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Section I - Summary Program Description:

The BSFT® model uses a structured, problem-focused, directive, and practical approach to the treatment of child/adolescent conduct problems.  This approach includes the identification of externalizing (e.g., substance abuse, acting-out, truancy, bullying) and internalizing (e.g., depression, anxiety) symptomatology in youth ages six (6) up to and including age seventeen (17) years while restructuring problematic family interactions. It uniquely addresses cognitive, behavioral, and affective aspects of family life.  The BSFT® model incorporates effective processes of change from other models including strategic and structural approaches, existential/emotive therapy, eco-systemic approaches, and cognitive behavioral approaches. The BSFT® model is a trauma sensitive, culturally competent, strength-based model. 

Through focused interventions and skill building strategies, BSFT® provides families with the tools to overcome individual and family risk factors. The approach is based on the belief that family-based interactions strongly influence how children behave, and that targeting and improving maladaptive family interactions reduces the likelihood of symptomatic behavior.

The therapist works with the family to identify interactional patterns that give rise to and/or maintain problematic youth behavior and internalized and externalized symptoms. After these patterns are identified, the therapist helps the family change these patterns to encourage positive family interactions.

The BSFT® model fosters parental leadership, appropriate parental involvement, mutual support among parenting figures, family communication, problem solving, clear rules and consequences, nurturing, and shared responsibility for family problems. In addition, because the efficacy of BSFT® does depend on family’s abilities to come into the session, BSFT® provides specialized engagement strategies for bringing families into therapy.

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

[bookmark: _Hlk151375729]NOTE: After reviewing the required deliverables listed below, respondents must sign the statement at the bottom of this Section II to signify acceptance of all of them. 

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

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

New Jersey’s Prevention Strategy[footnoteRef:2] [2:  NJ DCF| The Prevention Shift: New Jersey’s Prevention Strategy & Family First Prevention Services Act 5-Year Plan December 2022] 

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


The core approaches included in DCF’s strategic plan—race equity, family voice, protective factors, healing centered practice, and collaborative safety—are essential and catalytic components of New Jersey’s existing prevention strategy. Recognizing both the strengths and limitations of this prevention system, DCF used the findings from a multi-year information gathering process to devise a prevention strategy oriented towards achieving outcomes in three domains: (1) identity, (2) process and (3) program. More on each domain can be found in the NJDCF FFA Prevention Plan Concept Paper.

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

However, when a family system is so challenged that children are unsafe or at a high risk of abuse or neglect, child protection interventions are available to support the family and ensure the safety of children. In New Jersey, such interventions include DCF’s core child protection services, e.g., investigations, case management and planning, etc., and its statewide network of social and clinical services for families with active child protection involvement.

Most often, when the Division of Child Protection and Permanency (DCP&P) becomes involved with a family, they are able to help the family develop and carry plans that allow for the family to remain together, safely. The majority (90%) of the children with active DCP&P involvement remain in their own homes with their family. DCP&P works with families to identify their needs and to connect them with appropriate services and supports. DCP&P has access to DCF’s comprehensive network of services, which includes an array of mental health services, substance use disorder services, parenting supports and services, domestic violence services, and more.

New Jersey’s Prevention Strategy & Family First Prevention Services Act 5-year Plan includes Brief Strategic Family Therapy (BSFT®) as part of DCF’s current service array to support families in high risk or unsafe situations. BSFT® is part of the continuum of family support services designed to strengthen all families and connect them to the resources and support they need within their own community—support that can prevent crisis, mitigate risks, and prevent future child abuse and neglect. 

The design of the NJDCF-funded BSFT® program is informed by the results of a statewide constituent survey conducted by FPR in May 2023. Constituents surveyed reflect the diversity of the populations served by DCP&P. The purpose of the voluntary survey was to inform the program design and service delivery approach of the new portfolio of in-home family support services. Caregivers conveyed that parenting education, specifically individualized parenting guidance to meet the developmental needs of their child, was the most important function of an in-home family support service followed by connections to community resources and group parenting support. Caregivers also provided feedback related to their experiences with service providers.  Family priorities include providers who worked around families’ schedules, were supportive, compassionate, and respectful of their families’ cultures, provided personalized tools, and had clear and consistent communication with their family and DCP&P around service delivery and progress. 
 
Feedback and suggestions from the constituent survey are incorporated throughout the program model and embedded within provider partner expectations.

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

BSFT® is an intervention that uses a structured family systems approach for families with children from ages 6 up to and including 17 years old, who display or are at risk for developing problem behaviors, including substance use, conduct problems, and delinquency. 

BSFT ® includes three intervention elements: 
a) therapists establish connections with family members to gain a deeper understanding and actively engage with the family system; 
b) therapists observe family dynamics to identify interactional
patterns associated with problematic behavior in young individuals; 
c) therapists work in the present by employing techniques such as reframing, assigning tasks, and coaching family members to explore new ways of relating to one another, fostering more effective and adaptive family interactions. 

The goal of BSFT® is to improve a youth’s behavior by improving family interactions that are presumed to be directly related to the child’s symptoms, thus reducing risk factors and strengthening protective factors for adolescent drug abuse and other behavioral problems.

BSFT® sessions are expected to achieve the following outcomes: 

	Targeted Outcomes of BSFT® ®

	For the child/youth
	For the family

	· Reduce emotional and behavioral problems, while improving self-control
· Reduce drug use
· Develop pro-social behaviors
· Reduce associations with anti-social peers 
	· Improve maladaptive patterns of family interactions (family functioning)
· Improve family communication, conflict-resolution, and problem-solving skills
· Improve family cohesiveness, collaboration, and parent-child bonding
· Improve effective parenting, including successful management of children’s behavior and positive affect in parent-child interactions


More information may be found on the BSFT ® website: , and Brief Strategic Family Therapy by the California Evidence-Based Clearinghouse for Child Welfare, and the Title IV-E Prevention Services Clearinghouse, where the BSFT ® intervention has been rated Well-Supported. 

3)  	The prevention focus of this program is: 

BSFT® interventions support the prevention of Emotional Abuse/Neglect, Family Separation, Physical Abuse, and Substance Use. 

B. Target Population - The below describes the characteristics and demographics the awarded respondent must ensure the program serves.  

1) [bookmark: _Hlk155606491]Age: Children and youth ages 6 up to and including age 17 and their parents/caregivers. Enrollment must occur prior to the youth’s 18th birthday.

2) Grade: N/A

3) Gender: Female; Male; Trans; Non-binary; All

4) Marital Status: N/A

5) Parenting Status: N/A

6) [bookmark: _Hlk167275181]Will the program also serve the children of the primary service recipient? No

7) DCF CP&P Status: CP&P In-Home Case. The case must remain open for the entirety of the service intervention. 

8) Descriptors of the primary service recipient: 
Children involved in the child welfare system with a presenting problem, who are at risk for entry or re-entry into out-of-home placement.

9) Descriptors of the Family Members / Care Givers / Custodians of the primary service recipients also required to be served: 
Parents/caregivers with children involved in the child welfare system who are at risk for entry or re-entry into out-of-home placement.

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

11) Does the program have income eligibility requirements? No

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

1)	The level of service increments for this program initiative: 
Point in Time and Unduplicated Families Served

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

3)		Estimated Unduplicated Service Recipients:
Daily open cases may be tracked at any point in time.

4)  		Estimated Unduplicated Families:
Each region will serve 40 families at any point in time (PIT) and 120
unduplicated families per year. The minimum number of families served is based on model fidelity, needs data, and specified by county below.

	Region 1: Camden, Gloucester, Salem
 
	Counties
	Approximate Percentage of Caseload
	Estimated Families Served PIT

	
	Camden 
	65%
	26

	
	Gloucester
	25%
	10

	
	Salem
	10%
	4



	Region 2: Atlantic, Burlington, Cape May, Cumberland
	Counties
	Approximate Percentage of Caseload
	Estimated Families Served PIT

	
	Atlantic 
	30%
	12

	
	Burlington
	30%
	12

	
	Cape May
	10%
	4

	
	Cumberland
	30%
	12




	Region 3: Mercer, Monmouth, Ocean
	Counties
	Approximate Percentage of Caseload
	Estimated Families Served PIT

	
	Mercer
	30%
	12

	
	Monmouth
	30%
	12

	
	Ocean 
	40%
	16




	Region 4: Middlesex, Somerset, Union
	Counties
	Approximate Percentage of Caseload
	Estimated Families Served PIT

	
	Middlesex
	45%
	18

	
	Somerset
	15%
	6

	
	Union
	40%
	16



	Region 5: Hunterdon, Morris, Passaic, Sussex, Warren
	Counties
	Approximate Percentage of Caseload
	Estimated Families Served PIT

	
	Hunterdon
	5%
	2

	
	Morris
	25%
	10

	
	Passaic 
	35%
	14

	
	Sussex
	10%
	4

	
	Warren
	25%
	10



	Region 6: Bergen, Essex, Hudson
	Counties
	Approximate Percentage of Caseload
	Estimated Families Served PIT

	
	Bergen
	33%
	13

	
	Essex
	33%
	13

	
	Hudson
	34%
	14



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

5) 	 	Is there a required referral process?
Yes, all referrals to the program will be made by DCP&P. Participants must be accepted in accordance with the required referral process.

6)	The referral process for enabling the target population to obtain the services of this program initiative: 
DCP&P staff will identify families that meet the criteria for BSFT® services.  Families must have an open case with DCP&P and be served in-home, meaning there may have been an allegation or substantiation of child abuse or neglect. A referral will be generated to contractors through the DCP&P Gatekeeper.  Upon receipt of the referral the contractors will complete a review and consultation to confirm the family is eligible for services.

7)	The rejection and termination parameters required for this program initiative:
BSFT® teaches a standalone engagement model that should be enacted to prevent missed or cancelled visits and maintain treatment momentum. Should these fail, then termination or suspension may occur.

Children in out-of-home placement, and their families, are not eligible to participate in the intervention.  

BSFT® is intended to be the sole therapeutic provider and is not an adjunct model. When BSFT® is chosen for a given family, it will become their only psychotherapy. However, they can partake in skills groups such as MI, 12-step, TF-CBT, and similar. If a family member must also be seen individually, he/she will be receiving BSFT® treatment during any needed individual session. Further, children receiving Medicaid-funded therapeutic services are not eligible to receive BSFT® -simultaneously.  This applies to Medicaid-funded therapeutic services provided individually for mental health diagnoses, but does not pertain to developmental or behavioral interventions, such as ABA therapy.  

Families are ineligible for BSFT® services if the youth has a severe developmental disorder, is suicidal or homicidal (which should be addressed with Crisis Interventions), who lack a family system due to the family being unavailable to work on an out-patient basis, or who are emancipated. Family units with one or more members experiencing active psychosis, a need for Detox, suicidal or homicidal ideation, or active domestic violence or sexual abuse are not able to receive BSFT® and need crisis interventions at that time. Families would be encouraged to re-engage once treatment is completed.   

Prohibited Basis for Referral Rejection: The provider shall not reject or decline a referral based on any of the following: 
•    Prior agency involvement, including but not limited to previous cases, service episodes, staff experiences, or historical conflict with the family 
•    Neighborhood characteristics, community conditions, or perceived safety concerns within the provider’s designated service region 
•    Verbal statements or expressions, including verbal threats, hostile communication, dissatisfaction, strong language, or emotional outbursts from the family towards the provider, when not accompanied by a credible, documented safety threat 
 
Permissible Basis for Referral Rejection: The following criteria are in addition to the regular permissible referral rejection criteria outlined above and are intended to clarify the limited circumstances under which safety-related concerns regarding the family may be grounds for referral rejection:. 
•    Documented physical violence directed toward staff, a child, or another participant; or 
•    A credible, evidence-based safety threat that cannot be mitigated through reasonable safety planning; or 
•    A court order or legal restriction that prohibits or limits service delivery; or 
•    An immediate and observable environmental danger that cannot be reasonably resolved or mitigated. 
 
Required Pre-Rejection Efforts: Prior to submitting a request for referral rejection to DCF, the provider shall:, 
•    Demonstrate that reasonable safety planning efforts were explored (e.g., buddy system, supervisory support, adjusted scheduling, alternative meeting locations within the least restrictive framework), 
•    Document all efforts made to engage the family and initiate services, and 
•    Consider alternative service delivery approaches that maintain access while addressing safety concerns. 
 
Review and Approval Process: All proposed referral rejections must: 
•    Be documented with specific, objective rationale and supporting evidence, including required pre-rejection efforts; and 
•    Be formally conferenced with the DCF program office prior to final determination; and 
•    Receive written approval from the Department before the referral is considered closed or reassigned. 

The provider is to notify the DCP&P Gatekeeper within 1-2 business days if it receives a referral for a child/family ineligible for the service.  

8)	The direct services and activities required for this program initiative:

a) Assessment: Initial assessments are typically completed during the first session with the family and the Regional Coordinator. Assessment findings are used by the assigned therapist to understand family dynamics, including interactional patterns, coping strategies, behavioral concerns, and immediate needs.

The therapist works collaboratively with the family to identify patterns of interaction that contribute to or maintain problematic youth behavior and supports the family in changing these patterns to promote healthier relationships and improved family functioning. The Structural Family Systems Rating Tool is a core assessment that also supports ongoing clinical work and is further described in the Service Delivery section below.

b) Safety Evaluation: As part of the needs assessment, staff of the contractor shall complete an initial safety evaluation with the family using a validated safety tool that will identify whether there is immediate or imminent danger to the child or youth. Families will be provided with information and education regarding accident prevention, with the goal of decreasing or preventing accidents to children and youth in the care of their parent or caregiver. As part of service delivery, staff of contractors shall have regular contact with the family and will be expected to informally assess safety during every interaction. During the service delivery process, should safety concerns emerge, contractors will coordinate with DCP&P and develop safety plans as needed and maintain ongoing communication to ensure families receive the supports necessary to keep children safely at home. This support also includes but is not limited to attention to medical, dental, and mental health care needs, as well as safe housing and freedom from child abuse, neglect, and domestic violence. 

c) Family Service Planning and Service Delivery: Utilizing a trauma-informed, strength-based perspective and relying on families as experts, clinicians will complete an initial needs assessment to inform service and goal planning. Families will lead the development of their plan, which will guide their service intervention. The therapist's utilization of the Structured Family Rating Scale with the family guides the service from beginning to end. The family’s plan that is identified from the onset of services, will be revisited at weekly intervals to ensure services are having the intended result as reported by the Clinician or family. The family' plan is to be adjusted on an ongoing basis as the family’s needs change throughout the course of service delivery. Family's cases are reviewed at least monthly by program staff and case work teams. Treatment is complete when there is resolution to the presenting problem as evidence by the scores of the Structured Family Rating Scale.  
 
To support the family to achieve their goals identified in their plan, the BSFT® model addresses family behavior, affect, and cognition. The therapeutic process involves:
 
· Joining: Forming a therapeutic alliance with all family members
· Diagnosis: Identifying interactional patterns that give rise to encourage and enable problematic youth behavior; and
· Restructuring: The process of changing the family interactions to more connected and adaptive interactions. 
 
The 4 steps of the intervention consist of:
 
1. Organizing a therapist-family work team. Developing a therapeutic alliance with each family member, and with the family as a whole, is essential for success.
1. Diagnosing the nature of family strengths and problematic relationships. The therapist emphasizes those family relationships that are supportive or problematic and their impact on the children’s behavior and the parental figures’ ability to correct inappropriate responses.
1. Developing a treatment strategy aimed at capitalizing on strengths and correcting problematic family relations to increase family competence.
1. Implementing change strategies and reinforcing family behaviors that sustain new levels of family competence. Important change strategies include the use of reframes to change the meaning of interactions; shifts alliances and interpersonal boundaries; building conflict resolution skills; and providing parents with guidance and coaching.

Financial Assistance: BSFT programs are authorized to allot up to $75 per family in financial assistance funds to help address material needs that are not addressed by CP&P or to further the work of the program.  Such funds are considered “Specific Assistance to Clients” and must be specified in the approved program budget (DCF Contract Annex B).

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

a) Evidence Based Practice (EBP) modalities: 
Brief Strategic Family Therapy BSFT ® provides evidence-based intervention strategies and curriculum based on the individual needs and characteristics of children and families and is a model with promising research study outcomes that have been published in California Evidence-Based Clearinghouse for Child Welfare and the Title IV-E Prevention Services Clearinghouse.[footnoteRef:3] . [3:  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] 


b) DCF Program Service Names: Brief Strategic Family Therapy (BSFT ®)

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

10)	The type of treatment sessions required for this program initiative are: 
In-Home Family Therapy sessions involving intakes, assessments, and treatment.

11)	The frequency of the treatment sessions required for this program initiative are:  
BSFT® is typically conducted in an average of 12 to 17 weekly sessions, depending on the intensity of the need.   A typical therapy session lasts 60 to 90 minutes. Additional sessions during a week may be provided during a time of high need for the family.

12) Contractors are required to communicate with Parent/Family/Youth Advisory Councils, or to incorporate the participation of the communities the providers serve in some other manner: 
Contractors are expected to participate in advisory councils/boards in their local community/area of service to be aware of additional supports available to families, during service intervention and post discharge from BSFT ® services.

Specific advisory councils and boards include but are not limited to:
· Human Service Advisory Council
· Children’s Interagency Coordinating Council
· County Mobile Response and CMO providers. 

13) The professional development through training, supervision, technical assistance meetings, continuing education, professional board participation, and site visits, required for this program initiative are:
Model implementation fees are required and includes the cost of training, supervision, implementation support, fidelity adherence monitoring and the site license. 

Agencies must consult with Empower to determine the annual model implementation fees and ensure appropriate budget allocation, with fees paid directly to Empower.

Before scheduling training, all trainees must: 
I. be pre-approved by Empower-BSFT (formerly the Family Therapy Training Institute of Miami (FTTIM); 
II. have videotaping equipment, other than a cellphone, with at least two hours of storage space that is easily portable to record family sessions in the family home.  Video recording is utilized for supervision purposes only and will be saved on a secure drive. They are deleted following the discussion of the family session in supervision and competency panel as applicable
III. have access to a shared drive (such as Business Dropbox or OneDrive) to upload family videos; 
IV. be aware that they will need to videotape families and will spend two hours per week in consultation via Zoom with Empower BSFT consultants; and 
V. have families assigned to them when training begins. 

Contractors shall maintain required technological needs for therapists, supervisors and regional coordinators. Additionally, Contractors will need to purchase the BSFT® Book (Szapocznik & Hervis, 2020) for each trainee. 
 
Contractors shall ensure full participation in all scheduled sessions, meetings, and consultations with Empower - BSFT. Staff shall:
I. Attend BSFT ® content training workshops  
II. Attend weekly supervision practicum sessions to review electronically recorded BSFT® family therapy sessions and receive feedback and consultation from the Empower-BSFT designated consultant.
III. Prepare and participate in the accreditation process with support from BSFT® expert.

Training Workshops

EMPOWER-BSFT provides the competency training, either onsite or online, in a series of 3 Workshops over a period of several months. Workshops conducted online are held via a HIPAA-compliant Zoom platform. The Workshops cover all essential BSFT® elements. They are a combination of didactic practice exercises and videotape analysis and include clinical case consultations.
I. Workshop #1, which begins by introducing the BSFT ® Theoretical Foundations and Research Findings, is immediately followed by the Supervision Practicum.
II. Workshop # 2 takes place approximately 3 weeks after Workshop # 1, after Supervision has already begun. 
III. Workshop # 3 occurs approximately 4-6 weeks after Workshop #2
                                         
Trainees must begin seeing at least 3-5 families using BSFT® skills at the onset of training.  Recorded sessions are utilized to assist therapists in supervision and feedback processed with the Empower-BSFT consultant.  If a family refuses to be recorded, they are still eligible for services. Empower-BSFT will address concerns related to video recordings on an individual/as needed basis. Clinicians will gradually increase the number of families they serve as they advance based on feedback from the Empower-BSFT consultant, up to a full caseload of no more than 12 families. 

Once a full caseload is achieved, clinicians will continue to be supervised by the Empower-BSFT consultant and receive feedback on taped video sessions. 

Competency and Supervision selection:

· Therapists are recommended by their consultant to engage in the panel process. It is the role of the Program Director to work closely with the Empower-BSFT consultant to ensure staff progression through this process. 

Panel process:
· Videos are reviewed by at least two independent raters, outside of the BSFT consultant working with the clinician.
· Agencies must retain at least three videos for panel submission (videos are often routinely deleted—please ensure this is disabled as needed).
· Results from panel will be communicated by the Empower-BSFT Associate Director directly to the clinician and their BSFT program Director.

After passing the panel:
· Clinicians enter the Fidelity Adherence Program (monthly adherence reviews), 

Clinical Supervisor
· Only one clinician is elevated to the Clinical Supervisor position, and this individual begins a 6–9-month training and support period.
· The Clinical Supervisor serves as the team’s day-to-day lead (“go-to”), with intentional support and direction provided to protect team functioning.
· Please note: Agencies should hire a new clinician during this period to support capacity. The Clinical Supervisor will assume supervision of that clinician upon completion of training.
· Clinical Supervisor responsibilities include:
· Blocking ~2 hours weekly for adherence monitoring per clinician being supervised
· Submitting fidelity reports to Empower-BSFT.

Staff may also be required to attend additional DCF trainings, not specific to the model.  

14) The court testimony activities, which may address an individual’s compliance with treatment plan(s); attendance at program(s), participation in counseling sessions, required for this program initiative are: 
Therapists and their supervisors, may, on rare occasions be called upon/subpoenaed to testify in court. Sources that may call upon Therapists are Public Defenders/Parental representation, and/or DAG/DCF representation. Attending court hearings is accounted for within funding and may not be billed separately.  If therapists are subpoenaed for court and are unable to reschedule sessions, their supervisors are to be notified, and a plan put in place on an individualized basis.

15) [bookmark: _Hlk155607123]The student educational program planning required to serve youth in this program: 
N/A

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

[bookmark: _Hlk155608576]1)	The program initiative’s service site is required to be located in: Anywhere in New Jersey. As services are provided in the family’s home, the contractor’s service site (i.e., primary office, headquarters, etc.) can be in any location, in state or out of state. Therapist must be licensed to provide services in New Jersey, as BSFT® services are only available to New Jersey residents open with DCP&P. 

2)	The geographic area the program initiative is required to serve is:   Each program is required to serve one of the regions listed below. All counties listed in each region must be served. 

	Region
	Counties 

	1
	Camden, Gloucester, Salem

	2
	Atlantic, Burlington, Cape May, Cumberland

	3
	Mercer, Monmouth, Ocean

	4
	Middlesex, Somerset, Union

	5
	Hunterdon, Morris, Passaic, Sussex, Warren

	6
	Bergen, Essex, Hudson



[bookmark: _Hlk136438454]3)	The program initiative’s required service delivery setting is: 
Primary location is in home.  Visits with families can occur in the community or at the Agency Site when deemed necessary.  This flexibility allows employees to work from home when not engaged in direct services, and there is no requirement for the contractor to maintain a physical office.  

Under special circumstances, providers may implement the following time-limited and documented safety accommodations, with the clear expectation that services are delivered in the home. Safety concerns may include, but are not limited to, mental health crises, substance use concerns, physical safety threats, behavioral escalation, environmental hazards, or other documented circumstances that present a credible and immediate safety risk requiring temporary accommodation.
	 
· Conducting visits during daylight hours when feasible
· Utilizing two-staff visits based on identified and documented safety needs
· Implementing staff check-in/check-out protocols
· Temporarily meeting in an alternative or neutral location only when a specific, documented safety concern is present that cannot be mitigated through in-home safety planning, and only when:
· A plan to initiate or resume in-home services is clearly documented
· The arrangement is reviewed and approved by supervisory staff
· The use of an alternative location is reassessed on an ongoing, frequent basis
· Modifying the structure of service delivery only to the extent necessary to address a documented safety concern, and not in a manner that:
· Eliminates required in-home components of the service model
· Delays or avoids engagement with the family in their home without documented justification
· Applying agency safety protocols only where they are consistent with contractual requirements for in-home, community-based service delivery, and not as a basis for limiting or denying services based on geographic location
· Use of alternative service locations shall not be used as a substitute for in-home service delivery on an ongoing basis.

Contractors should maintain a list of locations or spaces in which sessions can occur, on an as needed basis, in the event that the family home is not safe or available.    Contractors are responsible for implementing measures to ensure the safety of therapists during in-home visits. Tele-health sessions may only be used on an as needed basis and are not appropriate for the duration of service delivery. 

4)	The hours, days of week, and months of year this program initiative is required to operate:
Monday through Friday, 12 months per year.  Contractors are also expected to offer weekend and evening hours to ensure accessibility to the service. 

[bookmark: _Hlk155608743]5) 	Additional procedures for on call staff to meet the needs of those served twenty-four (24) hours a day, seven (7) days a week? 
No.

6) 	Additional flexible hours, inclusive of non-traditional and weekend hours, to meet the needs of those served? 
Programs should be operational to meet the needs of youth and families being served. The staff of contractors shall need to work flexible hours to meet those needs.  Supervisors should ensure that staff are scheduling their week in order to meet the needs of the youth and families.  This will require the staff to work non-traditional work hours which could include weekends.

[bookmark: _Hlk155607217]7) 	The language services (if other than English) this program initiative is required to provide:  
Contractors shall provide services in a family’s primary language. These efforts must include use of bi-lingual staff.  Contractors may appropriate funds to allow for a bi-lingual salary differential. For languages not covered by bi-lingual staff, including American Sign Language, contractors shall ensure that funds are allocated to provide for live translation services either in person or via video.  All eligible families must receive service regardless of language needs.   Contractors shall also ensure that all program materials, including but limited to outreach materials, consent forms, and family-facing documents, are available in the primary language of the families served.

8)	The transportation this program initiative is required to provide: The core services of the BSFT® model are provided by families in their home.  There is no expectation that families will be transported anywhere by their therapist. Transportation supports should be explored to assist families if access to service delivery outside the home becomes necessary. Contractors should address how parents would be able to access services through a variety of resources when transportation is a barrier.

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

Program Staffing Requirements and Caseload Size, following training of clinical supervisor:

	# of Staff per Program
	Caseload Size

	4 FTE Therapist
	7-12 Families/ any given time

	1 FTE Regional Coordinator
	--

	1 FTE Clinical Supervisor
	Approximately 15 cases per year 

	.5 FTE Director
	--



Contractors should use standard job descriptions when hiring for all positions. Empower-BSFT will provide support in the selection of the best candidates for Program Directors, Clinical Supervisors and Clinicians. Contractors will provide Empower-BSFT with the resumes of anticipated trainee candidates (Clinicians in training). Empower-BSFT will conduct supplementary phone interviews of candidates and report back to the agency with recommendations for hiring.  

Empower-BSFT will provide training and consultation to trainees through a designated clinical consultant until such time that the identified on-site supervisor is ready. The Empower-BSFT clinical consultant will supervise selected sessions as shared by the BSFT® trainee and continue to teach the model throughout the training practicum but will not take on clinical supervision duties as expected for Clinician licensure, professional development, or agency protocol. The Program Director/Clinical on-site supervisor can support staff who need supervision towards full licensure.  

A graduated therapist that excels in adherence at least twice during the adherence phase can be considered to become the Clinical Supervisor. This refers to the minimum number of successful adherences (post-competency panel) that a trainee achieves to advance to training to become a Clinical Supervisor. Post-panel adherence monitoring is at least every other month for the first year. Clinical on-site Supervisors will continue to provide direct BSFT clinical services to families as part of their ongoing training, to maintain fidelity to the model, stay attuned to the needs of families, and ensuring a deep understanding of both the families and their staff.

Agencies must budget for costs associated with model supervision and fidelity monitoring processes. Once a Clinical Supervisor is hired, trained, and assumes these responsibilities, external supervision costs will no longer be necessary, except in cases of staff attrition. For specific cost information, agencies should refer to the Empower MOU/MOA.

Contractors shall ensure the above individuals:
a) attend initial and on-going training sessions; 
b) have cell phones, personal transportation, and a laptop;
c) document notes in shared files that are stored securely, and
d) receive travel expense reimbursement (mileage) for home visits.
e) receive a BSFT® program manual.
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BSFT® Staff

	Position
	Responsibility
	Education/ Certificate/ Credentials

	Therapist 





Minimum Salary: $70,000 (commensurate with education and/or experience. 


	· Participate in weekly Supervision and Unit meeting with Supervisor
· Manage assigned caseload and provide coverage for peer's caseload as needed, provide direct clinical treatment using methods compatible with assigned BSFT ® model.
· Basic knowledge of how family systems operate
· Rigorous ongoing training for certification in evidenced based model; ensure full compliance with implementation, delivery of the BSFT® program and stringent clinical and administrative requirements.
	• Master’s Degree in Social Work, Counseling, or related field preferred.
• Valid professional license (LSW, LMFT, LAC and/or possess other comparable licenses). May be in process of obtaining 
licensure.

	Regional Coordinator

Minimum Salary: $52,000

(commensurate with education and/or experience. 

	· Conduct in-home visits with families to complete enrollment paperwork.
· Administer Assessments
· Track and Assign Referrals to Clinicians and Maintain Waitlists per County.
· Facilitate and support referrals for families, connecting them with appropriate services and resources 
· Provide program administrative support, including data reporting.
	· Bachelors Degree in Counseling, Psychology, Social Work, or related field. 
· Experience in parent and family support programs, and/or the child welfare system is preferred.


	Clinical Supervisor 
	· Provides clinical oversight, and supervision of Therapists with support from Empower-BSFT consultant. 
· Receive additional training to provide new staff supervision practicum and fidelity adherences. 
· Assess and resolve any barriers to achieving program deliverables.
· Provide direct BSFT® services to up to 15 families per year. 
· Assume supervision of Regional Coordinator. 
	· Master’s Degree in Social Work, Counseling, or related field preferred.
· Valid professional license (LSW, LCSW, LMFT and/or possess other comparable licenses)
· Graduated BSFT®  therapist that excels in adherence at least twice during the adherence phase. 

	Program Director
	· Position requires a high level of accountability and an ability to make critical decisions.
· Day-to-day operations of agency’s program; recruiting, selecting, coaching, supervising and assessing program staff.
· Provide ongoing clinical oversight and supervision of clinical supervisor.
· Ensure progression of staff training through competency by way of ongoing communication with FTTIM.
	· Master's degree in Social Work, Counseling, or related field preferred.
· Valid professional license (LCSW, LPC)
· Minimum of 5 years of work experience providing mental health services, including experience providing supervision and managing a program.




10)	The legislation and regulations relevant to this specific program, including any licensing regulations:
BSFT® is a program on the prevention services continuum of NJ’s Family First Prevention Services Act Plan.  Contractors will need to ensure fidelity to the model and meet reporting requirements identified below. 

DCPP Policy III.C.2.150 Service Provision:
https://dcfpolicy.nj.gov/api/policy/download/CPP-III-C-2-150.pdf
directs the use of services for families to protect the child, reduce stressful situations within the family, and increase the family's abilities to function more adequately without the constant and ongoing intervention of a social service agency.

Contractors are reminded of their obligation to comply with legislative and regulatory requirements found in the Standard Language Document and the Notice of Standard DCF Contract Requirements.

11)	The availability for electronic, telephone, or in-person conferencing this program initiative requires:
In person or virtual conferences will occur between the contractor, FPR, and DCPP.  These conferences will occur at least quarterly.  Clinicians should have regular communication with the referring DCP&P staff, with a conference regarding the family's progress in services to occur at least monthly.  That conference can occur telephonically, electronically, or in-person.  

Contractors should ensure staff not only engages in weekly face to face contact but also has the ability to communicate with families via telephone and electronic methods that include texting, email, and video calling through the use of laptops and Wi-Fi capabilities. 

12) 	The required partnerships/collaborations with stakeholders that will contribute to the success of this initiative:
Contractors shall create and maintain strong, meaningful relationships with the following stakeholders to ensure success of the program:
a) Empower-BSFT for implementation support. 
1. Contractors shall maintain site licensure. The site must retain BSFT Therapists in adherence/fidelity supervision. BSFT therapists must adhere to the treatment model to assure fidelity and, thus, successful outcomes.

Agencies shall ensure their Year 2 budgets and outyears allow for costs associated with agency licensure.

2. Awarded contractors shall accept from Empower-BSFT: 
· Assistance with on-site supervisor selection and training;
· Consultation services related to additional licensure or renewal process as required;
· Guidance in addressing any challenges that may impede the implementation process; 
· Materials to support the transfer of learning, including, but not limited to, training
· Resources, risk assessment scoring manual, staff competencies, evaluation tools, and
· practice forms (treatment plan, personal change plan, aftercare plan, etc.)’
b) DCF’s DCPP, DFCP, and FPR.
c) Local community-based service providers for the purposes of support to the family during and post services. 

13)	The data collection systems this program initiative requires: 
Contractors shall collect and report on participant demographics, individual-level client and program data, including, but not limited to: contacts with families, assessment outcomes, referrals made, and other performance metrics.   They are required to use a DCF approved data collection and reporting system.

14)	The assessment and evaluation tools this program initiative requires:
In New Jersey, and in alignment with the favorable outcomes assessed by the Title IV-E Prevention Services Clearinghouse, BSFT® will be implemented with the goal of reducing delinquent behavior among youth and improving family functioning. 

· McMaster Family Assessment Device
· Alcohol and Substance Use Screening tool
· Youth Self Report
· Parenting Practices Questionnaire
· Structural Family Systems Rating tool
· Satisfaction Survey

The Contractor shall budget for incentives to support completion of required assessments. Incentive amounts and allowable use shall be determined by DCF and aligned with applicable research ethics guidelines. 
Contractors shall also participate in the Collaborative Quality Improvement process. 

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

1)		The evaluations required for this program initiative:
Contractors shall engage in a process of participatory and collaborative evaluation planning activities with DCF and consultants as needed.

2)	The outcomes required of this program initiative:
a) Short Term/Mid Term Outcomes: 
Child-level outcomes:
· Reduce behavior problems, while improving self-control.
· Reduce associations with antisocial peers.
· Reduce substance use.
· Improve emotional symptoms.
· Develop prosocial behaviors.

Family-level outcomes:
· Improvements in maladaptive patterns of family interactions (family functioning).
· Improvements in family communication, conflict-resolution, and problem-solving skills.
· Improvements in family cohesiveness, collaboration, and child/family bonding.
· Effective parenting, including successful management of children's behavior and positive affect in the parent-child interactions.
· Reduction in alcohol use in parents. 

b) Long Term Outcomes:
· Reduce or eliminate behavior problems by improving family interactions that are presumed to be directly related to the child’s symptoms, thus reducing risk factors, and strengthening protective factors for adolescent conduct problems.  
· Decrease in children entering out of home placement (as measured by # of children entering out of home placement within one (1) year of service completion).
· Prevent child abuse and neglect (as measured by # of referrals made on families who have completed the service, measured for a period of one (1) year post-service completion).
· Engagement and retain all family members, decrease presenting symptoms such as truancy, and eliminate reports of repeat maltreatment to the state child abuse hotline.

3)	Required use of databases: 
Contractors shall collect and report program data using DCF approved data collection and reporting systems at no cost to them. 

4)	Reporting requirements: 
Contractors shall ensure that all required individual and family level data is entered into the DCF data system.  Additionally, they must communicate via email with DCP&P and DCF-OFPR weekly to advise of current level of service and program availability. 

Contractors shall participate in Continuous Quality Improvement and monitoring activities as indicated by DCF. 

Contractors shall complete and submit quarterly expenditure reports (ROE) 15 calendar days after the end of each fiscal quarter to their identified DCF Business Office and DFCP Program Lead. Contractors are expected to complete all other financial reporting in accordance with DCF Policy. 



F.   Signature Statement of Acceptance: 

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

Region to be Served: 					

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

Unique Entity ID #: 				

Contact Person: 					

Title: 					
Phone: 				

Email: 						 

Mailing Address: 									 
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