-Family 
Partnership (NFP); 
Manual: Nurse-
Family Partnership 
(2020) Visit-to-visit 
guidelines.  New 
nurses also learn 
the visit-to-visit 
guidelines, which 
provide a consistent 
content and 
structure for each of 
the 64 planned 
home visits. 
(CEBC).  

Well-
Supported; 
Parenting 

NFP is intended to serve 
young, first-time, low-
income mothers from 
early pregnancy through 
their child’s first two 
years. Though the 
program primarily 
focuses on mothers and 
children, NFP also 
encourages the 
participation of fathers 
and other family 
members.  

• Decreased child welfare 
administrative reports 

• Decreased maltreatment 
risk assessment  

• Decreased medical 
indicators of maltreatment 
risk 

• Improved child behavioral, 
emotional, and cognitive 
functioning  

• Improved child physical 
development and health 

• Improved educational 
achievement and attainment 

• Improved positive parenting 
practices and family 
functioning 

• Improved parent/caregiver 
mental, emotional, and 
physical health 

• Decreased parent/caregiver 
substance use 

• Improved economic and 
housing stability 

NFP was selected in 
the prevention plan 
because it already 
has a strong existing 
infrastructure in New 
York State with 
successful outcomes. 
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Service, 
Description, and 
Version 

Clearinghouse 
Rating and 
Categories Target Population 

Intended Outcomes/Proximal 
Outcomes Monitored for CQI 

Rationale for 
Selection 

Parent-Child 
Interaction 
Therapy (PCIT); 
Manual: Eyberg, S., 
& Funderburk, B. 
(2011) Parent-Child 
Interaction Therapy 
Protocol: 2011. 
PCIT International, 
Inc.  

Well-
Supported; 
Mental Health 

PCIT is typically 
appropriate for families 
with children who are 
between 2 and 7 years 
old and experience 
emotional and behavioral 
problems that are 
frequent and intense.  

• Improved child behavioral 
and emotional functioning 

• Improved child social 
functioning 

• Improved positive parenting 
practices  

• Improved parent/caregiver 
mental or emotional health 

• Improved family functioning 

PCIT was selected 
because it is designed 
to meet for children 
with mental health 
and behavioral needs 
and their families. A 
number of counties 
within New York State 
have expressed an 
interest in contracting 
for this program. 

Parents as 
Teachers (PAT); 
Manual: PAT 
Foundational 
Curriculum is 
Parents as 
Teachers National 
Center, Inc. (2016), 
Foundational 
curriculum; and 
Parents as 
Teachers National 
Center, Inc. (2014), 
Foundational 2 
curriculum: 3 years 
through 
kindergarten 

Well-
Supported; 
Parenting 

PAT offers services to 
new and expectant 
parents, lasting until 
kindergarten. Many PAT 
programs target families 
in possible high-risk 
environments. 

• Decreased child welfare 
administrative reports 

• Decreased medical 
indicators of maltreatment 
risk 

• Decreased out-of-home 
placements 

• Improved social and 
cognitive functioning 

• Improved child physical 
development and health 

• Improved positive parenting 
practices and family 
functioning 

• Improved economic and 
housing stability 

PAT was selected 
because it targets 
families with young 
children with a 
parenting need. While 
there is not currently a 
large infrastructure for 
PAT in the state, 
numerous counties 
expressed an interest 
in contracting for this 
program in the future. 
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Appendix B 

This document lists the Learning Objectives (LO) for the following Child Welfare 
Foundations Program Domains: 

• Strengths-Based Family Engagement 
• Assessment 
• Interviewing 
• Intervention 
• Service Planning 

Each domain may have one or all of the following components: 

• WBT: Synchronous web-based trainings 
• Classroom 
• Skills clinic 
• On-the-Job Learning (OJL) 
 
Strengths-Based Family Engagement Domain 

Strengths-Based Family Engagement WBTs: 

Introduction to Strengths-Based Practice: 
• Define strengths-based practice 
• Describe the categories of strengths 
• Explain the role of strengths-based practice in promoting family engagement and a working 

partnership with families 
• Appreciate the purpose and value of strengths-based practice in child welfare 

Introduction to Family Engagement: 
• Describe the benefits of family engagement 
• Identify challenges to family engagement 
• Articulate various strategies for engaging families at the practice level 

 
Strengths-Based Family Engagement Classroom: 

• Define the characteristics of the professional casework relationship 
• describe the role of the professional casework relationship in family engagement 
• Explain how caseworkers’ and families’ efforts to meet their individual needs might 

impact the development and maintenance of a professional casework relationship 
• Associate the Principles of Partnership with the establishment and maintenance of a 

professional casework relationship with all family members 
• Determine the roots of resistance in the professional casework relationship and how 

resistance can impact the casework process 
• Recognize the influence of caseworkers’ own needs, values, perceptions, and 

behaviors on their professional practice 
• Appreciate that initiating and maintaining change can be a difficult process for 

individuals and families 
• Articulate family strengths 
• Define “solution-focused casework” 
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• Differentiate characteristics of and obstacles to effective communication 
• Explain the functions and characteristics of attending behaviors 
• Describe the elements of nonverbal communication 
• Distinguish effective and ineffective questions 
• Describe the purpose for and construction of open, closed, indirect, circular, solution-

based, and scaling questions 
• Develop strengths-based questions 
• Define the components of reflecting 
• Describe the qualities of effective feedback 
• Explain how to give and receive feedback 
• Describe the purpose of summarization 
• Identify the purpose of confrontation 
• Distinguish the types of confrontation that can be used in casework practice to resolve 

inconsistencies; maintain an honest relationship between themselves, families, and 
colleagues; and influence needed change 

• Assess their comfort level using confrontation as a part of child welfare practice 
• Confront facts and information, inconsistencies, capacity for action, strengths, and 

limitations 
• Explain the strategic use of skills 
• Appreciate the value of effective communication in building the relationships that are 

necessary to aid the casework process 
• Distinguish solution-focused casework practices for empowering families 
• Articulate the rights and responsibilities of parents involved in the child welfare system 
• Explain how to invite and provide feedback with families 
• Describe the requirement for locating parents and relatives 
• Explain how to locate missing or absent parents and relatives 
• Recognize the important role fathers play in the lives of their children 
• Identify tools and strategies, including family maps, for widening the family circle 
• Value family empowerment as necessary and useful in creating lasting change 
• Identify the purposes of confidentiality 
Strengths-Based Family Engagement Skills Clinic: 

• Demonstrate the use of reflections of feeling and content 
• Use strengths-based questions to engage family members in recognizing and utilizing 

their strengths in response to child welfare concerns  
• Disclose information to families about their rights and responsibilities in the child 

welfare system 
• Apply the system of confrontation to support families in making needed changes 
• Create a family map 
• Provide effective feedback 
• Use summarization to share information succinctly 
Strengths-Based Family Engagement OJL: (all LO are met in classroom and reinforced 
through OJL) 

Assessment Domain 

Assessment WBTs: 
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Overview of Assessment: 
• Define assessment 
• Explain the basic principles of all assessments 
• List the different types of assessments that caseworkers may be required to conduct 
• Identify various conceptual frameworks that support assessment and decision-making related 

to the child welfare outcomes 

 
Child Development: 
• Differentiate stages of child and youth development 
• Describe the typical characteristics of each stage of child development 
• Explain the domains of child development 
• Value the myriad changes that take place (physical, emotional, mental, social, and spiritual) 

as humans grow and develop 
• Understand the relationship between human needs, human behavior, and developmental 

stages 
• Use the Child Development Guide when observing and interviewing children and families 
• Determine whether there are discrepancies between the child’s behavior and the development 

tasks or milestones associated with the child’s stage of development 
• Appreciate the importance of gathering information about a child’s development from a variety 

of resources 
• Offer suggestions for effective parenting based on the observed behaviors and developmental 

status of a child 
 
Introducing Developmental Disabilities: 
• Value the experiences of children and parents who are living with developmental disabilities 

in their families 
• Define the term developmental disability 
• Explore the connection between developmental disabilities and child abuse/maltreatment 
• Differentiate developmental disability and developmental delay 
• Explain the federal and New York State definitions of developmental disability 
 
Introduction to Documentation: 
• Understand the purpose of documentation in child welfare work 
• Identify the components of the Uniform Case Report 
• Describe what information child welfare workers must document 
• Write frequent, effective, and contemporaneous progress notes 
• Value how effective case documentation supports the achievement of child welfare outcomes 

Assessment Classroom: 

• Distinguish maltreatment from abuse 
• Describe the concept of minimum degree of care 
• Explain how poverty may contribute to maltreatment but is not equated with maltreatment 
• Identify possible physical, behavioral, and environmental indicators of child maltreatment 
• Articulate how parent/caretaker action or inaction can result in abuse or maltreatment 
• Identify legal criteria for determining whether a situation constitutes maltreatment or abuse 
• Value the challenge of deciding whether children’s needs are being met to the standard 

of minimum degree of care  
• Apply critical-thinking skills to determine whether indicators of abuse or maltreatment exist 
• Assess for physical and behavioral indicators of child abuse 
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• Define safety 
• Describe the safety factors and safety criteria 
• Determine the presence or absence of safety factors in case situations 
• Decide whether safety factors and safety criteria interact to create a situation of 

immediate/impending danger of serious harm 
• Comprehend the importance of assessing safety throughout the life of a case during all 

casework contacts and review of case-related documents 
• Make safety decisions, in concert with the family whenever possible 
• Describe the safety-planning process  
• Assess the presence of any safety issues that are not a result of parent actions or 

inactions and identify ways to support the family in addressing those concerns 
• Value the use of critical-thinking skills to assess child safety 
• Define risk and risk assessment 
• Explain the purposes of risk assessment in child welfare work 
• Describe the risk-assessment process 
• Identify dynamics, behaviors, and experiences of families as well as conditions that 

contribute to risk and the strengths that offset risk 
• Determine what information is known about a family’s presenting situation as well as 

information that still needs to be gathered to inform decision-making  
• Identify appropriate sources from which to gather information to develop a fuller 

understanding of a family’s situation 
• Distinguish safety from risk 
• Identify the conceptual frameworks related to assessment in child welfare practice 
• Determine what information is needed from the family and collaterals to assess child and 

parental strengths and needs related to safety, permanency, and well-being 
• Identify which collaterals for each unique family are the best resources to assist the 

caseworker and family in assessing child and parental strengths and needs related to 
safety, permanency, and well-being 

• Demonstrate the use of interpersonal skills to gather information from parents, children, 
and collaterals in a trauma-informed manner 

• Explain how applying critical-thinking skills yields more accurate assessments while 
gathering information from families and all relevant collaterals 

• Value the role of a comprehensive assessment in identifying what children and families 
need and in laying the foundation for a plan of action to meet those needs and make 
changes 

• Determine a child’s developmental strengths and needs while considering the effects of 
trauma on the child 

• Assess family dynamics, family strengths (including cultural strengths), needs, underlying 
conditions, and contributing factors leading to or sustaining behaviors in families that 
affect achievement of child welfare outcomes 

 

Assessment Skills Clinic: 

• Value the role of a comprehensive assessment in revealing the level of child and family 
functioning  

• Employ the strategic use of interpersonal skills to assess the family’s system; their family and 
cultural strengths; underlying conditions, including needs; and contributing factors leading to 
or sustaining behaviors that create safety or risk concerns 

• Apply critical-thinking skills to identify appropriate collaterals for information gathering and 
assessment 
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• Document information related to the assessment of child safety 
• Synthesize assessment information to begin deciding what needs to change to achieve child 

welfare outcomes 
• Utilize the Child Development Guide to assess the children’s developmental needs and 

strengths, including any effects of trauma 
 
Assessment OJL: (Learning objectives solely achieved through OJL) 

• Document a safety assessment and safety decision in CONNECTIONS in a timely, clear, and 
thorough manner 

• Record a progress note thoroughly, concretely, and contemporaneously 
 

Interviewing Domain: 

Interviewing WBTs: 
Overview of Motivational Interviewing: 
• Some background on the theories behind MI 
• An overview of the Stages of Change and what they might look like 
• An idea of what Resistance and Ambivalence to Change might look like and some strategies 

to overcome them 
• Ways to recognize Change Talk, and how to encourage it 
• Some Engagement Strategies to use during MI  

Interviewing Classroom: 
• Define interviewing in the context of child welfare work 
• Describe the steps of the Child Welfare Interview Protocol 
• Identify caseworker tasks related to each step of the Child Welfare Interview Protocol 
• Value the use of an interview protocol to engage families in the information-gathering and 

decision-making processes 
• Explain the principles of motivational interviewing 
• Articulate the strategic use of skills in a motivational interview 
• Explain how motivational interviewing supports change in families 
• Identify age-appropriate expectations for children who are being interviewed 
• Explain how to modify interviewing skills and techniques for use with children 
• Describe how to interview/observe an infant and a toddler 
• Describe how to use the Three Houses tool to interview children 
• Associate being trauma-informed with considering the needs of children and parents with 

trauma histories, during an interview 
• Describe gatekeeping skills 
• Value the personal information that families share during a child welfare interview 
• Conduct the four stages of the interview protocol with a family using a trauma-informed 

approach 
• Employ the Principles of Partnership and interpersonal skills as well as strategies such as 

motivational interviewing with a family 
• Develop mutual understanding with the family on the conditions and behaviors that are placing 

children at risk of harm and/or compromising their development 
• Provide effective feedback 
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Interviewing Skills Clinic: 
• Use the stages of the Child Welfare Interview Protocol as a tool to structure a child welfare 

interview 
• Appreciate the importance of using interpersonal skills to interview children who have been 

harmed or are at risk of being harmed 
• Employ interpersonal skills to enable children of varying ages and developmental abilities to 

talk about their experiences 
• Value the use of an interview protocol to engage families in the information-gathering and 

decision-making processes 
• Demonstrate gatekeeping skills to meet the needs of all family members engaged in an 

interview 
• Engage children, parents, and the family in an interview for the purpose of assessing child 

safety 
Interviewing OJL: (all LO are met in classroom and reinforced through OJL) 

Intervention Domain: 

Intervention WBT: 
Understanding the Legal System: 
 
• Identify the impact of the legal system on child welfare practice in New York State 
• Describe the role of various professionals within the legal system 
• Explain how to effectively utilize family court intervention, when necessary, to promote child 

safety, permanency, and well-being 
• Describe the constitutional rights of parents 
Intervention Classroom: 
• Explain a caseworker’s responsibility to balance protection of children within a family while 

empowering the family in the casework process 
• Describe the safety planning process 
• List various controlling interventions that protect children 
• Explain the rationale for engaging the family in the assessment of safety 
• Appreciate the importance of informed and appropriate safety decision-making to protect 

children from danger and risk of harm 
• Decide when it is necessary to use the court system to support the safety, permanency, or 

well-being of the child 
• Determine which, if any, safety factors present in a family scenario place any child in 

immediate or impending danger of serious harm 
• Exhibit respect for the uniqueness of the family and the differences between individuals 
• Use confrontation, various types of questions, and management of authority to identify gaps 

and inconsistencies in information and gather sufficient information to assess safety and make 
a safety decision 

• Apply critical-thinking skills to the safety-assessment decision-making process 
• Determine which, if any, safety factors present in a family scenario place any child in 

immediate or impending danger of serious harm 
• Make a safety decision based on case circumstances 
• Use effective strategies for communicating to a parent the need for a safety plan 
• Engage the parent in making decisions about child safety and in creating and implementing a 

safety plan to protect children 
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• Apply critical-thinking skills to the safety-assessment decision-making process 
• Determine which, if any, safety factors present in a family scenario place any child in 

immediate or impending danger of serious harm 
• Make a safety decision based on case circumstances 
• Document a safety assessment and safety plan, including parent and caretaker actions and 

caseworker actions that must be taken to fully protect children, as well as other necessary 
controlling interventions 

Intervention Skills Clinic: 
• Demonstrate the Principles of Partnership 
• Employ summarization, confrontation, various types of questions, and other interpersonal 

skills to mutually arrive at a safety decision with families 
• Apply critical-thinking skills to the safety decision-making and safety planning processes 
• Utilize effective strategies for communicating to a parent the need for a safety plan 
• Engage the parent in creating and implementing a safety plan that will protect the children from 

immediate or impending danger of serious harm and, when possible, preserve the family 
• Document a safety plan 
Intervention OJL: (Learning objectives solely achieved through OJL) 

• Identify whom to seek guidance from when confronted with ethical dilemmas, conflicts, or 
uncertainty about confidentiality protocols 

• Record a progress note thoroughly, concretely, and contemporaneously 
 

Service Planning Domain 
Service Planning Classroom: 

• Identify how family strengths can be utilized to support achievement of outcomes 
• Explain the links between parent involvement, empowerment, and effective service plan 

outcomes 
• Explain how the assessment analysis is used, in partnership with the family, to inform the 

formulation of a service plan 
• Describe the relationship between change and service planning 
• Value the family’s perspective of their needs, willingness, and ability to create change 
• Explain the purpose of a statement of problem/concern 
• Identify the criteria of effective statements of problem/concern 
• Define outcomes as they relate to New York State service plans 
• Describe activities in the service plan 
• Identify the criteria for effective outcomes and activities 
 

Service Planning OJL: (all LO are met in classroom and reinforced through OJL) 

Integrative Skills Clinic: 

• Apply critical-thinking skills to gather, analyze, and evaluate information related to indicators 
of abuse and maltreatment, assessing safety, and making a safety decision 

• Demonstrate an awareness of personal bias and the importance of being able to manage 
personal bias when working with children and families 

• Operationalize the Principles of Partnership with families and members of the families’ support 
networks 



 

100 
 

• Demonstrate the interpersonal skills of attending, reflection, concreteness, confrontation, and 
summarization to engage family members during child welfare interviews 

• Utilize strengths-based questions and motivational interviewing techniques with families to 
develop or maintain a safety plan 

• Identify appropriate stakeholders when planning, coordinating, and conducting assessments 
• Employ solution-focused and trauma-informed techniques to facilitate discussions with 

individuals, families, and groups to develop and work toward reasonable shared goals that 
align with child welfare outcomes assess safety on an ongoing basis 
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